
 



  



Schedule of Contents 
 

Statement of Intent 2012/13 – 27 June 2012 Page i 
 

Schedule of Contents 

Schedule of Contents ................................................................................................................................................................ i 

Chapter One:  Context ............................................................................................................................................................. 1 

Chapter Two: Strategic Direction ............................................................................................................................................... 7 

Chapter Three: Stewardship ................................................................................................................................................... 16 

Chapter Four: Forecast Service Performance ............................................................................................................................. 30 

Chapter Five: Financial Performance ........................................................................................................................................ 87 

Appendix A:  Central Region’s Road Map .................................................................................................................................. 92 

Appendix B:  Risk Profile ........................................................................................................................................................ 94 

Appendix C: Allied Laundry Services Limited – Financial Statements &  Accounting Policy ................................................................ 98 

Appendix D:  Output Classes ................................................................................................................................................ 102 

Appendix E: Financial Statements & Capital Expenditure ........................................................................................................... 103 

Appendix F:  Statement of Accounting Policies ........................................................................................................................ 113 

Appendix G:  Schedule of Related Documents ......................................................................................................................... 120 
 

 



Chapter One: Context 

Statement of Intent 2012/13 – 27 June 2012   Page 1 
 

Chapter One:  Context  

1.1 Foreword/Executive Summary 

MidCentral DHB has made substantive progress in many areas.  Some 
of these are: 

• reducing wait times 

• increasing elective surgical throughput 

• providing services closer to home, with more services provided in 
community  

• increasing hospital capacity, particularly for cancer services 

• providing value for money and securing a stable financial base 

• increased expenditure in new and/or enhanced services, new 
technology and workforce 

• enhancing the quality and clinical effectiveness of services 

• ensuring its infrastructure, including information systems, will be 
capable of supporting current and future demands. 

Further improvements are planned over the next three years in waiting 
times, throughput and national health target areas. 

Key hospital service developments will be women’s health services (for 
the combined MidCentral and Whanganui DHB area), cardiology and 
renal services. 

More work will be done to enhance primary care with a view to 
ensuring as many services as possible are provided in the community, 
and that services for vulnerable groups (the elderly, and, children and 
youth) are co-ordinated and meet need.  The development of Integrated 
Family Health Centres will continue. 

Key to our success is strong clinical leadership and a supported, skilled 
workforce, and further work in this area will be done. 

The safety of patients and clinical effectiveness of our services will be 
enhanced through initiatives around hand hygiene, infection control, 
medication and falls. 

The DHB’s strong financial position will be maintained.  Small surpluses 
are anticipated throughout the planning period. 

Just as the breadth of a DHB’s role is very broad, so too are the many 
initiatives planned for 2012/13 and beyond. 

These will advance local, regional and national targets and priorities, 
and the achievement of our vision for our communities:  

“Quality living – healthy lives”. 

 

 

 

 

Phil Sunderland
Chairman 

Karen Naylor
Board Member 
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1.2 Context 

1.2.1 Background 

MidCentral is one of 20 District Health Boards (DHBs) in New Zealand, 
and was established under the New Zealand Public Health and 
Disability Act 2000.  This Act sets out the roles and functions of DHBs.   

District Health Boards, as Crown Agents, are also considered Crown 
Entities, and covered by the Crown Entities Act 2004. 

The statutory objectives of DHBs include: 

• improving, promoting and protecting the health of communities  

• promoting the integration of health services, especially primary and 
secondary care services  

• promoting effective care or support of those in need of personal 
health services or disability support. 

DHBS work with many other organisations within the health sector, 
including the Ministry of Health.  Their goal – New Zealanders living 
longer, healthier and more independent lives. 

1.2.2 Health Sector Context 

Health and disability services in New Zealand are delivered by a 
complex network of organisations and people. 
 
The Minister and Ministry of Health provide leadership and work with 
District Health Boards, primary health organisations, non-government 
organisations, Crown entities, health professionals and others across the 
system to achieve better health for New Zealanders.  DHBs are funders, 
planners and providers of health and disability services. 

The Government’s health policy, “better, sooner, more convenient” sets out 
its aspirations for a high-quality, patient-centred health system.  Its 
goals are: 

• New Zealanders enjoy a long and healthy life 

• Patients to have better, sooner, more convenient healthcare 

• A public health system that continually improves 

• To meet the public’s justified expectations. 

A long term plan for the sector is under development, reflecting the 
new environment and looking at the models of care and service 
configurations required to meet New Zealanders’ future health needs.  
This plan is entitled: “Strengthening our Health Services” and identifies 
key facets of a reconfigured health system: 

• Prevention, self-management and home-based services 

• Integrated family health centres, partnerships and teams 

• Hospital clusters and regional services 

• Planned specialisation and consolidation into a small number of 
centres. 

At a regional level, the six DHBs in the Central Region (MidCentral, 
Capital & Coast, Hawke’s Bay, Hutt Valley, Wairarapa and Whanganui) 
have developed a Regional Service Plan which will achieve the 
Government’s goals for their communities.  Their aim is:  
 
“There will be a regionally co-ordinated system of health service planning and 
delivery that will lead to ongoing improvements in the sustainability, quality 
and accessibility of clinical services.” 

Within the region, MidCentral DHB works closely with its neighbour, 
Whanganui DHB for the benefit of their shared population. 

Other key strategies which influence health service planning and 
provision are: the New Zealand Health Strategy, the New Zealand 
Disability Strategy, and the Treaty of Waitangi. 

MidCentral DHB works within the parameters of the Government’s 
health policy and legislative framework.  It also works in collaboration 
with national agencies and other DHBs to plan, fund and deliver health 
and disability services. 
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1.2.3 Population & Health Profile 

Our Geographic Area 

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

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

The Health Status of our Population 

The health status of the people in the MidCentral district continues to 
improve. MidCentral DHB undertakes regular health needs assessment 
of its population, with the latest update being carried out in 2011. 

Consistent with previous years the five most common causes of 
mortality are: circulatory diseases, cancer, respiratory diseases, injuries, 
and endocrine diseases (mostly diabetes).  

MidCentral DHB’s district’s population is growing but at a slower rate 
than other DHBs in New Zealand. Palmerston North accounts for most 
of the population growth. MidCentral’s population structure is also 
aging with the proportion of people aged 65 and older growing. By 
comparison, New Zealand’s proportion of people aged 65 and older has 
remained very similar. MidCentral district’s percentage of Maori 
residents is increasing; this is paralleled by an increase in the district’s 
proportion of Pacific and Asian residents. 

An aging population influences health care need, because most diseases 
and causes of disability are more common in older age groups. 
However, the proportion of people aged 65 and over is not uniform 
across MidCentral district. Horowhenua and the MidCentral portion of 
Kapiti have higher percentages, whereas Palmerston North and 
Manawatu have lower percentages. MidCentral’s proportion of people 
aged 0 to 14 has decreased with New Zealand also showing the same 
pattern. 

Mortality (and therefore health status) is improving for all the territorial 
authorities. 

The most common causes of mortality for each of the territorial 
authorities are the same as for MidCentral DHB overall: circulatory 
diseases, cancer, respiratory diseases, injuries, and endocrine diseases 
(mostly diabetes). Although the gap may have narrowed, Horowhenua 
is still an area of disadvantaged health status, compared to MidCentral 
overall. Horowhenua, MidCentral DHB’s portion of Kapiti Coast (Otaki 
and surrounding areas), and Tararua have higher proportions of Maori 
residents than the rest of MidCentral district. 

The groups of people who experience health status disadvantage in 
MidCentral are Maori, Pacific peoples, and people experiencing socio-
economic disadvantage. Horowhenua residents are highly 
representative of people who experience health status disadvantage. 
While there are signs that health service access is improving for people 
experiencing health status disadvantage, whenever there is an adverse 
trend, the effect seems to be greater for those already experiencing 
poorer health status. 

The MidCentral Pacific population involves small numbers of people 
and is prone to random yearly fluctuations. 

1.2.4 Operating Environment 

Scope of Work 

MidCentral DHB is responsible for ensuring the 160,000 people living in 
its district have access to a wide range of health and disability support 
services.  It is responsible for “improving, promoting and protecting” 
their health and the health of the communities in which they live.  This 
involves assessing the health status of the district and determining what 
funds should be directed to preventing illness (via primary and public 
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What Services Are Purchased ($m)
2010/11 2011/12 2012/13

Actual Budget Budget

Hospital-based Services

64.7 66.6 69.1 Surgical specialties, ICU and anaesthetics

46.0 46.5 46.2 M edical services

33.6 34.0 34.5 Regional cancer treatment service

27.9 28.2 28.6 Elder health and rehabilitation and therapy

28.1 28.5 29.1 Women's and child health

25.7 26.2 25.3 M ental health

12.5 13.1 15.0 Emergency department

8.6 8.9 8.3 Clinical support

6.5 6.6 6.6 Public health

3.8 3.8 4.4 Dental health

1.7 1.7 1.5 Rural health

15.9 18.3 23.8 Other

275.0 282.4 292.4 Total hospital-based services

Community-based Services

44.1 46.0 46.9 Pharmaceuticals

41.0 40.0 45.4 Residential care

28.0 27.2 28.7 Primary practice

10.1 10.2 10.3 Laboratories

10.7 11.1 11.8 Home support

9.1 9.1 9.2 M ental health

4.8 4.4 4.6 Chronic disease management

21.0 30.2 27.9 Other

168.8 178.2 184.8 Total community-based services

25.1 26.5 32.4 Disability services and needs assessment

1.4 1.6 3.3 Primary Health Nursing / Supportlinks

46.6 47.7 48.5 Inter-district flows

6.0 5.9 7.2 Governance

522.9 542.3 568.6 Total DHB Expenditure

Who Provides Them ($m)

275.0 282.4 292.4 M idCentral Health

72.2 80.1 80.2 GPs, PHOs, non-govt owned providers

44.1 46.0 46.9 Community pharmacies

46.6 47.7 48.5 Other DHB's

41.0 40.0 45.4 Rest homes

25.1 26.5 32.4 Enable New Zealand

10.1 10.2 10.3 Community laboratories

6.0 5.9 7.2 M idCentral DHB - governance

1.4 1.6 3.3 Primary Health Nursing / Supportlinks

1.4 1.9 2.0 Iwi/M aori health providers

522.9 542.3 568.6 Total DHB Expenditure

health services), to detecting and managing illness, to providing 
intensive assessment and treatment, and to providing rehabilitation and 
support.   

MidCentral DHB ensures these services are made available to its 
communities by contracting with external providers (such as GPs, rest 
homes, dentists, pharmacists, and Maori and mental health providers) 
or providing the services directly, eg public hospital services.   

Some of the services provided by MidCentral DHB are for a larger 
region.  This includes cancer and renal services, public health and 
specialist equipment services.  MidCentral DHB provides these services 
on behalf of the DHBs in those areas. 

The planning and funding of health services is carried out by the DHB’s 
Funding Unit.  Service provision is done via its hospital provider arm 
(MidCentral Health) and Enable New Zealand. 

How we are Funded 

MidCentral DHB is principally funded from Government’s Vote:Health 
budget appropriations each year using a funding formula applied to the 
population base of MidCentral district via a Crown Funding Agreement 
with the Minister of Health.  Other main income is received from 
Disability Support Services, National Screening Programmes, (Ministry 
of Health), ACC, Clinical Training Agency, and other DHBs where 
services are provided to their populations. 

In 2012/13, MidCentral DHB expects to spend $569m on purchasing 
health and disability services.  The funds purchase these services from a 
range of providers and include hospital-based services (MidCentral 
Health), community-based services, disability services, other DHBs and 
DHB governance.  The table (at right) identifies the services purchased 
by key category, and by provider type. 
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Funding and purchasing of services decisions are underpinned by the 
Service Coverage Schedule together with the policies, strategies and 
priorities of Government and the DHB. 

Our Operating Environment 

The District Health Board is operating in an environment of fiscal 
constraint.  

It is also operating in an environment of collaboration and 
regionalisation.  DHBs are working together to establish services at risk 
of workforce and other pressures, on a regional basis.  Many “back-
office” services are being established on a regional or national basis. 

There is increased collaboration between primary and secondary care 
sectors.  Within MidCentral DHB’s district a major project is underway 
for “better, sooner, more convenient primary health care services”. 

Standards of care, particularly nursing care, within aged residential care 
are inconsistent across the district. 

External & Internal 
Environmental Factors 

Potential Impact on DHB 

Economy and State Budget  

1. Fiscal constraint Increases for health sector will be modest, ie future 
funding track provisions 
Demand on the DHB for salaries, prices, etc will 
likely exceed available funding 
Restoring Christchurch’s health services is a 
national priority 

Health Sector Environment  

2. Regionalisation and 
Collaboration 

More regional clinical networks will be established 
Residents have to travel further for some services 
Services sustainability requires a robust regional 
model 
Workforce planning on a regional basis 
Joint community with Whanganui DHB 

3. Reconfigured primary 
health care sector 

Move to integrated family health centres 
Transfer of services from hospital care to 
community carer 
Community-based services integrated into family 
health centres 

4. Period of change New agencies in establishment phase 
Transfer of responsibilities from one agency to 
another 
Some delays may be experienced as new agencies 
pick up role/function. 

Internal Factors  

5. Fiscal constraint Self-funding of service developments and facility 
changes 
Expenditure targets for all services to ensure 
expenditure is no more than 90% of revenue to 
provide cash reserves for investment 
Changes to access/threshold levels. 
Ongoing strong focus and controls around 
financial management 

 
Key areas of risk and opportunity 

Inter-district flows remain the key area of risk for MidCentral DHB.  
Tairawhiti DHB has determined it will purchase all non-surgical cancer 
treatment services from Waikato DHB as from 1 July 2013.  This will 
mean a reduction in MDHB’s regional cancer treatment service.  
(Tairawhiti DHB’s residents estimated to be around 6% of MDHB’s 
cancer service.) 

Regionalisation provides significant opportunities for MidCentral DHB, 
given its geographic location and the secondary/lower level tertiary 
nature of its services. 

National procurement activities provide opportunities for Enable New 
Zealand which has specialised expertise in procurement and distribution 
systems. 

MidCentral DHB’s advances in primary health care are considered to be 
leading edge, and the “better, sooner, more convenient” business case 
implementation provides opportunities for further innovation. 
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Coverage and Location 

The Service Coverage Schedule describes the minimum range of health 
and disability support services the District Health Board must provide 
for its population. The Service Coverage Schedule is promulgated by the 
Ministry of Health (MoH) and is a national standard.  It includes:  Maori 
health, mental health, personal health (primary, secondary and limited 
tertiary), public health and disability support services. 

1.2.5. Nature and Scope of Functions 

MidCentral DHB:  

• FUNDS health and disability services through contracts with 
providers. 

• PROVIDES hospital and specialist services that cover medical and 
surgical services, mental health, and older person’s health. 

• PROMOTES community health and wellbeing through health 
promotion, health education and population health programmes. 

• PLANS the strategic direction for health and disability services 
within our region, including our district. This is done in 
consultation with: 

⋅ key stakeholders (iwi, primary health organisations and 
providers) and our community 

⋅ other DHBs via regional and national networks. 

All planning is done in line with national health strategy and legislation 
earlier in chapter (section 1.2.2).  This also includes our Regional Service 
Plans. 

As an owner of Crown assets, MidCentral DHB has responsibility for 
undertaking a number of functions.  These include strong governance 
and accountability, risk management, audit, and performance 
monitoring and reporting. 

MidCentral DHB also undertakes formal asset management planning to 
determine planned future asset replacement and expected financing 
arrangements.  The plan is regularly updated.   

DHBs must revalue property, plant and equipment in accordance with 
NZ International Accounting Standard 16.  MidCentral DHB’s land and 
buildings are revalued every three years.  The last revaluation occurred 
in 2009 and a further valuation was conducted in 2010 on an “Optimised 
Depreciated Replacement Costs” basis. 

In carrying out its objectives and functions, MidCentral DHB should act 
in compliance with all relevant legislation.  DHBs are established under 
the New Zealand Public Health and Disability Act 2000.  As a Crown 
entity, other key legislation includes the Crown Entities Act, 2004 and 
the Public Finance Act, 1989. 

The NZPHD Act 2000 was amended in November 2010.  This 
amendment has made a number of changes to the principal Act and 
includes the provision for annual Planning Regulations. 

Other legislation may also impact on the DHB’s operations such as the 
State Services Commissioner’s Standards of Integrity and Conduct, 
which were issued under section 57 of the State Sector Act 1988, and 
applies to all DHB employees.  

1.2.6 Ownership interests 

MidCentral DHB has a part ownership in Central Region’s Technical 
Advisory Service (TAS) and Allied Laundry Services. 
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Chapter Two: Strategic Direction 

2.1 DHB vision  

MidCentral DHB’s vision is:  Quality Living – Healthy Lives. 

To the DHB, achievement of this vision means: 

• people enjoy healthy lifestyles within a healthy environment 

• the healthy will remain well 

• health and disability services are accessible and delivered to those 
most in need 

• the health and wellbeing of Maori is improved 

• the quality of life is enhanced for people with diabetes, cancer, 
respiratory illness, cardiovascular disease and other chronic (long 
duration) conditions 

• people experiencing a mental illness receive care that maximises 
their independence and wellbeing 

• the needs of specific age-related groups, eg older people, 
children/youth, are addressed 

• the wider community and family supports and enables older people 
and the disabled to participate fully in society and enjoy maximum 
independence 

• oral health is improved  

• people’s journey through the health system is well managed and 
informed. 

Achievement of MidCentral DHB’s vision will assist in the achievement 
of the sector’s outcome of “New Zealanders living longer, healthier and 
more independent lives”.  It will also contribute toward achievement of 
the Ministry of Health’s four outcomes: 

• a more unified and improved health and disability system 

• people receive better health and disability services 

• good health and independence are protected and promoted 

• the health and disability system and services are trusted and can be 
used with confidence. 

MDHB’s strategic direction is underpinned by section 38(2d) of the New 
Zealand Public Health & Disability Act 2000.  MDHB’s Annual Plan 
gives effect to that direction. 

2.2 Strategic Outcomes in National, Regional & 
Local Context 

To advance the national goal of “New Zealanders living longer, 
healthier and more independent lives” a vast array of work is carried 
out within the health sector at national, regional, sub-regional and local 
levels.  In addition, there is considerable collaboration with other 
sectors. 

2.2.1 National 

With an aging population, increasing costs of healthcare, increasing 
prevalence of long term health conditions, and shortages in key staffing 
areas within the workforce, robust health planning is of paramount 
importance. 

It requires deliberate long term planning on a national and regional level 
to ensure models of care are appropriate for both today and the future, 
and that they are sustainable. 

New models of care are required – ones which maximise the use of the 
health workforce, health funding, and capacity, and which promote 
prevention, self management, and home-based services. 
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Some services are so small and specialised that they are to be provided 
on a national basis, managed through the National Health Board.  These 
include paediatric oncology and clinical genetics. 

Health Workforce New Zealand is addressing the issues facing the 
health sector in workforce development on a national basis.  The 
National Health IT Board and the Capital Investment Committee are co-
ordinating investment in the public health sector infrastructure.  This 
will ensure consistency of systems and a common framework/platform 
which DHBs and other providers can utilise. 

A work programme to develop National Services and National Service 
Improvement programmes was introduced by the National Health Board 
in 2010 aimed at improving equity of access, quality, consistency and 
sustainability for vulnerable services, particularly high cost low volume 
specialist services, for example, paediatric and congenital cardiac 
services. Building on the DHB model, lead DHB providers were selected 
to be responsible for the provision and development of a national 
service, most of which were funded from "top slice". DHBs that were 
recipients of the service were expected to work collaboratively with the 
national service provider, supporting   outreach clinic arrangements to 
improve access for their populations.  National Service Improvement 
programmes  required the commitment of clinicians and managers 
within DHBs across a designated service pathway to identify areas of 
opportunity and work together on interventions to improve equity of 
access, quality, consistency and sustainability nationwide. 

MidCentral DHB supports the centralisation of vulnerable services and 
the collaboration of back-office and support functions.  Enable New 
Zealand, a provider division of the DHB, is the national provider of 
disability equipment (short term loan equipment) for the DHB sector 
(providing this service under contract to HBL). 

Government Priorities and Health Targets 

The Government has established five priority areas for all DHBs for 
2012/13.  These include achievement of the six national health targets.  
Details of the Government’s key expectations of DHBs and the national 
health targets are set below. 

 
Integrated Care Establishment of integrated family health centres 

Primary care direct-referral to diagnostics 
Clinical pathway development involving 
community and hospital clinicians 
Improved performance in: unplanned and urgent 
care, long-term conditions, and wrap around 
services for older people. 
Provide zero fee after hours GP visits for children 
under six 
Integration of child and maternity services 
Youth Mental Health 

Shorter Waiting Times Deliver of the elective surgery target, increasing 
productivity and access year on year, with a target 
that elective waiting lists reduce to a maximum of 
five months in 2013 and four months by the end of 
2014. 
Improve access to diagnostic tests and achieve 
national targets (under development) for maximum 
waiting times for coronary angiography, 
colonoscopy, MRI and CT scans. 
Continue to deliver the shorter waits for cancer 
treatment targets for both radiation therapy and 
medical oncology. 
Ensure shorter waits for child and youth drug and 
alcohol treatment, achieving the national 
expectation that 80% of this age group are seen by 
an AOD health professional within 3 weeks. 

Health Targets Shorter stays in Emergency Department 

• 95% percent of patients will be admitted, 
discharged, or transferred from an Emergency 
Department within six hours. 

 Improved access to surgery 

• The volume of elective surgery will be increased 
by an average of 4,000 discharges per year. 

 Shorter waits for cancer treatment 

• Everyone needing radiation or chemotherapy 
treatment will have this within four weeks. 

 Increased immunisation 
• 85 percent of eight month olds will have their 

primary course of immunisation (six weeks, three 
months and five months immunisation events) 
on time by July 2013, 90% by July 2014 and 95% 
by December 2014. 
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 Better help for smokers to quit 

• 95 percent of patients who smoke and are seen 
by a health practitioner in public hospitals and 90 
percent of patients who smoke and are seen by a 
health practitioner in primary care are offered 
brief advice and support to quit smoking. Within 
the target a specialised identified group will 
include:  

• Progress towards 90 percent of pregnant women 
who identify as smokers at the time of 
confirmation of pregnancy in general practice or 
booking with Lead Maternity Carer are offered 
advice and support to quit.    

 Better diabetes and cardio-vascular care 

• 90% of the eligible population will have had their 
cardiovascular risk assessed in the last five years. 
DHBs are required to achieve at least 75% by 1 
July 2013, and the DHBs exceeding 75% are 
expected to be actively moving toward the 90% 
goal. 

Health of Older People Develop integrated services with 
primary/community care for older people to 
support their continued, cafe, independent living at 
home, particularly after hospital discharge 
Dementia services 
Dedicated stroke units 

Regional Integration Implementation of Regional Services Plans 
Implementation of Regional Workforce Plans 
Implementation of Regional IT and capital Plans 
Improvements in efficiency and cost containment 
Support and advance work of Health Benefits 
Limited, Health Workforce NZ and the Health 
Quality & Safety Commission 
Achieve productivity gains across services and 
organisations, particularly hospitals 

 

MidCentral DHB has done considerable work in these national priority 
areas and will be doing more over the planning period.  It’s Annual 
Plan sets out the DHB’s current position and future plans.  In summary: 

• Integrated Care: 
MDHB is progressively implementing its “Better, Sooner, More 

Convenient” business case which is increasing the capacity and 
capability of the primary sector, improving access, and providing 
services as close to home as possible.  Two integrated family health 
centres are in place and further are planned. 

• Shorter Waiting Times: 
MDHB has provided higher levels of elective surgery year on year, 
and this is expected to continue.  Waiting times are reducing for 
both elective and diagnostic tests.  The DHB is implementing a 
cardiology landscape review to improve access to cardiology 
services. 
 
Cancer wait times are being achieved, and MDHB expects to be able 
to meet the new target re alcohol and drug wait times. 

• Health Targets: 
MDHB is achieving the elective and cancer targets, and performs in 
the upper quartile of DHBs in immunisation.  Since July 2011 steady 
improvement in ED wait times has been achieved, reaching over 
90%.  Its performance in helping smokers to quit has also improved 
but remains just below the target level.  A similar situation exists re 
diabetes and cardiovascular targets.  Achievement of all targets is a 
focus area for 2012/13. 

• Health of Older Persons 
MidCentral DHB is progressing enhancing its services for older 
persons, with a particular focus on ensuring greater integration 
between the various services and/or providers which support this 
population group.  Specialist health of older people teams have been 
established in the community, and the needs assessment and 
service co-ordination function is being progressively transferred to 
Integrated Family Health Centres in the community. 

• Regional Integration: 
MidCentral DHB is increasing its cardiology capacity in line with 
regional plans, and over the planning period will be looking to 
increase renal services.  Implementation of the regional IT plan is 
underway locally, with a clinical work station being installed 
(Concerto).  A replacement patient management system will follow. 
 
Implementation of national workforce and quality/safety 
programmes is well underway, as is the care capacity and demand 
programme. 
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2.2.2 Regional  

The Regional Context: 

There are over 869,000 people living in the Central Region - around 20% 
of the total New Zealand population. Today, about 80% of people in the 
Central Region live in a city or major centre. For the remainder of the 
population, many have to travel to receive care and treatment at 
hospitals and clinics some distance from their home. The Central Region 
has a slightly higher number of Maori and Pacific Peoples than the 
national average. Maori are relatively younger than the rest of the 
population. The ethnic mix of the region is expected to become more 
diverse, with an increasing number of Maori and Pacific Peoples.  

Each of the six DHBs in the Central Region ensures the provision of 
primary, secondary and community services for their respective 
populations, and the majority of the health care provided by DHBs in 
hospitals, and by primary and community service providers is good 
quality. However, the complex interaction of a number of factors 
presents the region with the following strategic challenges: 

• ensuring the region’s services are sustainable 

• ensuring the region’s services meet the changing needs of our 
population and there is equity of access  

• adopting a systematic framework to address changes in workforce, 
IT and capital investment  

• meeting financial responsibility to manage DHB budgets including 
increasing costs, within the revenue available, and achieve 
combined cost efficiencies of approximately $40 million. 

Summary of Regional Priorities and Plans for 2012/13 and Beyond: 

The Region’s response to these challenges is set out in the Regional 
Services Plan (RSP), and the action pathway for the next five years is set 
out in Appendix A.   

The Central Region is committed to delivering health services that are 
configured to best meet the needs of its population, and is sustainable 
in the longer term; this means managing a workforce to sustainably 
deliver services.  To maintain services the region will need to focus on 
building partnerships with providers to maintain the accessibility and 
affordability of services as it transitions to more localised care. This will 

require the region’s health services to evolve and change. Consumer 
involvement and community consultation are an important part of this 
development. 

Fostering partnerships with community service and primary care 
providers will be increasingly important. The majority of primary care 
services will be provided at a local level.  This is in line with the 
Government’s expectations of improving access to services by providing 
them closer to home while increasing the provision of services and 
reducing waiting times. 

To meet the immediate challenges of increasing demand, cost pressures 
and government expectations, service areas have been prioritised by the 
six Central Region DHBs for 2012/13: Cancer, Cardiac, Stroke, Electives, 
Maori Health, Population Health, Quality and Safety, Radiology, and 
clinical networks (cancer, cardiac, health of older people, mental health 
and addiction services and renal). 

In order to effect the implementation of regional service planning and 
delivery, the Central Region DHBs are establishing a modified regional 
governance framework. This formal structure will be based on the 
concept of good faith, with clear roles and accountabilities for 
governance, leadership, management and work streams.  The role and 
configuration of the Central Region DHB’s shared service organisation, 
the Central Region’s Technical Advisory Service, may also change. 

The Central Region’s population is spread across a large geographic 
area. As a result there are now a number of issues facing the delivery of 
rural and smaller urban health services and the ongoing sustainability of 
those health services in their current configuration. 

Sub regional work programmes between MidCentral and Whanganui 
(centralAlliance) and Capital and Coast, Hutt Valley and Wairarapa 
DHBs (3 DHBs) will be the region’s key focus in 2012/13, but this will 
not preclude collaborative activity with other DHBs where the need or 
opportunity arises. The rationale is based on a community and 
preventative focus that will involve shifting services traditionally 
provided in hospitals into communities, providing more out of hospital 
clinics, and increased integration with primary care and community 
services/providers as well as integration of services across DHBs.  

The sub regional services programmes focus on clinical services that will 
support a “one service, many sites” model. This is a clinician led 
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approach supported by management to identify, agree and implement 
the required changes to provide equitable access to services for the 
population across the sub region, rather than separate services as is 
currently the case.  This approach is likely to benefit the region by 
improving its response to the projected increased number of people 
entering retirement age and the subsequent implications on the demand 
for health services.  

Keeping services sustainable will require careful oversight of demand 
and supply to ensure service provision is prioritised to best meet the 
needs of the community, within the available resources. Key objectives 
for health of the older people services are to support people to live 
independently in their own homes, service provision to be outcome 
focused and to support restorative models of care, and access to services 
is equitable in both rural and urban areas based on need. To achieve the 
objectives most projects are being undertaken at a local level with a 
regional project focusing on reducing poly pharmacy in older adults. 

The Central Region is undertaking a holistic review of all mental health 
and addiction services in the region so we can meet the challenges of Te 
Tahuhu and Te Kokiri (national mental health strategies). A five year 
mental health and addiction plan will be developed. The overall goals at 
the end of the planning process are improved service development, 
better service co-ordination and organisation, improved achievement 
toward national policy directions and a modernised, sustainable and 
culturally appropriate service delivery model. 

The projected regional deficit for 2012/13 is $14.4 million.  The Central 
Region faces a large challenge to move beyond it into a break-even 
position and then into a truly sustainable financial position. This 
challenge will extend beyond the timeframe in the Regional Services 
Plan and the challenge has increased with large increases in operating 
costs resulting from compliance driven capital investment into facilities. 

Health services have been historically funded and delivered in order to 
achieve strategies while maintaining quality and safe services. 
Improving the financial and operating performance of the region is 
about how well we deliver health services.  With the challenges facing 
the health sector we must look at alternative models.  There is now a 
greater need to find ways of working smarter, focusing on service 
development and integration, workforce and quality improvement using 
evidence-based research and recognised best practice.  

Where possible the region will aim to maintain and improve the health 
outcomes of the population, especially where there are health disparities 
in certain groups or geographical areas, but must consider future 
demand and how we position ourselves now to best respond to those 
future challenges. 

Key Regional Strategies for MidCentral DHB 

MidCentral DHB actively supports the Regional Services Plan and all 
aspects of its implementation.  For some regional initiatives, specific 
local action is required by MidCentral DHB and this is included in its 
2012/13 Annual Plan.  These initiatives are: 

• enhancing cardiology capacity and capability 

• a sub-regional approach to women’s health, renal and radiology 
services 

• implementation of CRISP modules, including a clinical work station 
and a patient management system 

• increasing cancer service capacity 

• implementing sub-regional arrangements for senior medical officer 
appointments. 

2.2.3 Local 

MidCentral DHB’s priorities are: 

• achievement of the Government’s health priorities and national 
health targets, including implementation of the Better Sooner More 
Convenient business case 

• advancement of the centralAlliance with Whanganui DHB 

• advancement of local priorities – child health, patient safety and 
clinical effectiveness, and workforce. 

2.2.4 How MDHB will Achieve these Priorities 

MidCentral DHB has significantly advanced these priorities and this 
work will continue over the 2012/13-2014/15 planning period.  Its Annual 
Plan sets out what new initiatives will be undertaken, and also provides 
a summary of our current position for each priority area.  In respect of 
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Maori health, the DHB’s Maori Health Plan 2012/13 details key goals, 
activities and measures. 

MidCentral DHB is confident it can implement its 2012/13 Annual Plan.  
It is recognised that new national initiatives were still being developed 
as the plan was being finalised.  These may have some bearing on the 
DHB’s, requiring re-prioritisation of resources and timelines. 

The DHB will work with local providers, other government agencies 
and community groups to ensure the successful implementation of its 
annual plan. 

2.3 Key Impacts 

Funds for health services are finite and it is essential they are used to 
maximum advantage and the DHB achieves value for money and the 
best outcomes for its communities. 

MidCentral DHB’s objective is achieve “quality living – healthy lives” for 
its communities. 

All planning in done in line with national health strategy and legislation 
as outlined in Chapter 1.  This also includes our Regional Service Plans. 

Based on the district’s health needs assessment (as outlined in Chapter 
1), the DHB employs an intervention logic to determine what resources 
and capability it should invest in and the associated activities and 
initiatives.  It decides the services and programmes it wants provided, 
and the impact on these. 

Our overarching intervention logic is pictured below: 

 
To achieve the DHB’s vision and long term outcomes (refer module 1), 

MidCentral DHB provides, or contracts for health and disability services 
across the continuum of health and wellbeing.  The continuum includes 
promotion, disease prevention, early detection of disease and 
intervention to diagnosis and treatment, rehabilitation and support, 
through to palliative care, research and surveillance. 

By investing across the continuum of health and wellbeing, MidCentral 
DHB will progressively achieve its vision and long term outcomes.  This 
will be supported by a strong monitoring framework, including 
identification of key measures and the expected impacts. To assist 
monitoring, DHB Performance Measures have been developed.  These 
cover the four dimensions of DHB performance - policy, systems 
integration, ownership and outputs (refer Chapter 3).  The measures 
include the six national health targets in place for cancer services, 
emergency department wait times, electives, smoking cessation, 
diabetes/cardiovascular disease, and immunisation. 

Long term, MidCentral DHB aims to:  

• Improve the life span of its population by reducing its mortality rate 

• Reduce the district’s infant mortality rate 

• Reduce the health status gap between Maori and non-Maori, and 
also between MidCentral and New Zealand 

2.4 Key Measures of Performance 

Progress against these three high level measures is monitored using 
data from the health needs assessment, national census, and national 
health indicator studies. These indicators are long term in nature so 
measurable progress may take 5 to 10 years to see.  

Government 
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Expectations
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Activities
Initiatives
Projects

Outputs
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others
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We invest in And undertake We then produce Grouped into And achieve And contribute to| | | | |

DHB Intervention Logic
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2.4.1 Mortality and Life Expectancy 

Mortality rates of most of MidCentral DHB’s ethnic groups have been 
improving. This suggests improving general health status when 
mortality is used as a general indicator of population health status. As 
health status improves, mortality rates decrease.   

 

The 2008 life expectancy figures show MidCentral’s non-Maori life 
expectancy was the same as for New Zealand non-Maori. MidCentral 
Maori life expectancy was higher than for New Zealand Maori, but less 
than non-Maori. Life expectancies are calculated from mortality rate.

 

MidCentral and New Zealand Life 
Expectancy for 2008 

 MidCentral New Zealand 

Maori 75 73 
Non Maori 81 81 

 

2.4.2 Infant Mortality 

Infant/early childhood mortality has been better or close to the national 
average. Rates are calculated from small numbers of deaths, so a small 
change in numbers can result in a large swing in rates.  

Infant & Early Childhood (ages 0 – 4) Mortality Rates (per 1,000 children) 

 1977 to 1999 2003 to 2005 2006 - 2008 

MidCentral    

• Maori 3.6 4.0 4.8 

• Non-Maori 3.2 2.4 4.8 
New Zealand    

• Maori 7.4 5.7 6.6 

• Non Maori 3.5 3.5 3.5 

2.5 Risk Profile 

MidCentral DHB continuously identifies its risks – both current and 
emerging – and implements strategies to minimise those risks.  Some 
risks can be completely mitigated (ie controlled) and some are more 
difficult to mitigate.   Many of the risks in the more difficult mitigation 
category are imposed from an external source, eg national wage 
settlements.  As part of the 2012/13 planning process, the board has 
identified the high level risks associated with implementing its annual 
plan and/or likely to be faced during the planning period (three years to 
30 June 2015). 
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There are seven key risks and details of these, together with mitigation 
strategies, are outlined in Appendix B. 

• Failure to embed a sustainable surplus 

• Inability to maintain the rate of change required. 

• Inability to maintain elective service volumes in line with foreseeable 
expectations 

• A shortage of GPs impacts on community and secondary services 

• An aging population 

• A major 
disaster/pandemic 

• Our workforce is not 
appropriate to meet 
present and future 
demand.
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Chapter Three: Stewardship 

3.1 Managing Our Business 

A District Health Board’s work is diverse, covering many areas.  
Planning for future health services must not compromise the current 
services.  The DHB, to achieve its vision, must put funding into 
preventing illness via primary health and public health services, while 
continuing to provide and improving existing hospital and community 
services. 

Currently around 160,000 people live in the district and have access to a 
wider range of health services, including GPs, pharmacies, rest homes, 
dental care, Maori health and mental health services, and hospital 
services.  MidCentral DHB ensures these services are available either by 
contracting with external providers or providing the services directly. 

To be as effective as possible and to maximise the revenue it receives, 
MidCentral DHB must have a healthy organisation, effectiveness 
relationships with providers and other DHBs, robust systems, and 
sound infrastructure and assets. 

3.1.1 Funder Interests 

The DHB’s planning and funding role is responsible for planning, 
promoting and undertaking service contracting with organisations 
including our own hospital services (Horowhenua Health Centre and 
Palmerston North Hospital). Our DHB also contracts services from other 
providers, including other DHBs who often provide more specialist 
services.  Some services are funded and contracted directly by the 
Ministry, for example breast and cervical screening as well as the 
provision of disability support services for people aged less than 65 
years.  Our DHB is responsible for monitoring and evaluating service 
delivery, and includes auditing the full range of funded services. 

In purchasing services and contracting with service providers, the 
Funder is guided by Provider Selection Protocols that set out 
requirements for the process of choosing a provider and facilities for 

publicly funded services.  These are outlined in the Operational Policy 
Framework (2012/13).   Details of all contractual arrangements are set 
out in the 2012/13 Annual Plan Funding Arrangements document.  This 
document lists the contract holder (provider), the type of services to be 
delivered, and the value. 

The main categories of providers are: 

• Primary health organisations 

• Pharmacies 

• Optometrists 

• Laboratory services 

• Dentists 

• Non-government organisations 

• Aged residential care providers 

• Maori health providers 

• Public hospitals 

 
MidCentral DHB uses the Nationwide Service Framework to ensure 
consistency and clarity of what services are funded or provided.  The 
Nationwide Service Framework has a number of mandatory 
components, which are also detailed in the Operational Policy 
Framework (2012/13). 

MidCentral DHB’s planning process aims to achieve maximum health 
gain for every health dollar spent.  Investment is made across the 
continuum of health and wellbeing so the incidence of chronic disease 
will reduce long-term; people with a chronic condition are managed so 
that the impact of the disease is minimised; those requiring treatment 
can access this in a timely manner; and ongoing research and evaluation 
is undertaken to see where further investment is required.   
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The District Health Board uses a prioritisation framework to assess 
whether the contribution a proposed service would make to health and 
independence and its affordability.  The Funding Unit evaluates all 
proposed funding allocations and contract renewals against the 
prioritisation framework. Information from the prioritisation process is 
included in the purchasing recommendation the Funding Unit makes to 
the Board. 

The prioritisation framework is reviewed annually and incorporates 
input from the Health Needs Assessment which has identified a number 
of issues within the district, particularly the presence of health 
disparities such as the poorer health status of the Horowhenua 
community. 

All MidCentral DHB contracts require providers to regularly report on 
their activities.  All providers have a nominated Portfolio Manager 
within the DHB, and these people keep in regular contact with 
providers. 

In addition to routine contact monitoring, MidCentral DHB has a formal 
audit programme which is managed by the Central Region’s Technical 
Advisory Service using a team of auditors who are qualified to carry out 
service-based, financial or cultural audits.  Audits are of two types:  
routine audits which are expected to occur at least every three years, 
and special and issue based audits which occur at the request of the 
DHB, usually in response to an emerging issue.  (NB:  for aged 
residential care facilities, routine audits are commissioned by the 
MoH/DHB programme using designated audit agencies.) 

At a governance level, the Board’s Community & Public Health 
Advisory Committee oversees the performance of the DHB’s 
funding/planning responsibilities.  It is supported by the Funding Audit 
Sub-Committee. 

3.1.2 Provider Interests 

MidCentral Health – the DHB’s provider arm – comprises a range of 
hospital and associated services provided from Palmerston North 
Hospital and Horowhenua Health Centre (Levin), and outpatient and 
community services based in Dannevirke, Pahiatua, Feilding, Otaki, 
Levin and Palmerston North.  MidCentral Health is principally funded 
by the Ministry of Health (via the DHB’s Funder) and by ACC, based on 
contracts for service arrangements. 

Hospital and community based services include: 

• Specialist medical and surgical services (including ICU and CCU) 

• Operating theatre and anaesthetic services 

• Regional Cancer Treatment Services 

• Assessment, Treatment and Rehabilitation services 

• Medical rehabilitation and therapy services 

• Maternity services 

• Paediatric medicine and community paediatric services 

• Emergency department 

• Radiology and nuclear medicine services (including computerised 
tomography) 

• Public health services 

• Pharmacy services 

• Specialist and district nursing and allied health services 

• Mental Health and Addiction services 

• Hospital, School Dental and Adolescent oral health services 
 

MidCentral Health provides a number of services on a regional basis.  
These include the regional cancer treatment services, haematology 
services, breast screening services and public health services.   

MidCentral Health contracts out a number of support services such as 
laboratory services, nutrition and food services (including dietetics), 
laundry, cleaning, orderly services, vehicle fleet management, facilities 
management and building and engineering services. 

The operational performance of MidCentral Health is overseen by the 
Board’s Hospital Advisory Committee and its Hospital Audit Sub-
Committee. 

Enable New Zealand is a national provider of disability support and 
information services.  Its funding is received based on contracts with the 
Ministry of Health and ACC.  Enable New Zealand provides housing 
modification and rehabilitation equipment services, disability services 
information, manages the hearing aid and children’s spectacles’ 
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subsidies on a national basis and the needs assessment and support 
coordination services for MidCentral district. 

The Board’s Enable New Zealand Governance Group oversees the 
operational management and performance of this part of the DHB. 

3.1.3 Corporate & Support Services 

A broad infrastructure is required to support the DHB’s activities.  This 
includes financial, information systems, communications, human 
resources, quality and other support.   

An effective health service requires significant investment in information 
systems, equipment, plant and buildings.  The DHB’s asset 
management plan ensures the ongoing maintenance and replacement of 
existing assets, and what new technologies are required.  Increasingly, 
asset management is being considered on a regional basis and an asset 
plan for the Central Region is being finalised. 

Information systems planning is done on a regional basis and is 
documented in the Central Region’s Information Systems Plan (CRISP).  
This plan addresses clinical health systems required.  Work around non-
health information system (finance, human resources, etc) is done in 
conjunction with Health Benefits Limited to ensure nation-wide 
consistency and efficiencies wherever possible. 

The DHB has robust internal and external audit systems in place.   

A robust patient safety and clinical effectiveness approach is also in 
place across all aspects of the DHB’s operations. 

The DHB’s board provides a governance role, ensuring strategic and 
operational decisions are fully informed, and that implementation is 
resourced and carried out effectively. 

3.2 Building Capability 

3.2.1 Infrastructure and Information Systems 

The district’s public health, primary and secondary care services are 
supported by a robust infrastructure, including information technology, 
buildings and equipment. 

MDHB’s local infrastructure and IT plans are closely aligned to the 
Regional Services Plan.   

The DHB’s building stock is generally in good repair.  A seismic 
assessment is currently being completed and preliminary findings 
indicate some buildings on the Palmerston North Hospital campus may 
require strengthening. 

The main facility, Palmerston North Hospital, is scheduled for 
reconfiguration over the next three years so that it can meet further 
growth.  The DHB developed a Clinical Services Plan for its hospital 
services in 2007 which looked at what need to be done to future-proof 
services in terms of service models, workforce, IT, and building 
infrastructure.  The first three components are being progressively 
advanced, particularly through regional work.  Financial restrictions 
limited the DHB’s ability to advance this component of the Plan and it 
will now be reviewed to determine what physical changes are required 
at Palmerston North Hospital to meet both local and regional 
requirements.  This site redevelopment work could have a potential 
investment of $40m and the DHB anticipates being in a position to free-
cash flow this capital investment.  Project management work will get 
underway in 2011/12.  The project should be completed, and the 
financial impact occurring from out year 4 onward. 

The DHB has an Assets Register, together with capital and maintenance 
programmes.  This ensures assets are maintained, replaced and/or 
disposed of in a timely manner.  Asset planning is aligned to local and 
regional planning and supports service delivery.  The disposal of 
surplus assets is managed in accordance with MDHB’s Capital Policy, 
the National Operating Policy Framework and appropriate other 
legislation.  Disposal of land is done within the Government’s land 
disposal process.” 
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The Central Region’s Information System Plan (CRISP) sets out the 
blueprint for IT development within the region, with a view to 
achieving its vision of “One Portal, One Password, One Patient Record 
through a Regional Information Systems platform that will meet the 
clinical and administrative needs of health sector providers in the 
region”.  For MidCentral DHB, the replacement of its patient 
management information system and the implementation of PACS 
archiving are the major IT initiative in 2012/13, followed by e-medicines.  
E-commerce technology will also be established at Enable New Zealand. 

MDHB has invested significantly in IT.  This investment has included 
the primary sector, with funding provided for disease-state decision 
software.  Funding has also been provided for general practices to look 
at the feasibility of larger, collective primary care practices. 

3.3 Quality and Safety 

MidCentral DHB’s quality approach is closely aligned to the national 
Health Safety & Quality Commission’s priorities.  MidCentral DHB has, 
or is in the process of implementing, the following programmes:   

• Incident Management System 
MDHB has adopted the National Reportable Event Policy including 
reporting of serious and sentinel events to the HQSC. A  new 
electronic database will assist with ease and timeliness of reporting 
as well as improved investigation and follow up. 

• Hand Hygiene 
Work to strengthen compliance with the WHO Hand Hygiene 
Guidelines including “5 moments of hand hygiene” will continue 
throughout all clinical services to ensure that the risk of infections to 
patients and staff is minimised 

• Care Capacity Demand Programme 
Improved matching of resources to demand for care will result from 
the ongoing implementation of this programme looking at 
multidisciplinary staffing levels compared to demand for care over 
24hours/7 days. 

• Releasing Time To Care 
The ongoing implementation of this programme across all inpatient 
services will result more streamlined, consistent and efficient 

processes and systems freeing up more time for nurses to spend 
with patients 

• Patient Focused Booking System 
Will continue to be introduced in more service so that patients have 
improved opportunities for clinic appointments at times that suit 
their needs 

• National Medications Chart 
This has been successfully introduced and a further trial of the long 
stay medication chart will be completed with the objective of 
national standardisation and reduction in medication errors. Audits 
to measure the success of these medication charts will be completed. 

• Falls Injury Prevention 
A comprehensive strategy will be introduced during the year that 
will include patient and family education, awareness promotions, 
policy and procedures, falls risk alarms and alert signage 

• Medication Safety Programme 
This programme will continue to be introduced with medication 
reconciliation being a primary focus with the objective of matching 
the medication lists of patients at risk of medication error eg high 
numbers of medication, chronic conditions, elderly etc with their 
medications in the community. 

• Surgical Safety Checklist 
Implementation will continue throughout the operating theatres and 
then expand to all areas undertaking procedures with patients with 
the objectives of reducing the opportunity for errors relating to 
wrong site, wrong patient 

• Maternity Quality and Safety Programme 
Implementation of the national Maternity Quality and Safety 
Programme will continue across both MidCentral and Whanganui 
DHBs. 

Implementation of the central line acquired bacteraemia programme is 
scheduled for 2012/13, with the objective of reducing the incidence of 
infections from central intravenous lines, as well as the surgical site 
infection surveillance programme aimed at reducing infections acquired 
during surgery.   
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Toward the end of this three year planning period, MidCentral DHB 
intends to implement components of the e-medicines information 
system. 

MDHB will work with the HQSC along with other DHBs to work 
towards the development of an Annual Quality report that reports to 
the public about the quality of services the DHB provides. The objective 
is to enhance accountability to the public and to engage leaders of the 
DHB in the quality agenda. 

Emergency Management planning will continue across the DHB with 
the completion of business continuity planning for all providers. There 
will also be a review of emergency response resources, table top 
exercises and increased education to DHB personnel. 

MidCentral DHB participates in the NZ health accreditation programme.  
This is an independent review of the DHB’s systems and processes.  In 
addition, it is reviewed by the Ministry of Health to ensure compliance 
(certification) under the Health & Disability Sector (Safety) Act 2000. 

Clinical audit of patient outcomes occurs at service level and in some 
service lines this includes formal morbidity and mortality meetings. Sub 
regionally a Child and Youth Mortality Committee has been established. 
Work toward greater consistency in the level of clinical audit across 
MidCentral Health is to be undertaken. 

The DHB has strong clinical governance within primary and secondary 
care, and across the whole DHB.  The local PHO has a Clinical Board as 
does MidCentral Health.  These look at clinical policies and 
credentialing processes. A DHB clinical leadership group is in place and 
this is currently being further enhanced to include membership from 
community pharmacy, laboratory and non-government owned 
organisations (including aged residential care). 

The National Service Framework provides nationally consistent service 
specifications, quality specifications, purchase units (including purchase 
unit definitions) and prices. It aligns with the Service Coverage 
Schedule and Operational Policy Framework documents, which, 
together, define the baseline services which District Health Boards must 
make sure are available to their populations. All District Health Boards 
use the National Service Framework, and it is maintained through the 
collaborative efforts of the Ministry of Health, District Health Boards’ 
New Zealand, and the District Health Boards.  

MidCentral District Health Board is committed to participating in the 
development and maintenance of the National Service Framework and 
using it to structure the services the District Health Board funds.  
Providers will be contracted under the National Service Framework 
wherever there are suitable service specifications and purchase units.  
All providers are expected to comply with the quality specifications in 
the Operational Policy Framework. 

Many primary health care providers are paid under regulatory 
arrangements based on national frameworks.  These are typically fee for 
service arrangements.  The DHB monitors service performance in these 
areas through statistical reports, many of which are produced by Central 
Region’s Technical Advisory Service (TAS), on behalf of MidCentral 
DHB. The performance of DHB-owned providers (such as MidCentral 
Health) is monitored through an internal reporting framework. 

3.4 Strengthening Our Workforce 

MidCentral DHB’s workforce strategy is based on ensuring there are the 
right numbers of health professionals, with the right levels of skills in 
the right place at the right time, to protect and care for the health of the 
district and region’s population, both now and into the future when 
needs will change.  Over 2,500 people are employed by the DHB, and 
several thousand more work within the district in primary care and aged 
residential care. 

Current Environment 

MDHB functions in a global market, where skilled clinical staff and 
experienced leaders are in demand, both nationally and internationally.  
The economic downturn has reduced turnover and has created more 
stability, however, this is likely to be short term. This situation has also 
impacted on MDHB’s reliance on overseas trained doctors, which has 
slowed over the last two years. 

Service demand is growing, both in volume and complexity. This is 
driven by an aging population, living longer, with more complex 
problems, and multiple health conditions. More community-based care 
is required to support people in a community-based setting. 
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New technology is becoming available which requires MDHB to look at 
how it does things. The cost of technology also has an impact.  
Concurrently, consumer expectations of the health service are 
increasing. 

Given the growth in service demand, MDHB is experiencing significant 
pressure on its workforce and on its financial and physical capacity.  
These require it to work smarter; the challenges faced cannot be met by 
recruiting more of specific workforces.  The DHB has to look at other 
options, such as use of new technology, delivering services differently, 
upskilling our staff and explore new and enhanced roles, eg Nurse 
Practitioners providing a range of nurse-led services.  MDHB needs a 
workplace culture to enable all health professional groups to work to 
their full potential.   

The ethnic mix of the DHB’s communities is becoming more diverse and 
its workforce needs to reflect this.  

Employees are in different generations with different workplace 
expectations. New expectations of younger generations of employees 
requires a different approach. 

The many workforce challenges facing the health sector require effective 
strategies and planning.  Increasingly, this is being done collaboratively 
on a national and regional basis. 

All DHBs, including MidCentral, work collaboratively to promote health 
as a career of choice, and to recognise, develop and retain people within 
the sector. 

Over the past years MidCentral DHB has invested significantly in 
primary health care development. A key strategy has been the 
establishment of Health Care Development (HCD), within MidCentral 
DHB’s Planning and Support division. The HCD team is focused on 
primary health care workforce development, service redesign and 
system integration and is co-located with Central PHO and MidCentral 
Health community services. 

MDHB has four (allied, midwifery, primary and RMO) representatives 
on the Central Region Training Hub group and is well placed to have 
career plans in place for the required categories of staff receiving HWNZ 
funding and establishing a regional NETP. 

Within the Central Region, the six DHBs work together on workforce 
matters.  A particular focus at present is addressing services which are 
“vulnerable” because of workforce matters. For example, medical 
imaging where there is insufficient radiologists throughout the district, 
and rural general practice.  DHBs are also ensuring joint appointments 
for SMOs are made as appropriate. 

MidCentral DHB and its centralAlliance partner, Whanganui DHB have 
established a shared human resource and organisational development 
function to support workplace development across their shared region. 

MidCentral DHB is working in partnership with Hawke’s Bay and 
Whanganui DHBs to develop a shared nursing approach to learning and 
development. 

Gender Profile FTE % Age Profile* FTE Head %

Male 441.74 21.8 (Years) Count (FTE)

Female 1,584.38 78.2 10 – 14 0 4 0.0

Ethnicity Profile 15 - 19 0 6 0.0

NZ European 1,166.02 57.5 20 - 24 76.94 93 3.8

NZ Maori 104.90 5.2 25 - 29 219.45 254 10.8

European 101.71 5 30 - 34 167.83 223 8.3

Pacific 15.80 0.8 35 - 39 183.39 236 9.1

Asian 65.50 3.2 40 - 44 217.1 282 10.7

Other 242.46 12 45 - 49 270.74 337 13.4

Not Stated 329.73 16.3 50 - 54 299.99 373 14.8

Disability Profile 55 - 59 243.88 297 12.0

Yes 64.45 3.2 60 - 64 162.73 199 8.0

No 1,961.67 96.8 65 - 69 53.63 66 2.7

Professional Profile 70+ 10.4 23 0.5

Medical 253.45 12.5 Unknown 120.04 191 5.9

Nursing & Midwifery 886.23 43.7

Allied Health 378.92 18.7

Support 41.90 2.1

Management/Administration 465.62 23.0

Total 2,026.12 *Voluntary information requirement

(Excludes casual staff)

A Snapshot of MDHB's workforce 
as at Feb 2012
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All MidCentral DHB’s workforce planning, including sub-region, 
regional and national initiatives, covers: 

• organisational culture 

• change leadership 

• capability 

• capacity 

3.4.1 Organisational Culture 

MDHB’s vision is “quality living – healthy lives” for its communities.  
Achieving this vision relies on a range of endeavours across the 
organisation, including delivering more and improved services, 
improving patient safety and clinical effectiveness and ensuring that we 
have an effective and satisfied workforce. 

MDHB recognises its workforce is key to the success of achieving our 
vision and looks to support the participation of staff in all aspects of 
what we do. 

MDHB is working toward an organisational culture which: 

• ensures the users of our services receive safe quality care 

• supports our employees to achieve their full potential  

• ensures all employees feel valued and appreciated 

During 2011 staff provided feedback that they would like to participate 
more in organisational decision making, and that the organisation could 
have a stronger focus on our shared approach to work principles and 
union partnerships. 

To achieve MDHB’s desired organisational culture, and to address the 
feedback received it developed an Organisational Culture and Change 
Programme comprising of MDHB leaders, Union Organisers and 
delegates.  A key piece of work was undertaking a Staff Culture Survey 
which will be completed by June 2012. 

MDHB has also undertaken clinically led initiatives/projects with a focus 
on improving patient care, patient outcomes and workforce satisfaction.  
Its approach to bipartite engagement (bringing together staff/union and 
management perspectives) has been reviewed and strengthened. The 

combined union/management forum has been enhanced and a revised 
Bipartite Action Group set up with a stronger focus on engagement and 
positive relationships. 

Key Focus Areas for 2012/13 

• Progressing the Organisational Culture and Change Programme.  
This will include reviewing the Shared Approach to Work Principles 
and rolling these out throughout the organisation. 

• Team development – determining the elements which make up a 
successful team, followed by a stocktake within each team, and 
implementing those elements identified as not being in place. In due 
course, an evaluation of the programme will be undertaken. 

• Undertaking a Staff Culture Survey, developing and implementing a 
work programme to address the results of the survey once 
completed. 

• Continuing implementation of the Care Capacity and Demand 
Management programme with the support of the DHBs Safe 
Staffing/Healthy Workplaces Unit.* 

• Continuing implementation of Releasing Time To Care and the 
Hand Hygiene projects.*   

*Part of “Better, Sooner, More Convenient Business Case”. 
 

3.4.2 Leadership 

Strengthening leadership and clinical leadership is a key focus for 
MDHB, both at a local, sub-regional and regional level.  By enabling 
clinical input and leadership in operational processes and decision 
making it can make robust and clinically acceptable efficiencies across 
the whole system, which lead to improved quality and safety of services 
for patients and sustainability of our services. 

To this end MDHB has established a strong clinical leadership 
framework and this continues to be developed.  DHB-wide we have 
reviewed key leadership arrangements to increase clinical involvement, 
including a primary perspective.  

A DHB-wide clinical leadership council has been established and 
incorporates clinical, management, Maori and consumer representatives 
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from primary and secondary with a focus on continuously improving 
the quality and safety of clinical services.  A DHB-wide clinical 
governance and performance and service improvement framework is 
scheduled for development.   

Clinical governance within the primary sector is led by the Central 
PHOs Clinical Board and an alliance leadership board has been 
established for the Better, Sooner, More Convenient primary health care 
business case implementation. 

MidCentral Health (secondary care) has a Clinical Board which leads 
clinical governance within hospital and associated services.  A lot of 
work has been done to align clinical policies and credentialing processes 
across MidCentral and Whanganui DHBs secondary care services. 

Our senior and service level management teams are based on 
clinical/management partnerships.  Our health professionals are led by a 
professional director from their discipline. 

Clinical networks are being developed to oversee the implementation of 
health service plans, with membership comprising of clinical 
representatives from primary and secondary care, consumers and 
providers. They provide a formal structure to bring individuals from 
different organisations (and across a clinical continuum of care), to focus 
on improving health outcomes and the experience of patients and their 
families in using our health service.  To date child health and Tamariki 
ora, mental health and addictions, cancer and palliative care have been 
established.  Collaborative Clinical Pathways are also being established 
and are aimed at enabling evidence based care to be delivered regardless 
of the patient’s locality. In addition they enhance partnership between 
primary and secondary services, which help develop organisational 
structures that promote coordination across settings and levels of care.   
Both initiatives are clinically led and require a systematic approach to 
workforce development and service redesign. 

MDHB’s two leadership programmes – the first level leadership 
development programme and the transformation leadership programme 
are in place for both primary and secondary care clinical and 
management staff. Particularly the transformational leadership 
programme blends theory and experiential learning, so that staff are 
equipped with the knowledge and skills to apply models and 
frameworks in the workplace, with access to coaches for support and 
advice as needed.  MDHB is building on the competencies gained 

through these two programmes and is to offer additional education and 
training around specific needs identified from its leaders.  Over the past 
three years over 140 people have completed one or both of these 
programmes and it is anticipated a further 40 will undertake a 
programme during the next year.   

MDHB has well imbedded change processes in place and is committed 
to the DHBs National Change Management Framework which includes 
identifying early where service change may impact on its health 
workforce, and ensuring change is managed in a consistent and 
transparent way.  All change management is undertaken using a project 
management approach, which ensures the appropriate resources 
required for the success of the project are secured.  Projects have clinical 
input and/or are clinically led as appropriate.  Communication plans are 
established as part of the change project.  

During 2011 feedback from MDHB’s staff showed that while 
relationships with key union partners worked well at a senior level, 
especially in projects and review processes, there was the opportunity 
to foster more strategically focused partnership engagement throughout 
all levels within MDHB.  To address these findings a Strengthening 
Bipartite Engagement Taskforce was established.  Managers, union 
organisers and delegates attended workshops to determine what 
partnership means and how working relationships can be improved.    

Key Focus Areas for 2012/13 

• Finalising and implementing the Bipartite Action Group’s work 
programme for 2012/13. 

• Further developing leadership skills and capability with a specific 
focus on those needs identified at our Service Manager level 

• Reviewing first level leadership programme 

• Undertaking two transformational leadership programmes*  

• Implementing and evaluating the newly formed Clinical Leadership 
Council*  

• Develop a DHB-wide clinical governance and performance and 
service improvement framework by 30 September 2013*. 

• Evaluating existing clinical networks and establishing older persons, 
acute care and integrated chronic care networks* 
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• Establishing clinical governance groups for Integrated Family Health 
Centres in Tararua and Feilding.* 

*Part of “Better, Sooner, More Convenient Business Case”. 
 

3.4.3 Capability 

To deliver more and improved services, respond to changing 
community need, and improve patient safety and clinical effectiveness 
requires MDHB to have the right people with the appropriate 
knowledge, skills and abilities, supported by a workplace environment 
and culture of ongoing learning and development, and sound 
performance management. 

MidCentral DHB has four representatives from Medical, Nursing, 
Midwifery and Allied Health on the Central Region Training Hub 
(CRTH).  The CRTH meets monthly and a work programme is being 
developed with the following work streams being considered: 

• Standardised RMO PGYI and PGY2 training across DHBs 

• Innovation – HWNZ fund innovation projects and it would be 
desirable for the central region to do more around this.  A project 
group is being established and discussion has taken place around a 
stocktake of what is happening within the region. 

• Centralised learning management system – eg on-line education and 
development systems.  Again a stocktake of systems available is 
being discussed. 

Both through the CRTH,  and through other networks,  MidCentral 
DHB is working collaboratively and engaging with other DHBs in our 
region on workforce matters, for example, MidCentral DHB is taking a 
lead role and representing Hawkes Bay and Whanganui DHBs in 
discussions with HWNZ on better utilising medical training and funding 
within the central region. 

MidCentral DHB continues to enhance its internal education and 
development programme.  This programme, which offers over 850 
education sessions a year, covers all professional groups is well used.  
Each year, total attendances are around 4,000.  A number of modules 
are offered to external participants, including the primary health sector. 

Within the primary health sector there has been a strong focus on 
building the capacity and capability of general practice teams, Maori/Iwi 
providers and aged residential care staff in partnership with acute and 
specialist (secondary care) services. Our Health Care Development 
(HCD) team has developed an Interdisciplinary Knowledge and Skills 
framework that underpins speciality based programmes in primary 
health care in the areas of child health, youth health, older persons, 
long term conditions, mental health and general practice. The specialty 
programmes have engaged nurses on a career pathway from novice to 
expert. A wide range of organisations have embraced the key learnings 
from the programmes which have been influential in initiating 
sustainable practice change. 

To date HCD have graduated over 100 nurses who have completed their 
first year of practice within PHC settings, a large cohort of nurses who 
have completed specialty based programmes at a competent level, and 
all PHO based Community Clinical Nurses  have achieved a proficient 
level of practice in managing long term conditions. MidCentral Health 
has provided expertise and HCD has secured significant HWNZ post 
graduate nursing funds to support this development.  As from 2012 
these programmes are being transitioned into web-based learning 
modality, this is being designed in such a way that currency of 
programmes and resources will be maintained and evidence can be 
shared in real time with educators and preceptors.   

This systematic approach to building capability has contributed to the 
development of six Nurse Practitioners within PHC settings 
(complementing the six Nurse Practitioners within secondary care) and 
another six PHC nurses are on track to become nurse practitioners in 
2012.  Nurse Practitioners have been supported to develop and provide 
a range of nurse-led services, such as respiratory, pain management, 
and diabetes.   

Our HCD team provides expertise and resource to support 
development, implementation and evaluation of innovative models of 
care. HCD works with front line clinicians at macro and micro levels to 
introduce sustainable changes for a redesigned workforce. This involves 
HCD working with front line clinicians from primary and secondary 
care in the practical realities of health care delivery to identify the blocks 
that hinder the implementation and sustainability of new ways of 
working. Many of these blocks are difficult to influence at the micro 
level, but it is the evidence from the practical situation that enables 
these issues to be overcome at the macro level. It is the fusion of service 
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and workforce redesign that is fundamental to improving the whole 
system and achieving the sustainability of a new way of working. 
Recent examples include HCD working with:  

• Public Health, Youth One Stop Shop and Secondary Schools to 
develop School Based Health Services. This is supported by a Youth 
Health Knowledge and Skills Programme. 

• General practice teams and MCH child health expertise to develop 
Child health community based services. This is supported by a 
Child Health Knowledge and Skills Programme. 

• MCH renal service and Horowhenua general practice teams to 
develop a Renal model of care. This is supported by a Long Term 
Conditions Knowledge and Skills Programme. 

• Central PHO and general practice teams to implement chronic care 
model to shift general practice teams from acute episodic care to 
proactive structured care.  This is also supported by the Long Term 
Conditions Knowledge and Skills Programme. 

• Central PHO to develop a case management focus in partnership 
with general practice teams. This is supported by a Case 
Management Knowledge and Skills Programme. 

• Central PHO to develop nurse-led walk in clinics supported in 
partnership with Emergency Department expertise. This is 
supported by an Acute Care (across the lifespan) Knowledge and 
Skills Programme. 

• MCH District Nursing Service and Central PHO to implement the 
NHS Productive community series.  

Key Focus Areas for 2012/13 

• Continue to provide professional development and leadership 
development for primary health care with particular emphasis on 
upskilling clinicians to meet the needs of future health programmes* 

• Continue to work with Central PHO and general practice teams to 
implement chronic care model, case management and nurse-led 
walk in clinics*. 

• Continue delivery of the acute care range of knowledge and skills 
framework programmes on an ongoing basis throughout the district, 
and develop new models for acute care, practice managers, care 
assistants, and case management*. 

• Transition all knowledge and skills programmes into a blended 
learning approach*. 

• Develop extension to role (radiographic assistants and radiology 
nurses) in line with regional radiology group*. 

• Implement MidCentral, Hawke’s Bay and Whanganui DHBs shared 
nursing approach to learning and development*. 

• Within the centralAlliance, establish sub-regional staff education and 
development programmes, including a shared new graduate nursing 
programme*. 

• Undertaking Whanau Ora Workforce and Education stocktake*. 

MDHB will also continue with business as usual, focusing on: 

• Ensuring Education and development programmes are in place 
which meet gaps identified through the performance management 
process 

• Increase participation in the performance management process 
toward the target of: objectives set 95%, and appraisals undertaken 
75%. 

• Participating in the Central Region Training Hub and implementing: 

⋅ Career plans for the required categories of staff 

⋅ Standardising PGY1 and 2 training 

⋅ Facilitating movement of RMOs across the region to maximise 
the training experience for RMOs 

⋅ From 1 December 2012 implement processes to ensure GPEP1 
registrars receive appropriate career guidance, opportunities for 
participating in training eg postgraduate lectures and have 
access to pastoral support if required 

*Part of “Better, Sooner, More Convenient Business Case”. 
 

3.4.4 Capacity 

Recruiting, retaining and developing an appropriate workforce to meet 
MidCentral DHB’s strategic objectives is critical to the delivery of 
effective and efficient health services across the district and to ensure 
our community has access to the range of health services needed.  The 
challenge is achieving and sustaining the workforce numbers and mix 
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while continuing to work within available resources and ensuring 
MDHB has an appropriately skilled workforce of the right size and in 
the right place. 

To strengthen planning for the future, MDHB has included the 
workforce implications of any proposed service expansions or 
reductions in its planning processes.  Planning and budgeting processes 
is overseen by clinical and service leaders, ensuring we have the right 
mix and numbers of staff to deliver planned services and projects. 

Over the past six years, MDHB has invested significantly in the primary 
health sector, increasing staffing levels by over 40 ftes.  These positions 
are generally in priority disease state areas, such as diabetes, cancer, 
cardiology and respiratory.  This initiative supports the DHB’s 
commitment to providing services “closer to home” wherever possible. 

MDHB has continued to implement initiatives that strengthen its profile 
as an “Employer of Choice”. For the past six years it has held a 
Workchoice Day for secondary school students to learn more about 
health careers.  The DHB also takes part in local Careers Expos.   The 
“Staff at MidCentral Advantage Scheme” which offers discounts and 
benefits to MDHB’s staff from local organisations continues to expand.  
A  kiwiana-themed Migrants “Welcome Evening” for staff and their 
families recently recruited from overseas was recently held to seek their 
feedback about what worked well and what the DHB could improve to 
support them both to the organisation and to the city. 

MDHB’s health professionals have promoted and celebrated their 
particular discipline on their nominated day.  

MidCentral DHB has developed a strong partnership with Otago School 
of Medicine.  Through this, it offers trainee interns a full 12 month 
rotation based at Palmerston North Hospital, including experience 
within general practice. As another means of increasing capability of 
local health services, MidCentral DHB has invested and supported 
computer-based systems which enable primary care practitioners to 
undertake cardiovascular needs assessments and transient ischaemic 
attacks (mini strokes). 

Our efforts around recruitment and retention initiatives have 
contributed to our vacancy rates remaining at low levels over the past 
two years.  There are no significant areas of concern within vulnerable 
workforces, for example, medical physicists.   Vacancy levels for 

nursing, midwifery, allied health and medical positions are monitored 
monthly.  If vacancies increase, strategies to address any areas of 
concern are implemented  For example, targeted recruitment drives are 
undertaken, and a regional approach is taken if appropriate, both to fill 
a position, or to provide cover while a vacancy exists.   

Six monthly reports are provided to MDHB’s Board and its Committees 
on the progress made against our various workforce strategies and 
against workforce initiatives contained in the Annual Plan.  

The role of Medical Recruitment Consultant, dedicated to medical 
recruitment, has been in place for over four years and continues to have 
positive results with a number of appointments being made to 
traditionally hard-to-fill positions.  For example, radiologists and 
medical oncology.  The Medical Recruitment Consultant continues to 
offer a supportive role to General Practice recruitment and the position 
works closely with clinical leaders to monitor and address pending 
vacancies.  These recruitment outcomes have confirmed the success of a 
more proactive, “hands on” and systematically coordinated approach to 
all aspects of the recruitment process.  This has led to vacancies for 
Senior Medical Officers reducing and a timely response to filling 
vacancies as they arise. 

MidCentral DHB has a number of initiatives in place to recruit and 
support our Resident Medical Officers (RMOs) during their 
employment.  These initiatives include a “Meet the Specialist” careers 
evening.   A MidCentral DHB local engagement group has been set up 
and has met four times over the past six months. 

Our vacancy levels for Nursing/Midwifery/Medical and Allied Health 
averaged 3.90% of budgeted FTEs for the six months to December 2011.  
This is down from a vacancy average of 5.5% during periods in 2009. 

MDHB continues to achieve positive results against its staff stability 
target of 99% or better and is tracking at 99.80% for the six months to 
December 2011. Its staff turnover target of <1% on average per month or 
better, is tracking at .75% for the six months to December 2011. MDHB’s 
on-line Exit Survey allows resigning employees to participate and 
provide feedback about their experiences at MidCentral is working well.  
Responses highlight MDHB as being an employer to which 68% of the 
surveyed employees would return.  The positive experiences outweigh 
less positive experiences.   
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Key Focus Areas for 2012/13 

• Implementing workforce initiatives contained in Ka Po Ao Ka 
Awatea* 

• Complete implementation of new staffing model for subregional 
women’s health service by 31 December 2012* 

• Within centralAlliance ensure all SMO appointments are made 
jointly by 1 September 2012  

• Complete implementation of new staffing model for renal services 
by 31 December 2012.* 

• Strengthen the workforce of Iwi/Maori providers throughout the 
MidCentral region.* 

• Continue to support the development of nurse practitioners.* 

*Part of “Better, Sooner, More Convenient Business Case”. 

We will also continue with business as usual, focusing on: 

• Strengthening MDHB’s profile as an employer of choice and 
participate in the Workchoice Day and other appropriate 
programmes 

• Provide opportunity for eight, three-month, House Surgeon 
rotations in general practice 

• Implementing healthy staff initiatives and improving the working 
environment for our staff 

• Implementing strategies to improve and streamline our recruitment 
processes 

• Implementing the “Managers view” of HRIS Yourself module   

3.4.5 Measuring our Healthy Workplace 

Organisational health and people performance is closely monitored.   

Key measures are: 

• staff turnover 

• staff stability 

• exit interviews 

• sick leave rates 

• staff participation in performance management  

In addition staff surveys are undertaken regularly.  During this year 
MDHB will participate in the “in good hands” survey which is a 
national survey predominantly focused on clinical staff. 

MDHB measures these locally. Benchmarking with other DHBs occurs 
where possible.   
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3.5 Organisational Health 

The provision of effective health care across the MidCentral district 
depends, inter alia, on an appropriately skilled workforce of the right 
size and in the right place.  MidCentral DHB’s workforce development 
plan enables it to meet current workforce requirements, while planning 
ahead for the future. 

MidCentral DHB takes its role as a good employer seriously.  MDHB 
receives very positive feedback from the Human Rights Commission 
and continues to meet all seven of the “good employer” elements they 
monitor annually.  

MDHB is a member of the EEO Employers’ Group set up by the EEO 
Trust and is committed to having quality employment practices in equal 
employment opportunities by being fair and valuing the talents of the 
diverse range of people we employ.   

A comprehensive range of human resource policies is in place which 
recognises workforce diversity and which supports MDHB’s “good 
employer” objectives. Examples of these are: Equal Employment 
Opportunities Policy, Harassment Prevention, Impaired Staff, Work and 
Family, Workforce Rehabilitation and Recruitment/Appointment 
policies.  These are regularly reviewed as part of MDHB’s policy review 
programme, as a result of a change in legislation, or if other 
reviews/investigations recommend such action.  As policies and 
procedures are reviewed the disability perspective is taken into account. 
Consultation also takes place with key stakeholders and with our union 
partners through our Bipartite Action Group.   

MDHB’s human resource policies and procedures are underpinned by 
its commitment to Equal Employment Opportunities, and ensure: 

• fair and transparent recruitment and retention of staff to meet 
current and future needs; 

• zero-tolerance of all forms of harassment and bullying; 

• equitable training and development opportunities for all employees, 
including professional development 

• safe and healthy work environment 

• management and disclosure of any serious wrongdoing 

MDHB continues to implement initiatives which support the 
organisation having a safe and healthy work environment for its staff. It 
promotes health at home and at work and offer staff the opportunity to 
join various groups to increase their fitness and overall wellbeing.    

Health and safety committees are in place covering all areas of the 
organisation and focus on safety at a service level. The DHB is a 
member of the ACC Partnership Programme and has been accorded 
tertiary status – the highest level possible, with no issues or 
recommendations identified during the audit.  There has been a 50% 
reduction in staff patient handling related injuries over the previous 12 
months. Annual audits are also undertaken throughout the organisation 
to identify new hazards and to review the effectiveness of controls for 
those hazards that cannot be eliminated.   

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 contracts. 

Locally, MidCentral DHB promotes innovation and new models of care. 

Innovation within the district is fostered. MidCentral DHB’s Health 
Awards showcase these, and promote greatness, success, and 
unparalleled achievement.  Local innovations, such as an on-line 
warfarin monitoring software system are being used nationally. 

3.6 Reporting to, and Consultation with, Minister of 
Health 

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 effective from 1 July 2012 and the DHB Monitoring 
Framework & Reporting Measures 2012/13). 

The DHB is required to seek the Minister of Health’s approval regarding 
proposed disposal of property.  At the time of writing the 2012/13 
Annual Plan, MidCentral DHB expected to be consulting the Minister in 
2012/13 regarding the sale and/or lease of surplus land, Clevely Centre. 
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(NB:  Clevely Centre’s future is dependent upon the outcome of a 
primary care initiative.) 

3.7 Organisations in which we have an Ownership 
Interest 

MidCentral District Health Board has a part ownership in the Central 
Region’s Technical Advisory Service (TAS) and Allied Laundry Services. 

The DHB does not intend to acquire shares or interests in other 
companies, trusts or partnerships at this time.  Should it decided to do 
so, it would first consult with the Minister of Health. 

3.7.1 Central Region’s Technical Advisory Service Limited 

The Central Region’s Technical Advisory Service Limited (TAS) was 
established with Ministerial approval in 2001 as a limited liability 
company under the Companies Act 1993 and is jointly and equally 
owned by the six District Health Boards in the Central Region.  Each 
District Health Board participates in its governance through the board 
structure.   

The purpose of TAS is to provide the Central Region’s District Health 
Boards with expert advisory services through health information, service 
planning and external service audit functions to support local District 
Health Board decision-making.  It does not have a mandate to make 
purchasing decisions.  TAS also undertakes audit services for District 
Health Boards - reviewing and monitoring the contract performance of 
service providers, with the emphasis on quality and patient/community 
outcomes. 

TAS issues its own Statement of Intent each year. 

3.7.2 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 four 
participating DHBs, being Taranaki, Whanganui, Hawke’s Bay and 
MidCentral Health District Health Boards  

The purpose of Allied Laundry Services Limited is to provide laundry 
services in this region. The regional laundry facility is based on 
Palmerston North Hospital campus. 

Allied Laundry Services Limited’s key output for 2012/13 is the 
processing (collection, laundering and delivery) of around 2.7m kgs of 
laundry to its four shareholding DHBs, and Wairarapa DHB. 

Details of this company’s financial forecasts and accounting statements 
are contained in this document – refer Appendix C. 
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Chapter Four: Forecast Service Performance 

4.1 Statement of Forecast Service Performance 

This section comprises the Statement of Forecast Service Performance 
that forms part of MidCentral DHB’s Statement of Intent together with 
other sections of the Annual Plan extracted for the purpose and the 
Statement of Forecast Financial Performance.  It is an important public 
document that describes how the DHB will deliver on its objectives over 
the next year and outlook for the next two years. 

Section 142 (1)(b) of the Crown Entities Act, 2004 requires that the 
Statement of Forecast Service Performance describe the classes of 
outputs the Crown entity proposes to supply and provide measures and 
forecast standards of output delivery performance, together with 
expected revenue and proposed expenditure. 

The Statement of Forecast Service Performance shows how the DHB’s 
planning direction, activities and performance are linked between the 
selected outputs and their contribution toward achieving the expected 
impacts, medium term outcomes and priorities.  This is referred to as 
the “intervention logic” and is shown in Chapter 2, figure 2.  Where 
possible, MidCentral DHB identifies specific quantitative or qualitative 
measures and targets to show how it will demonstrate success for each 
output class and their related impacts. (For a definition of the four 
output classes, refer to Appendix F.) 

The forecast Statements of Service and Financial Performance are used 
at the end of the year to report actual delivery compared with the DHB’s 
planned performance. The results are audited by auditors working on 
behalf of the Office of the Auditor-General and reported publicly in 
MidCentral DHB’s Annual Report, which can be found along with other 
accountability documents on the MidCentral DHB website 
www.midcentraldhb.govt.nz 

The targets for the Maori population group are as determined by the 
Ministry of Health, June 2012. 

4.2 Links between outputs and outcomes – 
MidCentral DHB’s Intervention Logic 

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 
whanau 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’ 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 2 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 – summarised 
in Chapter 2 (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 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 (see Chapter 2, Figure 2).  Simply, what MidCentral DHB 
plans to undertake in order to deliver what to whom for what benefit? 
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4.2.1 Relationship between population health continuum 
of care and outputs 

The relationship between the continuum of health care and the 
corresponding response with more intensive and specialised health and 
disability services is shown in the following diagram. 

 

This 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 2 of this plan outlines the strategic direction and outcomes that 
the DHB is wishing to achieve over time.  This section provides more 
detail on what the DHB intends doing toward achieving those 
outcomes, and is organised into the four Output Classes for which the 
DHB is funded. 

4.3 Output Classes 

The bundles of services that the DHB plans, promotes, funds and 
provides for are included in each output class and are described in 
Appendix F. 

The following section outlines the services that are to be funded and 
provided over the next year or so, in each output class, which 
MidCentral DHB expects will make a difference to the health and 

wellbeing of the population it serves over time and contribute to the 
following outcomes: 

• people enjoy healthy lifestyles within a healthy environment 

• the healthy will remain well 

• health and disability services are accessible and delivered to those 
most in need 

• the health and wellbeing of Maori is improved 

• the quality of life is enhanced for people with diabetes, cancer, 
respiratory illness, cardiovascular disease and other chronic (long 
duration) conditions 

• people experiencing a mental illness received care that maximises 
their independence and wellbeing 

• the needs of specific age-related groups, eg older people, 
children/youth, are addressed 

• the wider community and family supports and enables older people 
and the disabled to participate fully in society and enjoy maximum 
independence 

...and toward the ultimate system level outcomes of 

• New Zealanders living longer, healthier and more independent lives 

• New Zealand’s economic growth is supported. 

4.3.1 Output Measures 

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.  In setting 
performance targets, MidCentral DHB considered the changing 
demographics of its population, increasing demand for health services 
and that funding growth will be limited. 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 
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differences between ethnicities, and in particular to reduce inequalities 
between the health status of Maori and non-Maori. 

In some cases, baseline data is being established as new measures of 
performance are being introduced.  In these instances, a performance 
target is not set for the 2012/13 year.  However, 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 Appendix D), including the national health targets, are 
used. 

4.4 Measuring Our Performance 

4.4.1 Output Class:  Prevention Services 

Output Class Description 

Prevention services are publicly funded services that protect and 
promote health in the whole population or identifiable sub-populations 
comprising services designed to enhance the health status of the 
population as distinct from treatment services which repair/support 
health and disability dysfunction.  

Prevention services address individual behaviours by targeting 
population wide physical and social environments to influence health 
and wellbeing.  They include health promotion activities to ensure that 
illness is prevented, statutorily mandated health protection services to 
protect the public from toxic environmental risk and communicable 
diseases, and, population health protection services such as 
immunisation and screening services.  

These prevention services are focused on, and delivered to, the wider 
population. 

Why is this output class significant? 

By promoting healthy lifestyles and creating healthy environments, the 
DHB will support people to take more responsibility for their own 

health and reduce the prevalence and impact of long term illness or 
disease.  Long term conditions account for a significant proportion of 
health care spend and hospitalisations as well as being a barrier to full 
participation and independence in the workplace and society by affected 
individuals and their family/whanau.  Reducing risk factors such as 
tobacco smoking, poor nutrition, low levels of physical activity and 
alcohol consumption together with health and environmental protection 
factors will contribute to an improved health status of our population 
overall and reduce the potential for untimely and avoidable death. 

MidCentral has invested in a number of strategies; implementing a 
range of activities to support its population to improve the health status 
of its population.  It is recognised that many health promotion and 
disease prevention activities can take many years in some cases to have 
an effect on the longer term outcomes of living, longer healthier lives (as 
measured over time by life expectancy, morbidity and mortality rates).  
MidCentral DHB, supported by the Ministry of Health, is committed to 
pursuing planned prevention activities, guided by its overarching plans 
for Healthy Eating Healthy Action, Tobacco Control, Breastfeeding, 
Public Health, Immunisation, Well Child and Whanau Ora.  MidCentral 
DHB also has obligations under various Acts and regulations aimed at 
protecting the health of population and ensuring a safe physical 
environment. 

What outcomes are we contributing to? 

• People enjoy healthy lifestyles within a healthy environment. 

• The needs of specific age-related groups, eg older people, 
children/youth, are addressed. 

• The healthy will remain well. 

How will we know we are succeeding? 

• Fewer people experience vaccine preventable diseases. 

• Children entering school are ready to learn. 

• Fewer people take up smoking tobacco. 

• More babies and infants are breast fed. 

• Fewer women develop breast cancer. 

• More people have healthier nutrition. 
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What do we plan to spend on this output class? 

 

a. Output:  Health promotion and education 

Description 

Health promotion services empower individuals, families/whanau and 
communities to take control over the factors that influence their health. 
Health promotion staff utilise the Ottawa Charter and Te Tiriti o 
Waitangi 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. 

What activities are funded and provided? 

• Smoking cessation and health promotion services 

• Nutrition and physical activity programme 

• Mental health promotion 

• Sexual health promotion 

• Alcohol harm reduction programme 

• Injury prevention  

• Family violence prevention 

• Oral health promotion 

• Health promoting schools programme  

• Breastfeeding promotion programme 

• New migrant and refugee health promotion and education 

• Kaupapa Maori parenting programme 

• School-based health services 

Service providers 

MidCentral Health’s Public Health Unit, Maori health providers, Youth 
One Stop Shop, Te Ohu Auahi Mutunga collective.  Refer to list of 
contracted providers contained in the companion document “2012/13 
Funding Arrangements/”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• increasing the uptake and support of quit attempts by people who 
smoke tobacco 

• increasing rates of breastfeeding in infancy 

• promoting healthy lifestyle choices, nutrition and physical activity 

• increase access for youth in schools to health services 

• engaging with Iwi/Maori to support Whanau centred approaches to 
promoting and supporting health and wellbeing, together with 
improving access to health and disability services.  

Also refer to Chapter 3 – delivering on priorities and targets:  
Cardiovascular disease/diabetes, primary care development and 
delivery, tobacco, immunisation and Whanau Ora. 

Why are these measures important? 

Providing brief advice to smokers is shown to increase the chance of 
smokers making a quit attempt.  Brief advice works by triggering a quit 
attempt rather than by increasing the chances of success of a quit 
attempt.  The chances of this quit attempt being successful are increased 
if nicotine replacement therapy or cessation support is also provided.  
By encouraging and supporting more smokers to make quit attempts 
there will be an increase in successful quit attempts, leading to a 
reduction in smoking rates and a reduction in the risk of the individuals 
contracting smoking related diseases. 

Breastfeeding benefits the physical and emotional health of both 
mothers and babies.  By increasing rates of breastfeeding, good health is 
promoted and protected.  Rates in MidCentral’s as good as they should 
be, particularly for Maori and Pacific.  Efforts to increase and support 

R evenue Exp end it ure R evenue Expendit ure R evenue Exp end it ure
$0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0

Health promotion and educat ion 6,286 6,246 6,493 6,451 6,701 6,658
Statutory regulation, environmental health 4,642 4,608 4,795 4,760 4,948 4,912
Populat ion based screening 5,931 5,433 6,126 5,612 6,322 5,791
Immunisation 1,464 1,460 1,512 1,508 1,561 1,556
Well child services 1,434 1,430 1,481 1,477 1,529 1,524
Other services 97 97 100 100 103 103
T ot al Prevent io n services 19 ,8 54 19 ,2 74 2 0 ,50 7 19 ,9 0 8 2 1,16 3 2 0 ,54 5

R evenue and  exp end it ure by Out p ut  
C lass:  Prevent ion services

2 0 12 / 13 2 0 13 / 14 2 0 14 / 15



Chapter Four:  Forecast Service Performance 

Statement of Intent 2012/13 – 27 June 2012   Page 34 
 

breastfeeding require a collaborative effort from specialist and 
community-based breastfeeding support services, including Lead 
Maternity Carers, Well Child providers, Plunket, GPs and other health 
providers as well as workplaces and early childhood settings. 

The ages from 12-14 represent stages in life that are full of change, 
physically, emotionally and spiritually as children grow through 
adolescence, youth and into adulthood.  The behaviours that young 
people develop and the choices they make will have a significant long 
term effect on their health and their health needs as they move into 
adulthood.  It is important youth can readily access health services. 

 

 

Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Proportion (%) of smokers offered advice and 
support to quit smoking 

Group 2010/11 7mths 
to 
31.1.12 

2012/13 
Target 

Secondary 73.2% 89.3% 95% 
Primary 18.6% 17.6%* 90% 

*12 months to 30.9.11 
 
Number of participants in MidCentral Fit 
Whanau Triathlon series:  Target:  500 over 
three years 
Total number of infants breast fed at 6 weeks 
and at 3 months 

 Baseline 
2010/11 

2012/13 
Estimate 

6 weeks 1,064 1,119 
3 months 953 1,063 

 
Increase in number of Health Promoting 
Schools in MidCentral’s district:  16 in 2010/11.  
Target:  5 new schools in 2012/13 year. 
Total number of Year 9 students (enrolled at 2 
colleges identified as Decile 1 & 2) who received 
a health assessment by school-based health 
service (SBHS) over the school year: 

Reduced rates of tobacco smoking 
More babies are fully and exclusively breastfed 
More Maori have better nutrition and take up 
healthier eating habits and physical activity 
Young people (school decile 1 and 2 areas) 
access health services more readily 

Increased proportion of MidCentral DHB population identifying as 
ex smokers at time of Census, by key age groups and total group 

Group Baseline 2006 Census Estimate New Census Date 

15-24 years 7.4% 7.5%-15%
25-39 years 16.4% 16.5%-25%
40-59 years 22.9% 23.0%-35%
Total 20.6% 21.0%-25%

Source:  Statistics New Zealand, 2006 census, DHB Area Summary Tables 
 
Proportion of total clients seen by clinical dieticians and by physical 
activity educators who identify as Maori (Central PHO): 

Group 2010/11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Clinical dieticians 24.4% >25% >27% >27% 

Physical activity educators 26.7% >28% >30% >30% 
 
Proportion of infants fully and exclusively breastfeed at 6 weeks and 
3 months. 

Group 2010/11 
Baseline 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

6 
wks 

3 
mths 

6 
wks 

3 
mths 

6 
wks 

3 
mths 

6 
wks 

3 
mths 

Total 59% 46% >62% >51% >62% >51% >65% >55% 
Maori 51% 33% >62% >51% >62% >51% >65% >55% 
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Decile 1 & 
2 Colleges 

Baseline 
9mths to 
03.3.12 

2013 Estimate

Number of 
year 9 
students 

234 200 

 

Proportion of the 50 identified high need (decile 1-4) schools that are 
embedding Health Promoting School practice as at end of each 
calendar year: 

Baseline 2011 2012/13 Target Indicative Target

2013/14 2014/15

43% 50% 55% 60%
 
Ratio of treatments or referrals to other health services to number of 
Year 9-14 students assessed by School-Based Health Services (no 
target). 

Group Baseline 6 mths to 31.12.11

Total yr 9-14 students assessed 1.97
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b. 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), Food Act 
(1981), Sale of Liquor Act (1989) 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 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. 

What activities are funded and provided? 

• Drinking water quality surveillance  

• Hazardous substances surveillance and risk management  

• Pandemic/emergency management plans – public health  

• Alcohol regulations and licensed premises  

• Tobacco control regulations and smokefree environments 

• Communicable disease surveillance, regulatory reporting and 
management (including outbreak response and controls) 

• Needle and syringe exchange services 

• Sexual health services 

Service providers 

MidCentral Health’s Public Health Unit.  Refer to list of contracted 
providers contained in the companion document “2012/13 Funding 
Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• Working with communities to improve access to safe drinking water 

• Reducing youth access to alcohol and tobacco 

• Working with education facilities, aged care facilities and other key 
stakeholders to control outbreaks 

• Detecting, treating and limiting the spread of sexually transmitted 
infections 

Why are these measures important? 

A reduction in the uptake of smoking is seen as a proxy measure of 
successful health promotion, community engagement and regulation 
activities, access to smoking cessation services and a change in the social 
and environmental factors that influence risk behaviours.  Measuring 
compliance with health related regulations and controlling outbreaks of 
infection supports the community effort toward achieving better health 
outcomes for the population.  

Chlamydia was the most commonly reported STI in 2010. A national 
chlamydia rate (based on 15 DHBs) of 782 per 100 000 population was 
estimated from laboratory surveillance data. Over 70% of cases reported 
through laboratory surveillance data were aged between 15 and 24 
years, and there were 104 cases of chlamydia in infants. (ESR 
Surveillance Report:  Sexually Transmitted Infections in New Zealand 
2010, page 3.)  While MidCentral’s rate is slightly less than the national 
rate, the reported cases of gonorrhoea increased in the last year.  
Maintaining access to confidential STI services helps to reduce the risk 
and spread of STIs through effective diagnosis, treatment and contact 
tracing. 

Safe drinking water is fundamental to good health.  Standards are in 
place to reduce the risk of water-borne diseases and contamination. 
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Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity  
Number of controlled purchase operations 
carried out on tobacco retailers 

Baseline 
6mths to 
31.1.10 

2010/11 2012/13 

49 89 >80 
 
Number of applications/renewals for liquor 
licences or premises visited to ensure 
compliance (no target) 

12mths to 31.12.11 
Baseline 

2012/13 Estimate* 

85 80-100 
*excludes off licences and subject to number of new 
applications received and cycle of renewals 
 
Number of premises visited as part of 
controlled purchase operations carried out on 
liquor retailers 

12mths to 31.12.11* 2012/13 Estimate 

87 >70 
*increased number due to Rugby World Cup games 
 
Number of first contacts seen by DHB sexual 
health clinic 

Baseline 
2010/11 

9mths to 
31.3.12 

2012/13 
Target 

1,935 1,333 2,097 
 
Number of compliance reports relating to 
drinking-water suppliers completed by Public 
Health Service on an annual basis (excluding 
Whanganui district) 

12mths to 31.12.11 2012/13 Target 

77 75-79 
 
Quality 
Number of aged residential care facilities 
audited in the calendar year that complied with 
the Infection Prevention &  Control Standard 

Communicable disease outbreaks are prevented or 
brought under control in a timely manner 
Safer drinking water 
Fewer young people take up smoking tobacco 
Population health is protected from potential harm 
through monitoring compliance with legislation 
Fewer older people residing in Aged Residential Care 
facilities contract norovirus or similar infectious 
disease 

The percentage of “never smokers” among Year 10 young 
people (population estimate based on sample prevalence) (no 
target) 

2009 2010 2011

Male 62.8% 65.6% 73.2%
Female 50.9% 62.6% 70.8%

Data source:  ASH Year 10 Snapshot Survey results, 2011 
 
Communicable disease notifications per 10,000 population (no 
target) 

Baseline 2010/11

50.6 32.0

 
Rate of sexually transmitted infections seen by Sexual Health 
Clinic (no target) 

National MidCentral

2009 2010 2009 2010

Chlamydia 5.4% 5.7% 4.0% 3.4%
Gonorrhoea 0.9% 0.9% 0.6% 0.6%
Genital herpes (first 
prescription) 

1.0% 1.0% 0.6% 1.0%

Source:  ESR Sexually Transmitted Infections in New Zealand, 2010 
 
Percentage of people on registered supplies who have 
bacteriologically-compliant drinking-water (Manawatu district) 

2009/10 
Baseline  

2010/11 
Target 

Indicative Target

2011/12 2012/13

96%* >96% >96% >96%
Source:  Ministry of Health, June 2011, Annual Review of Drinking-water Quality in 
New Zealand 2009-10, p8. 
*Based on 120 Distribution Zones. 
 
Proportion of ARC facilities requiring outbreak control 
measures to be instituted over the year (no target) 
Proportion of total premises that had its liquor licence revoked 
due to non-compliance with Sale of Liquor Act.  Target: 0% 
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Baseline 2011 2012 2013 

69.2% 95% 95% 
 
Percentage of approved Vertebrate Toxic Agent 
operations audited* 

Baseline  
6mths 31.1.10 

2010/11 2012/13 

30% 39% >30% 
*Poison programmes used to control vertebrate pests (such as 
rabbits and possums). 
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c. Output:  Population based screening 

Description (as per National Screening Unit) 

Screening programmes can detect some conditions and reduce the 
chance of developing or dying from some conditions. In some cases (for 
example, breast screening), screening may detect cancer at an early 
stage. In others (such as newborn metabolic screening) screening may 
find conditions which can be treated before the baby develops a 
preventable illness or disability. 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 loss in babies and 
young children at an early stage. This means help such as resources, 
parent support groups, hearing aids, cochlear implants and the 
introduction of sign language can be offered as soon as possible 

• screening pregnant women to see if they have HIV and offering 
treatment will reduce the number of babies born with HIV or getting 
HIV through breastfeeding. Screening could prevent several babies 
from getting HIV in New Zealand each year  

• newborn metabolic screening enables certain conditions that can be 
harmful to babies to be picked up and treated early, reducing illness 
and sometimes death. 

There are two types of screening - organised screening programmes and 
opportunistic screening programmes. 

Organised screening programmes have to be of a high standard, and the 
screening services are checked and monitored by people from outside 
the programme. With organised screening programmes, everyone who 
takes part is offered the same services, information and support. Often, 
large numbers of people are invited to take part in organised screening 
programmes. The National Screening Unit oversees national organised 
screening programmes. 

What activities are funded and provided? 

• Cervical screening registration and coordination 

• Breast screening programme 

• Ante-natal HIV screening programme 

• Metabolic screening for newborns  

• Universal newborn hearing screening  

Service providers 

MidCentral Health’s Public Health Unit, MidCentral Health, general 
practice teams/cervical smear takers, Breast Screen Coast to Coast. Refer 
to list of contracted providers contained in the companion document 
“2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• increasing cervical screening uptake by priority groups of women 

• timeliness of recall for cervical and breast screening 

• increasing uptake of antenatal HIV screening by pregnant women 

Also refer to Chapter 3 – delivering on priorities and targets:  cancer and 
Whanau Ora. 

Why are these measures important? 

Cervical cancer is one of the most preventable of all cancers.  Screening 
tests (regular cervical smear tests, which are offered free to all eligible 
women) reduce the risk of women developing cervical cancer. 

Breast cancer is the most common cancer in New Zealand women. The 
risk of developing breast cancer increases with age.  Free breast 
screening is offered to all eligible women aged 45 – 69 years.  Breast 
screening using mammography followed by appropriate treatment is the 
best way of reducing the chance of dying from breast cancer. 

The Antenatal HIV (Human Immunodeficiency Virus) screening 
programme aims to ensure all women are offered HIV screening along 
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with their first pregnancy blood tests so that transmission of the virus 
from the mother to baby can be prevented. Screening and diagnosis 
during pregnancy allows earlier treatment for mother, which will 
improve her health and enable her to stay healthier for longer.  It will 
also help avoid further transmission of the virus to her partner and 
future babies.  The chance of babies becoming infected with HIV can 
reduce from 31.5 percent to less than 1 percent if it is known that a 
pregnant woman has HIV, and she receives appropriate treatment and 
education about transmission. 

The universal newborn hearing screening programme has become the 
expected standard care internationally.  The programme became 
available in New Zealand from 2007; free screening is available to all 
eligible babies, aimed at identifying newborns with hearing loss early so 
they can access appropriate assistance as soon as possible,  leading to 
better outcomes for these children as well as their families/whanau. 
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Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quality 
Adequacy of smear taking.  Proportion of total 
smears taken that are “satisfactory” 

12 mths to 30.1.12
Baseline 

2012/13 Target 

96.5% >97.5% 
 
Quantity  
Number of women screened  

 31.12.11 30.6.13 
Estimate 

Breast screening – 2 year 13,967 14,423
Cervical screening – 3 year 34,477 37,569

 
Number of antenatal serology tests ordered by GPs 

3mths ending 
31.12.11 Baseline 

30.6.13 
Estimate 

500 1,650 
 
Number of newborn hearing screenings completed 

3mths ending 
30.6.11 
Baseline 

30.6.13 
Estimate 

500 2,025 
 

Fewer women developing cervical cancer 
Fewer deaths from breast cancer 
More eligible women screened for cervical and 
breast cancers 
Infants identified with a hearing deficit are referred 
early for appropriate specialist assessment and 
treatment 
 

Cervical screening 3-year coverage rate for women aged 20-
69 years (all ethnicities) 

Group 30.9.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

MidCentral 72.0% >78% >80% >80% 
New Zealand 72.4% 75% 80% 80% 

 
Age standardised rate of breast cancer registrations per 
100,000 population (no target) 

2005
Baseline 

2006 2007

MidCentral 95.5 96.9 94.9
New Zealand 92.4 94.7 94.8

Source:  CPHR online (Centre for Public Health Research, Massey University & 
Ministry of Health) 
 
Breast screening 2 year coverage rate for eligible women 
(aged 50-69 years) 

Group 31.12.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 71.9% >70% >70% >70% 
 
Proportion of antenatal serology screens ordered by GPs 
include HIV 

3mths ending 
31.12.11 Baseline 

2012/13 Target Indicative Target 

2013/14 2014/15 

67% >75% >80% >80% 
 
Proportion of registered newborns offered hearing 
screening who are screened within one month of birth 
(excluding declines) 

3mths to 30.6.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

85.8% >90% >92% >95%
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d. 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. 

What activities are funded and provided? 

Immunisation programme including registration, vaccinations, 
immunisation promotion campaigns, recalls, training in immunisation 
provision, health education for parents, pandemic planning and 
response. 

Service providers 

MidCentral Health’s Public Health Unit, school-based health services, 
maternity service providers, Outreach Immunisation Services, National 
Immunisation Registration, well child providers, Maori health providers, 
general practice teams, Youth One Stop Shop.  Refer to list of contracted 
providers contained in the companion document “2012/13 Funding 
Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• child health: 

 increasing immunisation coverage rates for children on time by 
the time they are 8 months old 

 targeting particularly high risk population groups 

 reducing the rates of “declined” immunisation 

 further improving the coordination of services and management 
of information to support a more integrated programme 

• increasing immunisation cover for older people (65+ years) 

Also refer to Chapter 3 – delivering on priorities and targets:  
immunisation, child and youth health and Whanau Ora. 

Why are these measures important? 

Immunisation is a way of preventing infectious diseases.  Free 
vaccinations listed on the National Immunisation Schedule are offered to 
babies, children and adults to protect against serious and preventable 
diseases, such as whooping cough, pneumococcal disease, mumps, 
measles, rubella, tetanus and hepatitis B.  Improved immunisation 
coverage leads directly to reduced rates of vaccine preventable disease 
and consequently better health and independence for children, 
contributing to longer healthier lives.   

The immunisation coverage rate for children having received their full 
primary course vaccinations by the time they are two years old is 
around 93%, against a national target of 95%. It is recognised that 
children are more vulnerable to infectious diseases in earlier months of 
their life so more attention is being given to ensuring children complete 
their vaccinations earlier.  The Minister of Health announced a change 
to the target age group for primary course completions by the time 
children are eight months old. 

Free vaccinations against influenza are also available to older people and 
others in high risk groups such as young children, pregnant women 
and people with certain medical conditions that are at a higher risk of 
developing serious complications from influenza, such as pneumonia.  
Seasonal influenza and pneumonia account for a relatively high 
proportion of hospital admissions that could be prevented with 
vaccinations, good health and hygiene habits. 
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Measures of our performance for this output: 

 Output measured by That will lead to these impacts, over time Impacts measured by 

Quality 
Proportion of children with incomplete immunisation 
schedules (excluding active declines) referred to GP 
teams or Outreach Immunisation Services.  Target:  
95% 
 
Timeliness 
Increased immunisation coverage rates at milestone 
ages for all ethnicity groups 

8mths 
Group 

12mths 
Baseline 
31.1.12 

3mths 
Projected 
30.6.12 

2012/13 
Target 

2013/14 
Target 

Total Not 
available 

78% 85% 90%

 
24mths 
Group 

12mths 
Baseline 
31.1.12 

3mths 
Projected 
30.6.12 

2012/13 
Target 

2013/14 
Target 

Total 93% 95% 95% 95%
 
Number enrolled population aged 65+ years who have 
received flu vaccination 

Group Baseline 
30.6.11 

30.6.12 
Estimate 

30.6.13 
Estimate 

Total 15,470 15,861 16,342
 

Fewer hospitalisations for vaccine preventable disease 
Fewer hospitalisations for pneumonia 
Fewer children experience preventable diseases 
Reduced notifications for communicable diseases 
More older people are vaccinated for seasonal 
influenza 

Proportion of total Ambulatory Sensitive 
Hospitalisations for vaccine preventable disease and 
pneumonia, aged 0-4 years  

Group 0-
4 yrs 

12mths 
30.9.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 11.3% <10.0% <9.0% <9.0% 
 
Proportion of total Ambulatory Sensitive 
Hospitalisations for vaccine preventable disease and 
pneumonia aged 0-74 years  

Group 0-
74 yrs 

12mths 
30.9.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 9.8% <9.0% <8.5% <8.0% 
 
Proportion of eligible children on NIR that are 
recorded as “declined” at milestone ages 

Groups 
(total) 

12mths 
30.01.12 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

6mths 3.0% <3.0% <3.0% <2.5% 
24mths 4.1% <5.0% <5.0% <4.5% 

 
Proportion of enrolled population aged 65+ years who 
have received flu vaccination 

Group Baseline 
30.6.11  

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 65.1% >65% >65% >65% 
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e. Output:  Well child services 

Description  

The Well Child/Tamariki Ora service framework covers screening, 
education and support services offered free to all New Zealand children 
from birth to five years, and their families/whanau.  Well Child services 
include health education and promotion, health protection and clinical 
assessment, and family/whanau 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. 

Providers of Well Child services include registered nurses and 
community health workers/kaiawhina who have specific training in child 
health.  The Well Child/Tamariki Ora Framework and Schedule has 
important linkages with lead maternity carers, primary health care 
providers, immunisation, and the Vision and Hearing Screening 
programme. Well Child service providers work closely with education 
and social sector service providers.  The checks are held in a variety of 
venues such as community health centres, schools, Early Child 
Education Centres and community halls around the MidCentral area. 

What activities are funded and provided? 

• B4 school check programme to four-year-old children 

• Vision hearing testing 

Service providers 

MidCentral Health’s Public Health Unit, school-based health services, 
Plunket, Iwi/ Maori health providers.  Refer to list of contracted 
providers contained in the companion document “2012/13 Funding 
Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• Increasing the numbers of children receiving B4 school checks, with 
a particular focus on high deprivation (quintile 5) population 
groups. 

• Strengthening the collaborative relationship between Plunket as lead 
provider of well child services and Iwi/Maori providers. 

• Working toward an increased presence of vision hearing testing 
service in all Kohanga Reo in our district. 

• Reducing the rate of hearing rescreens to the national average 
through improved quality of process. 

Also refer to Chapter 3 – delivering on priorities and targets:  
immunisation, child and youth health and Whanau Ora. 

Why are these measures important? 

The B4 School Check aims to identify and address any health, 
behavioural, social, or developmental concerns which could affect a 
child’s ability to get the most benefit from school, such as a hearing 
problem or communication difficulty. 

To reduce the impact of any health issue so that children enter school 
ready to learn. 
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Measures of our performance for this output: 

 Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity  
Number of children receiving B4 school checks 

Group 6mths 
baseline 
30.12.11 

2012/13 
Target* 

High needs (Q5) 197 383 
Total 946 1,890 

*subject to confirmation by Ministry of Health 
 
Average number of children enrolled with Well 
Child/Tamariki Ora service at end of each quarter 

Group 6mths Baseline 
30.12.11 

2012/13 Target

Total 1,416 >1,410 
 
Average number of children seen per month for vision 
and hearing screening tests 

Group 12mths to 
31.3.12 

2012/13 
Estimate 

Total 636 >630 
 

Early referrals of children for clinical intervention 
based on assessed need.  [NB: various assessment 
tools used, including Pathway Development 
Surveillance (PEDS)] 
Increased coverage of children screened for health 
issues 
Effective screening for potential vision and hearing 
problems results in appropriate early referral to 
specialist assessment and treatment for all children 

Percentage of children with Pathway A Developmental 
Surveillance score (PEDS) referred 

Group Baseline Target

12mths 
31.12.11 

2012/13 2013/14 2014/15 

MidCentral 16.9% >25% >25% >25% 
National 25.2% - - - 

Source:  Ministry of Health, Chief Advisor’s report, February 2012 
 
Percent of target high needs (quintile 5) and total 
population of children who have received B4 School 
Checks 

Group Baseline Target Indicative Target 

6mths 
31.12.11 

2012/13 2013/14 2014/15 

High needs 51.4% 80% >80% >80% 
Total 50.1% 80% >80% >80% 

 
Quality 
Proportion (%) of referrals from Vision Hearing Test 
service deemed appropriate by audiology and eye 
clinic specialists. Target for 2012/13: >90% 
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4.4.2 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 Maori health services, community diagnostic and 
pharmacy services 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 diagnostic and treatment services are focused on, and delivered 
to, individuals and smaller groups of individuals. 

Why is this Output Class significant? 

For most people, their general practice team is their first point of contact 
with health services. Primary care can deliver services sooner and closer 
to home 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.  Supporting 
primary care are a range of health professionals including midwives, 
community nurses, social workers, aged residential care providers, 
Maori health providers and pharmacists who work in the community, 
often with the neediest families. These providers have prevention and 
early intervention perspectives that link people with other services and 
community agencies and further support them to stay well and manage 
long term conditions. Studies show that countries with strong primary 
and community care systems have lower rates of death from heart 
disease, cancer and stroke, and that they achieve better health outcomes 
for lower cost than those countries with systems that focus on specialist 
level care. 

Early detection and management services contribute to people being 
better protected from harm and more informed to support healthier 
lifestyles and maintenance of wellbeing; people who are risk of illness 
and or injury are screened to enhance early detection of health 
conditions or disease; and people are diagnosed and treated early and 

effectively, reducing complications of disease, injury and progression of 
illness. 

Over the last few years, MidCentral DHB has invested in building the 
capacity and capability of primary and community health care services 
focused in the first instance on better managing chronic conditions.  In 
July 2010, implementation of the district’s Better, Sooner, More 
Convenient business case for primary health care services commenced 
with an ambitious programme of work planned over a three year 
period.  This plan responds to the needs of vulnerable populations, 
those with particularly high needs (including long term health 
conditions) and building the capability of the health workforce through 
stronger linkages with specialist services, developing clinical networks 
and developing skills and knowledge base of health care workers.  
Further strengthening the community-based treatment and care of 
people with long term conditions contributes to reducing the demand 
for acute hospital services and increases the likelihood of having a 
longer, healthier quality of life.  

MidCentral is also in year 3 of reconfiguring and further developing the 
child and adolescent oral health service to better reach children needing 
oral health care.  Investment in this area has been supported by 
Government.  This service reconfiguration seeks to get more infants and 
children enrolled with the service and then seen for their examinations 
at milestone ages – aiming in particular to improve the oral health status 
of Maori children, which is generally poorer than non Maori children. 

What outcomes are we contributing to? 

• Health and disability services are accessible and delivered to those 
most in need. 

• The health and wellbeing of Maori is improved. 

• The needs of specific age-related groups, eg older people, 
children/youth, are addressed. 

• The quality of life is enhanced for people with diabetes, cancer, 
respiratory illness, cardiovascular disease and other chronic (long 
duration) conditions. 

How will we know we are succeeding? 

• People can access integrated primary health care services closer to 
home   
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• More children have their healthcare needs met before attending 
school 

• Fewer people are admitted to hospital for avoidable health 
conditions 

• More people with chronic conditions better manage their health 

• More children have healthier teeth and gums. 

What do we plan to spend on this output class? 

 
 
a. 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.   

Better, Sooner, More Convenient (BSMC) Primary Health Care is the 
Government's initiative to deliver a more personalised primary health 
care system that provides services closer to home and makes New 
Zealanders healthier.   This policy direction for health, introduced two 
years ago, is intended to create an environment where health 
professionals in the community are actively encouraged to work with 
one another, and with hospital-based clinicians to deliver health care in 
a co-ordinated and co-operative manner so that more services are 
delivered in the community, people wait less for services and are kept 

healthier in the community for longer.  Implementation of the 
MidCentral BSMC Business Case began on 1 July 2010. There are four 
overarching programmes of focus for transforming primary health care 
in our district:  establishing integrated family health centres, addressing 
acute demand management, improving care of older people and 
Whanau Ora.  To support successful implementation of these 
programmes there are key activities being implemented in strengthening 
clinical leadership and networks, information management and 
workforce development. 

Central PHO (MidCentral’s primary health organisation) is funded by 
the DHB to support the provision of essential primary health care 
services through general practices to those people who are enrolled with 
the PHO.  The Government provides subsidies to lower the cost of GP 
visits for eligible people enrolled in PHOs. 

What activities are funded and provided? 

• Subsidised GP visits 

• Primary health care nursing 

• Maori health/Kaupapa Maori health services 

• Extended care programmes 

• Health care workforce development 

Service providers 

Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• Implementing year 3 of the Better, Sooner, More Convenient 
Business case for primary health care 

• Developing collaborative clinical pathways to support integrated 
services and enable more acute care to be provided in the 
community 

• Further developing and delivering integrated health services 

R evenue Exp end it ure R evenue Expendit ure R evenue Exp end it ure
$0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0

Primary health care 34,874 34,778 36,021 35,922 37,174 37,072
Child & adolescent oral health 5,176 6,103 5,346 6,304 5,517 6,506
School based and youth health services 492 490 508 506 524 522
Primary community care 6,799 6,780 7,023 7,003 7,247 7,227
Community pharmacy services 48,079 47,945 49,661 49,522 51,250 51,107
Community referred testing & diagnostics 11,332 11,301 11,705 11,673 12,079 12,046
T ot al Ear ly D et ect io n and  M anag ement  10 6 ,752 10 7,3 9 7 110 ,2 6 4 110 ,9 3 0 113 ,79 3 114 ,4 8 0

R evenue and  exp end it ure by Out p ut  
C lass:  Early d et ect ion and  manag ement

2 0 12 / 13 2 0 13 / 14 2 0 14 / 15
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• Contracting for the provision of free after hours access to GP care 
for children aged under 6 years. 

Also refer to Chapter 3 – delivering on priorities and targets:  
immunisation, CVD/diabetes, child and youth health and Whanau Ora. 

Why are these measures important? 

The Better, Sooner, More Convenient business case implementation 
plan has six aspirational targets: reducing presentations to the 
Emergency Department, reducing avoidable hospital admissions, 
reducing poly-pharmacy for older people, reducing rate of growth in 
aged residential care and GP-referred pharmacy expenditure, increasing 
enrolment in the PHO by Maori. 

This approach supports people to stay healthy and identifies problems 
earlier, when they can most effectively be addressed. It also benefits the 
health service, which is working to address rapidly growing demand for 
services. Primary health care has a part to play in helping reduce acute 
demand pressure on hospitals by better managing chronic conditions 
and proactively supporting high need populations. 

There are a number of admissions to hospital for conditions which are 
seen as preventable through appropriate early intervention and a 
reduction in risk factors. As such, these admissions provide an 
indication of the access and effectiveness of screening, early intervention 
and community-based care. A reduction in these admissions will reflect 
better management and treatment of people across the whole system 
and will free up hospital resources for more complex and urgent cases. 
The expected rate is the national average, and a result greater than 100 
indicates worse than average performance.  The key factor in reducing 
avoidable hospital admissions is an improved interface between primary 
and secondary services. Achievement against this measure is seen as a 
proxy indicator of a more unified health system. 

Supporting people to seek early intervention and providing access to 
alternative urgent care pathways will ensure people are being given the 
right treatment in the right place - reducing unnecessary presentations 
to the Emergency Department (ED). Early intervention will not only 
improve health outcomes for MidCentral DHB’s population, but also 
reduce avoidable pressure on hospital resources and enable investment 
in other priority areas. A decrease in the ratio between the number of 
people presenting at ED and those being admitted is seen as a proxy 

measures of whether people are appropriately presenting at ED and 
whether people are being better managed in more appropriate locations.
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Measures of our performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of patients seen in acute care clinics 
(including nurse led clinics) introduced into 
Integrated Family Health Centres by end June 2013 
(No target) 
Proportion of children aged 0 – 6 years enrolled 
with PHO seen by GP teams after hours:  Baseline 
to be established in 2012/13 
Number of people enrolled with Central Primary 
Health Organisation 

Group Baseline 
30.6.11 

Estimate 
30.6.13 

Total 152,228 155,350 
 
Quality 
Number of collaborative clinical pathways 
introduced in practise 
Acute care knowledge and skills framework 
education delivered to 80 Registered Nurses 

Fewer people are admitted to hospital with 
conditions considered to be “avoidable” or 
“preventable” 
More people access acute health care from 
primary care services 
Increased proportion of Maori are enrolled 
with Primary Health Organisation 
More children are able to access free after 
hours acute care from General Practice teams 
 

Indirectly standardised discharge ratio for Ambulatory Sensitive 
Hospitalisations, aged 0-74 years. 

Group Baseline 12mths 
30.9.11  

Target Indicative Target 

2012/13 2013/14 2014/15 

Total 91.5 <100 <100 <100 
 
Percentage of MidCentral population attending the Emergency 
Department and the percentage admitted to hospital.  (No 
target.) 

Baseline 
2010/11 

Estimate

2012/13 2013/14 2014/15 

ED attendances 39,375 41,579 41,799 42,008 
% population attending 
ED 

23.3% 24.4% 24.4% 24.4% 

% population admitted 6.7% 7.2% 7.2% 7.2% 
 
Percentage increase/decrease each year in number of children 
aged 0-5 years attending the Emergency Department between 
2100 and 0800 hours 

Group 2010/11 
Baseline 

Projected 
12mths to 
30.6.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

0-5yrs 
inclusive 

0.69%
increase 

2.8% 
decrease 

>2.5% 
decrease 

>3.0% 
decrease 

>3.5% 
decrease 

 
Percentage of MidCentral population (median projections) 
enrolled with PHO. 

Group 30.6.11 30.6.12 
Projected 

Estimates

30.6.13 30.6.14 30.6.15 

Total 89.9% 90.3% 90.7% 90.5% 90.8% 
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b. Output:  Oral health services for children and adolescents 

Description 

Child and Adolescent Oral Health Services covers 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 

What activities are funded and provided? 

• DHB-funded community-based assessment, examination and 
treatment services for children and adolescents 

• Fixed and mobile dental clinics throughout district 

• School holiday clinics 

• Planned recalls 

• Pre school enrolments 

Service providers 

MidCentral Health’s Child and Adolescent Oral Health Service utilising 
mobile and fixed clinic facilities located throughout the district.  
Contracted private dentists providing adolescent oral health services.  
Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• Completing year 3 implementation of the approved business case 
for the redevelopment and configuration of the Child and 
Adolescent Oral Health Services. 

• Increasing rates of planned recall examinations and treatments. 

• Increasing access for at-risk population groups, including Maori and 
lower socio-economic sub-populations throughout the district. 

Why are these measures important? 

Since late 2009, MidCentral’s Child and Adolescent Oral Health Service 
has been undergoing a significant service redevelopment and 
reconfiguration programme in order to increase the capacity and 
capability of the service to reach more children in the district needing 
oral health care.  This means more mobile clinics being available at 
schools and other locations, as well as fixed clinics co-located with the 
Integrated Family Health Centres being established in Levin, Feilding, 
Palmerston North and Dannevirke.  This also means increasing the 
flexibility of the times that dental clinics can be held – for example not 
being limited to the school terms and times.   

The oral health status of children in our district is not as good as it 
should be.  It is recognised that early detection and assessment of infant 
and children’s oral health leads to an improved likelihood of better teeth 
and overall oral health in later years.  This means getting infants 
enrolled into the service earlier so that good oral hygiene habits are 
established which then reduces the likelihood of developing tooth decay 
by the time they are 12 or 13 years.  It is also important that infants and 
children are monitored on a regular basis once they are enrolled, so 
being recalled for an examination every 12 months is a key to 
maintaining good oral health.  Increased opportunities for adolescents, 
as another priority population group, to access dental services is 
important to ensure they remain connected with oral health care. 
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Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of adolescents accessing DHB-funded adolescent 
oral health services 

Group 2010 
Baseline 

2011 Actual 2012 
Target 

2013 
Target 

Total 8,828 8,405 9,184 9,014
 
Number of 0-4 year old children enrolled 

Group 2010 
Baseline 

2011 
Actual 

2012 
Target 

2013 
Target 

Total  4,021 5,453 6,300 7,300
 
Timeliness 
Proportion of pre-school and primary school children 
examined according to planned recall period 

Group 2011 Baseline 2012 Target 2013 Target

Total 85.6% 91% 94%

 
Number of pre-school and primary school children who 
have not been examined according to their planned recall 
period 

Group 2011 Baseline 2012 Target 2013 Target

Total 3,118 2,000 1,500
 

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 
Higher levels of good oral health in the 
population 
Increased enrolment of children aged 0-2 
years 
Improved oral health status in high risk 
populations 
Reduced overall rate of decayed, missing and 
filled teeth in children by Year 8 school age 

Proportion of adolescent population utilising DHB-funded 
dental services 

Group 2010 
Baseline 

2011 
Actual 

2012 
Target 

Indicative Target 

2013 2014 

Total 79% 81.4%* 85% 85% 85% 
*Interim data, April 2012. Based on eligible population of 10,800. 
 
Mean score of Decayed, Missing & Filled Teeth of Year 8 
children 

Group 2010 
Baseline 

2011 
Actual 

2012 
Target 

Indicative Target 

2013 2014 

Total 1.76 1.48 1.45 1.46 1.45 
Maori 1.96 1.82 1.45 1.46 1.45 

 
Percentage of 5 year old children who are caries free 

Group 2010 
Baseline 

2011 
Actual 

2012 
Target 

Indicative Target 

2013 2014 

Total 58% 59.9% 62% 66% 65% 
Maori 41% 43.1% 62% 66% 65% 
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c. 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 and/or cardiovascular disease, 
focused on reducing risk of illness and timely diagnosis, assessment and 
treatment of illness or disease. 

What activities are funded and provided? 

• Enhanced Care Plus programme 

• Standardised health assessments and care planning tools 

• Chronic care management system  

• Case management services 

• Self-management toolkits 

• Nurse-led acute assessment clinics at Integrated Family Health 
Centres 

• District nursing services 

Service providers 

Central Primary Health Organisation, general practice teams, nurses, 
allied health professionals, Maori health providers.  Refer to list of 
contracted providers contained in the companion document “2012/13 
Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• completing year 3 implementation plan of the Better, Sooner, More 
Convenient (primary) health services business case, focused on 
improving management of long term conditions – cardiovascular 
disease, diabetes and respiratory illness in particular 

• providing stronger community-based programmes for acute 
interventions and the management of long term conditions, eg 
recovery at home 

• streamlining and better coordinating delivery of care between 
primary and secondary services, utilising integrated clinical 
pathways 

• increasing access to primary health care services for at-risk 
population groups 

Also refer to Chapter 3 – delivering on priorities and targets:  
Cardiovascular disease/diabetes, primary care development and 
delivery, tobacco and Whanau Ora. 

Why are these measures important? 

Circulatory disease is a major cause of mortality – accounts for around 
40% of deaths in MidCentral’s district – slightly higher than the average 
for New Zealand, but indications suggest that the mortality rate is 
declining in more recent years.  The incidence of diabetes in the 
community is thought to be higher than is currently detected.  The 
longer term impacts of undetected cardiovascular disease and diabetes, 
or these conditions not being well managed, can result in long term ill 
health with complications and premature death. Cardiovascular disease 
includes heart attacks and strokes, which are both substantially 
preventable with lifestyle advice and treatment for those at moderate or 
higher risk of illness.  Diabetes is also strongly associated with 
cardiovascular disease and respiratory illness.  The majority of acute 
hospitalisations at MidCentral Health are related to these illnesses. 

A significant number of older people (aged 75+ years) are hospitalised 
annually as a result of injury due to falls. Compared to their peer group, 
older people who have an injurious fall experience a prolonged hospital 
stay, loss of confidence, restriction of social activities, loss of 
independence and an increased risk of institutional care.   With a 
significantly increasing older population, a focus on reducing falls will 
help to reduce the relative demand on acute and residential services.  A 
reduction in falls will indicate improved health service provision for 
older people, as the initiatives used to reduce falls address various 
health issues and associated risk factors including: medications use, lack 
of physical activity, poor nutrition, osteoporosis, impaired vision and 
environmental hazards. 
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Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of eligible population who have had their 
cardiovascular risk assessed in the last 5 years 

Group 9mths to 
31.3.12 

2012/13 
Target 

Total 17,494 33,386 
 
4 collaborative clinical pathways for chronic conditions 
in use by general practice and secondary care 
5 Stanford Self Management training programmes 
offered by 30 June 2013; 2 programmes specific to 
Maori health requirements. 
Quality 
100% of general practice teams use the Standard 
comprehensive health assessment and care planning 
tools 
Proportion of PHO enrolled patients with diabetes 
receiving ophthalmology examination within last 2 
years.  Target:  >70% 
Rate of referral increase each quarter from general 
practice to Recovery at Home programme for people 
aged 65+ years 

Baseline 6mths to 
31.12.11 

2012/13 Target 

55% 50% each quarter 
 

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 people are hospitalised for hypertensive 
disease, stroke, other ischaemic heart disease and 
diabetes 
More people with diabetes have good management 
and control of their diabetes  
Older people are supported to maintain functional 
independence, resulting in fewer admissions to 
hospital or presentations to Emergency Department 

Proportion of eligible population who have had their 
cardiovascular risk assessed in the last 5 years 

Group 9mths to 
31.3.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 38.3% >75% >90.0% >90.0% 
Source:  PHO Performance Programme. 
 
Ambulatory sensitive hospitalisations (standardised 
discharge ratio) for specified conditions, aged 45-64 years 

Group 12mths 
30.9.11 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 98.2 <98 <95 <95 
Source:  NMDS, Ministry of Health. 
 
Proportion of PHO enrolled patients with diabetes who 
have an HBA1c of <64 mmol/mol at last review. 

Group 6 mths 
30.9.11 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 70.9% >75% >80% >83% 
 
Proportion of people seen by Recovery at Home services 
who are not admitted to hospital during episode of care.  
Baseline to be established.  Aiming for a high rate. 
Proportion of people aged 65+ years who have had an 
acute admission to hospital as a result of a fall (no target) 

Baseline 2009/10 2010/11 8 mths 2011/12 

Total 13.6% 14.5% 11.7%
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d. 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.  The National Pharmacy Services Agreement that becomes 
effective on 1 May 2012 may have an effect on the services provided by 
community pharmacists (unknown at time of developing this plan).     

What activities are funded and provided? 

• Provision of subsidised medicines – pursuant to a prescription and 
as determined by the Pharmaceutical Schedule 

• Medicine Use Review and Adherence Support (MUR) services – 
services to identify and address barriers preventing individuals 
taking their medicines optimally 

• Emergency Contraception (ECP) services – assessment of the need 
for and if necessary, provision of emergency contraception plus 
information and advice about ongoing contraceptive options to 
women 25 years and under 

• Unused medicines disposal – collection, collation, and disposal of 
unused medicines 

• Diabetes sharps disposal – provision of empty sharps containers to, 
and collection and disposal of, full sharps containers from people 
with diabetes 

Service providers:  

Community pharmacies, Refer to list of contracted providers contained 
in the companion document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• More optimised medicines use 

• Improving access to management advice and medicines 

• Better service integration with other primary and secondary care 
providers 

Why are these important? 

Medicines are the most common therapeutic intervention utilised in 
health services.  Medicines have the ability to save or prolong life and 
improve health and wellbeing, but can also cause significant harm if not 
used and managed appropriately. 
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Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Volume of unused medicines items returned 

12mths to 30.9.11 
Baseline 

2012/13 Target 

69,142 <80,000 
 
Increased volume of sharps returned 

12mths to 30.9.11
Baseline 

2012/13 Target 

1,369 >1,369 
 
Number of people receiving an initial Medicines Use 
Review (MUR) consultation 

12mths to 31.12.11 
Baseline 

2012/13 Target 

100 >300 
 
Number of Emergency Contraceptive Packages 
prescribed by GPs and dispensed by community 
pharmacies 

12mths to 30.6.11 
Baseline 

2012/13 Estimate 

489 503 

 
Number of routine audits of community pharmacies 
undertaken by Medsafe 

2010/11 
Baseline 

9mths to 
31.3.12 

2012/13 
Estimate 

9 6 8 
 

Patients have more knowledge of how best to safely 
use prescribed medicines 
Better management of chronic conditions 
Acute conditions managed well in the community 
Reduced likelihood of medicines-related morbidity 
Increased access to ECPs through accredited 
community pharmacies 
 

Percentage of patients with at least one follow up 
consult with a community pharmacist during the 
period who have an improved MUR adherence score  

12mths to 
31.12.11 
Baseline 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

56% >75% 90% >90% 
 
Percentage change (reduction) from baseline in GP 
prescribed Emergency Contraceptive Package (ECP) 
dispensings  

June 2009
Baseline 

12mths 
to 30.6.11 

2012/13
Target 

Indicative Target 

2013/14 2014/15 

0% -22% -20% -20% -20% 

 
Quality 
Zero critical or high risk criteria identified through 
MedSafe audits of community pharmacies audited 
over the year 
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e. 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 speciality diagnostic tests. 

The community referred testing services provide a range of clinical 
testing and measurement services to assist community-based providers 
with the diagnosis and management of a range of conditions.  These 
include testing and measurement of cardiovascular, respiratory, 
neurological, gastrointestinal, urological, endocrine, eye, ear, nose and 
throat, and other systems.  This service does not include provision of 
services to people who are under treatment by a DHB (either as an 
inpatient or outpatient) for services associated with that treatment. 

Diagnostic imaging services provide images of bodily structure and 
function to aid diagnosis and treatment. 

Laboratory services provide diagnostic laboratory testing for patients 
referred by general practitioners, private medical specialists, oral and 
maxillofacial surgeons, oral surgeons, midwives and certified cervical 
smear takers. 

The service components include the provision of diagnostic 
examinations, reporting of examinations and other procedures, clinical 
advice and education. 

A booking system applies (except for laboratory services) based on 
criteria for access and waiting times. 

What activities are funded and provided? 

• Community referred testing including: 

• ECG/echocardiograph /Holter monitor and pacemaker checks, 
exercise tolerance tests  

• Spirometry/lung function tests, oximetry 

• Electroencephalography  (EEG), Electromyography (EMG) 

• Audiology – Auditory Brainstem Response (ABR), audiograms 

• Endocrinological testing - bone densitometry, thyroid tests  

• Urodynamics  

• Gastroenterology (excludes Computerised Tomography (CT) and 
Magnetic Resonance Imaging (MRI) examinations, which generally 
require specialist referral 

• Community referred radiology, including: 
- Conventional “plain film” X-ray  
- Diagnostic ultrasound 
- Fluoroscopy 
- Nuclear medicine 
- Diagnostic mammography  

• Community referred laboratory tests 

Service providers 

Contracted community-based radiology and laboratory services and 
MidCentral Health medical imaging services.  Refer to list of contracted 
providers contained in the companion document “2012/13 Funding 
Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• Reducing waiting times for various procedures, particularly 
Ultrasound which continues to be an issue across both the public 
and private radiology providers 

• Implementing the Regional Radiology Plan and the sub-regional 
Medical Imaging Developments which are part of the centralAlliance 
with Whanganui DHB 

• Strengthening primary management of community-referred 
radiology through the local Radiology Oversight Committee. 

• Strengthening community referred radiology and laboratory services 
in support of Integrated Family Health Centre developments. 

• Implementing diagnostic elements from clinical pathways (The DHB 
plans on implementing more than 30 clinical pathways and it is 
expected that a number of these will have implications in terms of 
community referred radiology). 
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 Why are these measures important? 

Timely access to diagnostic services enables primary health care 
clinicians to make clinical decisions about the diagnosis and 
management of patients presenting to them.  This results in the best 
clinical outcome and the most efficient use of health resources.  

Community referred testing and diagnostic services are part of an 
integrated community-based health service that: 

• provides patients with the best quality and most cost-effective 
services based on established professional and quality management 
standards and codes of practice 

• provides timely reporting of results to referrers 

• provides specialist advice as required to ensure optimal patient 
management 

• ensures patient and staff safety at all times. 

 

 
Measures of our performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Total volume of community referred tests:  33,873 
 
Timeliness 
Average reporting time for community referred 
radiology examinations (Palmerston North Hospital)  

Baseline 12 mths to 29.9.12 2012/13  

5.8 days <5 days 

 
% routine community referred ultrasounds provided 
within 2 months of referral (Palmerston North 
Hospital)  

Baseline as at 20.2.12 2012/13  

12.8% 60.0% 

 
 

People referred have clinical decisions resulting in the 
shortest possible delays to treatment. 
Accurate clinical diagnosis so the right management is 
put in place 
People have improved access to diagnostic tests 
 

Measures to be established as part of the development 
of the collaborative clinical pathways being introduced 
over the 2012/13 year  
Percentage of patients who have an accepted referral 
for a CT or MRI scan who receive their scan within 6 
weeks.  Target for 2012/13:  >75% 
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4.4.3 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. 

Why is this Output Class significant? 

Equitable, timely access to intensive assessment and treatment can 
significantly improve people’s quality of life either through early 
intervention (eg removal of an obstructed gallbladder so that the patient 
does not have repeat attacks of abdominal pain) or through corrective 

action (eg major joint replacements). Responsive services and timely 
treatment support improvements across the whole system and give 
people confidence that complex intervention is available when needed. 
People are then able to establish more stable lives, resulting in improved 
public confidence in the health system. 

As an owner and provider of these services, the DHB is committed to 
ensuring quality services are provided. Quality improvement in service 
delivery, systems and processes will improve the effectiveness of clinical 
practices and patient safety, reduce the number of events causing injury 
or harm and provide improved outcomes for people in our services. 

Government has set clear expectations for the delivery of increased 
elective surgical volumes, a reduction in waiting times for assessments 
and treatments as well as increased clinical leadership to improve the 
quality of care being delivered. In meeting these expectations, 
MidCentral Health and general practice teams, together with the Central 
PHO are further developing clinically-led service delivery models and 
pathways of care that seek to streamline a more integrated and better 
coordinated system of health care across the district. 

What outcomes are we contributing to? 

• Health and disability services are accessible and delivered to those 
most in need. 

• The health and wellbeing of Maori is improved. 

• The quality of life is enhanced for people with diabetes, cancer, 
respiratory illness, cardiovascular disease and other chronic (long 
duration) conditions. 

• People experiencing a mental illness received care that maximises 
their independence and wellbeing. 

How will be know we are succeeding? 

• 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 have elective surgery 
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• Older people with complex health needs are supported to live 
independently in the community 

• Services provided are safe and effective. 

What do we plan to spend on this output class? 

 

a. 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.  Currently the expectation established in the National Mental 
Health Strategy is that specialist services will be available to three 
percent of the population.  However, it is recognised that a focus on 
early intervention strategies will mean services may be delivered to 
people who are at greater risk of developing more severe mental illness 
or addiction.  To the extent that funding for specialist mental health and 
addiction services does not support coverage for all target populations, 
it is expected that DHBs will have criteria in place for prioritising the 
provision of services, to people with the highest level of need. 

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. 

In addition to the provision of specialist services, connections with 
primary care, population health approaches, housing, employment, 
physical health, and an emphasis on social connectedness and 

participation all have a significant impact on mental health and 
wellbeing.  It is unlikely that any single provider will deliver the full 
range of services, therefore all services in the mental health and 
addiction sector must work collaboratively and co-operatively to provide 
a well integrated and seamless continuum of care. 

What activities are funded and provided? 

• Acute inpatient services  

• Day hospital services  

• Community-based mental health teams and outpatient services  

• Specialist child, adolescent and family mental health services  

• Alcohol and other drug services  

• Service coordination  

• Intensive community-based rehabilitation and support services 

• Extended rehabilitation care beds residential care beds 

• Respite care 

• Mental Health Act administration (Director of Area Mental Health 
Services and Duly Authorised Officers) 

Service providers 

MidCentral Health, Capital & Coast District Health Board, non 
government organisations, Maori health providers, primary health care 
practitioners.  Refer to list of contracted providers contained in the 
companion document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• improving access to specialist mental health and addiction services 

• improving referral management and waiting times to promote 
earlier intervention and service responsiveness 

• building capacity of the child and youth mental health and addiction 
services to improve responsiveness 

• looking toward a more integrated approach to child and youth 
health, including mental health across the sector 

R evenue Exp end it ure R evenue Expendit ure R evenue Exp end it ure
$0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0

Emergency department 20,870 20,153 21,557 20,816 22,246 21,283
M edical services 55,176 52,618 56,991 54,649 58,815 56,677
Surgical /  ICU /  Anaesthet ic services 80,242 77,393 82,883 80,546 85,535 83,369
Regional Cancer Treatment services 40,134 40,779 39,952 41,788 41,239 43,546
Women’s & children’s services 32,972 30,209 34,057 31,203 35,147 31,902
Elder health services 14,196 17,516 14,663 18,092 15,132 18,498
M ental health & addict ion services 32,954 28,942 34,038 29,894 35,127 30,565
Rehabilitat ion and therapy services 0 0 0 0 0 0
Clinical support  services 3,787 3,369 3,912 3,480 4,037 3,591
Other services 4,949 4,801 6,377 5,130 6,581 5,294
Inter district  f lows 36,211 43,849 37,402 45,292 38,599 46,741
T ot al Int ensive A ssessment  & T reat ment  3 2 1,4 9 1 3 19 ,6 2 9 3 3 1,8 3 2 3 3 0 ,8 9 0 3 4 2 ,4 59 3 4 1,4 6 6

R evenue and  exp end it ure by Out p ut  
C lass:  Int ensive assessment  & t reat ment

2 0 12 / 13 2 0 13 / 14 2 0 14 / 15
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Also refer to Chapter 3 – Delivering on priorities and targets:  child and 
youth mental health and addiction services, Whanau Ora and health of 
older people. 

Why are these measures important? 

Maintaining at least the minimum expected access rates to specialist 
services for those most in need, with a particular emphasis on building 
the capacity to better respond earlier to the mental health needs of 
youth.  Specialist Mental Health and Addiction Services are tasked with 
ensuring that at least the top 3% of MidCentral’s district are seen. This 
focuses their efforts therefore on those with the more moderate to 
severe diagnosed conditions requiring specialist intervention and 
treatment and although increasing numbers are being seen, the targets 
are only just being achieved and more of a focus on younger Maori is 
required. 

Skilled resources in this specialist area are limited so need to be used to 
their best advantage.  This means staff applying their knowledge and 
scope of practice to targeted client groups and areas of priority.  In 
order to reach the target population, specialist staff can also help others 
working in the primary health care and other community-based settings 
to better identify and detect at risk behaviours and signs and symptoms 
that indicate the need for early intervention and treatment and to better 
support those children and youth in their social context.  Horowhenua 
and Otaki have a higher proportion of their population who are Maori 
and who are living in areas with greater socio-economic deprivation 
compared to other parts of MidCentral’s district, which contributes to 
greater inequalities in health status and outcomes.  Therefore, 
MidCentral is targeting additional effort in these areas. 

 
 
 
Measures of performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of people seen on average per annum by 
Mental Health and Addiction Services 

Age Group 12mths to 30.9.11 
Baseline 

2012/13 Target

0-19 yrs 1,447 1,611
20-64 yrs 3,662 3,892
65+ yrs 125 128 

 
Number of up-to-date relapse prevention plans for 
clients with a long term mental illness 

Group 6mths to 31.12.11 
Baseline 

2012/13 
Estimate 

Adult 440 447 
Child & Youth 32 35 

 
Number of attendances by people aged 15-24 years 
presenting to Emergency Department with self harm 
behaviours and seen by Mental Health Services (no 
target): 

People needing specialist mental health or addiction 
services receive them on time 
Fewer people have acute readmissions to specialist 
mental health services 
Long term clients with mental illness have recovery 
focused relapse prevention plans enabling improved, 
integrated service response 
More young people access specialist mental health and 
addiction services 
 

Proportion of population seen on average per annum 
Age 
Group 

12mths 
to 30.9.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

0-19 yrs 3.05% >3.4% >4.0% >4.5% 
20-64 yrs 3.86% >4.1% >4.5% >4.5% 
65+ yrs 0.4% >0.5% >0.5% >0.5% 

 
Timeliness 
Proportion of people referred for non-urgent mental 
health & addiction services seen within 3 weeks (all 
services) 

Age 
Group 

12mths to 
30.9.11 
Baseline  

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

0-19 yrs 67.5% >75% >80% >80% 
20-64 yrs 68.4% >78% >80% >80% 
65+ yrs 71.4% >72% >80% >80% 
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2010/11 Baseline 2012/13 Estimate

172 150-200 
 
Timeliness 
Proportion of people discharged from acute inpatient 
unit referred to community-based mental health team 
seen within seven days of discharge. 

12 mths to 31.12.10 
Baseline 

12 mths to 
31.12.11 

2012/13 
Target 

66.7% 66.3% >65%
 

Quality 
Proportion of people who are readmitted to inpatient 
unit within 28 days of previous discharge 

12mths to 
31.12.10 
Baseline 

12mths to 
31.12.11 

2012/13 
Target 

Indicative Target 

2013/14 201415 

12.1% 17.6% <15% <15% <15% 
 
Proportion of total referrals for 15-24 year olds 
received by Alcohol & Drug Services. 

Group 8 mths to 
29.2.12 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 19.0% 22.8% 25.0% 30.0% 
 
Percentage of long term clients with mental illness 
who have an up-to-date relapse prevention plan 

Group 6 mths to 
31.12.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Adult 93.4% >95% >95% >95% 
Child & 
Youth 

86.5% >95% >95% >95% 

 
Timeliness 
Proportion of people aged 15-24 years presenting to 
Emergency Department with self harm or suicidal 
behaviours and who have been seen by specialist 
mental health services, with a follow-up specialist 
mental health contact within 24 hours of assessment. 
Baseline to be established in 2012/13, aiming for a 
target of >97%. 
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b. 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. 

What activities are funded and provided? 

• Surgical inpatient discharges, including day patient procedures. 

• Outpatient first and follow-up clinic appointments for assessment 
and treatment. 

• Radiation oncology and chemotherapy discharges, day patient and 
outpatient clinic attendances. 

• Operating theatre and anaesthetic services. 

Service providers 

MidCentral Health (principally Palmerston North Hospital) and other 
District Health Boards.  Refer to list of contracted providers contained in 
the companion document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• shorter waiting times for specialist assessments and treatment for 
elective surgery and cancer treatment 

• streamlined referral and booking systems to support prioritised 
access to elective services  

• consistent, equitable access to specialist clinical services that is 
affordable and sustainable, with a particular focus on major joints, 
cataracts, and cardiac surgery. 

Also refer to Chapter 3 – Delivering on priorities and targets:  elective 
services, cancer, cardiac services and sub-regional priority with 
centralAlliance initiatives. 

Why are these measures important? 

Timely access to high quality hospital and specialist services improves 
health outcomes and shorter waiting lists and wait times are indicative 
of a well functioning system matching capacity with demand - 
managing the flow of patients through its services and addressing the 
needs of its population.  Elective (non-urgent) services are an important 
part of the healthcare system, as these services improve the patient’s 
quality of life by reducing pain or discomfort and improving 
independence and wellbeing. The Government expects that more people 
will have elective surgery and that patients will have shorter waiting 
times for hospital diagnostic tests, for cancer treatment and for elective 
surgery. These expectations, together with the current fiscal situation 
and fixed capacity, mean MidCentral DHB needs to find different ways 
of assisting more people and reducing waiting times with the best use of 
limited resources.  This includes working with other DHBs to extend the 
region’s capacity as a whole to ensure that quality clinical services are 
sustainable with a skilled workforce to meet these expectations and 
demand. 

Capacity and utilisation measures, such as day of surgery admissions, 
are used as a way of monitoring efficiency and effectiveness by ensuring 
that as many people as possible can be admitted to hospital on the day 
of their planned surgery rather than having an unnecessary overnight 
stay before surgery, which is usually better for the person as well.   

Unplanned acute readmission rates are a measure of quality of care, 
efficiency and appropriateness of discharge for hospital patients. They 
are also a quality counter-measure to balance improvements in 
productivity and reduced lengths of stay, at the same time as the 
population is aging and people are presenting with more complex 
conditions.  Standardised intervention rates are a measure of equity of 
access, calculated by the volume of discharges against an expected 
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volume of discharges for MidCentral DHB’s population demographics 
and the average across all DHBs. 

 

Measures of performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Increased volume of MidCentral residents discharged 
for elective surgery – minimum increase of 236 
discharges on 2011/12 target 

2012/11 2011/12 Target 2012/13 Target

6,077 5,928 6,164 
 
Percentage of resourced elective theatre time utilised 

6 mths to 31.12.11 2012/13 Target 

91% >91% 
 
Number of first specialist assessments (surgical 
services) 

Baseline 
2010/11 

9mths to 
31.3.12 

2012/13 Target

13,066 10,556 13,939 
 
Number of first specialist assessments (medical 
services) 

Baseline 
2010/11 

9mths to 
31.3.12 

2012/13 Target

5,359 3,940 5,591 
 
Number of first specialist assessments (radiation and 
medical oncology) 

Baseline 
2010/11 

9mths to 
31.3.12 

2012/13 Target

2,528 1,984 2,484 
 
Quality 
Unplanned returns to theatre within same admission 
(for an elective procedure) 

8 mths to 29.2.12 2012/13 Target 

0.4% <0.5% 
 

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 
Discharge and transfer of care 
arrangements limit the likelihood of an 
unplanned readmission for a related acute 
condition 
All patients needing radiation oncology or 
chemotherapy treatment receive their 
treatment on time 
 

Percentage of elective surgery procedures that are completed on 
the same day of admissions 

12 mths to 30.9.11 2012/13 Target Indicative Target 

2013/14 2014/15 

96% >95.0% >95.0% >95.0% 
 
Standardised intervention rates for specific orthopaedic, cardiac 
and ophthalmology services, per 10,000 population 

Procedures 12mths to 
30.6.11 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

Major joint 17.32 21.0 >21.0 >21.0

Cataracts 23.64 27.0 >27.0 >27.0

Cardiac 5.23 6.3 >6.3 >6.5
 
Quality 
Acute readmissions to hospital within 28 days for people 
discharged with a prior elective episode (Palmerston North 
Hospital) 

12 mths to 31.12.11 2012/13 Target Indicative Target

2013/14 2014/15 

3.9% <4.0% <4.0% <3.5%
 
Timeliness 
Percentage of people who receive their first specialist assessment 
within the maximum waiting time 

2011/12 as at 29.2.12 2012/13 2013/14 

(6 mths wait) (5 mths wait) (4 mths wait)

99.5% 100% 100%
 
Percentage of people who receive their planned  surgery within 
the maximum waiting time 

2011/12 as at 29.2.12 2012/13 2013/14 

(6 mths wait) (5 mths wait) (4 mths wait)

99.2% 100% 100%
 
All patients needing radiation or chemotherapy treatment receive 
this within 4 weeks (from the decision to treat) 
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c. Output:  Hospital-based acute services (Emergency 

department, inpatient and outpatient) 

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. 

Palmerston North Hospital – MidCentral DHB’s base hospital – provides 
a range of acute medical, surgical and associated services.  Some 
hospital-based services are provided by other District Health Boards 
upon specialist referral, where a higher degree of specialisation and/or 
technical equipment and support is required (tertiary services), such as 
paediatric oncology, cardiac surgery, neurosurgery and plastic surgery. 

What activities are funded and provided? 

• Professional services – medical, nursing and allied health 

• Emergency department attendances 

• Acute medical, surgical, paediatric inpatient services 

• Acute medical, surgical, paediatric outpatient services 

• Intensive care and coronary care 

• Pathology, laboratory and diagnostic services 

• Pharmacy services 

• Infection control 

• Operating theatres, anaesthetic and sterile supply services 

Service providers 

MidCentral Health (principally Palmerston North Hospital) and other 
District Health Boards.   

Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• ensuring people who require unplanned, urgent health care needs 
receive them without undue delay 

• working with primary health care practitioners and community-
based services to reduce “avoidable” and “preventable” hospital 
admissions 

• strengthening integration of services through introduction of 
collaborative clinical pathways in conjunction with primary health 
care 

• better matching capacity of hospital resourses to respond to demand 
for acute services  

• reducing lengths of stay for people attending the Emergency 
Department. 

Also refer to Chapter 3 – Delivering on priorities and targets:  elective 
services, cancer, cardiac services and sub-regional priorities with 
centralAlliance initiatives. 

Why are these measures important? 

Secondary-level acute hospital and specialist services meet people’s 
complex health needs, are responsive to urgent and unplanned events 
and support community-based care providers. By providing appropriate 
and timely access to high quality complex services, health outcomes and 
quality of life are improved and untimely deaths reduced.   

Long stays in Emergency Departments (EDs) are linked to overcrowding 
of the ED, negative clinical outcomes and compromised standards of 
privacy and dignity for patients. The duration of stay in ED is 
influenced by services provided in the community to reduce 
inappropriate ED presentation, the effectiveness of the services provided 
in ED, and the hospital and community services provided following exit 
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from ED. Therefore, reducing waiting times in ED is indicative of a 
coordinated ‘whole of system’ response to the urgent care needs of the 
population. 

Acute medical admissions can be used as a proxy measure of the 
improved management of long-term conditions by indicating that they 
are being better managed earlier, without escalation to an event needing  

urgent and complex intervention.  Reducing acute admissions also has a 
significant effect on productivity in hospital and specialist services -  
enabling more efficient use of health resources that would otherwise be 
taken up by demand for urgent and acute care. 

Quality improvements in service delivery, systems and processes will 
improve patient safety and reduce the number of incidents causing 
harm - providing better outcomes for patients in our services; reducing 
readmission and mortality rates, as well as unnecessary costs. 

 

Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of Emergency Department attendances 

Baseline 2010/11 8 mths to 
29.2.12 

2012/13

39,375 26,502 38,974
 
Number of acute medical and surgical  inpatient 
discharges (excluding emergency medicine) 

 Baseline 
2010/11 

8 mths to 
29.2.12 

2012/13 
Estimate 

Medical (inc 
oncology) 

9,798 6,795 10,335

Surgical 4,965 3,357 5,106
 
Number of medical (including oncology) first specialist 
assessments 

Baseline 2010/11 8 mths to 
29.2.12 

2012/13 Target

8,686 5,172 8,075
 
Quality 
Percentage of patients overall satisfaction rate 

Baseline 2010/11 2012/13 

88.2% >88% 
 
Hospital acquired bacteraemia rate per 1,000 patients 

Baseline 2010/11 7 mths to 31.1.12 2012/13

1.99 1.34 <2.25
 

People do not have unnecessary delays in being 
admitted, discharged or transferred from the 
Emergency department 
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 
Ambulatory sensitive conditions are better 
managed in the primary care setting 
 

Timeliness 
Proportion of patients attending the Emergency 
department who are admitted, discharged or transferred 
within 6 hours 

Baseline 6mths to 
31.12.11 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

86.3% >95% >95% >95% 
 
Average inpatient length of stay – acute services  

Baseline 12mths 
to 30.9.11 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

4.43 days <4.2 days <4.0 days <4.0 days 
 
Quality 
Proportion of patients with an acute readmission to 
hospital within 28 days of a previous discharge 
(standardised rate). 

Baseline 12mths 
to 30.9.11 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

10.4% <10% <10% <10% 
 
Refer also ambulatory sensitive hospitalisations for 
specified conditions – section 5.4.2(c). 
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d. 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. 

Primary maternity-level care is provided at Horowhenua Health Centre.  
Lead Maternity Carers have access under agreement (Schedule 3 of the 
Primary Maternity Services Notice, 2007) to the health centre/hospital 
facility for acute clinical examinations and monitoring progress of labour 
through to delivery. 

The service has linkages with primary maternity providers, neonatal 
services, gynaecology services, public health services (including 
immunisation, maternal mental health services, allied health and Maori 
providers, and, the audiology service for the universal newborn hearing 
screening programme). 

What activities are funded and provided? 

• Non specialist antenatal and post natal consultations 

• Obstetric outpatient first and follow-up consultations 

• Labour, delivery and postnatal stay in a primary facility 

• Inpatient (secondary) maternity services 

• Breastfeeding and lactation clinic 

Service providers 

MidCentral Health (Palmerston North Hospital – secondary maternity 
and Horowhenua Health Centre – primary maternity), other District 
Health Boards.  Refer to list of contracted providers contained in the 
companion document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• Improving services through implementation of the New Zealand 
Maternity Standards (2011) 

• Continuing the development of a sub-regional service delivery 
model with Whanganui DHB 

• Ensuring equitable access to consistent, quality maternity services 

Also refer to Chapter 3 – Delivering on priorities and targets:  sub-
regional priorities in centralAlliance initiatives with Whanganui District 
Health Board. 

Why are these measures important? 

Services provided are consistent with standards, evidence-informed 
guidelines, and best practice. 

Mothers and their babies have access to the levels of maternity and 
newborn services, including mental health, that are clinically indicated. 

Mothers and their babies receive safe and appropriate continuity of 
midwifery and obstetric care. 

Access to a sufficiently qualified multi-disciplinary team in order to 
deliver optimal outcomes for the mother and baby.
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 Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Total number of hospital (secondary) births, 
MidCentral residents 

Baseline 2010/11 8 mths to 
29.2.12 

2012/13

1,880 1,242 1,920

 
Total number of (all) maternity inpatient discharges  

Baseline 2010/11 8 mths to 
29.2.12 

2012/13

2,952 2,952 2,898
 
Quality 
The number of national evidence-informed clinical 
guidelines implemented increases over time within the 
Regional Women’s Health Service (establishment 
2012/13 year) 

Women experience safe and effective obstetric services 
Babies’ physical and emotional health is supported 
with established breastfeeding at time of discharge 
from hospital 

Quality 
Percentage of women rating their post-natal length of 
stay as “just right” 

Baseline 
2010/11 

8 mths to 
29.2.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

93% 91.6% >95% >95% >95% 
 
Proportion of babies discharged with breastfeeding 
established at time of discharge 

Baseline 
2010/11 

8 mths to 
29.2.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

81.9% 83.5% >85% >90% >95% 
 
Proportion of total deliveries* that were an acute 
(emergency) caesarean section type 

Baseline 
2010/11 

9 mths to 
31.3.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

17.6% 17.8% <20% <20% <20% 
*MidCentral DHB of Service at Palmerston North Hospital  
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e. 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. Services are delivered in 
specialist inpatient units, outpatient clinics and also in home and work 
environments. Specialist geriatric and allied health expertise and advice 
is also provided to general practitioners, home and community care 
providers, residential care facilities and voluntary groups.  Specialist 
health services for older people support the development of an 
integrated continuum of care by providing advice, knowledge transfer, 
consultation/ liaison to, or joint clinical management with, other services 
to enable those services to better meet the needs of their older clients. 

What activities are funded and provided? 

AT&R inpatient bed days (geriatric, physical disability and 
psychogeriatric) 

• AT&R outpatient clinics 

• AT&R domiciliary assessments and education (visits) 

• Needs assessments 

• Transitional care beds for people aged 65+ years 

(Also see Rehabilitation and Support Services Output Class) 

Service providers 

Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• working with primary health practitioners to introduce gerontology-
specific collaborative clinical pathways 

• improving collaborative discharge planning to reduce average 
lengths of stay 

• reducing risk of falls occurring during hospital stay. 

Also refer to Chapter 3 – Delivering on priorities and targets:  health of 
older people. 

Why are these measures important? 

An increase in the rate of people discharged home with support, rather 
than to residential care or hospital environments, (where appropriate) is 
indicative of the responsiveness of services, promoting independent 
living with integrated, coordinated range of services based on assessed 
need. Supporting patients to return home sooner may, in part, be 
achieved by reducing the rate patient complications (for example 
acquiring infection, reducing risk of falls, and medication reconciliation), 
and increasing confidence in ability to manage at home with planned 
and coordinated support services in place where needed, as well as 
contributing to efficient use of resources and quality of service. 
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Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of inpatient discharges (geriatric AT&R)  

Baseline 2010/11 8 mths to 
29.2.12 

Estimate 2012/13

872 603 920 
 
Quality 
Percentage of patients needing long term home-based 
support services who have an assessment using the 
interRAI tool completed prior to discharge 

Baseline 4 mths to 
29.2.12 

Target 2012/13 

100% >95% 
 
Occurrence rate of falls by people aged 65+ years, per 
1,000 inpatient AT&R bed days 

Baseline 2010/11 8 mths to 
29.2.12 

Target 2012/13

9.4 9.4 <9.0 
 
Timeliness 
Average length of time between referral from acute 
services to transfer to AT&R services (days) 

Baseline 2010/11 8 mths to 
29.2.12 

Target 2012/13

2.44 5.23 <3.0 
 

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 
 

Proportion of older people discharged from AT&R 
services to independent living (not ARC) 

Baseline 
2010/11 

8 mths to 
20.2.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

85.3% 88.1% >87.5% >87.5% >87.5% 
 
Inpatient average length of stay for AT&R (geriatric) 
services 

Baseline 
2010/11 

12 mths to 
31.1.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

16.2 
days 

18.1 days <18 
days 

<17.8 
days 

<17.5 
days 

 
Acute readmissions to hospital within 28 days for 
those discharged from AT&R services (MidCentral 
facilities) 

Group 8 mths 
to 
29.2.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Geriatric 20.5% <20% <19% <18% 
Psychogeriatric 10.3% <10% <9% <8% 

 
Refer also proportion of people aged 65 and older 
receiving publicly funded long term home support 
services who have a comprehensive clinical 
assessment and a completed care plan – section 
5.4.4(a) 
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4.4.4 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.  

These services are focused on, and delivered to, individuals. 

Why is this output class significant? 

As with the rest of New Zealand, MidCentral’s population is aging. This 
is a major demographic development that has profound implications for 
policy making and service planning at national, regional and local levels 
– especially for publicly funded health and social services.  In 2006, life 
expectancy at age 50 was a further 24.6 years for Maori males (to 74.6 
years of age) and a further 27.8 years for Maori females (to 77.8 years of 
age), while life expectancy at age 50 for non-Maori males was 31.2 years 
and for non-Maori females 34.4 years (to 81.2 and 84.4 years of age, 
respectively)  [Tatau Kura Tangata:  Health of Older Maori Chart Book, 2011.].  
MidCentral district has a higher proportion of people aged 65 and over 
(14.1%) compared to New Zealand at 12.3%, and further, the proportion 
of Maori residing in MidCentral’s district (all ages) at 17.3% is higher 
than New Zealand’s (14.7%)(2006 Census).  By 2013, we expect the 
proportion of older people to increase to around 16.1% (27,630) of the 
total population living in MidCentral’s district. 

Older people (aged 65+ years) have higher rates of mortality and 
hospitalisations for most chronic conditions, some infectious diseases 
and injuries (often from falls), all of which have a significant impact not 
only for the individual and their family/whanau, but also on the capacity 
of health and social services to respond to the demands resulting from 
the burgeoning growth in the older population group. 

For people living with a disability or age related illness it is important 
they are supported to maintain their best possible functional 
independence and quality of life.  It is also important that people who 
have end-stage conditions and their families are appropriately supported 
by palliative care services, so that the person is able to live comfortably, 
have their needs met in a holistic and respectful way and die without 
undue pain and suffering. 

Services that support people to manage their needs and live well, safely 
and independently in their own homes are considered to provide a 
higher quality of life, as a result of staying active and positively 
connected to their communities. This is evident by less dependence on 
hospital and residential services and a reduction in acute illness, crisis or 
deterioration leading to acute admissions or readmission into hospital 
services. Even when returning to full health is not possible, timely 
access to responsive support services enables people to maximise 
function with the greatest independence.  In preventing deterioration 
and acute illness or crisis, these services have a major impact on the 
sustainability of hospital and specialist services and on the wider health 
system in general by reducing acute demand, unnecessary ED 
presentation and the need for more complex intervention. 

MidCentral DHB is keen to place an emphasis on an increased 
proportion of older people living in their own home with their natural 
support system and if necessary supplemented by subsidised home-
based support services, before aged residential care is pursued. 

Over the past five years, MidCentral DHB has focused on the quality of 
care provided within the aged residential care rest home facilities, and 
ensuring the needs of older people in the community are assessed as 
close to home as possible and that care for this age group is co-
ordinated and managed through general practice. MidCentral DHB 
utilises the International Resident Assessment Instrument (interRAI) as 
the assessment tool for home support services, and is progressively 
aligning this assessment process to Integrated Family Health Centres as 
they are established.  It is planning to introduce a similar assessment 
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tool for use in residential care as part of a national programme. 
Increasing the skills and knowledge of aged residential care providers is 
an essential part of MidCentral’s plans for improving the quality care.  It 
has also increased the level of respite care beds for dementia care, and 
continues to increase day care programmes, including a green 
prescription programme for older adults. 

MidCentral’s  Better, Sooner, More Convenient business case 
implementation plan for primary health care includes a health of older 
persons’ workstream which is focused on increasing community-based 
specialist services and closer integration of primary and secondary care.  
Community-based specialist Health of Older Persons teams have been 
established in Horowhenua and Tararua and these work closely with 
general practice. 

Over the past 3-5 years, MidCentral DHB introduced a standard 
approach to palliative care throughout the district.  It used the Liverpool 
Care of the Dying Pathway and has worked to introduce this into 
community, hospital and hospice care.  MidCentral is now looking to 
develop an overarching, integrated, collaborative plan mapping the way 
forward for palliative care services throughout the district to better 
respond to the growing needs of the population. 

What outcomes are we contributing to? 

• The needs of specific age-related groups, eg older people, 
children/youth, are addressed. 

• The wider community and family supports and enables older people 
and the disabled to participate fully in society and enjoy maximum 
independence. 

How will we know we are succeeding? 

• 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. 

What do we plan to spend on this output class? 

 

a. 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. 

What activities are funded and provided? 

Management of Chronic Medically Ill (CMI) budget and discretionary 
funds for disability support services. 

Needs Assessment and Service Coordination (NASC) service – 
comprehensive clinical and contact assessments and individual care 
plans provided for accessing publicly funded disability support services. 

  

R evenue Exp end it ure R evenue Expendit ure R evenue Exp end it ure
$0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0 $0 0 0

Needs assessment & service coordinat ion 2,517 2,510 2,600 2,593 2,683 2,676
Age related resident ial care beds 46,947 46,429 48,492 47,957 50,043 49,491
Home based support  services 11,657 11,625 12,041 12,007 12,426 12,392
Rehabilitat ion services 17,839 18,406 18,426 19,012 19,016 19,620
Palliat ive care services 3,118 3,109 3,221 3,211 3,324 3,314
Life long disability services 33,229 33,126 34,322 34,216 35,421 35,311
Respite care services 1,187 1,184 1,226 1,223 1,265 1,262
Day services 1,293 1,289 1,336 1,331 1,378 1,374
Inter district  f lows 4,278 4,652 4,419 4,805 4,560 4,959
T ot al R ehab ili t at io n & Sup po rt  12 2 ,0 6 5 12 2 ,3 3 0 12 6 ,0 8 1 12 6 ,3 55 13 0 ,116 13 0 ,3 9 8

2 0 12 / 13 2 0 13 / 14 2 0 14 / 15
R evenue and  exp end it ure by Out p ut  
C lass:  R ehab il i t at io n and  sup po rt
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Service providers 

Supportlinks (Needs Assessment and Service Coordination Agency).  
Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• increasing access to NASC services for older Maori adults 

• all people receiving long term home-based support services are 
assessed using the interRAI comprehensive assessment tool 

• all people entering an aged care facility are assessed using the full 
home care assessment tool 

• reducing delays in NASC services for older people who are ready 
for discharge from hospital. 

Also refer to other outputs in this Output Class. 

Why are these measures important? 

The focus of these measures is on ensuring that older people have 
access to better, coordinated support that enables them to live 
independently. Also, that support services are coordinated and 
implemented based on a comprehensive biopsychosocial assessment 
that provides the best available, consistent information to formulate care 
plans.  There will also be confidence in home-based support services 
because completing the assessments (and reassessments) will enable 
quality of services provided to be measured through the home-based 
quality indicators (in time) the tool produces.  Use of the International 
Resident Assessment Instrument (interRAI) tool for comprehensive 
assessments commenced in 2011, and are being undertaken in all 
pathways to receiving long term home-based support services.
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Measures of performance for this output: 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quality 
Volume of eligible people aged 65 or older who have a 
Packages of Temporary Support (POTS) initiated prior 
to hospital discharge (new service) 

Baseline 4 mths to 29.2.12  2012/13 

38 <300 
 
Number of (new) Comprehensive Clinical 
Assessments* completed by NASC Services for people 
aged 65+ years 

12mths to 31.12.11 Baseline 2012/13 Estimate

1,418 1,620 
*Per inclusion criteria for assessments using InterRAI tool. 
 
Timeliness 
% Needs assessments completed with older people 
eligible for long term support within 2 days of 
readiness for discharge from inpatient services.  
Baseline to be established in 2012/13.  Nominal target:  
95%  

Older people are supported to maintain their 
functional independence in the community 
More people have robust assessment of rehabilitation 
potential and individual care plans 
Reduced length of stay in hospital 
More older Maori access NASC services 
 

Quality 
Proportion of aged 65 and older receiving publicly 
funded long term home support services who have 
had a Comprehensive Clinical Assessment* and a 
completed care plan in the previous 3 months 

Baseline 2012/13 
Target 

Indicative Target

2013/14 2014/15 

100% >95% >95% >95% 
*Comprehensive clinical assessments include interRAI contact 
assessments, home care and community health assessments, (ref 
Ministry of Health, 2012/13 non-financial monitoring framework, p41) 
 
Average number of new NASC assessments using 
interRAI tool completed per month 

Baseline 
31.12.11 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Total 110 135 150 >150 
 
Proportion of older population who had a NASC 
assessment completed in the year who identified as 
Maori 

Baseline 
31.12.11 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Maori 5.2% 6.0% >6.0% >6.0% 
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b. Output:  Age related residential care beds 

Description 

Age related residential care (ARRC) beds comprise stage II rest home 
care beds, stage III dementia care beds and stage IV hospital continuing 
care beds.  Psychogeriatric care beds are also available, which provide 
for more complex care needs.  Currently there are: 

• 37 contracted stage II rest home care facilities 

• 21 contracted continuing care (hospital level care) facilities 

• 13 contracted dementia / psychogeriatric care facilities 

These facilities are located throughout the district in Palmerston North, 
Feilding, Dannevirke, Pahiatua, Eketahuna, Levin, Foxton and Otaki. 

MidCentral DHB purchases these services under provisions of the 
annual national ARRC contract, as negotiated and agreed with the Aged 
Care Association.  Therefore the outputs align with the requirements of 
that agreement. 

What activities are funded and provided? 

• Up to 24 hour nursing care (depending on stage of rest home), 
diversional therapy and activity programmes and hotel services 
supplied by private providers of rest homes 

• General practice support to rest home residents 

Service providers 

Aged residential care providers.  Refer to list of contracted providers 
contained in the companion document “2012/13 Funding 
Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• containing the demand for aged residential care beds at a similar 
level to the rate of demographic growth for aged 65+ years 

• implementing the International Resident Assessment Instrument 
(interRAI) electronic tool in all aged residential care facilities across 
the district 

• strengthening the care of older people in rest homes with increased 
specialist nursing services 

• supporting and building on the use of the Knowledge and Skills 
framework in collaboration with the Health Care Development team 

• reducing the incidence of falls, urinary tract infections and 
pneumonias  

Also refer to Chapter 3 – Delivering on priorities and targets:  health of 
older people 

Why are these measures important? 

Aged residential care facilities are designed to assist and support aged, 
vulnerable and frail older people in the community.  They become 
necessary as older people can no longer live in their own home with 
their natural support system.  The combination of the normal aging 
process and changes in functional abilities, with often multiple long 
term health conditions that can be disabling, mean that requirements for 
increased levels of support and care are increasing. With the older 
population increasing at a rate of about 3.25% each year and the number 
of people with long term health conditions, the demand for these kinds 
of facilities is increasing.  Accommodating this growth in demand year 
on year becomes increasingly unaffordable and so ensuring people have 
access to quality home support service options is important.   

In latter years, residents at hospital continuing care level rest homes 
have focused on making some improvements to reducing the incidence 
of falls by way of vitamin D supplementation and targeted assistance 
provided by visiting Nurse Practitioners.  MidCentral DHB is keen to 
continue this programme and strengthen assistance that also has a focus 
on reducing, over time, the incidence of pneumonias and urinary tract 
infections, thereby reducing the high risk of acute hospitalisations.  
MidCentral is keen to participate in the developing national programme, 
together with ACC, to reduce the incidence and impact of falls occurring 
in the community, and hospital.  

  



Chapter Four:  Forecast Service Performance 

Statement of Intent 2012/13 – 27 June 2012   Page 75 
 

Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Proportion of total ARC facility beds funded for long 
term subsidised residents in the district 

Baseline June 
2011 

2012/13

78% <78%
 
Number of Emergency Department attendances by 
people with an identified aged residential care facility 
address 

Baseline 2011 2012/13 
Estimate 

1,500 1,364
 
Quality 
Proportion of ARC facilities audited in the year that 
have corrective actions fully completed within the 
specified timeframe 

Baseline  2012/13

67% >90%
 
All ARC facilities rolling out use of the interRAI 
(iLTCT) electronic assessment tool are supported with 
training by the DHB. 
 
Refer also rate of referral increase from general 
practice to recovery at home programme for people 
aged 65+years – section 5.4.2(c) 

More older people are supported to maintain their 
functional independence in the community 
Fewer admissions to hospital for injuries or illness 
related to falls, urinary tract infections and 
pneumonias in rest home facilities 
More residents in aged care facilities have more 
comprehensive individual care plans in place 
Fewer older people in ARC facilities attend the 
Emergency Department for unplanned, urgent care 

Proportion of population aged 65+ years receiving 
DHB funded support in ARC facilities over the year 

Baseline 
2010/11 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

MidCentral 
district 

6.5% <6.5% <6.5% <6.5% 

 
Proportion of Emergency Department attendances that 
are by people with an aged residential care facility 
address 

Baseline 
2011 

Target 
2012/13 

Indicative Target

2013/14 2014/15 

3.8% <3.5% <3.5% <3.5% 
 
Refer also proportion of people who have had an 
acute admission to hospital as a result of a fall – 
section 5.4.2(c) 
Refer also proportion of ARC facilities requiring 
outbreak control measures to be instituted over the 
year – section 5.4.1(b) 
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c. 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. 

What activities are funded and provided? 

• An individual support plan 

• Personal care 

• Household support 

• Night support 

Service providers 

Non government organisations, private providers.  Refer to list of 
contracted providers contained in the companion document “2012/13 
Funding Arrangements”. 

 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• aligning service specifications and quality standards for HBSS across 
the Central Region 

• better coordinating the delivery of personal care and medical, 
nursing, allied health intervention 

• enabling people to remain living independently in the community 

• fostering the development of workforce knowledge and skills using 
the Industry Training Organisation national framework 
(CareerForce) 

Also refer to Chapter 3 – Delivering on priorities and targets:  health of 
older people. 

Why are these measures important? 

The government has made a commitment to improving home-based 
support services as part of ensuring “choice, not chance” for older 
people in New Zealand.  MidCentral DHB is supporting this endeavour 
through ensuring that: 

• safe, effective support services are delivered to maintain an older 
person’s independence at home 

• acute hospitalisations and lengths of stay in hospital are reduced 

• the growth of demand for entry to rest home level care is contained. 
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Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Total number of “active” clients who have been 
assessed with a home support service coordination 
outcome 

Baseline  As at 
31.3.12 

As at 
30.6.13 
Estimate 

Total 2,084 2,145 
Horowhenua 535 551 
Otaki 116 119 
Palmerston North 902 929 
Manawatu 297 306 
Tararua 233 240 

 
Quality 
Proportion of total care givers of service organisations 
who have attained level 3 certificate on the national 
framework.  Baseline to be established in 2012/13.  
Nominal target: 30% 

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 
Older people receive appropriate home-based support 
services based on levels of assessed need 

Development of home-based quality indicators as part 
of the national development programme  
Percentage of clients with a home support service 
coordination outcome where their Support Package 
Allocation is level 3 or above (by district)   

Baseline As at 
31.3.12 

As at 
30.6.13 

Total 78.0% >85%
Horowhenua 71.6% -
Otaki 67.2% -
Palmerston North 80.2% -
Manawatu 85.2% -
Tararua 80.3% -

 
Refer also proportion of people aged 65 and older 
receiving publicly funded long term home support 
services who have a comprehensive clinical 
assessment and a completed care plan – section 
5.4.4(a) 
Refer also proportion of older people discharged from 
AT&R services to independent living (not ARC) – 
section 5.4.3 (e) 
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d. 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 restraining to compensate for specific lost functions.  
Success is measured through increased referral of the right people to 
these services. 

What activities are funded and provided? 

• Accredited equipment assessments 

• Orthotic services 

• Inpatient, outpatient and community-based rehabilitation services 
(physical disability) 

• Transitional care beds for people aged 65+ years 

• Slow stream rehabilitation service for people aged 65+ years 

• Child development service 

• Organised stroke service 

• Cardiac rehabilitation 

Service providers 

MidCentral Health.  Refer to list of contracted providers contained in 
the companion document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• increasing capacity of, and access to, services for children with an 
autism spectrum disorder via child health development services 

• ensuring people have access to the community-based cardiology 
rehabilitation service following an acute episode. 

Also refer to Chapter 3 – Delivering on priorities and targets. 

Why are these measures important? 

Contributing to a broad population health approach to improving health 
outcomes by working collaboratively with other service providers. 

Ensuring that service users have their health and disability support 
needs fully assessed and appropriate services are provided. 

Preventing or delaying the onset or development of increasing levels of 
disability/disease. 

Reducing the need for people with complex medical, psychiatric, 
cognitive, functional and/or social needs to be admitted to hospital or 
residential facilities. 

Maintaining and restoring physical and psychological health necessary 
for independent living and functional independence. 
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Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Number of DSS accredited equipment assessments 

Baseline 
2010/11 

8 mths to 
29.2.12 

2012/13 

3,214 3,494 3,728 
 
Number of child health development service first 
attendances 

Baseline 
2010/11 

8 mths to 
29.2.12 

2012/13 
Estimate 

288 173 295 
 
Number of patients discharged from hospital 
following an acute cardiac episode (cardiology health 
specialty) 

Baseline 
2010/11 

8 mths to 
29.2.12 

2012/13 
Estimate 

788 469 785 

 
 

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 

Quality 
Acute readmission to hospital within 28 days of 
previous discharge from AT&R (physical disability 
rehabilitation) and cardiology service 

Baseline 2012/13 
Target 

Indicative Target 

2013/14 2014/15 

Rehabilitation* 28.9% 
(8 mths 
to 
20.2.12) 

<28% <25% <25% 

Cardiology 12.8%
 (6 mths 
to 
31.12.11) 

<12% <10% <10% 

*small numbers give rise to large variation 
 
Proportion of new clients seen in the year by Child 
Health Development Service who have a diagnosis of 
autism spectrum disorder 

Baseline 
2010/11  

2012/13 
Estimate 

Indicative Estimate 

2013/14 2014/15 

13.2% 13.1% >13.1% 13.5% 
 
% patients discharged from hospital following an acute 
cardiac episode referred to community-based stage 2 
cardiac rehabilitation   

Baseline 
2010/11 

8mths to 
29.2.12 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

70.7% 73.8% >75% >80% >85% 
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e. 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 
interdisciplinary 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 provision works in two ways. 

• It works directly by providing direct management and support to 
people, their families and whanau where complex palliative care 
need exceeds the resources of the generalist provider.  The 
involvement of specialist palliative care with any person and their 
family and whanau can be continuous or episodic depending on 
their assessed changing need.  Complex need in this context is 
defined as a level of need that exceeds the resources of the 
generalist team: this may apply in any of the domains of care – 
physical, psychosocial, spiritual or cultural, for example. 

• It works indirectly by providing advice, support, education and 
training to other health professionals and volunteers to support 
their generalist provision of palliative care. 

Generalist palliative care is palliative care provided for those affected by 
life-limiting illness as an integral part of standard clinical practice by any 
health care professional who is not part of a specialist palliative care 
team.  It is provided in the community by general practice teams, Maori 
and Pacific health providers, allied health teams, district nurses, 
residential care staff, community support services, and community 
paediatric teams.  It is provided in hospitals by general adult and 
paediatric medical and surgical teams, as well as disease specific teams – 
for instance, oncology, respiratory, renal, intensive care and cardiac 
teams. 

Some of these generalist providers, such as general practice teams, will 
have ongoing contact with a family throughout and following illness.  
Others, such as district nurses and hospital teams, will have episodic 
contact, depending on the needs of the person and their family and 
whanau. 

Providers of generalist palliative care will have defined links with 
specialist palliative care team(s) for the purposes of support and advice, 
or in order to refer people with complex needs.  They will also have 
access to palliative care education and learning to support their practice. 

[Reference:  Gap Analysis of Specialist Palliative Care in New Zealand, 
Ministry of Health, December 209, p.iv] 

What activities are funded and provided? 

• Hospice services 

• Palliative care - community services (district nursing) 

• Specialist palliative care service (hospital-based) 

• Liverpool care pathway programme 

Service providers 

Arohanui Hospice, MidCentral Health and general practice teams.  
Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• developing an overarching, integrated district wide palliative care 
strategy 

• continuing the promotion of and support for appropriate use of the 
Liverpool Care of the Dying Pathway (LCP) in hospital setting 

• strengthening integrated, shared care arrangements for patients 
referred to palliative care team  

• increasing access to palliative care options for patients with non-
malignant diagnoses. 

Also refer to Chapter 3 – Delivering on priorities and targets:  cancer 
services, health of older people. 
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Why are these measures important?   

Evidence shows that palliative care is effective in improving the quality 
of life for people who are dying.  Palliative care needs to be better 
understood and accepted by health professionals so that dying people 
have timely access to palliative care.  There is a demonstrable need for 
palliative care now and increasingly into the future.  Palliative care 
provision is complex, and a range of issues need to be addressed. 

Consistent with the New Zealand Palliative Care Strategy (2001) 
MidCentral supports the following vision: “All people who are dying 
and their family/whanau who could benefit from palliative care have 
timely access to quality palliative care services that are culturally 
appropriate” and are provided in a co-ordinated way. 

 
 
Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Proportion of patients referred to the hospital-based 
Palliative Care team who have a non-malignant 
diagnosis 

12mths to Dec 11 Baseline 2012/13 Estimate

18% >25% 
 
Number of general practitioners participating in the 
Palliative Care Partnership programme (excluding 
locums) 

As at 30.4.12 Target as at 30.6.13

66 >66 
 
Quality 
Percentage increase from baseline in the number of 
patients referred to district nursing services for 
community-based palliative care service 

12mths to 31.12.11 Baseline 2012/13 Target

227 >30% 
 

More patients identified as dying have planned, 
quality end of life care 

Quality 
Proportion of inpatients identified as dying who have 
the LCP for the Dying Patient as their plan of care 

12mths to 31.12.11 
Baseline 

2012/13 
Target 

Indicative Target 

2013/14 2014/15 

38% 35%-45% >45% >50% 
 
Percentage increase in the number of referrals to 
Palliative Care Programme per annum.  Target:  10% 
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f. Output: Life long 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.  From July 2011, DHBs 
assumed planning and funding responsibility for long term support 
services for people with chronic health conditions and ongoing support 
needs aged under 65 years, who do not meet other health funders’ 
eligibility and access criteria.  This is additional to the DHBs’ 
responsibility for funding disability support services for people between 
the ages of 50 – 65 years clinically assessed as “close in interest” to older 
people.  

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 whanau, 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. 

A Disability Information and Advisory Service is a service that provides 
accurate, independent and objective information and/or advice to people 
with disabilities their families, whanau, caregivers, providers and the 
general public. Information and/or advice will be about the nature of a 
specific disability or disability in more general terms and its impacts on 
the everyday life of the person with a disability, their family/whanau, as 
well as information and/or advice about the disability support services 
available and they can be accessed. 

The Equipment Modification Services provided to eligible clients enables 
them to overcome identified barriers to participation by meeting their 
essential needs for equipment and/or modifications (this may include 
various types of equipment, vehicle purchase and/or vehicle 
modifications and housing modifications).  It includes managing 
applications and accredited assessments for equipment and/or 

modifications, purchasing and providing equipment, asset and stores 
management, and, monitoring equity of access and service provision. 

What activities are funded and provided? 

• Disability Information and Advisory Services 

• Equipment Modification Services 

• Needs Assessment and Service Coordination for people aged under 
65 years 

Service providers 

Enable New Zealand (a division of MidCentral District Health Board).  
Refer to list of contracted providers contained in the companion 
document “2012/13 Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• further developing capability as supply chain experts in the 
provision of equipment and housing modifications 

• ensuring frontline services are accessible to all stakeholders and 
meet customer service best practise standards 

• building alliances and actively pursuing opportunities for 
developing and growing sustainable services. 

Why are these measures important? 

Supporting the NZ Disability Strategy, to enhance disabled people’s 
quality of life and enable their community participation and maximum 
independence.  This is achieved by creating linkages that allow disabled 
people’s needs to be addressed holistically, in an environment most 
appropriate to them. 

Assisting people with a disability to make informed decisions around 
issues such as: 

• equipment and environmental support 

• culturally appropriate services 



Chapter Four:  Forecast Service Performance 

Statement of Intent 2012/13 – 27 June 2012   Page 83 
 

• self-management of a specific disability and disability in general 
terms 

• maximising function and independence related to disability 

• reducing risk factors and prevention of further disability. 

 
 
 
 
 
 
 
Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Increase in the number of entities for which Enable 
New Zealand procures equipment by end June 2013. 
Number of business cases or Requests for Proposals 
for new contracts and/or significant service changes 
successfully negotiated. 
Percentage reduction in total costs across the supply 
chain by June 2013 (no target) 
 

Timely access to equipment that meets the immediate 
needs of referred clients 
People with a life long 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 

Timeliness 
Percent of MoH priority 1 common list equipment 
referrals processed within 3 days 

12mths to Dec 
11 Baseline 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

100% 100% 100% 100%
 
Percent of clients (aged under 65 years) for whom 
service coordination commenced within 24 hours of 
completed assessment 

12mths to Dec 
11 Baseline 

2012/13 
Target 

Indicative Target

2013/14 2014/15 

100% 100% 100% 100%
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g. Output:  Respite care services 

Description 

Respite care services for people with chronic health conditions 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 / 
whanau 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 
determined by the DHB approved Needs Assessment and Service 
Coordination (NASC) service. 

Planned respite care is provided for specific periods as agreed with the 
primary carers/family/whanau.  Emergency respite care is provided in 
times of crises, eg when primary carers/family/whanau are in urgent and 
immediate need of temporary relief from care giving. 

What activities are funded and provided? 

• Publicly funded overnight or day stays for planned and emergency 
respite care either for the individual or carer relief 

Service providers 

Aged residential care providers.  Refer to list of contracted providers 
contained in the companion document “2012/13 Funding 
Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• sustaining current service levels. 

Also refer to Chapter 3 – Delivering on priorities and targets:  health of 
older people. 

Why are these measures important? 

• Supporting family/whanau and caregivers by providing them with 
relief from caregiving responsibilities. 

• Sustaining the natural support system for the individual through 
providing respite care. 

• Reducing the likelihood of more acute situations for the individual 
or family member. 

 
 

Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Total respite bed days paid per annum as a proportion 
of total bed days allocated (no target). 

Baseline 11 mths to 31.1.12 36.8% 
 
Average number of attendees per session at dementia 
care education sessions provided by Alzheimers 
Society in Horowhenua district 

As at 31.3.12 2012/13 Target 

17 >15
 

Reduced potential for caregiver stress 
Individuals receive continuous support to live in the 
community 
Levels of independent functioning are retained 
Hospitalisations for relapse or acute exacerbation of 
acute illness are reduced  
 

Zero complaints received from family/whanau/service 
users regarding ability to access respite care services 
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h. Output:  Day 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. 

Access to the day programme services is by referral from the NASC 
Service following a formal individual needs assessment process. 

All programmes must be based on the following criteria: 

• individual programmes 

• group programmes for identified needs, ie socialisation skills 

• community oriented 

• normative routines 

• include a blend of activity and be age, gender and culturally 
sensitive 

• assist clients to maintain or improve their ability to remain at home. 

Providers are expected to provide appropriate facilities and equipment 
to cater for the number of service users, and for the range of activities 
provided, including for example socialisation, recreation and leisure, 
daily living skills and exercise and fitness. 

 What activities are funded and provided? 

• Day programme 

Service providers 

Non government organisations, private providers.  Refer to list of 
contracted providers contained in the companion document “2012/13 
Funding Arrangements”. 

What do we want to achieve? 

The main focus areas for the 2012/13 year are: 

• continued availability of day programme services. 

Also refer to related outputs in this output class. 

Why are these measures important? 

• Reducing potential for social isolation. 

• Increasing levels of participation in activities with peer groups. 

• Supporting and empowering the service user to live as 
independently as possible. 

• Improving the quality of life for the service user and maintaining an 
appropriate level of functioning. 

• Providing opportunities to maintain levels of recreational, leisure 
and physical activities.
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Measures of performance for this output 

Output measured by That will lead to these impacts, over time Impacts measured by 

Quantity 
Total number of whole day attendances by individuals 
at a day programme, over the year (no target) 

2010/11 Baseline 7 mths to 30.1.12

6,535 days 3,899 days 
 

Reduced potential for caregiver stress 
Individuals receive continuous support to live in the 
community 
Levels of independent functioning are retained 
 

Any service development issues, changing levels of 
demand or trends, issues advised to the DHB, via the 
quarterly performance monitoring return. 
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Chapter Five: Financial Performance 

 

5.1 Forecast Financial Position 

5.1.1 Financial Outlook 

MidCentral DHB expects to continue to make small surpluses to support 
its Investment Plan which is currently in development. The Investment 
Plan will be looking to support facilities redevelopment, workforce, 
technology and additional services within the district from 2015/16 
onwards.  The major investment is expected to be in facilities 
development and approximately $40m has been assumed for this work.  
It is the expectation that MidCentral DHB will fund this development 
from cash reserves and will not require equity from the Government.  

During the planning period, MidCentral DHB will also invest in national 
initiatives being led by Health Benefits Limited (HBL). HBL’s predictions 
re the expected cost and benefit for MDHB (advice received 14 May 
2012) have been used in the financial statements included in this 
document.  Nett costs have been capitalised in 2012/13 and 2013/14, and 
will be amortised against nett benefits from 2014/15. 

Within the Midland region, Tairawhiti DHB took the decision to source 
all non-surgical cancer services from Waikato DHB and will stop 
purchasing radiation therapy, medical oncology and haematology 
services from MDHB as from 1 July 2013.  This loss of income will not 
be fully recovered during the planning period. 

 

Revenue:  Reconciliation between 2011/12 Forecast and 2012/13 Budget 

The forecast revenue for 2011/12 includes $8m of a one-off nature or 
contracts which will cease in the 2011/12 period.  These include: 

• $1.2m Kiwisaver 

• $1.3m contribution to national quaternary services 

• $1.5m reduction in IFT revenue 

• $0.6m reduction in clinical trial revenue and GP trial revenue 

• $0.8m one-off project funding associated with cancer services 

These items are partially offset by new revenue in 2012/13, the largest 
item being $2.7m to fund the additional capital charge arising from the 
revaluation of land and buildings. If these items are taken into 
consideration, the increase in revenue is close to the population-based 
funding formula share. 

For detailed financial statements, refer Appendix E. 

5.2 Assumptions 

5.2.1 Forecast Position 

MidCentral DHB will maintain a healthy financial position so it can 
invest in capital and service development. 
 

Actual Forecast Budget Budget Budget

2010/11 2011/12 2012/13 2013/14 2014/15
Operating Surplus before HBL, Tairawhiti 
Impacts 9,619 5,087 1,532 1,576 1,615
HBL Benefits 653 2,078 5,313 
HBL Costs (653) (2,078) (5,313)
Tairawhiti DHB (975) (975)
Operating Surplus / (Deficit) 9,619 5,087 1,532 601 640 
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5.2.2 National Policy & Environment 

• Government’s six national health targets will remain the priority. 

• The Better Sooner More Convenient services programme will 
continue to be pursued by the Ministry of Health. 

• Interest rates are assumed to remain at 2012 levels until early 2013 
when they are expected to rise.  From that point, an ongoing slow 
rise in rates is assumed. 

• Exchange rate fluctuations may materially impact the cost of 
supplies and will be offset by procurement saving initiatives, and 
the use of hedging contracts by suppliers. 

• No change in capital charge rate of 8%. 

• Capital charge payments to occur six-monthly as per the new capital 
charge rules, as set out by the Minister of Finance (December 2010) 
will came into force on 1 July 2011. 

• All changes resulting from the ongoing implementation of the 
Ministerial Review Group’s recommendations including any 
devolution during the term of the 2012/3 Annual Plan will be at least 
cost neutral or better to MidCentral DHB. (NB:  the service which 
may be devolved during the planning period is maternity services 
provided under Section 88 Primary Maternity Services Notice 2007.) 

• National Policy & Environment – HBL:  HBL has identified nett 
savings of $138m for the sector over a five year period, following 
implementation (one-off) costs of $87.9m.  HBL has assessed 
MidCentral DHB will receive a nett benefit of $6m over five years, 
following implementation costs (one-off) of $3.8m.  Ongoing costs 
are assessed by HBL to be $10.8m over the five year period. For the 
purposes of the 2012/13 Annual Plan, nett costs have been 
capitalised and amortised in line with future nett benefits received. 
 
It is assumed, that during the planning period the following back-
office functions will be organised on a national basis: finance, 
supply chain, and procurement. 
 
(Reference source:  HBL business case version 3.0 dated 14.5.12.) 

• Material compliance costs arising from regulatory and legislative 
changes are not budgeted. 

• No material costs have been included for a pandemic or major 
disaster.  

• The budget is based on current Government policy settings and 
known Government health service initiatives. 

• The implementation of Whanau Ora will be cost neutral to 
MidCentral DHB. 
 

5.2.3 Personnel 

• Workforce costs have been budgeted at actual known costs 
including step increases. 

• Future increases in workforce costs have been budgeted based on 
national employment relations strategies.  These equate to 
approximately 20ftes per annum. 

• The size of MidCentral DHB’s workforce is assumed to remain 
steady during the planning period, with any increases aligned to 
demographic growth, planned service developments, and increased 
volumes. 

• Any restructuring costs will be met from budgeted operating costs.  

• Administration/management numbers will not exceed the 
established cap of 519 FTEs except by agreement of the Minister of 
Health.   
 

5.2.4 General Financial Assumptions 

• No external deficit funding will be required during the planning 
period.  

• Early payment of funding from the Ministry of Health will continue. 

• MidCentral DHB’s share of the national population-based funding 
formula will be 4.11%, 4.10% and 4.09% over the three years 
covered by the planning period.   
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• Inter-district flows - MidCentral DHB will use its funding envelope 
as a base.   

• It is assumed that changes to intervention rates and inter-district 
flows will be minimal, with no significant impact on net costs. 

• Price Volume Schedule will be accommodated within the application 
of the service level agreement (SLA) rules with the Funding 
Division.  Any new or additional costs will be offset by equivalent 
cost reductions elsewhere in MidCentral Health. 

• No new ownership investments in other businesses are included in 
the 2012/13 Annual Plan.  As noted below, additional investment in 
Central TAS will occur to enable implementation of the Central 
Region’s Information Systems Plan (CRISP). 

•  Insurance rates have been provided for at 2011 levels.  Any increase 
over this will be offset by a reduction in depreciation or other costs. 
 

5.2.5 Shared Services 

• Allied Laundry will not require any funding in the 2012/13 year 

• Central TAS Service Level Agreement will not require any increase 
in SLA funding in the 2011/12 year. 
 
Over the next four years, $8m will be invested in Central TAS being 
MidCentral DHB’s share of the cost of implementing CRISP (year 1 
$3.15m; year 2 $2.7m; year 3 $0.7m). 

• Revenue for operating costs, as detailed in MidCentral DHB’s 
business case for Child & Adolescent Oral Health Services will be 
provided from population-based funding.  Revenue for capex costs 
will be provided from national funds.   

5.2.6 Regional & Sub-Regional Service Planning  
(including back office functions) 

• Regional planning requirements for DHBs are increasing. 

• Any collaborative regional and sub-regional initiatives will be cost-
neutral. (NB:  services which are expected to move to a regional 
basis during the planning period include cardiology, radiology, 

renal services and IT).   
 
It is expected that women’s health service will be provided on a sub-
regional basis with Whanganui DHB. 

• MidCentral Health’s regional cancer treatment service will be a four-
linear accelerator operation as from 1 June 2012, and it will continue 
to service its current catchment area. 

• A 0.9% increase in volumes is assumed due to demographic change. 

• Overall acute demand will be similar, or less to, that of 2011/12 plus 
demographic change, thus allowing planned levels of elective 
procedures to be undertaken. 

• Emergency Department volumes will rise by around 2-3% per 
annum. 

• Elective throughput will be in accordance with the Elective Services 
Plan.  The Elective Services Plan is aligned to regional and sub-
regional Elective Service Plans. 

• All elective surgical work will be performed in-house, or by a 
regional partner. 

• Demand for aged residential care (older health) will rise by 3% per 
annum. 

• Elective targets, including radiation therapy, will be met. 

• General practice volumes will be similar to that of 2011/12, plus 
demographic changes.  
 

5.2.7 Contracted Providers:  Pricing 

• For 2012/13 price increases for external providers will be up to CCP 
(Contribution for Cost Pressure) unless directed by the Minister or 
Ministry of Health, agreed through a national process or specifically 
included in a service contract. 

• There will be no new mental health blueprint funding. 
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5.2.8 Asset Management & Capital Expenditure 

• Total capital expenditure of up to $29.4 million is planned for 
2012/13. 

• The 2012/13 Annual Plan does not include any redevelopment costs 
associated with seismic assessments.  This may be up to $1m in 
2012/13. 

• MidCentral DHB’s land and buildings are revalued every three 
years.  The last revaluation occurred on 30 June 2009, with the next 
revaluation scheduled for 30 June 2012.  It is assumed the capital 
charge impact will be offset by increased revenue.  An impact on 
depreciation levels of around $1.7m is assumed. 

• Land-holding costs associated with Kimberley Centre will continue 
to be met by the Ministry of Health. (NB:  this property is being 
disposed off via the Crown land disposal process.) 

• Proceeds from property sales will assist the funding of capital 
expenditure.  Due to the unpredictability of timing of sale, these 
proceeds have not been included in the detailed financial statements 
with the exception of Kimberly Centre.  A provision of $3.2m was 
made in the 2011/12 budget. 

• MidCentral DHB’s share of the Central Region’s Information 
Systems Plan ($8m over three years) can be accommodated within 
the DHB’s capital expenditure provision or from surpluses 
generated.  Key items scheduled for purchase during the planning 
period are Concerto (clinical work station), a Patient Administration 
System and e-Pharmacy. These will feature in out-year financials. 

• MidCentral DHB will continue to own IT assets pending further 
development of regional IT infrastructure/governance arrangements. 

• Site redevelopment of the DHB’s regional base hospital (Palmerston 
North) is assumed to commence in 2012/13 (planning and design 
phase).  The associated substantive capital expenditure has been 
assumed to commence in 2014/15 ($2.5m), followed by $16.3m and 
$30.7m in 2015/16 and 2016/17 respectively. 

• The ownership and capital costs of Integrated Family Health Centres 
shall not rest with MidCentral DHB, with the exception of 
Horowhenua Health Centre. 

• Implementation of the Transforming Primary Health Care will be 
met by PHO.  Any change initiative that has significant impact on 
the DHB, and any of its separate divisions, will be subject to a 
detailed business case.  It is assumed each business case will be self-
financing over a period of time to be agreed. 

5.3 Capital Expenditure/Investment 

MidCentral DHB plans to spend around $29.4m in 2012/13 on capital 
expenditure.  It also plans to invest $8m in Central TAS to fund 
implementation of CRISP. Major items during the planning period are 
Concerto (clinical work station), pharmacy information system, and 
replacement of MDHB’s patient management system.  E-commerce 
technology will be established at Enable New Zealand.  An investment 
of $1.9m will be made in the implementation of HBL’s work 
programme. 

The Central Region’s Information Systems Plan is subject to the normal 
business approval process with the National Health Board. 

Refer Appendix E for MDHB’s capital expenditure programme. 

5.4 Staffing Levels 

MidCentral DHB’s staffing levels have stabilised over the past 12 
months and average around 2,100 full time equivalents (ftes).  No 
significant change is anticipated. 

It is expected that staffing level increases will be aligned to planned rises 
in the price volume schedule and scheduled service developments.  For 
example, increased cardiology and cancer capacity will see a small rise 
in ftes in these areas. 



Chapter Five:  Financial Performance 

Statement of Intent 2012/13 – 27 June 2012   Page 91 
 

5.5 Sensitivity Analysis 

The cost structure of MidCentral DHB is predominantly fixed in nature, 
with staff costs being the most significant component.  A sensitivity 
analysis of staff costs is shown below:  

 

5.6 Reconciliation between 2011/12 and 2012/12 
Plans 

A reconciliation between the forecast financial position for 2012/13, as 
contained in the 2011/12 Annual Plan, and the proposed budget for 
2012/13 is set out in Appendix E. 

5.7 Accounting Policies 

The financial statements contained in this document have been prepared 
in accordance with the DHB’s Accounting Policy – refer Appendix F. 

 

Sensitivity Analysis - Personnel Costs

($000's)
Increase in 
DHB Costs

Average cost increase of 1.5% above budget 2,674

Additional 20 FTE's above that budgeted 1,703

Additional 20 FTE's & additional 1.5% cost increase 4,402

MDHB 2011/12 
Budget

2011/12 
Forecast

2012/13 
Budget

Change from 
11/12 
Budget

Change 
from 11/12 

Forecast

Medical 283 276 292 9 16

Nursing & Midwifery 919 908 933 14 25

Allied Health 375 373 389 14 16

Support 43 43 47 4 4

Mgmt/Admin 505 490 506 1 16

TOTAL 2,125 2,090 2,167 42 77
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Appendix A:  Central Region’s Road Map 
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Appendix B:  Risk Profile 

Risk 1: 
Failure to embed a sustainable surplus 
Assessed Risk Level:  Major 
Description of Risk 

The economic situation has reduced funding for new Government services. 
Increases for Health (funding for cost growth) will be modest.   
DHBs face increased demand, increased supply costs and wage claims in 
excess of the funding for cost growth allowance.   
MidCentral DHB achieved significant financial turnaround in 2010/11.  
Ongoing work is required to maintain this situation. 
Mitigations 

• Financial Recovery Programme implemented and being maintained.  
Delegations policy is place. 

• National procurement and workforce/employee relations strategies in place.  
• Regional services plan in place, introducing new, regionally-based models 

of care and clinical networks. 
• Clinical involvement in decision making.   
• Ongoing participation in benchmarking activities. 
• National pricing used,  
• The centralAlliance between MidCentral and Whanganui DHBs will assist 

in sharing back-office and support functions.   
• Provision made for risk areas within budget. 

 

Risk 2:   
MidCentral DHB is unable to maintain the rate of change required 
Assessed Risk Rating:  Major 
Description of Risk 

There is currently a mis-match between the rate and level of change, and, the 
ability to undertake change.  The health sector is implementing change in line 
with the Ministerial Review Group’s report.   
The move to regionalisation and other long term solutions requires significant 
resource and attention.   Regionalisation will take time to achieve to ensure 
sustainable structures are put in place, and that key risks such as a significant 
reduction in access, are offset.  It will also have a cost implication. 
Concurrently, the level of change required to enhance business as usual 
activities (such as financial recovery, quality improvement, and workforce) is 
increasing.  There is a need to address short term issues within hospital 
services in line with the Government’s priorities. 
Implementation of the “better, sooner, more convenient primary health care 
business case” requires significant change, not only in terms of the how the 
services are delivered in primary health (models of care), but the level of 
services provided.  Some services traditionally provided in a hospital setting 
will transfer to the community. There will be a higher level of collaboration 
between the primary and secondary care sectors.  
The desired national, regional, sub-regional and local change is dependent on 
the actions of other parties and MidCentral DHB’s ability to influence these can 
be minimal.  Local change is easier to enact, particularly where it involved 
MDHB and/or its contracted providers. 
The ability of the district, including MDHB, to increase resources to manage 
the level of change will be tested. 
Mitigations 

• MidCentral DHB employs a project management approach. 
• Regional workload is shared amongst DHBs.   
• Close working relationships with the Ministry of Health, National Health 

Board, National IT Board and other stakeholders. 
• A strong network-based implementation structure, with clinical leadership, 

has been established to oversee the primary health care business case. 
• National change management processes agreed and in place. 
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Risk 3:   
MidCentral Health is unable to maintain elective service volumes in line 
with foreseeable expectations 
Assessed Risk Rating:   Major 
Description of Risk 

MidCentral Health, the DHB’s provider arm, traditionally experienced 
difficulty in providing the level of elective services required.  This situation 
was turned around in 2009/10, with all elective services being provided in-
house.  In 2011/12 the DHB is on track to deliver all elective CWD targets. 
MidCentral DHB aims to continue to increase the level of elective services 
provided. There is risk that it will be unable to deliver these in-house due to 
industrial action, a major staffing shortfall, or pandemic.   
The level of cardiology service volumes within MidCentral DHB’s area is low 
in comparison to other DHBs.  However, health outcomes in this area (as 
measured by cardiac mortality rates) are in line with the New Zealand average.  
There is a risk that MDHB’s intervention rates for cardiology are less than 
optimum. 
Mitigations 

• Robust elective service process, with a dedicated manager. Referral 
acceptance levels are kept under regular review. Regular monitoring and 
review of waiting lists and times. 

• Elective services plan in place which has the support of clinical staff.  
Medical Heads sign-off on proposed volumes.   

• Regional elective service planning. 
• The centralAlliance enables sub-regional elective service planning and 

delivery. 
• Medical Assessment Unit in place to assist in managing acute demand.   
• PHO’s “Better, Sooner, More Convenient Primary Health Care” business 

case has focus on better management acute demand and reduced avoidable 
hospitalisations. 

• Regular monitoring and review of elective service performance at both 
management and governance levels.   

• Investment in cardiology services to increase capacity. 
 

Risk 4:   
A shortage of General Practitioners (GPs) impacts on Community and 
Secondary Services 
Assessed Risk Level:  Major    
Description of Risk 

The district’s General Practitioner workforce is operating below optimum 
levels. 
The failure of primary care services will impact severely on patients and will 
also place a greater reliance on hospital services, including the Emergency 
Department. 
Mitigations 

• Transformational clinical leadership development programme. 
• Integrated knowledge and skills framework and programmes for primary 

health workers.    
• GPs supported to develop Family Health Care Centres.  These larger 

practices enable expertise, staff and costs to be shared. 
• Nurse-led general practice supported. 
• MidCentral DHB has funded the establishment of chronic care teams and 

specialist nursing positions, reducing the reliance/burden on GPs. 
• GP training and support packages available together with a GP trainee 

placement scheme.  Where services are transferred from the secondary to 
primary sector, training is provided.  

• Practice managers supported to undertake professional development.  
• The trainee intern programme managed through Palmerston North 

Hospital includes a GP placement. 
• General practices encouraged to achieve cornerstone accreditation. 
• After-hours arrangement for GPs co-ordinated through Healthline. 
• Infrastructural support provided to general practice, including clinical 

decision-making software, and clinical leadership. 
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Risk 5:   
An aging population 
Assessed Risk Level:     Major 
Description of Risk 

MidCentral DHB’s population is aging, increasing the demand on health 
services.  Elderly people generally present with higher complexity as they have 
co-morbidities, take longer to recover/rehabilitate from illness, and require 
more support.  
As people age, the likelihood of developing a major illness or disability 
increases significantly.  Rising rates of dementia, both within the district and 
the Central Region, are also expected. 
Issues of social isolation also exist. 
The elderly population is also vulnerable to downturns in the economy as a 
higher proportion are on low/fixed incomes.  Voluntary support structures can 
also be adversely impacted by economic downturns. 
The impact of the aging population is beginning to be felt, with increased 
hospitalisation levels and higher lengths of stay.   
This is considered a medium to long term risk, rather than an immediate issue. 
Mitigations 

• Ongoing focus on chronic care, such as cancer, cardiovascular, respiratory 
and diabetes.  The elderly are high users of these services. 

• Work with aged residential care facilities to enact the Government’s priority 
to improve the quality of supervision and nursing in rest homes.   

• Roll-out of InterRAI locally, with primary component implemented through 
Integrated Family Health Centres where possible. 

• The “Better, Sooner, More Convenient Primary Health Care” business case 
has specific focus on health for older people. Older health model of care 
developed, together with clinical networks, and gerontology specific clinical 
pathways.  Options for improved Maori-focus disability support are 
planned, as is up-skilling of the aged care workforce. 

• Exploring a wider range of community support options with a rehabilitative 
focus. 
 

 

Risk 6:   
A Major Disaster/Pandemic impacts MDHB’s ability to deliver Health and 
Disability Services 
Assessed Risk Level:  Major 
Description of Risk 

The likelihood of a major pandemic has increased over recent years, eg major 
earthquake or Avian Bird Flu. If a pandemic or major disaster occurred within 
MidCentral’s district there is a risk that local health and disability services will 
be unable to respond in a timely and effective manner. 
In any pandemic situation, the risk of communication breakdowns exist. 
Mitigations 

• Business continuance and pandemic plans in place.   
• Ongoing participation in local, regional and national emergency planning 

exercises and conducts a number of internal evaluative exercises. 
• Ongoing work with primary sector to develop Emergency Management 

Plans. 
• Communication planning forms an integral part of the Pandemic and 

Emergency Management Plans. 
• MDHB has links to strong national civil defence and emergency co-

ordination services in place. 
 

Risk 7:   
The DHB’s workforce is not appropriate to meet present and future demand 
Assessed Risk Level:  Moderate 
Description of Risk 

The delivery of health and disability services in both the primary and 
secondary care is heavily reliant on having the appropriate sized and skilled 
workforce. 
Nationally and internationally difficulties have been experienced in recruiting 
and retaining health professionals.  However, there has been a improvement 
as a result of the international economic downturn. 
Workforce issues are compounded by the increase in aging population and the 
associate demand together with increase in age of the current DHB workforce.  
The average of MidCentral DHB’s workforce is 45 years. 
To provide a long-term solution to workforce and service sustainability issues, 
the Regional Clinical Services Plan is to be implemented.  This aims to create 
regionally co-ordinated health services.  There is a risk implementation may be 
delayed due to conflicting priorities at a local level.  
Mitigations 

• Workforce development strategy in place covering recruitment, retention, 
and a safe working environment. 

• Ongoing participation in regional and national workforce initiatives. 
• ACC accredited employer tertiary status.  
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• Palmerston North Hospital a teaching hospital.  Also, a site for medical 
undergraduate placements (University of Otago’s Wellington campus). 

• Strong clinical governance and partnership model. 
• MDHB’s health care development team supports primary care nursing. 
• Healthy staff programme in place.  A no-lift policy in place. 
• A regional services plan in place, which will utilise regional resources to 

address speciality medical shortages and imbalances between geographical 
areas.  

• centralAlliance offers opportunity for shared staffing arrangements. 
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Appendix C: Allied Laundry Services Limited – Financial Statements &  
Accounting Policy 

 

 

 
 

Allied Laundry Services Ltd

Actual Forecast Budget

Statement of Financial Performance 2010/11 2011/12 2012/13

$000 $000 $000

Revenue 6,282 6,412 6,435

Expenditure

Processing 4,027 4,089 4,118

Service Items 700 711 774

Delivery 689 737 750

Selling / Administration 218 197 201

Overhead Allocation 238 238 241

Total Linen Supply Expenditure 5,872 5,972 6,084

Linen Supply Surplus 410 440 351

Non-operating Expenditure 256 254 240

Net Surplus / (Deficit) 154 186 111
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Allied Laundry Services Ltd

Actual Forecast Budget

Statement of Financial Position 2010/11 2011/12 2012/13

$000 $000 $000

Current Assets 929 910 875
Current Liabilities 1,238 1,211 1,221
Working Capital (309) (301) (346)

Non current assets 4,053 4,041 4,053

Assets Employed 3,744 3,740 3,707

Non Current Liabilities 386 196 52
Equity 3,358 3,544 3,655

Funds Employed 3,744 3,740 3,707

Allied Laundry Services Ltd

Actual Forecast Budget

Cash Flow 2010/11 2011/12 2012/13

$000 $000 $000

Total Receipts 6,094 6,412 6,435
Total Payments (4,501) (5,048) (5,081)

Operating Cashflow 1,593 1,364 1,354

Investing Cashflow (980) (1,166) (1,205)

Financing Cashflow (279) (200) (144)

Net Cashflow 334 (2) 5
Opening Cash (311) 23 21
Closing Cash 23 21 26
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General Accounting Policies 

The general accounting policies recognised as appropriate for the measurement 
and reporting of results, cashflows and financial position, under the historical 
cost method, have been followed in the preparation of these financial 
statements. 

Differential Reporting 

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. 

Particular Accounting Policies 

The following particular accounting policies, which materially affect the 
measurement of profit and financial position, have been applied. 

Revenue 

Revenue shown in the Statement of Financial Performance comprise the 
amounts received and receivable by the business for goods and services 
supplied to customers in the ordinary course of business. 

Depreciation 

Depreciation is calculated at the maximum rates approved for taxation purposes.  
The rates are as follows: 

Category Rate Method 

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. 

Taxation 

The Company is exempt from income tax under Section 38(2) of the Income Tax 
Act 2007. 

Inventories 

Inventory is stated at the lower of cost or market selling value.  Cost is 
determined on a first in, first out basis. 

Accounts Receivable 

Accounts receivable are stated at estimated realistic value, after due allowance 
for amounts which are not considered recoverable. 

Goods and Services Tax (GST) 

All revenue and expense transactions are recorded exclusive of GST.  Where 
applicable, all assets and liabilities have been stated exclusive of GST with the 
exception of receivables and payables which are stated inclusive of GST. 

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 bringing 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. 

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 write-down is recognised in 
the Statement of Financial Performance. 

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 are discounted to their present value using pre-tax 
discount rates. 

Leased Assets 

Operating lease payments are representative of the pattern of benefits derived 
from the leased assets and accordingly are charged to the Statement of Financial 
Performance in the periods in which they occur. 
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 asset 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 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. 

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. 
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The following are definitions of the terms used in the Statement of Cash Flows: 

• Cash is considered to be cash on hand, current account in banks, and other 
highly liquid investments in which the entity invests 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 
day to day cash management. 

• 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. 

• 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. 

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

• 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. 
 

Comparative Figures 

Where necessary, comparative information has been reclassified to achieve 
consistency in disclosure with the current year. 

Changes in Accounting Policies 

There has been no material changes in the accounting policies applied during 
the period covered by these financial statements.  All policies have been applied 
on a basis consistent with the previous year.
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Appendix D:  Output Classes 

Prevention 

Health promotion and education 

Statutory regulation, including environmental health and communicable 
disease control 

Population based screening programmes (cervical screening and breast 
screening) 

Immunisation  

Well child services 
 

Intensive Assessment and Treatment 

Mental health and addiction services 

Hospital based elective services (inpatient/outpatient) 

Hospital based acute (emergency department/inpatient/outpatient) 

Hospital based maternity services 

Assessment, treatment and rehabilitation services 

Early Detection and Management 

Primary health care 

Oral health services for children and adolescents 

Primary community care programmes 

Community pharmacy services 

Community referred testing and diagnostic services 
 

Rehabilitation and Support 

Needs Assessment and Service Coordination (NASC) 

Age related residential care beds 

Home based support services 

Rehabilitation services 

Palliative care services 

Life long disability services 

Respite care services 

Day services 
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Appendix E: Financial Statements & Capital Expenditure 

Consolidated Position 

 

  

Statement of Comprehensive Income

MidCentral DHB

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Revenue 532,503 553,740 570,162 588,684 607,530

% change 3.99% 2.97% 3.25% 3.20%

less Expenditure
Personnel                     170,676 175,519 184,491 189,282 192,250
Outsourced Services           19,036 21,645 18,414 18,892 20,784
Clinical Supplies             46,176 46,668 46,388 47,128 48,365
Infrastructure & Non-Clinical 60,879 67,814 71,726 73,532 75,998
Financing Charges  10,762 11,250 14,319 14,691 15,073
External Provider Payments 170,700 177,029 184,791 194,796 203,364
Inter-District Payments 44,654 48,728 48,501 49,762 51,056
Corporate costs 1 - - - -

522,884 548,653 568,630 588,083 606,890

% change 4.93% 3.64% 3.42% 3.20%

Operating Surplus/(Deficit) 9,619 5,087 1,532 601 640

Revaluation of land and buildings - 33,385 - - -

9,619 38,472 1,532 601 640
Total comprehensive income for the 
year
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Statement of Financial Position

MidCentral DHB

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Current Assets 61,098 65,499 52,529 48,286 45,933

Current Liabilities 71,061 70,561 62,161 70,661 58,061

Working Capital (9,963) (5,062) (9,632) (22,375) (12,128)

Non current assets 153,093 189,473 203,754 207,840 210,130

Assets Employed 143,130 184,411 194,122 185,465 198,002

Non Current Liabilities 43,923 46,188 54,403 45,778 58,308

Equity 99,207 138,223 139,719 139,687 139,694

Funds Employed 143,130 184,411 194,122 185,465 198,002

Statement of Cashflows

MidCentral DHB

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Total Receipts 527,828 553,742 567,465 588,684 607,530

Total Payments (500,986) (532,449) (549,234) (568,083) (584,567)

Operating Cash flow 26,842 21,293 18,231 20,601 22,963

Investing Cashflow (31,305) 20,519 (27,480) (20,586) (21,113)

Financing Cashflow (3,025) (1,111) (3,721) (4,258) (4,203)

Net Capital Cashflow (34,330) 19,408 (31,201) (24,844) (25,316)

Net Cashflow (7,488) 40,701 (12,970) (4,243) (2,353)

Opening Cash 14,464 6,976 47,677 34,707 30,464

Closing Cash 6,976 47,677 34,707 30,464 28,111



Appendix E: Financial Statements & Capital Expenditure 

Statement of Intent 2012/13 – 27 June 2012   Page 105 
 

 

 

  

Statement of Debt & Equity

MidCentral DHB

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15
Debt: 

   Facility Utilised: 

Working Capital - - - - -

Long-Term Debt 54,700 56,700 56,700 56,700 56,700

54,700 56,700 56,700 56,700 56,700

   Facility Available: 

Crown 56,700 56,700 56,700 56,700 56,700

Private Sector 15,000 15,000 15,000 15,000 15,000

71,700 71,700 71,700 71,700 71,700

   Unused Facility 17,000 15,000 15,000 15,000 15,000
Equity:

Opening 89,425 99,207 138,223 139,719 139,687

Net Surplus/(Deficit) 9,619 5,087 1,532 601 640

Revaluation Reserve - 33,385 - - -

Movement in Trust Funds - - - - -

Equity Injection/(Repayment) 163 544 (36) (633) (633)

99,207 138,223 139,719 139,687 139,694

Statement of Changes in Equity

MidCentral DHB

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Balance at 1 July 89,425 99,207 138,223 139,719 139,687
Total comprehensive income 9,619 38,472 1,532 601 640
Revaluation Reserve - - - - -
Equity Injection 796 1,177 597 - -
Equity Repayment (633) (633) (633) (633) (633)
Balance at 30 June 99,207 138,223 139,719 139,687 139,694
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Provider Division 

 

 

Available Facility ($000) 2010/11 2011/12 2012/13 2013/14 2014/15

Crown Health Financing Agency:

Loan Facility 47,000 47,000 47,000 47,000 47,000

Horowhenua Hospital 9,700 9,700 9,700 9,700 9,700

Bank of New Zealand:

Working Capital Facility 15,000 15,000 15,000 15,000 15,000

Total Facility 71,700 71,700 71,700 71,700 71,700

Statement of Financial Performance

Provider

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Revenue 305,080 320,787 328,182 335,213 343,967

% change 5.15% 2.31% 2.14% 2.61%

less Expenditure
Personnel                     162,082 168,127 177,020 181,617 186,338

Outsourced Services           18,119 20,618 17,387 17,838 18,301

Clinical Supplies             46,192 46,665 46,386 47,126 48,363

Infrastructure & Non-Clinical 56,470 63,966 68,366 70,084 71,909

Financing Charges  9,515 9,750 12,517 12,842 13,176

Corporate costs 9,168 6,574 6,496 6,665 6,838

301,546 315,700 328,172 336,172 344,925

% change 4.69% 3.95% 2.44% 2.60%

Operating Surplus/(Deficit) 3,534 5,087 10 (959) (958)
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Total Provider Division Revenue by Type

($000s)
MidCentral 

Health

Primary 
Health 

Nursing / 
Supportlinks Enable NZ Total

Funding Division 258,765 2,039 - 260,804

Price Volume Schedule 258,765 2,039 260,804

Additional DSS Funding -

Clinical Training Agency 2,583 - - 2,583

Ministry of Health 16,171 - 6,429 22,600

Personal Health 9,372 9,372

Mental Health - -

Public Health 4,328 4,328

DSS 2,471 6,429 8,900

Other Government 9,725 - 21,054 30,779

Inter Provider Revenue 1,789 1,789

Training Fees and Subsidies 238 238

Accident Insurance 4,244 21,054 25,298

Other 3,454 3,454

Patient/Consumer Sourced 900 - - 900

Other Income 4,266 1,342 4,908 10,516

Total Revenue 292,410 3,381 32,391 328,182

*Note

Output Related 260,804

Non-output Related -

Total Price Volume Schedule 260,804
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Funding 

 

Governance 

Statement of Financial Performance

Funder

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Revenue 470,936 485,036 498,538 515,435 532,372

% change 2.99% 2.78% 3.39% 3.29%

less Expenditure

Provider and Governance Divisions 249,515 259,279 263,223 268,802 275,825

External Providers 170,700 177,029 184,791 194,796 203,364

Inter-District Outflows 44,654 48,728 48,501 49,762 51,056

464,869 485,036 496,515 513,360 530,245

% change 4.34% 2.37% 3.39% 3.29%

Operating Surplus/(Deficit) 6,067 - 2,023 2,075 2,127

Statement of Financial Performance
Governance

Actual Forecast Budget Budget Budget

($'000's) 2010/11 2011/12 2012/13 2013/14 2014/15

Revenue 6,002 7,196 6,665 6,838 7,016

% change 19.89% -7.38% 2.60% 2.60%

less Expenditure
Personnel                     8,595 7,392 7,471 7,665 5,912

Outsourced Services           917 1,027 1,027 1,054 2,483

Clinical Supplies             (16) 3 2 2 2

Infrastructure & Non-Clinical 4,409 3,848 3,360 3,448 4,089

Financing Charges  1,247 1,500 1,802 1,849 1,897

Corporate costs (9,168) (6,574) (6,496) (6,665) (6,838)

5,984 7,196 7,166 7,353 7,545

% change 20.25% -0.42% 2.61% 2.61%

Operating Surplus/(Deficit) 18 - (501) (515) (529)
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Reconciliation between Plans 

 
 

 

  

Budget

($000's) 2012/13

Forecast 2012/13 surplus from 
2011/12 Plan 1,016

Increase in Revenue 11,478

Additional Costs
Personnel                     1,059
Outsourced Services           907
External Provider Payments 1,027
Infrastructure & Non-Clinical 6,873
Financing Charges  3,651

Total Additional Costs 13,517

Reduced Costs
Clinical Supplies             1,728
Inter-District Payments 827

Total Reduced Costs 2,555

Operating Surplus/(Deficit) 1,532
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Three Year Capital Expenditure Programme

Description
Forecast  
2011/12

Budget  
2012/13 R
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Budget  
2013/14

Budget  
2014/15

Items greater than $250k

ISSP Plan 2,000
HR Yourself 22
Inter Rai 62
Regional PACS Archive 275
HR Performance 120
Business Intelligence/Data Warehouse 250
Maternity System 190
Dental 385
Sterile Tracking System 340
Network Switches 23 x
Desktop Virtualisation 150 x
Email Archiving 325 x
Pharmacy 610 x
Clinical Records scanning 900 x
PBX & Network Upgrades including Wireless -New 1,442 x 0
PBX & Network Upgrades including Wireless- Replacement 786 570 x
HBL Asset Capitalisation 1,901 x 869
Health Benefits Administration Systems 1,000 x 1,000
Medications Management x 650

Total ISSP 2,430 6,921 2,519 2,000
MCH Provider
Prior years up to 2012
ICU Refurbishment 300
Orthopantomogram 250
Linac Sinking Fund 566 360 x 360 360
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Ultrasound-Radiology 300
Theatre Electrical Upgrade 115
CAOHS- Denistry Business Case 2,115
Emergency Rooms 11 & 12 (Radiology) 1,000
Lifts Upgrade 550 250 x
Buildings Roofing Programme 300
Telemetry Systems (ED & MAPU) 800
Drug Distribution System 364
Clinical Records Building (part) 69
Gamma Camera 1,200
Bed Replacement Programme 325 425 x
DSA Upgrade 1,100
4th Linac & Bunker 6,300
2012-2013 Year
Cardiology Equipment & Facilities 2,600 x
Digital Mammography 2,000 x
Radiology Room 3 500 x
Clinical Equipment (Standardisation & Replacement Programme) 700 x 700 700
Philips Omnidiagnostic 700
Treatment Planning System 800
Radiology-CT Simulator (Being Leased and new lease 1 January 2013)
New Workstation- Cardiology 320 x
Renal Satellite Facility WHDHB- Leasehold Improvements 700 x
Sanitiser Replacement Programme 150 x 150 150
Building Alterations ED 1,000 x
Boiler House Diesel Storage 250 x
Women's Health Theatre Development 3,464 x 935
Radiology Rooms 2& 10 1,000
Radiology Rooms 4 600
Radiotheraphy- CT Scanner 1,000
LA 1 replacement 3,500
CT Scanner (Replacement- Planned to carry on Lease 2012/13) x
PN Hospital Reconfiguration 2,500
Theatre Electrics Phase 2 300
Intravenous Pump Replacement 650
Assets Under $250k 10,624 5,558 x 7,545 8,021
Standardised qeuipment replacement (AMP guidelines) 700 x 700 700
Corporate
Under 250k 2,129 1,145 x 1,245 1,065
Web Upgrade 260 280 x 100 100
Storage Area Network 500 x
IT Building Alterations 500
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Enable 
Prior Years 47
Capital Plan  (Items under $250k) 450 550 x 550 550
E-Commerce 900 x 900
Call Centre Project 150 x
Adjustments  to be made to align to probable spend (15,794 )  

Demand for Capital Expenditure 15,800 29,423 19,854 21,046
Funding Sources

Depreciation funding 11,423 15,896 16,500 17,100
MOH Funding Enhancements Child & Adolescent Oral Health ($3,896) 1,177 597
Surpluses &  Cash Reserves 10,930 3,354 3,946
Asset Sales 3,200 2,000

Total Funding 15,800 29,423 19,854 21,046

New Investment in Assets  (To be Funded from Depreciation,Surplus and or Reserves, Sale of surplus assets)
Renal Satellite Facility WHDHB- Leasehold Improvements 700
Cardiology Equipment & Facilities (Trfr from 2011/12) 2,600
Extra Workstation Cardiology 320
Desktop Virtualisation 150
Email Archiving 325
PBX & Network Upgrade including Wireless- New component 1,442
HBL Capitalisation 1,901
Clinical Records scanning 900
Security Work 81
Women's Health Theatre Development 3,464
Clinical Equipment 117
Enable- E-Commerce 900
            - Call Centre Project 150

Total 13,050
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Appendix F:  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 2010 (2009: nil). The group 
numbers are therefore the same as the parent numbers. 
The financial statements and group financial statements of MidCentral DHB have 
been prepared in accordance with the requirements of New Zealand Public Health 
and Disability Act 2000, the Financial Reporting Act 1993, the Public Finance Act 
1989, and the Crown Entities Act, 2004. 
MidCentral DHB is a public benefit entity, as defined under NZ IAS 1 - 
Presentation of Financial Statements. 
MidCentral DHB’s activities involve delivering health and disability services and 
mental health services in a variety of ways to the community. 
 

Statement of Compliance and Basis of Preparation 

The consolidated financial statements have been prepared in accordance with 
Generally Accepted Accounting Practice in New Zealand (NZ GAAP). They 
comply with the New Zealand equivalents to International Financial Reporting 
Standards (NZ IFRS), and other applicable Financial Reporting Standards as 
appropriate for Public Benefit Entities. 
The financial statements are presented in New Zealand Dollars (NZD), rounded to 
the nearest thousand. The financial statements are prepared on the historical cost 
basis except that the following assets and liabilities are stated at their fair value: 
land and buildings, and derivative financial instruments (foreign exchange 
contract). 
The accounting policies set out below have been applied consistently to all periods 
presented in these consolidated financial statements. 

The preparation of financial statements in conformity with NZ IFRS requires 
management to make judgements, estimates and assumptions that affect the 
application of policies and reported amounts of assets and liabilities, income and 
expenses. The estimates and associated assumptions are based on historical 
experience and various other factors that are believed to be reasonable under the 
circumstances, the results of which form the basis of making the judgements 
about carrying values of assets and liabilities that are not readily apparent from 
other sources. Actual results may differ from these estimates. 
The estimates and underlying assumptions are reviewed on an ongoing basis. 
Revisions to accounting estimates are recognised in the period in which the 
estimate is revised if the revision affects only that period, or in the period of the 
revision and future periods if the revision affects both current and future periods. 
Judgements made by management in the application of NZ IFRS that have 
significant effect on the financial statements and estimates with a significant risk 
of material adjustment in the next year are discussed in Note 27. 

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. 
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Foreign Currency Transactions 
Transactions in foreign currencies are translated at the foreign exchange rate 
ruling at the date of the transaction. Monetary assets and liabilities denominated 
in foreign currencies at the balance sheet date are translated to NZD at the foreign 
exchange rate ruling at that date. Foreign exchange differences arising on 
translation are recognised in profit or loss in the Statement of Comprehensive 
Income. Non-monetary assets and liabilities that are measured in terms of 
historical cost in a foreign currency are translated using the exchange rate at the 
date of the transaction. Non-monetary assets and liabilities denominated in 
foreign currencies that are stated at fair value are translated to NZD at foreign 
exchange rates ruling at the dates the fair value was determined. The associated 
foreign exchange gains or losses follow the fair value gains or losses to either 
profit or loss or directly to equity. 
Budget Figures 
The budget figures are those approved by the health board in its Annual Plan and 
included in the Statement of Intent tabled in Parliament. The budget figures have 
been prepared in accordance with NZ GAAP. They comply with NZ IFRS and 
other applicable Financial Reporting Standards as appropriate for public benefit 
entities. Those standards are consistent with the accounting policies adopted by 
MidCentral DHB for the preparation of these financial statements. 
Property, Plant and Equipment 
Classes of Property, Plant & Equipment 

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

• freehold land 
• freehold buildings 
• plant, equipment and vehicles 
• work in progress 
• fixtures and fittings. 

 
Owned Assets 

Except for land and buildings and the assets vested from the hospital and health 
service (see below), items of property, plant and equipment are stated at cost, less 
accumulated depreciation and impairment losses. The cost of self-constructed 
assets includes the cost of materials, direct labour, the initial estimate, where 
relevant, of the costs of dismantling and removing the items and restoring the site 
on which they are located, and an appropriate proportion of direct overheads. 
Land and buildings are revalued to fair value as determined by an independent 
registered valuer every three years. Valuations undertaken in accordance with 
generally accepted accounting practice and standards issued by the New Zealand 
Property Institute are used where available. Otherwise, valuations are conducted 
in accordance with the Rating Valuation Act 1998, which have been confirmed by 
an independent valuer. Any increase in value of a class of land and buildings is 
recognised directly in equity unless it offsets a previous decrease in value 

recognised in profit or loss. Any decreases in value relating to a class of land and 
buildings are debited directly to the revaluation reserve, to the extent that they 
reverse previous surpluses and are otherwise recognised as an expense in the 
profit or loss. 
Additions to property, plant and equipment between valuations are recorded at 
cost. 
Where material parts of an item of property, plant and equipment have different 
useful lives, they are accounted for as separate components of property, plant and 
equipment. 
Rental property is included in property plant and equipment in accordance with 
NZ IFRS as the rental property is held for strategic and social purposes rather 
than for rental income, capital appreciation or both. 
Disposal of Property, Plant & Equipment 

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

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

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

Depreciation is charged to profit or loss using the straight line method. Land and 
work in progress is not depreciated. 
Depreciation is set at rates that will write off the cost or fair value of the assets, 
less their estimated residual values, over their useful lives. The estimated useful 
lives of major classes of assets and resulting rates are as follows: 
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Class of Asset Estimated Life 

Freehold Buildings 1 to 80 years 
Plant, Equipment and Motor Vehicles 3 to 20 years 
Fixtures and Fittings 3 to 25 years 

The residual value of assets are reassessed annually. 
Work in progress is not depreciated. The total cost of a project is transferred to 
the appropriate class of asset on its completion and then depreciated. 
Accumulated depreciation at revaluation date is eliminated against the gross 
carrying amount so that the carrying amount after revaluation equals the revalued 
amount. 
For each property, plant and equipment project, borrowing costs incurred during 
the period required to complete and prepare the asset for its intended use are 
expensed. 
Intangible Assets 
Intangible assets that are acquired by MidCentral DHB are stated at cost less 
accumulated amortisation and impairment losses. 
Subsequent Expenditure 

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

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

Type of Asset Estimated Life 

Software 6 to 10 years 

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

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

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

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

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

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

• it has been acquired principally for the purpose of selling in the near future; or 
• on initial recognition it is part of an identified portfolio of financial instruments 

that the group manages together and has a recent actual pattern of short-term 
profit-taking; or 

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

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

Financial assets other than those at fair value through profit or loss are assessed 
for indicators of impairment at each balance sheet date. Financial assets are 
impaired where there is objective evidence that as a result of one or more events 
that occurred after the initial recognition of the financial asset the estimated future 
cash flows of the asset have been impacted. For financial assets carried at 
amortised cost, the amount of impairment is the difference between carrying 
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amount and the present value of the estimated future cash flows, discounted at 
the original effective interest rate. 
The carrying amount of the financial asset is reduced by the impairment loss 
directly for all financial assets with the exception of trade receivables where the 
carrying amount is reduced through the use of an allowance account. Subsequent 
recoveries of amounts previously written off are credited against the allowance 
account. Changes in the carrying amount of the allowance account are recognised 
in profit or loss. 
If in a subsequent period, the amount of the impairment loss decreases and the 
decrease can be related objectively to an event occurring after the impairment was 
recognised, the previously recognised impairment loss is reversed through profit 
or loss to the extent that the carrying amount of the investment at the date of 
impairment is reversed does not exceed what the amortised cost would have been 
had the impairment not been recognised. 
Financial Liabilities 

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

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

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

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

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

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

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

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

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

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

Other Financial Liabilities 

Other financial liabilities, including interest bearing loans and borrowings and 
other payables, are initially measured at fair value, net of transaction costs. 
Other financial liabilities are subsequently measured at amortised cost using the 
effective interest method, with interest expense recognised on an effective interest 
basis. 
Derecognition of Financial Liabilities 

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

The Group enters into a variety of derivative financial instruments to manage its 
exposure to foreign exchange rate risk. Further details of derivative financial 
instruments are disclosed in note 21. 
Derivatives are initially recognised at fair value at the date a derivative contract is 
entered into and are subsequently remeasured to their fair value at each balance 
sheet date. The resulting gain or loss is recognised in profit or loss immediately 
unless the derivative is designated and effective as a hedging instrument. 
MidCentral DHB does not have any derivatives that are designated and effective 
as hedging instruments. 
A derivative is presented as a non-current asset or a non-current liability if the 
remaining maturity of the instrument is more than 12 months and it is not 
expected to be realised or settled within 12 months. Other derivatives are 
presented as current assets or current liabilities. 
Inventories Held for Distribution 

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

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

The carrying amounts of MidCentral DHB’s assets other than inventories and 
inventories held for distribution are reviewed at each balance date to determine 
whether there is any indication of impairment. If any such indication exists, the 
assets’ recoverable amounts are estimated. 
If the estimated recoverable amount of an asset is less than its carrying amount, 
the asset is written down to its estimated recoverable amount and an impairment 
loss is recognised in profit or loss. 
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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 in profit or loss in the period in which they are 
incurred. MidCentral DHB has chosen to defer the application of NZ IAS 23 
(revised 2008) and expense borrowing costs in accordance with NZ IAS 23 (2004). 
Employee Benefits 
Defined Contribution Plans 

Obligations for contributions to defined contribution plans are recognised as an 
expense in profit or loss as incurred. 
There are a small number of employees that are part of a state defined benefit 
superannuation plan. The DHB has no legal or constructive obligation to pay 
future benefits, the Crown guarantees these benefits and as a result the plans are 
accounted for as a defined contribution plan. 
Long Service Leave, Sabbatical Leave and Retirement Gratuities 

MidCentral DHB’s net obligation in respect of long service leave, sabbatical leave 
and retirement gratuities is the amount of future benefit that employees have 
earned in return for their service in the current and prior periods. The obligation 
is calculated using the projected unit credit method and is discounted to its 
present value. The discount rate is the market yield on relevant New Zealand 
government bonds at the balance sheet date. 
Annual Leave, Conference Leave, Sick Leave & Medical Education Leave 

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

Termination Payments are recognised in profit or loss only where there is a 
demonstrable commitment to either terminate employment prior to normal 
retirement date or to provide such benefits as a result of an offer to encourage 
voluntary redundancy. Termination benefits settled in 12 months are reported as 
the amount expected to be paid, otherwise they are reported as the present value 
of the estimated future cash flows. 
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Provisions 
A provision is recognised when MidCentral DHB has a present legal or 
constructive obligation as a result of a past event, and it is probable that an 
outflow of economic benefits will be required to settle the obligation. If the effect 
is material, provisions are determined by discounting the expected future cash 
flows at a pre-tax rate that reflects current market rates and, where appropriate, 
the risks specific to the liability. 
Restructuring 

A provision for restructuring is recognised when MidCentral DHB has approved a 
detailed and formal restructuring plan, and the restructuring has either 
commenced or has been announced publicly. Future operating costs are not 
provided for. 
Revenue Relating to Service Contracts 

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

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

MidCentral DHB belongs to the ACC Partnership Programme whereby it accepts 
the management and financial responsibility for employee work related illnesses 
and accidents. Under the programme MidCentral DHB is liable for all its claims 
costs for a period of two years up to a specified maximum. At the end of the two 
year period, MidCentral DHB pays a premium to ACC for the value of residual 
claims, and from that point the liability for ongoing claims passes to ACC. The 
liability for the ACC Partnership Programme is measured using actuarial 
techniques at the present value of expected future payments to be made in respect 
of the employee injuries and claims up to the reporting date. Consideration is 
given to anticipated future wage and salary levels and experience of employee 
claims and injuries. Expected future payments are discounted using market yields 
on government bonds at balance date with terms to maturity that match, as 
closely to possible, the estimated future cash outflows. 
Taxation 
Income Tax 

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

Goods & Services Tax 

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

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

Revenue from goods sold is recognised when MidCentral DHB has transferred to 
the buyer the significant risks and rewards of ownership of the goods and 
MidCentral DHB does not retain either continuing managerial involvement to the 
degree usually associated with ownership nor effective control over the goods 
sold. 
Revenue from services is recognised, to the proportion that a transaction is 
complete, when it is probable that the payment associated with the transaction 
will flow to MidCentral DHB and that payment can be measured or estimated 
reliably, and to the extent that any obligations and all conditions have been 
satisfied by MidCentral DHB. 
Rental Income 

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

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

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

Financing costs comprise interest paid and payable on borrowings calculated 
using the effective interest rate method. 
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The interest expense component of finance lease payments is recognised in profit 
or loss using the effective interest rate method. 
Non-Current Assets Held For Sale & Discontinued Operations 

Immediately before classification as held for sale, the measurement of the assets 
(and all assets and liabilities in a disposal group) is brought up-to-date in 
accordance with applicable NZ IFRS. Then, on initial classification as held for sale, 
a non-current asset and/or a disposal group is recognised at the lower of its 
carrying amount and its fair value less costs to sell.  
Impairment losses on initial classification as held for sale are included in profit or 
loss, even when the asset was previously revalued. The same applies to gains and 
losses on subsequent remeasurement. 
A discontinued operation is a component of MidCentral DHB’s business that 
represents a separate major line of business or geographical area of operations or 
is a subsidiary acquired exclusively with a view to resale. 
Classification as a discontinued operation occurs upon disposal or when the 
operation meets the criteria to be classified as held for sale, if earlier. 
Contingent Assets & Contingent Liabilities 

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

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

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

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

Criteria for Direct & Indirect Costs 

Direct costs are those costs directly attributable to an output class.  
Indirect costs are those costs that cannot be identified in an economically feasible 
manner with a specific output class. 
Cost Drivers for Allocation of Indirect Costs 

The cost of internal services not directly charged to outputs is allocated as 
overheads using appropriate cost drivers such as actual usage, staff numbers and 
floor area. 
Statement of Cash Flows  
The statement of cash flows is prepared exclusive of GST, which is consistent 
with the method used in the Statement of Comprehensive Income. 
GST inflows and GST outflows in the Cash Flow Statement have been shown net 
as the Board does not believe that showing gross cash flows provides more useful 
information given that GST is paid net each month. 
Definitions of the terms used in the statement of cash flows are: 
Cash includes coins and notes, demand deposits and other highly liquid 
investments readily convertible into cash and includes all call borrowings such as 
bank overdrafts used by the organisation. 
Operating activities include all transactions and other events that are not investing 
or financing activities. 
Investing activities are those activities relating to the acquisition and disposal of 
current and non current investments and any other non-current assets. 
Financing activities are those activities relating to changes in the equity and debt 
capital structure of the organisation and those relating to the cost of servicing the 
organisation’s equity capital. 
Changes in Accounting Policies 
There was a change in the accounting policy relating to the capitalisation of 
property, plant and equipment.  The threshold at which individual items are 
capitalised was raised from $1,000 to $2,000 with effect from 30 June 2011, and all 
items with a gross cost of between $1,000 and $2,000 were written off as at that 
date. 
Accounting policies have been consistently applied unless otherwise stated. 
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Appendix G:  Schedule of Related Documents 

Document Access 

National Documents  

2006 Census, Statistics New Zealand www.stats.govt.nz/2006CensusHomePage.aspx 
ASH Year 10 Snapshot Survey  www.ash.org.nz 
Centre of Public Health Research, Massey University & Ministry of Health cphronline.massey.ac.nz 
Companies Act 1993 www.legislation.govt.nz 
Crown Entities Act 2004 www.legislation.govt.nz 
Crown Funding Agreement www.health.govt.nz 
DHB Accountability Framework www.health.govt.nz 
DHB Reporting Requirements 2012/13 www.health.govt.nz 
ESR Surveillance Report:  Sexually Transmitted Infections In New Zealand 2010 www.surv.esr.cri.nz/surveillance/surveillance.php 
Financial Reporting Act 1993 www.legislation.govt.nz 
Food Act 1981 www.legislation.govt.nz 
Gap Analysis of Specialist Palliative Care in New Zealand, Ministry of Health, December 2009 www.health.govt.nz 
Health & Disability Services (Safety) Act 2001 www.legislation.govt.nz 
Health Act 1956 www.legislation.govt.nz 
Income Tax Act 2007 www.legislation.govt.nz 
Ka Po Ka Ao Ka Awatea (Maori Health Action Plan) www.centralpho.org.nz 
Ministry of Health, Chief Advisor’s report, 2012 Ministry of Health, PO Box 2056, Wellington 6145 
National Immunisation Schedule www.health.govt.nz 
National Mental Health Strategy www.health.govt.nz 
National Minimum Dataset, Ministry of Health www.health.govt.nz 
National Pharmacy Services Agreement www.centraltas.co.nz 
National Reportable Event Policy www.hqsc.govt.nz 
Nationwide Service Framework www.health.govt.nz 
New Zealand Disability Strategy www.odi.govt.nz 
New Zealand Health & Disabilities Act 2000 www.legislation.govt.nz 
New Zealand Health Strategy www.moh.govt.nz 
New Zealand Maternity Standards www.health.govt.nz 
New Zealand Public Health & Disability Amendment Act 2010 www.legislation.govt.nz 
NZ International Accounting Standards www.nzica.com 
Operational Policy Framework Ministry of Health, PO Box 5013, Wellington 6011 
Ottawa Charter for Health Promotion www.who.int 
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PHO Performance Programme www.health.govt.nz 
Primary Maternity Services Notice, 2007, Schedule 3 www.health.govt.nz 
Public Finance Act 1989 www.legislation.govt.nz 
Rating Valuations Act 1998 www.legislation.govt.nz 
Sale of Liquor Act 1989 www.legislation.govt.nz 
Service Coverage Schedule www.health.govt.nz 
Smoke-free Environments Act 1990 www.legislation.govt.nz 
State Sector Act 1988 www.legislation.govt.nz 
Tatau Kura Tangata:  Health of Older Maori Chart Book, 2011 www.health.govt.nz 
Treaty of Waitangi www.waitangi-tribunal.govt.nz 

Regional Documents  

Central Region’s Information Systems Plan www.midcentraldhb.govt.nz 
Regional Services Plan www.midcentraldhb.govt.nz 

Local Documents  

2012/13 Funding Arrangements Document www.midcentraldhb.govt.nz 
Annual Reports www.midcentraldhb.govt.nz 
Better, Sooner, More Convenient Primary Health Care Business Case www.midcentraldhb.govt.nz 
Capital Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
Cardiovascular Service Plan www.midcentraldhb.govt.nz  
Equal Employment Opportunities Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
Harassment Prevention Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
Health Needs Assessment www.midcentraldhb.govt.nz 
Impaired Staff Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
Maori Health Plan www.midcentraldhb.govt.nz 
MidCentral DHB’s Immunisation Plan MidCentral DHB, PO Box 2056, Palmerston North 4440 
MidCentral Health’s Clinical Services Plan www.midcentraldhb.govt.nz 
Recruitment/Appointment Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
The Health of Children & Young People in MidCentral  www.midcentraldhb.govt.nz 
Work & Family Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
Workforce Rehabilitation Policy MidCentral DHB, PO Box 2056, Palmerston North 4440 
Workforce Strategy, 2012 www.midcentraldhb.govt.nz 
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