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Finance & Corporate Services 
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13 February 2019  
 

 
 

 
 
Ref: Y19‐3569 

 
 
Dear  
 
In response to your Official Information Act 1982 dated 14 October 2019 requesting 
information regarding budget population nutrition promotion, please see our response 
below. 
 
You asked: 
 
If possible, we would like to get an estimate of your DHB budget for population nutrition 
promotion over the last 3 years (2017/18, 2018/19, 2019/20). It would be helpful if you 
could clarify how much of this budget is transferred to PHUs and/or PHOs. 

 
While MidCentral District Health Board engages in nutrition promotion activity, it is not 
budgeted for as a specific line item. Nutrition promotion is generally contained within 
health promotion activities including external contracts that encompass health promotion 
as an element.  
 
Specifically nutrition promotion is a requirement included within delivery contracts for 
Nutrition and Physical Activity which are delivered via a number of third party contracts. 
The total budget for these contracts totalled $1,721,368 in 2019/20, $1,687,616 in 2018/19 
and $1,651,287 in 2017/18. While nutrition promotion is not explicitly identified by dollar 
amount with in these contracts, we estimate that 25% of the contract value relates to this 
activity. 
 
If you are not satisfied with this response you have the right to raise any concerns regarding 
our response with the Ombudsman – www.ombudsman.parliament.nz or 0800 802 602. 
 
Please note that this response, or an edited version, may be published on the MidCentral 
DHB website ten working days after your receipt of this response. 
 
Yours sincerely, 

              
Neil Wanden  
General Manager, Finance & Corporate Services  



 

13 February 2020 
 
 

 

                                     
 
Via email:  
 
 
Dear  
 
I refer to your Official Information Act request received by email on 10 January 2020 
requesting data about sexual harassment complaints received by MidCentral DHB, 
and also for information about the result of those complaints.    
 
Our response is based on the complaints formally received by MidCentral DHB’s 
Human Resource Department alleging sexual harassment. 

1. Can you please provide the below information, ideally in table format, for each 
of the past five years 2015-2019: 

 2019 2018 2017 2016 2015 
The number of sexual harassment allegations 
received 

0 0 0 2 1 

The number of  sexual harassment allegations 
which were laid as formal complaints 

0 0 0 2 1 

The number of internal investigations into 
sexual harassment allegations 

0 0 0 2 1 

The number of external investigations into 
sexual harassment allegations (in some cases, 
a single allegation will have both internal and 
external investigation - it might be helpful to 
note somewhere if this was the case to avoid 
double counting) 

0 0 0 2 – (for 
clarify, both 

internal 
investigations, 

were also 
investigated 

externally 

0 

The number of  sexual harassment allegations 
which were upheld / substantiated / proved / 
found likely to be true 

0 0 0 2 1 

The number of mediated settlements resulting 
from  sexual harassment allegations 

0 0 0 0 0 

The number of other types of settlements or 
resolutions resulting from  sexual harassment 
allegations 

0 0 0 0 0 

The amount of financial compensation 
included in those settlements 

0 0 0 0 0 

Whether those settlements included a 
confidentiality agreement or non-disclosure 
agreement  (note: the standard MBIE 
mediation under section 149 of the 

0 0 0 0 0 



Employment Relations Act includes a 
confidentiality clause, please state if the 
settlement was the MBIE settlement) 

 
Please note that this response, or an edited version of it, may be published on the 
MidCentral DHB website ten working days after your receipt of this letter. 
 
 
Yours faithfully 
 
 
 
 
 
Keyur Anjaria 
General Manager 
People & Culture



Healthy Women, Children and Youth 
MidCentral Health, Private Bag 11036, Palmerston North 4442 
Phone 06 350 8928 

17 February 2020 

Dear 

Thank you for your official information request dated 19 January 2020.  You have 
requested a copy of the feasibility proposal provided to MidCentral DHB’s Board 
regarding the service model care of primary birthing at Te Papaioea Birthing Centre. 

While there is no specific 'feasibility proposal', two reports were provided to the 
Board about the proposal, dated 10 September and 25 October respectively. Copies 
of these are attached. 

As you will see, some information has been redacted in order to protect commercial 
sensitivity and to enable the DHB to carry on, without prejudice or disadvantage, 
negotiations (section 9(2)(j) of the Official Information Act 1982); to protect 
information which is subject to an obligation of confidence (section 9(2)(ba)); and to 
protect information where the making available of the information would be likely 
unreasonably to prejudice the commercial position of the person who supplied it and 
is the subject of the information (section 9(2)(b)(ii)). 

We have also redacted information to protect the privacy of non‐MidCentral DHB 
staff (section 9(2)(a)); to maintain the effective conduct of public affairs through the 
free and frank expression of opinions (section 9(2)(g)(i)); and to maintain legal 
professional privilege (section 9(2)(h)).  

We do not consider that the public interest outweighs the need to withhold this 
information.  

You have the right to seek an investigation and review by the Ombudsman of our 
decision. Information about how to make a complaint is available at 
www.ombudsman.parliament.nz or freephone 0800 802 602. 

Please note that this response, or an edited version of it, may be published on the 
MidCentral DHB website ten working days after your receipt of this letter.  



If you wish to discuss this decision with us, please feel free to contact me. 

Yours sincerely 

Sarah Fenwick 
Operations Executive,  
Te Uru Pā Harakeke, Healthy Women, Children and Youth 



 

COPY TO:  

Uru Pā Harakeke 

MidCentral DHB 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 Phone 
 

+64 (6)   3508928 
 

 

 
 

 
 

For: 

 Decision 

x Endorsement 

 Noting 
 

To Board 

Author Sarah Fenwick, Operations Executive, Uru Pā Harakeke 

Endorsed by Kathryn Cook, Chief Executive 

Date 10 September 2019  

Subject Te Papaioea Birthing Centre 

RECOMMENDATION 

It is recommended that the Board: 

 
 endorse the continued discussions with Te Papaioea Birthing Centre 

regarding a shared workforce model, considering all options for Primary 

Birthing across the region. 
 

Strategic Alignment 

This report is aligned to achievement of the DHB’s strategy and four imperatives. 

 
 Connect and transform primary, community and specialist care  

 

 Partner with people and whānau to support health and wellbeing 
 

 Achieve equity of outcomes across communities  

 

Glossary 

DHB – District Health Board 

MidCentral DHB – MidCentral District Health Board 

 

 

 
  



1. PURPOSE 
 

The purpose of this report is to update the Board on discussions with the owners of 
Te Papaioea Birthing Centre regarding opportunities for new models of care 

featuring a shared maternity workforce. The paper also seeks Board support for 
Uru Pā Harakeke to undertake a full district wide review of primary birthing 
options, which will support best care opportunities for the women of the district 

into the future, underpinned by a sustainable workforce. 
 

 
2. BACKGROUND 
 

MidCentral DHB funds a range of maternity services across the district including 
primary birthing facilities, secondary services and facilities and community-based 

services such as breastfeeding support and pregnancy and parenting education.  
 
In November 2017 the range of primary services available was extended with the 

introduction of the Te Papaioea Birthing Centre in Palmerston North.  This service 
has had a rapid uptake and is now seeing about 400 births a year with a contract 

value of up to $950,000 per annum.  It has been delivering good outcomes for 
women with very good rates of first-babies and low rates of transfer to secondary 

care. 
 
It was expected that the new primary birthing centre would achieve immediate 

savings in the hospital facility through hotel costs (linen and meals), and in the 
medium term would result in savings to staffing as a result of reduced 

interventions and complications. 
 
While the Te Papaioea Birthing Centre has been delivering good outcomes for 

women, it has not been possible to reduce staffing in the secondary care service.  
Any savings that might have been achieved through the primary birthing centre 

have been offset by the increasing birth rate across the district, the rising acuity in 
secondary care and the workload associated with increased Lead Maternity Carer 
handover of women to core midwifery staff (an increase from 200 hours to now 

800 hours a month). This was unforeseen and has been an unintended 
consequence of the Primary Birthing Unit’s development and the new Labour 

Induction protocol. We understand this pattern has also occurred in other DHB’s.  
 
As well as the changing patterns of patient flow, over the last twelve months there 

have been chronic problems with the midwifery workforce.  This is problem 
nationally. Difficulties recruiting and retaining midwives translate into problems 

filling rosters and providing coverage. Trendcare (safe staffing reports) data within 
Maternity indicate that 792 shifts in the 18/19 financial year were not adequately 
staffed. 

 
Workforce issues have predominantly affected the Palmerston North Hospital 

Women’s Health service, but the Te Papaioea Birthing Centre has also experienced 
turnover of staff and has had issues with providing sustainable core midwifery 
cover.  

 
Having a separate primary maternity unit has provided a good service for women 

and their whānau, but from a workforce viewpoint it creates two separate teams, 
neither of which is able to experience the others work environment, and no ability 



to cross cover.  A flexible workforce model across primary and secondary care 
could help support this and would potentially be to the benefit of both units. 

 
 

3. CURRENT SITUATION 
 
In April 2019 the Wrights (owners of Te Papaioea Birthing Centre) approached the 

DHB for an increase in funding for the 2019/20 financial year on the grounds that 
 

  Due to the DHB’s financial position there was no opportunity to 
increase the value of the contract, however robust discussions about workforce 
sustainability were entered into. A commitment was given by both parties to 

consider a staffing model where staff from the birthing centre could swop with a 
member of core staff to enhance the health and wellbeing of the workforce.  

 
It was intended that this approach to staffing would be implemented through a 
memorandum of understanding. These discussions were seen positively by Senior 

Nursing and Midwifery Staff and some modelling work was progressed and 
expressions of interest were undertaken. Unfortunately Te Papaioea experienced a 

number of resignations making this initiative impossible to progress under the 
current arrangements.  

 
Kathryn Cook, Chief Executive and Sarah Fenwick, Operations Executive met with 
the Wright Family Foundation in August 2019 to consider and explore further 

opportunities for both parties. The Wrights confirmed their commitment to the 
birthing centre, however they were open to further discussions about a shared 

workforce across the two services, and/or a partnership model which would see the 
DHB taking a direct role in the provision of services from the Birthing Centre.   
 

The big driver in sharing the workforce would be that staff would get the 
opportunity to enjoy the primary birthing more relaxed experience as they rotated 

through services.  This would give us a more flexible, nimble and rested workforce 
who do not spending their entire midwifery week attending to complex and high-
risk women in labour. 

 
For MidCentral DHB, at this time the preferred option is for MidCentral to manage 

the staff across both facilities. The Wrights supported this proposal and were keen 
to progress with the understanding that the philosophy of the Birthing Unit was 
upheld. 

 
A shared workforce model between Palmerston North Hospital and Te Papaioea 

Birthing Centre would bring enormous benefits for the sustainability of the 
midwifery workforce, enabling midwives the opportunity to work across the 
spectrum of primary and secondary care.  Staff would get the opportunity to enjoy 

the primary birthing more relaxed experience as they rotated through services.  
This would give us a more flexible, nimble and rested workforce who do not 

spending their entire midwifery week attending to complex and high-risk women in 
labour.  
 

Working with the Te Papaioea Birthing Unit in this way would be a first in the 
country and it would enable MidCentral DHB to become a centre of excellence for 

midwifery. It would also support both the primary birthing and secondary care 
facility to have a sustainable flexible workforce at a time when the there is a 
national midwifery shortage. 



 
4. OPTIONS 

 
The preferred option for MidCentral DHB would be to manage the staff across both 

facilities, however there are different ways that this can be undertaken; 
 A shared staffing model, however MidCentral pay for their current staff and the 

Birthing unit continue to pay their staff with a flexible roster across both 

establishments 
 MidCentral DHB operates the Birthing Unit under contract to the Wright 

Foundation 
 Midcentral DHB operates the Birthing Unit as a service of the DHB and leases 

facility from the Wright Foundation. 

 
 

5. FINANCIAL AFFORDABILITY 
 
The major challenge to the shared workforce model is affordability. The DHB 

remains fully committed to primary birthing, recognising that evidence shows that 
women with low risk pregnancies, who birth in a primary facility have better health 

outcomes for mother and baby, compared with those that birth in a secondary care 
facility. Despite this the shared model needs to be cost neutral to the DHB in order 

to achieve management and Board endorsement.  This is likely to depend on the 
 

 

 
  

 
 

 

 
 

  
 
These and other options need to be developed and modelled. Accordingly, the 

following is proposed: 
 

 District wide overview of Primary Birthing Facilities 
 The proposed model of care ( focused on the women’s experience) 
 Commercial Objective – including the commercial rate of return versus a 

nominal rate of return 
 

The viability of these changes to the model of care is dependent on being able to 
change staffing in the various primary units and in the secondary care unit at 
Palmerston North Hospital.  This involves secondary care workload as well as 

primary births.  Accordingly, the modeling will include the Trendcare coordinator to 
support the understanding of care delivery hours in secondary care facilities. 

 
It is noted that changes to maternity services has been included in the Annual Plan 
for 2019/20. 

 
      

  



6.  RECOMMENDATION 
 

It is recommended that the Board: 
 

 endorse the continued discussions with Te Papaioea Birthing Centre regarding 
a shared workforce model, considering all options for Primary Birthing across 
the region 

 
 

 
Sarah Fenwick 
Operations Executive 



COPY TO:  Te Uru Pā Harakeke 
MidCentral DHB 

Heretaunga Street 
PO Box 2056 

Palmerston North 4440 
 Phone 

 
+64 (6) 350 8928 
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x Decision 
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  Noting 
 

To Board 

Author Sarah Fenwick Operations Executive Te Uru Pā Harakeke 

Dr Jeff Brown Clinical Executive Te Uru Pā Harakeke 

Endorsed by Kathryn Cook, Chief Executive 

Date 25 October 2019 

Subject Primary Birthing – Service Change  

RECOMMENDATION 

It is recommended that the Board: 

• Approve Te Uru Pā Harakeke progressing this model of care and contractual 
arrangements with the Wright Foundation with a view to an April 2020 start.  

 

Strategic Alignment 

This report is aligned to achievement of the DHB’s four strategic imperatives. 
 
• Connect and transform primary, community and specialist care  
• Partner with people and whānau to support health and wellbeing 
• Achieve equity of outcomes across communities 
• Achieve quality and excellence by design.  
 

 
  



 
 
Glossary  

   
DHB District Health Board  
FAQs Frequently asked questions 
HR Human Resources 
IT Information Technology 
LARC Long Acting Reversible Contraception 
LMC Lead Maternity Carer 
MERAS The Midwifery Employee Representation and Advisory Service 
MDHB MidCentral District Health Board 
NZNO New Zealand Nurses’ Organisation 

 
  



1. PURPOSE 
  
An initial paper presented to Board in September 2019 gained approval for Te Uru 
Pā Harakeke to continue discussions regarding a shared workforce model that 
considered all options for Primary Birthing across the region. This work has 
progressed with an integrated model of care agreed with clinicians. Stage one of 
this model of care involves MDHB extending their services to include Te Papaioea 
Birthing Centre. This paper seeks approval to progress this service change. 
 
 
2. EXECUTIVE SUMMARY  
 
Increasing complexity of women, difficulties in recruiting and retaining midwives, 
increasing costs, an increasing birth rate and an inequitable model of care led to 
the need for Te Uru Pā Harakeke to think innovatively about the model of care for 
maternity services across the district.  
 
MDHB is committed to ensuring excellent primary birthing opportunities for women 
across the district, recognising evidence that shows women with low risk 
pregnancies, who birth in a primary facility, have better health outcomes for 
mother and baby, compared with those that birth in a secondary care facility. 
 
The new proposed model of care, designed with clinicians (see appendix A), 
ensures primary birthing is at the centre of care for wāhine across the district, with 
Te Papaioea becoming the hub for Midwifery care for the district. Satellite birthing 
hubs remain in Tararua and Horowhenua with Palmerston North hospital becoming 
a specialist secondary care facility.  
 
The model of care uses an evidence based approach to primary birthing, which has 
a strong focus on the first 48 hours being fundamental to ensuring the best start in 
life for pēpe and is in line with Te Uru Pā Harakeke’s vision of the importance of the 
first 1000 days in lifelong health and wellbeing. The model of care also aligns with 
Te Uru Pā Harakeke Health and Wellbeing Plan’s Goal to “Improve access to 
equitable high quality and timely care for wāhine” and the DHB’s strategic 
imperative to “connect and transform primary, community and specialist care”.  
 
To enable the new model of care MDHB has discussed extending services to include 
the Te Papaioea birthing facility. It is proposed that this will occur through a leasing 
arrangement with the Wright Foundation and will include MDHB managing the staff 
across both sites. The Wright Foundation is supportive of this change and is keen to 
work in partnership with the DHB. They have been open and transparent in all 
communication with the DHB. The proposed service change is financially cost 
neutral to the DHB. It will include opportunities for increased postnatal and other 
pregnancy related care at the facility. The proposal, which supports best care 
opportunities for women of the district, will work towards achieving a sustainable 
midwifery workforce and would be a first in New Zealand. 
 
Robust due diligence has commenced to enable this service change and will be 
continued following endorsement of this paper.  
 
It is proposed that this change is stage one of a maternity review for the district. 

 



 

 
All discussions to this point have been highly confidential due to the significant 
commercial sensitivity and potential impact on staff and service users. 
 
 
3. BACKGROUND 
 
MidCentral DHB funds a range of maternity services across the district which 
include primary birthing facilities, secondary services and community-based 
services such as breastfeeding support and pregnancy and parenting education.  
 
In November 2017 the range of available primary maternity services was extended 
to include the new Te Papaioea Birthing Centre in Palmerston North. This service 
had a rapid uptake and is now providing approximately 400 births a year with a 
contract value of up to $950,000 per annum. It has been delivering good outcomes 
for women with very good uptake by first time mothers and has an excellent safety 
profile with low rates of transfer to secondary care.  
 
It was initially expected that the new primary birthing centre would achieve 
immediate savings in the hospital facility through hotel costs (linen and meals), 
and in the medium term would result in savings in staffing as a result of reduced 
interventions and complications. 
 
While Te Papaioea Birthing Centre has been delivering good outcomes for women 
and their babies, it has not been possible to reduce staffing in the secondary care 
service and therefore realise savings. This is due to an increasing birth rate across 
the district, rising acuity in secondary care and increased hospital workload from 
increased LMC handover of women to core midwifery staff (an increase from 200 
hours to now 800 hours a month), patterns also seen in other DHBs across the 
country. This has also been an unintended consequence of the Primary Birthing 
Unit’s development and the new Labour Induction protocol (which has resulted in 
fewer Caesarean sections and operative births).  
 
As well as the changing patterns of patient flow, over the last twelve months there 
have been chronic problems with the midwifery workforce. National difficulties 
recruiting and retaining midwives translate into problems filling rosters and 
providing coverage. Trendcare (safe staffing reports) data within Maternity 
indicates that 792 shifts in the 2018/2019 financial year were not adequately 
staffed. Whilst workforce issues have predominantly affected the Palmerston North 
Hospital’s Women’s Health service, Te Papaioea Birthing Centre has also 
experienced turnover of staff in recent months and has, on occasions, experienced 
issues with providing sustainable core midwifery cover.  
 
Having a separate primary maternity unit has provided a good service for women 
and their whānau, but from a workforce viewpoint it creates two separate teams, 
neither of which is able to experience the other’s work environment, with no ability 
to cross cover. A flexible workforce model across primary and secondary care 
would help support cross cover and would benefit both units. 
 
These increasing co-complexities led to the need to think innovatively about 
sustainable service delivery. Discussions with Te Papaioea owners (Chloe and 
Wayne Wright of the Wright Foundation), in August 2019 led to discussions around 



the potential for the DHB to partner with the Foundation. Following endorsement of 
the Board paper in September 2019 further promising and innovative discourse has 
occurred with the Wrights. This has been regarding a model of care that remains 
aligned to both the DHB’s and The Wright Foundation’s philosophical principle that 
the first 1000 days lay the foundations for lifetime health and wellbeing and, 
critically, the first 48 hours are fundamental to ensuring the best start in life. 
Essential to these discussions was that any model was financially cost neutral to 
the DHB. 
 
 
4. MODEL OF CARE (see appendix A) 
 
4.1  Clinical Model of Care 
  
The current clinical model of care for Maternity for MDHB is hospital-centric, with 
the primary units considered as separate entities. The proposed new model of care, 
designed with clinicians, identifies Te Papaioea as the maternity hub for the 
MidCentral region, with Horowhenua and Dannevirke becoming satellites of the 
main Te Papaioea hub. Palmerston North Hospital would become a specialist 
secondary care facility, with all primary care services currently provided in the 
hospital moved to Te Papaioea. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the model Te Papaioea will become a centre of excellence for primary birthing 
knowledge and skill. Primary birth will be grown in the region with a community 
wide campaign of “right place, right birth” in 2020. Other services that will be 
brought within Te Papaioea walls include: antenatal obstetric clinic, midwifery clinic 
(including immunisation & LARC), lactation consultancy and the DHB’s community 
midwifery team. The closer relationship between modules of the service will ensure 
a wrap-around approach for our most vulnerable women. This will help address 
equity issues, improve outcomes for women, babies and whānau, and help to 



tackle adverse childhood experiences at the earliest opportunity. Satellite 
midwifery-led clinics are planned in higher deprivation suburbs in 2020 with the 
aim of improving equity of outcomes.  

Co-locating support services at Te Papaioea will enable expansion to include 
community birth services, pregnancy and parenting classes, breastfeeding services, 
wahakura/pepi pod distribution and smoking cessation services. It is sensible to 
look to the ‘Find Your Midwife’, consumer liaison and some social work services also 
being based at Te Papaioea, to help MidCentral achieve its aim of increasing early 
engagement in pregnancy, increased access to LMC services and more support for 
vulnerable women in the primary birth setting. The secondary (hospital) maternity 
facility in the proposed new model will become a centre of excellence for 
complicated birth and concentrate on delivering high quality secondary care, 
including high dependency care. 

In the proposed new model women will be able to transfer from the secondary care 
facility to Te Papaioea for postnatal care, ensuring equity of opportunity for those 
women that are unable to birth in a primary facility. Currently there are a 
significant number of women who for reasons outside of their control (e.g 
induction) are unable to birth in a primary facility and do not get the opportunity to 
transfer postnatally. This is possible as one member of staff will transfer with a 
caseload of wāhine and pēpi making the model financially viable. This will enable 
higher quality care in both the primary and secondary setting.  

Creating a centre of excellence for both primary and secondary birthing will 
improve outcomes for wāhine and pēpe and will fulfil our goal of giving wāhine, 
pēpe and their whānau the best start in life. Alongside the model being 
fundamental to the cluster direction for integrated care, it will also help to improve 
rates of recruitment and retention for midwives, ensuring midwives the opportunity 
to work across the full scope of practice. It is likely that there will be increased 
consumer satisfaction regarding the new model as feedback shows that wāhine 
would like the opportunity to transfer. 
 
Consumer and stakeholder engagement will lead to further decisions about care for 
rural women in 2020. This will be considered as stage two of the maternity review.  
 
4.2  How the Model will Work 
 
Following robust discussions between The Wright Foundation and MDHB it has been 
agreed that the model will involve MDHB extending services to include the Te 
Papaioea birthing facility and will include a shared workforce operated by MDHB. 
One roster for both sites will allow opportunities for a flexible midwifery workforce 
with all staff having the opportunity to work in both the primary birthing facility 
and the hospital. This model would occur through a leasing arrangement between 
the DHB and the Foundation. 
 
The Wrights have verbally agreed  

 
 

 
 



 
5.  BENEFITS AND RISKS OF THE SERVICE CHANGE 
 
The key benefits of the proposed service change are: 
 
• Improved access to primary birthing for women 
• Increased primary birthing numbers 
• Increased numbers of women registered with an LMC before 10 weeks 
• An enhanced focus on equity for birthing women 
• Improved birth experience for wāhine  
• Integral to Te Uru Pā Harakeke integrated care philosophy that the first 1000 

days are fundamental to lifelong wellbeing 
• Break down barriers between primary and secondary care 
• Ability to flex workforce across different sites 
• Ability to offer midwives the opportunity to work in different scopes of practice 

(primary and secondary care) 
• Higher staff satisfaction and less burn out 
 
Whilst there are significant benefits to the model, full due diligence is being 
undertaken in relation to risks of the proposed service change. Potential risks 
identified to date include: 
 
• Expectations of the Wright Foundation 
• Financial risk of being unable to deliver within budget 
• Te Papaioea staff not wanting to transfer employment to MDHB 
• Critical infrastructure/critical power risk 
• Agreement relating to maintenance of the building 
• Complaints from women who are unable to transfer to Te Papaioea 
• Human resource vulnerable worker responsibility 
• Inability to staff unit 
• Negative media 
 
A Primary Birthing Hub risk will be developed in accordance with AS 31000:2018 
Risk Management - Guidelines. Risks currently under development include 
deteriorating stakeholder relationships, human resource transition, project time 
frames, breaches of confidentiality, media interest, business continuity capabilities 
and transfer to higher care protocols. These risks are identified as conceptual and 
are likely to change as risk intelligence matures. 
 
In addition to the risks relating to the service change there are risks relating to not 
taking the opportunity of partnering with the Foundation.  

 
The increased acuity, rising birth rate and LMC handover would 

mean that this is now not possible in the current facility. Forecasts based on 2013 
statistics predicted decreasing births for the region. These were wrong. The birth 
rate is in fact increasing, with a 7-8 percent increase from 2017 to 2018. This does 
not look to be slowing. The closing of the birthing centre would likely create 
significant loss of confidence in MDHB maternity system and the DHB. 
 



6.  FINANCIAL ANALYSIS 
 
The current contract with Te Papaioea is for $950k. It is expected that the 
proposed new arrangement with Te Papaioea will be managed within the existing 
2019/20 budgeted contract amount for Labour, Births and Postnatal stays of 
$950k.  
 
Financial modelling in order to confirm the above expectation has been completed 
for the Profit and Loss Statement and Statement of Cashflow. Actual expenditure 
provided by Te Papaioea for their last financial year, MDHB staffing costs and 
current MDHB contract arrangements have been used as a base and where 
necessary costs have been forecasted based on certain growth factors. Current 
equipment at the facility has been verbally agreed into the lease at no additional 
cost, however depreciation cost has been included in the financial modelling. 
 

 

 

 
 
 

  
 

 
 
 
 
 

  
 
Financial reporting relating to the change will be provided through FRAC. 
 
 
7. HUMAN RESOURCES 
 
7.1 Workforce – Approach and Implications: 
 
As part of initial due diligence, staffing information at the Centre has been obtained 
and a review has been conducted of their terms and conditions of employment. 
This has provided the following insights: 
 
Staff Mix and Resourcing 
 
• 

 

  
  



• 

  
 
Employment Conditions  
 
•  

  

  

  
 

  
  

 
7.2 Approach 
 
MDHB has undertaken workforce modelling to determine the optimal staffing levels 
across both the Centre and current services. A selection process will be held 
whereby staff at the Centre are invited to express an interest in employment at 
MDHB.  Only suitably skilled and qualified staff will be appointed to roles, having 
regard to other criteria such as ‘fit’ with organisational values and team dynamics.  
It is possible that some staff at the Centre will not be appointed to roles, at which 
point a wider recruitment process will commence for any vacant roles.  
 
Any appointed staff will commence ‘new’ employment with MDHB, on MDHB terms 
and conditions. As a way of valuing the experience staff have had in the time of 
their employment at the Centre, service at the Centre will be recognised as 
Continuous Service for Long Service Leave purposes only.  
 
Communication and engagement with Centre staff, MDHB staff and Partner Unions 
is key. Given the sensitive commercial nature of the current negotiations, it is not 
appropriate at this stage to communicate with staff (at MDHB or the Centre) about 
the changes and model of care being considered. However, as soon as possible, 
communication to engage staff across both organisations in the design and 
development of the future model will be undertaken. Some options that are being 
considered for communication with staff and unions are: 
 
• Early and embargoed discussions with MERAS and NZNO unions to 

confidentially involve them in the process  
• A staff meeting and FAQs document for MDHB staff that provides as much 

information as possible - to be released in December 2019, coinciding with 
similar Wright Foundation communications 

• Workshops in January 2020 ideally involving staff from across both 
organisations, to engage and involve them in the planning process and to 
gather their input for the transition approach 

 
A broad communications plan is currently under development that will ensure 
effective stakeholder engagement, including with consumers and the public.  The 



communications team from MDHB will work with the Wright Foundation 
communications manager to ensure joint and agreed communications. 
 
 
8. CONTRACTUAL MATTERS   
  
The existing contract with Te Papaioea is due to end in December 2019. A variation 
agreement will be put in place until 6 April 2020 when it is hoped a new 
Memorandum of Understanding and lease will commence with the Foundation. If 
the lease is not ready to progress by this date another variation will be put in 
place. 
 
 
9.  NEXT STEPS 
 
These steps will occur following Board decision: 
 
• Detailed papers will be submitted to FRAC and HDAC in November 2019 to 

provide assurance regarding risk, finance, model of care and a robust 
communications strategy 

• Legal progression regarding the lease and HR implications will occur as a 
matter of urgency 

 
 
10. RECOMMENDATION 
 
It is recommended that the Board: 
 
• Approve Te Uru Pā Harakeke progressing this model of care and contractual 

arrangements with the Wright Foundation with a view to an April 2020 start. 
 

 
 
 
 
Sarah Fenwick,     Dr Jeff Brown, 
Operations Executive    Clinical Executive 
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Operations Executive, Acute & Elective Specialist Services 
MidCentral Health, PO Box 2056, Palmerston North 4440 
Telephone (06) 356 9169 

18 February 2020 

E-mail:

Dear 

Official Information Act (OIA) Request 

Your OIA request of 5 December 2019 to MidCentral District Health Board (DHB) 
is acknowledged. 

You have requested the following information regarding dialysis care in New 
Zealand; 

• What is the economic model of Home Haemodialysis?  (How are
the structures involved paid?  Physicians?  Health professionals?
What do patients have to pay?)

New Zealand has a free health system.  In practice this means that patients pay
for consultations with their General Practitioner (GP) in the early stages of
their disease process (this is at a reduced rate for chronic disease patients).
When the patient’s condition requires involvement of specialist services (as in
the case of chronic renal disease patients), a patient referral would be made to
the public hospital service where ongoing treatment and dialysis is free to
New Zealand citizens.

Health personnel, i.e. doctors, specialist renal nurses and social workers, are
paid by the government at a rate set nationally by union awards.

Most people diagnosed with renal disease are managed in the community by
their GP.  Services for those with severe deterioration in kidney function,
including dialysis, are provided by MidCentral DHB’s specialist renal services.
Early patient referral to our services is recommended so that timely
evaluation of Renal Replacement Therapy (RRT) can occur.

RRT may involve hospital treatment, i.e. renal transplant or haemodialysis or,
increasingly, when the patient has no complex co-morbidities, they will go
straight to home-based therapy, i.e. Home Dialysis (HD) training or home
based Peritoneal Dialysis (PD) training, the best treatments (and the
cheapest) being transplant followed by home based dialysis.
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• How often do patients have hemodialysis at home each week?  

We have seen that the new trend is to get HHD around 6 times a 
week, which should cost more than the other past 3 times a week.  
How did you deal with that change? 

 
MidCentral DHB patients have dialysis three times a week.  However, a lot of 
our home patients have dialysis on alternate days.  We have no plans at the 
moment to offer dialysis six times a week to our patients.  Previously we have 
had a patient who undertook nocturnal dialysis.  The DHB pays for the 
machine upkeep and all consumables used regardless of dialysing times. 

 
• Is there any compensation to patients for the water/electricity 

they need to use? 
 

Patients receiving HD are reimbursed for additional electricity costs.  Water is 
not rateable in most New Zealand cities so is not an issue. 

 
As part of the HD programme, the DHB organises and pays for plumbing and 
installation of the dialysis machine.  The DHB also pays for the servicing of the 
machine and all the delivery costs and consumables that the patient needs to 
carry out dialysis at home.  The DHB does NOT pay for monthly household 
bills for water/power/telephone. 

 
• Does the DHB negotiate the price for HHD treatment? 
 

We currently have two international suppliers who tender for contracts to 
supply the resources required for HD, e.g. peritoneal fluids, consumables.  
While it is not necessarily the company with the lowest price that is given the 
contract, this would normally be the case.  Consumables are delivered by the 
supplier directly to the patient’s home. 

 
The supplier for haemodialysis machine rental, servicing and all consumables 
is also established through the tender process.  A limited liability company ‘NZ 
Health Partnerships’ has been established and is wholly owned by the 20 
DHBs in New Zealand to collectively maximise shared service opportunities 
for the New Zealand health sector. 

 
• Is the private sector present in the HHD patient pathways?  If so, 

how and what are the impacts? 
 

While there may be a very small number of people who utilize the skills and 
knowledge of renal professionals in the private sector treatment is limited and 
the patient would pay a substantial amount for this treatment. 
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• How is typically organised the HHD treatment?  (Patient pathways 

involving HHD, structures & professionals involved.) 
 

The HD programme is primarily a self-care model complemented by the 
support of a renal nurse specialist who provides a local contact and 
troubleshooting assistance for HD patients. 

 
In addition, contracts with our renal suppliers provide back-up for machine 
failures. 

 
Mid Central DHB aims to have at least 40-60% of patients with Chronic Renal 
Disease taking control of their own health by dialysing in their home 
environment. 

 
For those patients unable to have a dialysis machine in their own home for 
reasons such as space, water accessibility and lack of carer support, a 
community house is available for dialysis purposes.  The community house 
benefits a small number of self-care dialysis patients who are able to arrange 
dialysis times that allow for ongoing independence that fits in with their 
lifestyle – these patients are also supported by the renal nurse specialist. 

 
Each patient that enters our pre-dialysis programme receives education about 
home dialysis.  This is undertaken by the pre-dialysis nurse at a home visit.  
Barriers to home therapy are considered/addressed and social worker input 
is valued here.  Before the patient is ready to start dialysis the Nephrologist 
will refer to the surgeons for fistula formation.  This again is carried out at no 
financial cost to the patient. 

 
Once the patient is ready to start dialysis, they enter a 12 week home dialysis 
training programme (this can very often take more than 12 weeks).  The 
training takes place at the hospital’s HD training unit and is managed by 
nursing staff. 

 
Once home dialysing commences, and as part of patient’s ongoing care, 
nursing staff visit them at home every three months and patients are seen by a 
Nephrologist every six months at the hospital clinic – although more 
frequently if clinically indicated.  Again, this is at no financial cost to the 
patient. 

 
If the patient becomes unwell or if they have problems with their fistulas, they 
will stop HD and have dialysis at the hospital renal in-centre unit.  Once issues 
are resolved patients go back to having dialysis at home. 

 
MidCentral DHB has found that maintaining HD as an option allows patients 
to; 

 



Page 4 of 4 
 
 
 

• maintain cultural ties 
• continue with sustaining family influences and employment 
• avoid relocation 
• enable flexible schedules and freedom to make life choices 
• prevent social isolation. 

 
However, for HD success there must be; 
 
• a trusting relationship between patient and renal health professionals 
• a safe environment including competence ( and confidence) with the 

dialysis machine 
• reassurance from peers 
• ongoing support – mechanical, medically and emotionally. 

 
I trust that this information has been of interest to you.  We would be pleased 
continue sharing information with you either by e-mail or video link with you 
should you like to expand on any of the topics we have outlined. 
 
 
Yours sincerely 
 
 
 
 
 
Lyn Horgan 
Operations Executive 
Acute & Elective Specialist Services 
 
 

 
 



 

Mental Health & Addiction Service 
PN Hospital, Private Mail Bag 11036, Palmerston North 
+ 64 (6) 350 8354  

12 February 2020 
 
 

 
 
Email:  
 
Dear  
 
Official Information Act Request: OIA Y20-44 
 
Thank you for your Official Information Act request made on 5 
December 2019. A partial transfer was made to MidCentral District 
Health Board with regards to the about the models of care for the 
Palmerston North acute Mental Health ward. This was received on 22 
January 2020. In response to your questions we advise as follows: 
 
The acute Mental Health ward (Ward 21) works with a multidisciplinary 
team who all participate in the care of each individual and has been in 
the process of changing our model of care and practice. This team work 
in a relational model of care, which is a holistic and people centered 
approach with a strong focus on recovery from mental illness and an 
increase in control over their lives leading to a greater quality of life 
long-term. 
 
In addition to the above, whānau or family are encouraged to be a part of 
the persons care whilst in hospital, the discharge process and the care 
once out of hospital. This helps to support continuity of care across the 
person’s journey whilst in Ward 21 and at home. The involvement of 
whānau is being embedded as part of our DHB wide programme of mahi 
tahi which sees family and whānau as partners in care.   
 
Please note that this response, or an edited version of this response, may 
be published on the MidCentral DHB website ten working days after 
your receipt of this response. 
 
I hope this fully answers your request. Please do make contact if you 
wish to clarify any aspects of this. 
 
Yours sincerely 
 
 
 
Jon Gullidge 
Associate Director of Nursing 
Mental Health and Addictions Services 
 



Mental Health & Addiction Service 
PN Hospital, Private Mail Bag 11036, Palmerston North 
+ 64 (6) 350 8354

10 February 2020 

Email: 

Dear 

Official Information Act Request: OIA Y20-0053 

Thank you for your Official Information Act request received 24 January 
2020. In response to your questions we advise as follow. 

Please supply the following information under the Official Information 
Act (OIA). 

1. I request the number times Electroconvulsive Therapy
(ECT) has been used and on how many people in the last
five years broken down by year and region/DHB e.g. 50
times on 50 people in Auckland, 60 times or 45 people in
Wellington.

For the years 2015 to 2019 MCH activity for ECT is:- 
2015 – 128 treatments between 13 clients 
2016 – 153 treatments between 14 clients 
2017 – 74 treatments between 10 clients 
2018 – 145 treatments between 11 clients 
2019 – 145 treatments between 9 clients   

2. I request the reasons for ECT being used.

The criteria for ECT. As referenced from Ministry of Health ‘Electro 
Convulsive Therapy (ECT) in New Zealand: What you and your family 
and whanau need to know (MoH, page5, 2009). 

There are strict criteria for prescribing ECT in New Zealand. The main 
criteria are listed below. 

• You have stayed the same or have not improved after trying two
different types of antidepressant medication. This kind of depression is
also known as ‘treatment resistant depression’.
• You have experienced side effects on the antidepressant medication
that make it unsuitable for you to continue with that treatment.
• Your life is in danger because you are suicidal.



 

• Your life is in danger because your depression is chronic. 
• Your life is in danger because you have stopped eating or drinking. 
• You started to make an improvement with antidepressant medication 
or psychological therapies but did not continue to improve. 
• You are unable to move because of catatonia. 
• You are unable to slow down because of mania. 
• You have become very severely depressed after having a baby 
 
You asked for ECT because it has worked for you in the past. 
 
The presenting diagnosis for patients prescribed ECT at MidCentral 
from 2015 – 2019: Major depressive disorder, Bipolar Affective Disorder 
– depressive phase, Recurrent major depression, Schizo-affective 
depression, Puerperal psychosis, Major depressive disorder with 
Catatonic features, Catatonic depression, Treatment resistant 
Schizophrenia. 
 
3. I request the cost of ECT. 
 
$1322  (excluding GST) per treatment.  In addition a further $789.75 
(Excluding GST) for mental health inpatient bed if required. 
*The above cost is for treatments provided by MCH. 
 
4. I request the number of complaints received relating to ECT 
treatment. 
 
MidCentral received one complaint in July 2017 
 
 
Yours sincerely 
 
 
 
 
Scott Ambridge     
Operations Executive     
Mental Health & Addiction Services  
 
 
 



13 February 2020 

Dear 

Your Official Information Act request regarding Smoke-free Policies 

Thank you for your enquiry regarding smoke-free/smoking policies, specifically: 

1. Smoke-free policies (tobacco and/or vaping), including any specific to mental health
in-patient facilities used by MidCentral DHB between and including the years 2000-
2019;

2. Policies related to smoking (tobacco), including any specific to mental health
inpatient facilities, used by the former CHE and Health and Hospital Services
between and including the years 1993 – 1999.

We have managed to locate a number of documents, as attached. 

Some of the documents are overarching Non-smoking/Smokefree Policies that cover(ed) 
the whole organisation, while others relate to particular parts of the organisation, including 
our inpatient mental health services, the Kimberley Centre in Levin (now closed), and Te 
Whare Rapuora (on-site accommodation for families/whanau visiting Palmerston North 
Hospital).  

I am also including several iterations of our Code of Conduct; House Rules; Professional 
Presentation and Dress Standards; Pēpi Haumaru/Keeping Babies Safe; and transportation/ 
Escorting of Consumers/Tangata Whaiora policies which contain references to smoking. 

The overarching policy documents go back as far as a 1999 revision of the 1995 policy.  We 
were unable to locate anything earlier than this.  I have included our current policy, dated 
24 May 2019. 

Please note that this response, or an edited version of this response, may be published on 
the MidCentral DHB website ten working days after your receipt of this response.  

If you are not satisfied with our response to your information request, you have the right to 
seek a review by way of complaint by the Ombudsman of our decision.  Information about 
how to make a complaint is available at www.ombudsman.parliament.nz or freephone 0800 
802 602. 

If you wish to discuss this decision with us, please feel free to contact me. 
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Yours sincerely, 

Deborah Davies 
Operations Executive 
Uru Kiriora – Primary, Public & Community Health 
MidCentral District Health Board  



MENTAL HEALTH & ADDICTIONS SERVICES 
PN HOSPITAL, PRIVATE MAIL BAG 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354   

28 February 2020 

Email: 

Dear 

Official Information Act Request Y20-72 

We are in receipt of your Official Information Act request received 30 January 
2020. An investigation of your request has been undertaken by Toni-Ann 
Devonshire, Addictions Service Manager. We hope to address your requests 
below. 

1. List the different types of addiction services people can access
through the public health system.

1. Assessment and Treatment Planning
2. Withdrawal Management including access to medical and social detox beds
3. Group Therapy
4. Psychological Assessment and Therapy
5. Alcohol and Other Drug (AOD) Counselling
6. Medical review
7. Psychiatric review and acute review as required
8. Opioid Substitution Treatment
9. DBT Programme
10. Access to NGO providers including – peer support services – Te Mana o te

Tangata
11. Iwi based mental health and addiction services – Piki Kotuku
12. MASH Treatment Services providing day and residential treatment

programmes
13. MASH support workers and medication management
14. Respite care – primarily a mental health facility not always appropriate for

clients with addiction issues

2. How many rehab and detox beds are currently available through
the public health system for people addicted to drugs and alcohol.

There are currently no funded medical detox beds in the public health system; we 
are able to access a medical bed as part of a planned medical detox admission 
only.   There is no priority given for clients presenting acutely; we are reliant on 
medical teams and bed managers releasing a bed. 

There are four methamphetamine funded social detox beds available through the 
Salvation Army social detox facility in Palmerston North.  These are currently also 
used as a step down from a hospital medical detox admission. 



MENTAL HEALTH & ADDICTIONS SERVICES 
PN HOSPITAL, PRIVATE MAIL BAG 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354  Fax: +64 (6) 350 8253 

Rehab beds available: 
1. 3 regional beds at Salvation Army in Wellington via CCDHB contract
2. 3 funded beds at Odyssey House in Auckland
3. 3 funded beds at Springhill in Napier (contract yet to be activated)
4. Access to beds when available at MASH Trust Palmerston North

3. How many people were put on a waitlist to access detox and rehab
addiction services each year over the past four years (2016-2019)

From 2016-2019 there has been no data captured regarding wait time for detox or 
rehab beds. 

At the most clients can wait up to three weeks for a medical detox bed dependent 
on bed capacity. Over the last two years we have had access to only one residential 
treatment centre Wellington Bridge.  In 2019 the majority of our clients would 
have had a three to six month wait for a residential bed.  In 2020 there is a 
reduced wait list for a female bed but currently a 4-5 month wait for a male bed. 
There is no current wait for a residential bed at Nova Trust. 

4. Can each year be broken down into months i.e. the number of
people each month put on a waitlist.

There is no data captured for the 2016-2019 period. 

5. Can th waitlisted people please be broken down into category i.e.
what service it was that they were wanting access and were
subsequently waitlisted for.

There is no data captured for the 2016-2019 period. 

6. Categorise these waitlisted people into wait-times i.e. those who
had to wait 5 weeks, 6 weeks, 7 weeks and so on…

There is no data captured for the 2016-2019 period. 

I trust this fulfils the requirements of your request.  If you have any further 
questions, please submit a new request via email to oia@midcentraldhb.govt.nz. 

If you are unsatisfied with any part of our response, you have the right, under 
section 28(3), to make a complaint to the Office of the Ombudsman. 

Please note that this response, or an edited version of it, may be published on the 
MidCentral DHB website ten working days after your receipt of this letter. 

Yours sincerely 

Toni-Ann Devonshire 

mailto:oia@midcentraldhb.govt.nz
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Service Director 
Mental Health & Addiction Services 



Finance & Corporate Services 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 8800    Fax: 06 350 8080 

27 February 2019  

Via email: 

Ref: Y20‐82 

Dear 

In response to your Official Information Act 1982 dated 30 January requesting 
information regarding capital expenditure. 

You asked the following questions: 

1. What was your DHBs capital expenditures of the last ten years
2. What capital has your DHB spent on infrastructure over the last ten years
3. What was the source of the funding spent on capital expenditure during this time

period

Please see our responses below: 

1. What was your DHBs capital expenditures of the last ten years?

The table below shows capital expenditure during the last ten years as indicated in 
our annual report. The year ended is as at 30 June and amounts are expressed in 
thousands. 

2019  2018  2017  2016  2015  2014  2013  2012  2011  2010 

22,828  19,056  15,415  17,165  19,226  23,421  13,365  10,783  10,427  9,769 

2. What capital has your DHB spent on infrastructure over the last ten years?

The total amounts spent on buildings and infrastructure is outlined in the table below. 
The year ended is as at 30 June and amounts are expressed in thousands. 

2019  2018  2017  2016  2015  2014  2013  2012  2011  2010 

3,546  6,882  7,106  7,366  4,467  2,701  4,340  3,570  2,449  1,107 

Cont’d…,…,… 
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3. What was the source of the funding spent on capital expenditure during this
time period?

During this period, funding for capital expenditure came from a number of sources 
and includes: 

 cash reserves of the DHB built up from surpluses
 depreciation cash funding through the Annual Plan allocation
 capital injections from the Ministry of Health on approved national projects
 loans from the Energy and Efficiency Conservation Authority under the Crown

efficiency loan scheme

 finance Leases
 donations

 insurance proceeds and trade‐ins

If you are not satisfied with this response you have the right to raise any concerns 
regarding our response with the Ombudsman – www.ombudsman.parliament.nz or 
0800 802 602. 

Please note that this response, or an edited version, may be published on the 
MidCentral DHB website ten working days after your receipt of this response. 

Yours sincerely, 

Neil Wanden  
General Manager, Finance & Corporate Services  



Finance & Corporate Services 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 8800    Fax: 06 350 8080 

28 February 2020  

Via email : 

Ref: Y20‐94 

Dear 

In response to your Official Information Act 1982 dated 01.02.2020 requesting copies 
of all Asbestos Management Plans prepared under Regulation 13(2) of the Health and 
Safety at Work (Asbestos) Regulations 2016 for all workplaces occupied or from time to 
time  occupied  by  the  District  Health  Board  where  asbestos  or  ACM  (Asbestos 
Containing Material) is suspected to be or has been identified at the workplace. 

Please find attached MidCentral District Health Boards Asbestos Management Plan. 

If you are not satisfied with this response you have the right to raise any concerns 
regarding our response with the Ombudsman – www.ombudsman.parliament.nz or 
0800 802 602. 

Please note that this response, or an edited version, may be published on the 
MidCentral DHB website ten working days after your receipt of this response. 

Yours sincerely, 

Liam Greer 
Manager, Facilities & Estate Management  
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MidCentral District Health Board 
Asbestos Management Plan  

Prepared for Mid Central District Health Board 
Address 50 Ruahine Street 

Palmerston North 4442 
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1. FOREWORD

Working in buildings that were constructed using asbestos containing materials does 
not mean that your health is at risk.  Studies have shown that bonded asbestos 
containing materials, such as within old textured ceilings, floor tiles and fibrous 
cement sheeting, do not pose a health risk if they are in good condition and left 
undisturbed.    

Our Property and Facilities team have implemented an on-going asbestos survey and 
management program to identify and safely manage all previously installed asbestos 
containing materials (ACM) within our buildings constructed pre-2000.  As part of this 
program, MidCentral District Health Board (MDHB) commissioned experienced and 
reputable consultants to undertake specialised building surveys across its properties.  
Communication with any affected parties has been on-going and extensive air 
monitoring has assured us that the safety of our staff, patients and visitors has at no 
time been compromised.  

MDHB, as a person conducting a business or undertaking (PCBU), has duties under 
the Health and Safety at Work (Asbestos) Regulations 2016 in relation to work 
involving asbestos.  Such duties include managing asbestos risks by ensuring that 
asbestos is identified at the workplace, an asbestos management plan is prepared and 
that the information in the asbestos management plan is kept up to date.    

This document, the MDHB Asbestos Management Plan, sets out how the identified 
asbestos or asbestos containing materials (ACM) at our buildings will be managed.  It 
is extremely important that each of us ensure that the Asbestos Management Plan is 
strictly adhered to.   

Maintaining a safe working environment for workers and patients is our highest 
priority.  MDHB is fully committed to protecting the environment and ensuring the 
safety of our staff and the public. 

2. ASBESTOS FACTS

Asbestos is the name used for a group of naturally occurring minerals that are made 
up of many small fibres. These fibres are very strong, and highly resistant to heat, 
fire, chemicals and wear due to friction.  These properties made it an extremely 
popular and widely used building material throughout the 20th century.  

Potential Health Effects of Asbestos 

Asbestos has been recognized as a health hazard for people employed in its 
production and processing for centuries.  However, it was not until the late nineteenth 
century, with the onset of the Industrial Revolution, that its use became widespread, 
and it was not until the early part of the twentieth century that the relationship 
between the use of asbestos and a variety of health effects became a source of 
concern to the medical profession.  
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Many serious, debilitating and often fatal diseases have been linked to the respiration 
of asbestos fibres.  Although the mechanism of asbestos related diseases is still not 
fully understood, it is known that there is normally a long waiting (latency) period 
between the time of exposure and the occurrence of disease. This latency period can 
typically be between ten to over forty years. Asbestosis, Mesothelioma and Lung 
Cancer are the diseases most commonly associated with asbestos exposure, although 
several other diseases have been linked to it.   

The health risk of contracting an asbestos related disease is negligible for ’office’ 
building workers, however the risk for maintenance workers is higher.  This is because 
maintenance workers are more likely to come into contact with and disturb asbestos 
containing materials in the normal course of their work. 

3. HISTORICAL ASBESTOS USE

Asbestos was inexpensive to mine and has some very useful physical properties.  As a 
result, it has been used in over 3000 different commercial products worldwide.  Some 
of these physical properties include:  

 Resistance to high temperatures
 High tensile strength (greater than steel)
 Good acoustic soundproofing properties
 High chemical resistance
 Good electrical insulating properties
 Good mechanical strength

Asbestos has been widely used in building construction over many years and in some 
countries, its mining and use continues today.  It is estimated that there are more 
than 80,000 public buildings in New Zealand that were constructed with asbestos 
containing materials.  Asbestos products are generally classed into two groups: friable 
and non-friable.  

Friable Materials 

Friable materials are those that, when dry, can be crumbled, pulverized or reduced to 
powder using moderate hand pressure.  The use of friable materials in construction is 
banned today but due to its widespread use in the past, these materials are still 
present in many of our older buildings.    

Non-Friable Materials 

Non-Friable refers to ACM in sound condition.  Left undisturbed; it presents negligible 
risk to building occupants and the general community. Therefore, removal of ACM 
may not be immediately necessary.  However, our surveys also take into 
consideration immediate health risks based on the location and condition of the ACM. 

The condition of any remaining ACM (such as fibre cement cladding to buildings) is 
monitored and regularly inspected (at least annually) by an independent assessor.  
Reasonably practical steps are taken to implement any recommendations to eliminate 
or minimise health risks from these ACM.    
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4. KEY INFORMATION 

This Asbestos Management Plan identifies the risk posed by the presence of 
asbestos at MDHB sites. It outlines the process that has been developed to manage 
and monitor that risk. The plan must be kept on-site in a location that is easily 
accessible to staff, workers and emergency services. 
 

 
 
As stated in Section 14 of the Health and Safety and Work (Asbestos) Regulations 
2016 this plan must be reviewed at a minimum of every 5 years. However, to align 
with industry good practice this plan will be renewed every two years or sooner if 
asbestos controls are reviewed, asbestos is removed, disturbed, sealed or enclosed or 
if the plan is no longer adequate for managing the asbestos risks (e.g. if new asbestos 
is identified).  

MDHB District Health Board Information 

Address: 50 Ruahine Street, Palmerston North 

Levels: Multi-Storey Property / Hospital Complex

Property & Facilities Manager Contact Details 

Name: Liam Greer 

Phone: 06 350 8801 

Email Address: Liam.greer@midcentraldhb.govt.nz 

Maintenance Manager Contact Details 

Name: Rachel Nesbit 

Phone: 06 350 8862 

Email Address: Rachel.nesbit@spotless.co.nz 

Health and Safety Manager Contact Details 

Name: Keyur Anjaria 

Phone: 06 350 8800 

Email Address: Keyur.anjaria@midcentraldhb.govt.nz 
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5. DUTIES

Duty Description 

Duty relating to exposure to airborne 
asbestos at workplace 

The PCBU that manages or controls a 
workplace must make sure that exposure of a 
person at the workplace to airborne asbestos 
is removed as far as reasonably practical. If 
this is not practical, then exposure must be 
minimised as much as possible. 

The PCBU must also make sure that the 
airborne contamination standard for asbestos 
is not exceeded at the workplace. 

However, apart from minimising exposure as 
far as possible, the above does not apply to an 
asbestos removal area when it is enclosed to 
prevent the release of respirable asbestos 
fibres and negative pressure is used. 

Duty to ensure asbestos identified at 
workplace 

The PCBU that manages or controls a 
workplace and knows, or should know, that 
there is a risk of exposure to respirable 
asbestos fibres in the workplace must make 
sure, as far as possible, that all asbestos or 
asbestos-containing material (ACM) that may 
cause a risk at the workplace is identified.  

This does not apply: 

 if the PCBU assumes or has reasonable
grounds to believe that asbestos or ACM is
either present or not present

 in relation to soil at the workplace unless
there is reasonable cause for the business
to suspect that asbestos-contaminated soil
is present.

If material at the workplace cannot be 
identified, but the PCBU believes that the 
material is asbestos or ACM, the PCBU must 
assume the material is asbestos. 

If part of the workplace is inaccessible to 
workers and likely to contain asbestos or ACM, 
the PCBU must assume that asbestos is 
present in that part of the workplace. 
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Duty to analyse samples The PCBU that manages or controls a 
workplace may identify asbestos or ACM by 
arranging for a sample of material at the 
workplace to be analysed. The analysis must 
be done by an accredited laboratory. 

 

Duty to ensure presence and location of 
asbestos indicated 

The PCBU that manages or controls a 
workplace must make sure that the presence 
and location of asbestos or ACM identified at 
the workplace are clearly indicated. This must 
be done to meet the requirements of any 
applicable safe work instrument. 

 

Duty to prepare asbestos management plan From April 2018, when asbestos or ACM has 
been identified at a workplace, or is likely to 
be present, the PCBU that manages or controls 
the workplace must make sure that an 
asbestos management plan is prepared and 
kept up to date.  

The plan must include information about the 
following: 

 The identification of asbestos or ACM 
 Decisions, and reasons for decisions, 

about the management of the risk arising 
from asbestos at the workplace 

 Procedures for detailing incidents or 
emergencies involving asbestos or ACM at 
the workplace 

 The workers who carry out work involving 
asbestos, including: 

o information and training that has been, 
and will be, provided to the workers,  

o roles and responsibilities of the workers, 
o any health monitoring of the workers that 

has or will be done. 

The PCBU must make sure that a copy of the 
plan for the workplace is available to: 

 a worker (or their representative) who has 
carried out, or intends to carry out work 
at the workplace, and 
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 a PCBU that has required, or may require
work to be carried out at the workplace.

Duty to review asbestos management plan 

From 4 April 2018, the PCBU that manages or 
controls a workplace that has an asbestos 
management plan must make sure that the 
plan is reviewed and, if necessary, revised if: 

 there is a review of a control measure
 asbestos is removed from, or disturbed,

sealed, or enclosed at, the workplace
 the plan is no longer adequate for

managing the asbestos or ACM risk at the
workplace

 a representative requests a review as
detailed below

 five years have passed since the plan was
last reviewed.

A representative for workers may request a 
review of the plan if they believe that: 

 any situation mentioned above affects or
may affect the health and safety of a
member of the work group they
represent, and

 the PCBU that manages or controls the
workplace has not adequately reviewed
the plan in response to the situation.

Duty to provide health monitoring A PCBU must make sure that health 
monitoring is provided to a person working for 
them if the worker is at risk of exposure to 
asbestos when doing licensed asbestos 
removal work, other ongoing asbestos removal 
work, or asbestos-related work. 

The PCBU must make sure that the health 
monitoring of the worker doing licensed 
asbestos removal work begins within four 
weeks of them starting. 

The PCBU does not have to provide health 
monitoring for a worker engaged to do Class B 
asbestos removal work under a Class B 
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asbestos removal licence for no more than four 
weeks in any 12-month period. 

Duty to ensure that appropriate health 
monitoring is provided 

A PCBU must make sure that (unless another 
type of health monitoring is 16recommended 
by a medical practitioner) the health 
monitoring of a worker includes a physical 
examination and consideration of: 

 the worker’s demographic, medical, and
occupational history, and

 records of the worker’s personal exposure
to asbestos.

Duty to train workers about asbestos A PCBU must not use, or direct or allow a 
worker to use, a high-pressure water spray or 
compressed air on either asbestos or ACM.  

This is in addition to the training required by 
regulation 9 of the Health and Safety at Work 
(General Risk and Workplace Management) 
Regulations 2016. 

This does not apply in relation to an asbestos 
removal worker engaged for work under an 
asbestos removal licence. 

The PCBU must make sure that a record is 
kept of the training undertaken by the worker 
while they are carrying out the work, and for 
five years after the worker finishes working for 
the business. The record must be available for 
inspection. 

Duty to limit use of equipment on asbestos 
or ACM 

A PCBU must not use, or direct or allow a 
worker to use, a high-pressure water spray or 
compressed air on either asbestos or ACM.  

However a high-pressure water spray may be 
used for fire-fighting or prevention purposes, 
or to clear or prevent blockages in waste water 
or water pipe networks. In specific instances a 
high-pressure water spray may be used in a 
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relevant approved method for managing risk 
associated with asbestos 

 

6. ASBESTOS MANAGEMENT POLICY STATEMENT 

This Asbestos Management Plan sets out how MDHB identified asbestos or ACM is 
managed, including: 

 The identification of asbestos and ACM 
 Decisions, and reasons for the decisions, about how the asbestos risks are 

managed 
 Procedures for recording incidents or emergencies involving asbestos in the 

workplace 
 Information about workers carrying out work involving asbestos, including 

o Information and training that has been or will be provided 
o Their roles and responsibilities 
o Any health monitoring that has been or will be conducted. 

 
In accordance with New Zealand’s Health and Safety at Work (2015) Act, New Zealand’s 
Health and Safety at Work (Asbestos) Regulations 2016, Approved Code of Practice: 
Management and Removal of Asbestos (Nov 2016) and WorkSafe’s Guideline: 
Conducting Asbestos Surveys (Oct 2016) and DHB policy.  
 
The plan is developed in consultation with business management, MDHB Occupational 
Health team and endorsed by Precise Limited Ltd, (Technical Experts). 

7. ASBESTOS MANAGEMENT OVERVIEW 

A copy of this plan and the premises asbestos survey and register, in addition to any 
other relevant information as detailed in the DHB’s guidance, will be held at the Spotless 
Facilities Management office. 
 
This central folder will be made readily available to all those who need access to the 
asbestos documentation. 
 
To ensure DHB employees, contractors and visitors to the premises do not disturb ACMs 
and are safe from potential exposure, the following effective asbestos management 
procedures are in place: 

 A designated person/s responsible for the management of asbestos on the 
premises (referred to as the Responsible Person); including the updating of 
existing records; 

 A system to ensure ACMs are identifiable through appropriate labelling and/ or 
colour coding; 

 Provision of asbestos awareness training to relevant employees and third parties 
as deemed necessary (including the keeping of appropriate training records); 
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 To periodically inspect ACMs on a regular basis as specified within the Asbestos
Management Plan (AMP);

 To periodically review this Asbestos Management Plan;
 Provide access to the asbestos management central folder to contractors carrying

out maintenance and/or construction works (this includes IT contractors) prior
to the commencement of works;

 Ensure that where deemed necessary, a refurbishment or demolition survey is
undertaken when the DHB undertakes any construction works;

 Seek advice and guidance from suitably qualified and experienced Competent
Persons on any asbestos related work activities that are to be undertaken (this
may include, but is not limited to: re-inspections, asbestos removal works,
environmental cleans, encapsulation works & air-monitoring);

 Inform the Client of any instances of suspected exposure to ACMs so that the
DHB can provide professional assistance and guidance (refer emergency
procedures);

8. GENERAL ASBESTOS MANAGEMENT INFORMATION

a. Responsible Persons
The following designated person has been nominated to be responsible for managing
asbestos on MDHB's premises. This person shall be known as the Asbestos Coordinator:

Name Title Phone Number 
Rachel Nesbit Maintenance Manager 06 350 8862 

The designated person detailed above has attended a recent asbestos awareness training 
course. Details of these records can be found in their training records. All contractors 
conducting asbestos related work or who may come into contact with asbestos and/or 
ACM must undergo asbestos awareness training prior to working on this site. 

MDHB is responsible for ensuring that other workers are suitably trained to undertake 
the duties of the Asbestos Coordinator so there is adequate back up support if the 
Asbestos Coordinator is unavailable.  Regular meetings shall be held with the delegated 
personnel to ensure that current issues are addressed, and proactive measures are in 
place to deal with the management of identified and presumed asbestos and ACM.  These 
personnel are: 

Name Title Phone Number 
Liam Greer Property&Facilities Manager 06 350 8801 
Keyur Anjaria Health & Safety Manager 06 350 8800 

The Asbestos Coordinator is the main contact point for all asbestos-related matters and 
assumed responsibility for the safe management of asbestos in the workplace.  

The Asbestos Coordinator shall: 
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 Know the presence and location of identified or presumed asbestos and ACM within 

the workplace;  
 Be aware of the risks associated with the presence of asbestos; 
 Be aware of the measures in place to control those risks including the contents of 

this AMP; 
 Ensure that matters related to asbestos risk management are communicated to 

workers, whether they be employees, contractors or visitors; 
 Ensure that employees are given appropriate training and that these records are 

held with the AMP; 
 Undertake inductions of contractors prior to the commencement of works at the 

site; 
 Ensure that all contractors and their workers are suitably trained and competent 

to undertake asbestos related and/or asbestos removal works; 
 Ensure that actions required to control the risk associated with the presence of 

asbestos are implemented; 
 Conduct routine visual inspections of workplace facilities and document this in the 

Asbestos Register; 
 Consult with the Health and Safety Representative (HSR) regarding the above, 

including conducting inspections, maintaining the workplace’s Asbestos Register 
and all proposed refurbishments, demolitions and minor works involving asbestos 
and/or ACM; 

 Report on all asbestos-related concerns that have been discussed in employee 
meetings and/or through other forums; and 

 Maintain and update the Asbestos Management Plans and record any asbestos-
related hazards and incidents into the in-house Incident Management System. 
 

b. Staff Awareness  
All staff within MDHB will be provided with relevant information, on request, on: 

 Types and location of ACMs (via the Asbestos Register and this AMP); 
 The visual means of identifying ACMs (labels/colour coding); 
 How to avoid risks from asbestos (e.g. not disturbing); and 
 How to report concerns about ACMs (e.g. to the Duty Holder)  

 
New and temporary staff will be inducted onto site as part of their general work-start 
induction carried out by an approved and competent person. 
 
All staff are to report any concerns in relation to ACMs to their line manager or the site 
health and safety manager.  
 
Any periodic updates on any asbestos related works will be communicated to staff via 
email and staff notice boards. 
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9. MANAGING ASBESTOS ON SITE

a. Asbestos Survey and Register
The Asbestos Survey Report provides accurate information on the location, extent and
condition of ACMs. The information in the survey report will be used to form the asbestos
register which is a key component of the management plan for the DHB.

The DHB will ensure that an up-to-date copy of the asbestos survey/register and this 
Asbestos Management Plan will be available on the premises. These documents shall be 
available to workers, contractors and visitors. 

Building Address Location of documents 
50 Ruahine Street, Palmerston NorthSpotless Facilities Management Office 

All contractors must report to the above location upon arrival to the site. Contractors 
must complete a contractor induction prior to commencing any works; this will include a 
full review of this Asbestos Management Plan. The induction must be completed by the 
Asbestos Coordinator or other delegated person as listed in Section 7a of this Plan.  

b. Identification of Asbestos Containing Materials
The areas of the site which have asbestos containing materials (ACMs) that require
management will be listed in the asbestos register within the asbestos survey report.
Controls and ongoing management plans for areas identified and/or presumed to contain
asbestos are included later in this plan.

Where areas are identified as inaccessible or as having limited access during the 
Asbestos Management Survey, it is assumed that ACM are present within these areas 
unless recorded when construction date and materials invalidates that assumption. 
These areas will be treated as though they contain ACM unless determined otherwise 
through surveying and sampling. 

Where ACMs have been identified, the person/s named earlier in this plan as being 
responsible for managing asbestos will ensure that the materials are capable of being 
identified visually by all staff and contractors using the following:  

 Asbestos containing materials in rooms, corridors and other areas accessible to all
staff and contractors will be identified by a label/ sticker similar to those contained
within the table below; and

 Asbestos containing materials in other areas will be labelled using labels
commensurate with legislative requirements i.e. a ‘tombstone’ label (see table
below).
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Examples of acceptable asbestos stickers/ labels to be used1 
Asbestos sticker  
Normal industry standard label used 
The following examples of labels/ 
stickers are suitable for use within the 
premises as part of the management 
control procedures outlined within this 
Asbestos Management Plan.  

These examples are not exhaustive 
and other appropriate stickers/ labels 
may be used. 

Encapsulated asbestos sticker 
Used when ACMs have been 
encapsulated 

Presumed asbestos sticker 
Used when similar materials have been 
proven to contain asbestos or the area 
is likely to contain asbestos and hasn’t 
been tested as clear.  

Warning sticker 
Can be used in communal areas where 
ACMs are present; may be used in 
place of other types specified above 
which may cause unnecessary concern 

c. Assessing the Exposure Risk
If the asbestos or ACM is in good condition and undisturbed, it is unlikely that airborne
asbestos fibres will be released. In this situation, the risk to health is low. It is usually
safer to leave the material in situ and periodically review its condition.

However, if the asbestos or ACM deteriorates, is disturbed, or if dust associated with the 
ACM is present, there is an increased likelihood that asbestos fibres will be released and 
become airborne. 
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The material binding the asbestos fibres will have an impact on the potential for airborne 
asbestos fibres to be released. For example, a loosely-bound sprayed coating is more 
likely to release fibres if it is disturbed, compared to asbestos cement with firmly bound 
fibres. 

The exposure risk is taken into consideration when developing the control measures. 

d. Managing Asbestos Related Risk
If the PCBU is not sure whether asbestos is present in a building material that may be
affected by planned works, they must either assume asbestos is present and treat the
work as asbestos related work or have a sample analysed to determine the presence of
asbestos.

The PCBU must put control measures in place to minimise the risk of exposure to 
respirable asbestos if it is not reasonably practicable to remove the asbestos. 

The PCBU must ensure the airborne contamination standard for asbestos is not exceeded 
within the workplace.  

Specific situations where removal may be the best control include: 
 asbestos lagging on pipes;
 asbestos in plant;
 asbestos contaminated dust;
 loose insulation; and
 cracked or damaged fibreboard containing asbestos.

If it is not reasonably practicable to remove asbestos, the workplace PCBU must put 
other control measures in place to ensure workers are not exposed to airborne asbestos. 

These control measures include encapsulating or sealing the asbestos to minimise the 
risk of fibre release. 

Refer to Table 6 in the Approved Code of Practice – Management and Removal of 
Asbestos for more information regarding options for managing asbestos containing 
materials in buildings. 

e. Monitoring and Inspection
MDHB will ensure formal visual inspections of all known ACMs are carried out as
stipulated within Appendix 4: the Asbestos Management Tables of this Asbestos
Management Plan. The Asbestos Management Tables and supporting documents can be
accessed at the Spotless Facilities Office.

 The details of these inspections should be recorded within the Asbestos Management 
Tables to ensure the Asbestos Management Plan remains up to date. 
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Formal visual inspections of retained ACMs will be conducted on at least an annual basis, 
by the Responsible Person/s identified earlier in this plan. These will be conducted and 
recorded periodically. 

Any damaged or deteriorated materials found will be reported according to the 
procedures detailed later in this plan.  

The AMP must be reviewed every five years by a Competent Person. 

10.WORKS AND VISITOR PROTOCOLS 

a. Contractors
Everyone attending the site to carry out any works is required to access and review the
asbestos survey, register and AMP before undertaking any work. These documents will
be provided by the person/s responsible for managing asbestos or other relevant
member of staff.

All contractors undertaking any work at the site will be required to sign that they have 
reviewed the documents using Appendix 1 of this AMP.  

Where there are ACMs that are to be worked on or nearby, no work will take place until 
an appropriate method statement of work is produced, and the Permit-to-Work 
procedures detailed in Appendix 2 have been authorised and implemented.  

b. Emergency Services
Emergency Services personnel attending site must be given access to the asbestos
survey, register and plan on arrival.

c. Maintenance and Servicing (Minor) Works
Only competent personal shall be allowed to undertake asbestos related maintenance
and servicing works.

The Asbestos Coordinator shall: 
 Ensure only competent persons undertake asbestos related maintenance and

servicing works;
 Ensure decontamination facilities are available and used properly;
 Ensure anything within the asbestos work area is decontaminated or safely

contained before it is removed from the work area;
 Ensure asbestos waste is disposed of safely and regularly in line with regulatory

requirements;
 Ensure the asbestos work area is separated from the rest of the workplace;
 Ensure the asbestos work area is sign-posted and barriers put in place to ensure

other workers and people do not enter the area;
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 Identify any asbestos that workers may encounter when doing asbestos-related
work; if it is not possible to positively identify the presence of asbestos, assume
asbestos containing materials are present;

 Inform workers who are undertaking ongoing asbestos-related work about the
health risks of asbestos exposure and provide health monitoring if they are at risk
of exposure to asbestos

 Ensure, if there is uncertainty about whether the airborne contamination standard
for asbestos might be exceeded, air monitoring is undertaken;

 Ensure only WorkSafe approved methods for asbestos-related work are used;
 Ensure all people undertaking the asbestos-related work are aware of the

presence of asbestos. Prevent any work activity that might expose them or others
nearby to airborne asbestos; and

 Keep up-to-date records for all Asbestos related works.

11.ASBESTOS RELATED AND REMOVAL WORKS 

a. Refurbishment or Demolition Works
Where MDHB commissions any construction works involving an upgrade, refurbishment
or demolition work, a refurbishment or demolition survey must be undertaken to locate
and describe, as far as is reasonably practicable, all ACMs in the area where the work
will take place.

This will be undertaken in accordance with the requirements of the Health and Safety at 
Work (Asbestos) Regulations 2016. 

Where necessary, MDHB will seek further advice and guidance from a competent person. 

b. Asbestos Works and Removals
MDHB will ensure that any works undertaken involving ACMs will be carried out within
the requirements of Health and Safety at Work (Asbestos) Regulations 2016. Guidance
from WorkSafe New Zealand can be found at:
http://construction.worksafe.govt.nz/guides/acop-management-and-removal-of-
asbestos/#26-duties-for-licensed-asbestos-removal-work

Only appropriately licenced asbestos removal contractors should be selected to 
undertake asbestos removal works. Where less than 10m2 of non-friable material is being 
removed, no licence is required however the contractor must demonstrate they are 
competent to undertake this work. 

WorkSafe must be notified of planned removal works 5 days prior to work commencing; 
excluding where 
 under 10m2 of non-friable material is being removed. 
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Control measures will be detailed in the method statement/Asbestos Removal Control 
Plan (ARCP) provided by the contractor. This document will be prepared by the asbestos 
removal contractor in consultation with MDHB, the PCBU with management or control of 
the workplace and workers and their representatives. The nominated supervisor is 
responsible for ensuring that each individual worker is aware of their responsibilities to 
follow risk control measures as detailed in the ARCP. 

Where ACMs are to be removed, or encapsulated a competent person/Licensed Asbestos 
Assessor will be contacted (consultant) prior to any such works taking place. The 
consultant will be provided with a copy of the contractor’s method statement or ARCP; 
the consultant will review this document and confirm that the control measures and 
removal method are appropriate for the works to proceed. 

The asbestos register/AMP will be updated accordingly following completion of the 
asbestos related and/or removal works. 

Where the DHB requires further guidance in relation to the Health and Safety at Work 
(Asbestos) Regulations 2016, the support of the consultant will be sought. 

c. Maintaining Documentation
The Asbestos Coordinator shall maintain records of all completed Safe Work Method
Statements, Asbestos Removal Control Plans, Air Monitoring Reports and Clearance
Certificates.

d. Air Monitoring and Clearance Inspections
As per the Health and Safety at Work (Asbestos) Regulations 2016 a clearance inspection
must be undertaken by a Competent Person or, as of 4 April 2018, a Licenced Asbestos
Assessor is required to undertake Class A Clearance work. Guidance from WorkSafe New
Zealand can be found at: http://construction.worksafe.govt.nz/guides/acop-
management-and-removal-of-asbestos/#28-clearance-inspections

A visual clearance inspection is required following the removal of non-friable (Class B) 
asbestos or ACM. The Asbestos Assessor will undertake air monitoring and/or surface 
sampling if deemed necessary.  

The removal of contaminated soil will require soil sampling for validation in line with the 
Guidelines for the Assessment, Remediation and Management of Asbestos Contaminated 
Sites in Western Australia, May 2009. 

During the removal of friable (Class A) asbestos there are more stringent control 
measures: 

 Air monitoring for respirable fibres during the removal process to demonstrate
that fibres are not being released from the removal enclosure;

 Four Stage Clearance Inspection – to be completed by a Licenced Asbestos
Assessor



19 | P a g e

o Stage 1 – preliminary check of site condition and job completeness
o Stage 2 – thorough visual inspection inside the enclosure / work area
o Stage 3 – surface sampling and air monitoring for respirable fibres
o Stage 4 – final assessment post enclosure / work area dismantling

In the event of friable removals air monitoring is conducted during the removal work and 
as part of the clearance inspection. Results of air monitoring should be compared with 
the recommended control levels outlined in Section 30.3.1 of the Health and Safety at 
Work Act, Approved Code of Practice – Management and Removal of Asbestos.  

The recommended control levels, as listed below, provide an indication of the 
occupational exposure levels relevant to quality control and re-occupancy of an area. 

< 0.01 fibres/mL – trace level (controls are acceptable and in the event of a clearance 
the area can be re-occupied) 
> 0.01 fibres/mL but < 0.02 fibres/mL – above recommended control levels, review and
enhance controls
> 0.02 fibres/mL – stop work immediately, review controls and implement more
stringent control measures. Do not proceed with work until subsequent air monitoring
results are < 0.01 fibres/mL

Note: Air monitoring concentration of 0.02 f/ml or greater must be notified to 
WorkSafe as a notifiable event. 

e. Re-Occupying an Area Following Asbestos Removals
Where works have involved the removal of asbestos and/or ACM, the Asbestos
Coordinator shall ensure that no one reoccupies an area where the removal works have
occurred until:

 Air monitoring, if required, has been undertaken during and after removal of
asbestos and associated reports show no evidence of airborne fibres once asbestos
removal work has been completed; and

 A Clearance Certificate has been issued confirming that the works have been
completed and the area is safe to occupy.

12. INCIDENTS/EMERGENCIES INVOLVING ASBESTOS

a. Disturbance / Damage to Non-Friable ACM
Where non-friable asbestos containing materials (ACMs) have been damaged, or
damaged materials and deterioration are identified during the routine inspection
processes, the DHB will instigate the emergency procedure below.

The Responsible Person (Asbestos Co-Ordinator) shall: 

 Secure the area affected ensuring no access is permitted (signage should be
displayed, and barriers erected where appropriate);
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 Review the impact to MDHB’s operational procedures i.e. if a work area is affected,
alternative work arrangements would need to be implemented as the
contaminated area cannot be used;

 Contact: Inform the Health and Safety Manager and notify them of the damage;
 The Health and Safety Manager/responsible person will then provide advice and

guidance as necessary. This may include, but is not limited to, inspecting the
damage reported, arranging an air monitoring test and arranging and managing
any associated remedial works required;

 Maintain controlled access to the area, until such time as a formal clearance
inspection has been undertaken. Clearance guidance is outlined in section 28 of
the Approved Code of Practice: Management and Removal of Asbestos 2016; and

 Maintain good communication with DHB staff and relevant other parties, providing
updates as necessary to ensure the access arrangements are not breached.

b. Disturbance / Damage to Friable ACM
Where friable ACMs have been disturbed, knocked, damaged or there is significant
deterioration identified, MDHB will immediately engage a suitably trained person to seal
the area and implement control measures to eliminate/minimise the risk of respirable
fibre release from the area.

The areas adjoining should be vacated until air monitoring has been completed and 
returned results under the workplace exposure standard of 0.1 fibres/mL averaged over 
an 8-hour period as stipulated in the WorkSafe approved Workplace Exposure Standards 
and Biological Exposure Indices, 8th Edition. 

As soon as reasonably practicable, the area should be enclosed as a Class A removal 
enclosure and both removal and decontamination works should take place. Section 10 
of this Plan details the requirements for this work to take place. 

c. Incapacitated Person in an Asbestos Hazard Area
Where a person becomes incapacitated in an asbestos hazard area, immediately assess
the risk of moving the person to a ‘safer area’. DO NOT TOUCH OR MOVE THE PERSON
IF YOU SUSPECT ELECTROCUTION! Isolate power source before proceeding. If
they can be moved to a less hazardous area, then do so.

If they cannot be moved, then call 111 and request the fire brigades HAZMAT Rescue 
team. Ambulance staff do not have the equipment or training to enter into an asbestos 
hazard area. 

Where the incapacitated person requires CPR, it is an individual’s choice as to whether 
they remove their mask within the hazardous environment to administer CPR to the 
incapacitated person or wait for the emergency services. 

Emergency services will require a competent person to assist them with decontamination 
of the incapacitated person.



Operations Executive, Acute & Elective Specialist Services 
MidCentral Health, PO Box 2056, Palmerston North 4440 
Telephone (06) 356 9169 

20 February 2020 

Dear 

Official Information Act (OIA) Request 

Your OIA request of 5 February 2020 to MidCentral District Health Board 
(DHB) is acknowledged. 

You have requested the following information; 

• How many people were referred to the DHB for gender
reassignment hormone therapy in each calendar year in
2018 and 2019?

o 2018: 10 referrals
o 2019:   6 referrals

• How many were treated within the DHB and how many were
referred to another DHB?  If so, where?

o Treated in the DHB: 9 
o Referrals returned to the referrer: 5
o No information available: 2 

• What was the breakdown of ages in each of those years
(youngest/oldest/median age)?

o Youngest referral 17 years
o Oldest referral 68 years 
o Median age 35.5 years 

• How many were transitioning male to female and how many
female to male in each of those years?

For both years all were male to female.
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Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website 10 working days after your receipt of 
this response. 

Yours sincerely 

Lyn Horgan 
Operations Executive 
Acute & Elective Specialist Services 



Mental Health & Addiction Service 
PN Hospital, Private Mail Bag 11036, Palmerston North 
+ 64 (6) 350 8354

3 March 2020 

Email: 

Dear 

Official Information Act Request: OIA Y20-159 

Thank you for your Official Information Act request made on 7 February 
2020 with regards to mental health patients who have left district health 
board facilities. In response to your questions we advise as follows: 

1. How many patients detained under the Mental Health Act left the
DHB mental health services when they were not supposed to
through; escorted leave, unescorted leave, escape, transfer, weekend
or day leave, any other way?

2013 2014 2015 2016 2017 2018 2019 

In-patient Mental Health Unit 19 20 36 35 7 9 11 

2. How many of those patients who left while under DHB mental health
care died by suicide or suspected suicide? (Please break down by
year, ethnicity and gender)

2013 2014 2015 2016 2017 2018 2019 

In-patient Mental Health Unit Nil Nil Nil Nil Nil Nil Nil 

3. How many of those patients disappeared and were never found
again.

None of these patients disappeared and were never found again.

4. How many of those patients suffered an adverse event/trauma
through the unapproved departure; i.e. raped, robbed, assaulted,
accidental death or homicide etc.

None of these patients suffered an adverse event/trauma through the
unapproved departure.

5. For the same time frame the number of patients under the Mental
Health Act who died inside the DHB – run mental health facility and
type of death?

One patient died through suicide inside the DHB-run mental health
facility.



Please note that this response, or an edited version of this response, may 
be published on the MidCentral DHB website ten working days after 
your receipt of this response. 

I hope this fully answers your request. Please do make contact if you 
wish to clarify any aspects of this. 

Yours sincerely 

Jon Gullidge 
Associate Director of Nursing 
Mental Health and Addictions Services 



Allied Health MidCentral District Health Board, P O Box 2056, Palmerston North 4440 

16 March 2020 

Email:  

Dear 

RE: OFFICIAL INFORMATION ACT 1982 REQUEST – WAI 2575 HEALTH SERVICES AND 
OUTCOMES KAUPAPA INQUIRY (“THE HEALTH INQUIRY”)  

Thank you for your letter of 24 January 2020 sent to us by 

Below is the MidCentral District Health Board’s response to your questions, as 
numbered in your request: 

DISABILITY SUPPORT SERVICES 

4. What eligibility restrictions for accessing disability support services does Mid
Central District Health Board (“MCDHB”) use?

To be eligible to access publicly funded disability support services in the health and 
disability system a person must have a disability as defined by the Government's 
definition of disability:  

"A person identified as having an age-related, physical, intellectual, psychiatric, or 
sensory disability (or a combination of these) that is likely to continue for a minimum 
of six months, result in a reduction of independent functioning to the extent that 
ongoing support is required."  

DHBs fund: 

• long-term support services for people with psychiatric/ mental health and
addiction needs

• long-term support services for people with chronic health conditions and ongoing
support needs for people under 65

• health services and disability supports for people with age-related disability
needs, including younger people aged 50 to 64 with age-related needs and



people with disability aged 65 and over assessed as requiring aged residential 
care  

• mainstream health services (e.g. primary, secondary tertiary) for disabled people
with health needs

DHBs do not fund support services for conditions or situations covered by other 
funders, including those where people:  

• have long-term physical, intellectual and sensory disabilities, or a combination of
these, and some developmental (e.g. autism spectrum disorder) and neurological
conditions that result in permanent disabilities, and are generally aged under 65
years, disability supports for which are funded by the Ministry

• require environmental support services, which includes equipment and
modifications (housing and vehicles), services and support for people with vision
and/or hearing impairments, specified specialist assessment and training
services, and specified subsidies and supports, for people of all ages, which are
funded by the Ministry

• require services provided under the Intellectual Disability (Compulsory Care and
Rehabilitation) Act 2003, which are funded by the Ministry

• have a short-term illness or personal health need
• require support for less than six months
• have impairments caused by accident or injury and are funded under ACC

5. What is the process that a person in the Mid Central region would have to follow
in order to access disability support services?

A request for service can be made by an individual person, their whanau, DHB 
clinician, primary care provider, support agency or other Government service. 
These service requests (referrals) are accepted by phone, email, fax or direct contact. 
Consent is required.  

Once a service request is received it would be processed by that team’s usual process 
and contact made with the consumer. Waiting times do exist and each service request 
is prioritised based on need. 

6. How does the MCDHB ensure disability support services and primary medical
services extend to those living in rural communities including Hokio Beach,
Waitarere and Akitio in your region?

MidCentral DHB has invested in the development of comprehensive transdisciplinary 
primary health care teams across all five communities (Horowhenua, Otaki, 
Manawatu, Palmerston North and Tararua). These teams are supported by the local 
PHO THINK Hauora and MidCentral DHB specialist services.  Work is currently 
occurring to strengthen the relationships with Iwi and Māori health providers and 
social sector services.  



Disability services connectors and needs assessors visit consumers in their own home. 
All Home and Community support providers are contracted to provide support 
services across the MidCentral DHB areas, into the homes of the consumers.  

7. How does the MCDHB ensure people with disabilities living in rural communities
in your region can access appropriate transport services to get to and from
general health services, health and disability services, specialist appointments
and other relevant appointments?

As a DHB we promote the Dannevirke, Pahiatua, Feilding, Horowhenua, Marton and 
Ōtaki Health Shuttle services and the Foxton Beach Community Centre Van for people 
to access health services. 
We are also supportive of the community cars that run in some of our rural areas. 

For further information on Shuttle Services, please see embedded document. 

Shuttle Services 
MDHB.pdf

a. How much of MCDHB disability support service funding is allocated to providing
transport to specialist appointments alone, and what percentage of that amount
relates to transport for those living rural communities in your region?

Disability Support Services funding does not specifically cover the cost of transport to 
health services so no allocated budget. However, the Disability Allowance (paid via 
MSD) is a weekly payment for people who have regular, ongoing costs because of a 
disability, such as visits to the doctor or hospital, medicines, extra clothing or travel. 

b. What proportion, and include a figure if possible, of your disability support service
funding is allocated to providing transport for GP visits for persons with disabilities in
your region?

Response as above Q7a 

c. What proportion, and include a figure if possible, of your disability support service
funding is allocated to providing transport for GP visits for persons with disabilities in
your rural communities in your region?

Response as above Q7a 

d. How many persons with disabilities do you have in your region?

Total number is unknown as some consumers are not accessing health services. 



For those consumers who access disability support services within the MidCentral 
DHB district from our databases is as follows. 
Under 65 years up until 31 January 2020 (Mana Whaikaha) 
2226  Identified as Māori - 329  
Over 65 years financial year 2018-19 (SupportLinks NASC) 
3474  Identified as Māori - information unable to extract  

e. How many of those persons with disabilities are Māori?

Please see response Q7d 

f. What type of disabilities are present in your region?

Physical, psychiatric, intellectual, sensory, autism spectrum disorder or age related 
disability. 

g. Do you provide a shuttle bus for persons with disabilities in your region to access
specialist treatment, appointments or access emergency services?

The DHB does not run any shuttle services but we promote the Dannevirke, Pahiatua, 
Feilding, Horowhenua, Marton and Ōtaki Health Shuttle services which are all 
wheelchair capable. 

h. What involvement have you had with the Ministry of Transport and Regional
Councils, Total Mobility Scheme, if any.

DHB staff would direct consumers to the New Zealand Transport Agency website for 
information about the scheme. 
https://www.nzta.govt.nz/resources/total-mobility-scheme/total-mobility.html  

MCDHB BOARD AND COMMITTEES 
8. Have any of your board members experienced any type of disability, or have a

family member who has lived experience with disability?

The information request is not held by MidCentral DHB. Your request is therefore 
declined. (Section 18(g) of the Official Information Act) 

9. Do any of your Disability Support Advisory Committee members have a lived
experience of disability?

The information request is not held by MidCentral DHB. Your request is therefore 
declined. (Section 18(g) of the Official Information Act) 

10. What engagement has the DHB had with local iwi, hapū and whanau in relation
to the development of disability related support, strategies and policy?

https://www.nzta.govt.nz/resources/total-mobility-scheme/total-mobility.html


Iwi representatives were invited to and attended Annual Locality Forums in the 
Manawatu District, Horowhenua and Ōtaki last year and a service provider network 
meeting in the Tararua.  At these forums, we asked the following question: 
“We would like your ideas on how to make accessing the health system easier/better 
for people with disabilities?” 

11. What are your standards for consultation with the local community in relation to
disability support, strategies and policies?

MidCentral DHB has established Health and Wellbeing Groups in Tararua, Manawatu 
District and Ōtaki along with the Community Wellbeing Committee and the Access 
and Inclusion forum in the Horowhenua and the Disability Reference Group in 
Palmerston North. All of these fora can be utilised as channels for any future 
consultation and new information.  

COMMUNITY COMMUNICATION 

12. How does the DHB communicate the availability and process to accessing
disability support services to members of the community?

There are opportunities to communicate messaging to communities through the 
groups/committees/forums mentioned under Q11 and also through quarterly 
communications sent out to a database of groups and organisations in each locality. 
Also information is shared by both the DHB’s Needs Assessment Service Coordination 
Service (SupportLinks) and Mana Whaikaha.  

Other methods include MDHB Website, GP teams, Non-Government Organisations, 
Age Concern, Disability Support Providers; THINK Hauora, Elderent, IWI providers, 
Parent-to-Parent IDEA Services and CCS Disability Action, People First etc. 

13. How does the DHB communicate the availability and process to accessing
disability support services to Māori?

Please see response Q12 
MidCentral DHB holds Māori Disability Support Services and Māori Disability Support 
Liaison Service contracts with two Iwi providers. 

14. Are funds being allocated towards the encouragement and attraction of Māori to
the health and disability workforce in your region? If so, where and how does this
take place?

Not specifically targeted. 



MCDHB SYSTEMS 

15. Does the MCDHB have a centralized format or system where health information
is stored? If so, how does it operate?

MidCentral DHB has numerous platforms where health information is held and only 
accessed by an authorised person. 
Socrates:  under 65 years – Mana Whaikaha 
Momentum:  over 65 years – SupportLinks  
interRAI: electronic web base assessment over 65 years – Supportlinks for a national 
reporting 
WebPAS: DHB patient management system 
MedTech and Indici:  Primary Care General Practice Team systems  

16. What is your system for managing specialist referrals for persons with lived
experience of disability?

For the DHB WebPAS records the referral. 

17. How does the MCDHB interact with the Ministry of Health and disability support
providers to collect, transfer and make information available on a patient?

Most patient information is held in systems used by healthcare provider (e.g. GPs, 
hospitals) or disability support providers (e.g. residential care facilities, Needs Assessment 
Service Coordination services) that the person is using. Providers will have policies and 
procedures that guide their management of information to support their service users, 
support their business functions and share with other providers and agencies.   
Information sharing between providers may be limited.  Practitioners should seek the 
permission of the patient or a representative of the patient to share relevant information 
with other health practitioners, providers and agencies involved in their care.  However, 
there may be instances where information will be required by law, requiring compliance 
by providers.  For example, information sharing provisions for the safety of tamariki. 
In most situations, health information should not be passed on without consent. 
However, some situations exist in which information can be shared across the health and 
disability system without consent.  

The Health Act 1956 has provisions allowing DHBs and the Ministry to request data – see 
http://www.legislation.govt.nz/act/public/1956/0065/118.0/DLM306636.html .  In these 
situations, consumers should be informed of this sharing but there may not have been 
the opportunity to consent (e.g. a patient is unconscious, or otherwise unable to give 
consent). 

There are strict requirements for ensuring the safe, secure and purposeful exchange of 
patient information between healthcare professionals, providers and agencies.   

A person’s National Health Index (NHI) number is their health identity.  An NHI number is 
fundamental for services to link information and get a better understanding of each 
person’s needs.  Only authorised providers can access the information in the NHI – see 

http://www.legislation.govt.nz/act/public/1956/0065/118.0/DLM306636.html


https://www.health.govt.nz/our-work/health-identity/national-health-index/national-
health-index-overview 

• There are guidelines for the health and disability sector on the safe sharing of
health information   – see https://www.health.govt.nz/publication/hiso-
100642017-health-information-governance-guidelines

• The Health Information Privacy Code 1994 regulates how health agencies (e.g.
doctors, nurses, pharmacists, Primary Health Organisations and District Health
Boards) and disability support providers collect, hold, use and disclose health
information about identifiable individuals.

• The Privacy Commissioner has issued guidance on people’s rights and health
agency obligations regarding information sharing – see
https://privacy.org.nz/news-and-publications/guidance-resources/health-
information-privacy-fact-sheet-1-overview/:

o People have rights over health information about themselves. Rule 6 gives
individuals the right to access information about themselves and rule 7 gives
them the right to seek correction of that information if they think it is
inaccurate or misleading.

o Health agencies have obligations over the health information they hold.
These obligations are set out in the 12 rules of the code.

You have the right to seek an investigation and review by the Ombudsman of our 
decision. Information about how to make a complaint is available at 
www.omudsman.pariament.nz or freephone 0800 802 602. 

If you wish to discuss this decision with us, please free to contact me. 

Please note that this response or an edited version of it may be published on the 
MidCentral DHB website, ten working days after your receipt of this letter. 

Yours sincerely 

Gabrielle Scott 
Executive Director, Allied Health 

https://www.health.govt.nz/publication/hiso-100642017-health-information-governance-guidelines
https://www.health.govt.nz/publication/hiso-100642017-health-information-governance-guidelines
https://privacy.org.nz/news-and-publications/guidance-resources/health-information-privacy-fact-sheet-1-overview/
https://privacy.org.nz/news-and-publications/guidance-resources/health-information-privacy-fact-sheet-1-overview/
http://www.omudsman.pariament.nz/




MENTAL HEALTH & ADDICTIONS SERVICES 
PN HOSPITAL, PRIVATE MAIL BAG 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354   

12 March 2020 

Dear 

Official Information Act Request Y20-0053 

We are in receipt of your Official Information Act request received 24 January 
2020. An investigation of your request has been undertaken by Richard Atkinson, 
Clinical Manager ACT. We hope to address your requests below. 

I would like to obtain the number of calls to the Mental Health crisis 
team over the past five years broken down by year. 

Number of calls to the Mental Health crisis team by year: 
2015 2016 2017  2018 2019 

24,265 23,489 25,138 23,792 23,546 

I would also like to obtain how many of these calls were referred to the 
police. 

2015 2016 2017 2018 2019 

No data 
available 

No data 
available 

No data 
available 

144 120 

I would also like to obtain how many calls were not answered. 

2015 2016 2017 2018 2019 

580 485 395 339 434 

I trust this fulfils the requirements of your request.  If you have any further 
questions, please submit a new request via email to oia@midcentraldhb.govt.nz. 

If you are unsatisfied with any part of our response, you have the right, under 
section 28(3), to make a complaint to the Office of the Ombudsman. 

mailto:oia@midcentraldhb.govt.nz


MENTAL HEALTH & ADDICTIONS SERVICES 
PN HOSPITAL, PRIVATE MAIL BAG 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354  Fax: +64 (6) 350 8253 

Please note that this response, or an edited version of it, may be published on the 
MidCentral DHB website ten working days after your receipt of this letter. 

Yours sincerely 

Scott Ambridge 
Operations Executive 
Mental Health & Addiction Services 



MENTAL HEALTH & ADDICTIONS SERVICES 
PN HOSPITAL, PRIVATE MAIL BAG 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354  Fax: +64 (6) 350 8253 

26 March 2020 

Dear 

Official Information Act Request Y20-83 

We are in receipt of your Official Information Act request received 31 January 2020. 

You advised that you would like the following information as stated below: 
• We would like to have information from each DHB in the form of date/restraint

duration/restraint type and how many distinct people were involved in the
numbers of restraint events (e.g., was a single person restrained on multiple
occasions or was every event for a different person).  We want to know about the
date so that we know whether restraint events recur within single days, and we
need the duration to compare with practices in other countries that can be of
significant duration (e.g., days to weeks). The restraint type will enable us to confirm
that the restraint event is within the scope of our study, and also to enable
international comparisons. We therefore have some further questions relating to
your attached reply.

To remind you of my previous request, we would like to get information about
restraint incidences for adult acute mental health units alone, excluding other
wards.  We are only concerned with what we call “mechanical restraint”, but is
sometimes called “physical restraint”. We mean restraint that uses mechanical
devices, such as mittens or boxing glove, lap belt, or wrist/leg, ankle restraint, bed
rails, restraint chair, bed body holder, straitjacket etc.

Calendar Year Physical/mechanical 
restraints 

Type of restraints 
used 

Length of time of 
restraint 

2018 1 Bedrails used 5 hours, 39 minutes 

• We note that you reported a single incident in 2018 of the use of bedrails, with
Length of Time of restraint given as “17.21 to 23:00”.  Does that mean that the
restraint duration was somewhere between 17.21 and 23 hours, or that the
restraints were applied between the hours of 17:21 and 23:00 (i.e., 5 hours and 39
minutes duration)?

The restraint duration was for 5 hours and 39 minutes. 



MENTAL HEALTH & ADDICTIONS SERVICES 
PN HOSPITAL, PRIVATE MAIL BAG 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354  Fax: +64 (6) 350 8253 

• Can you also please confirm that your answer is for ADULT ACUTE MENTAL HEALTH
wards or if not, what population is included?

The information supplied is for an adult acute inpatient. 

I trust this fulfils the requirements of your request.  If you have any further questions, 
please submit a new request via email to oia@midcentraldhb.govt.nz. 

If you are unsatisfied with any part of our response, you have the right, under section 
28(3), to make a complaint to the Office of the Ombudsman. 

Please note that this response, or an edited version of it, may be published on the 
MidCentral DHB website ten working days after your receipt of this letter. 

Yours sincerely 

Scott Ambridge 
Operations Executive 
Mental Health & Addiction Services 

mailto:oia@midcentraldhb.govt.nz


Te Uru Kiriora Primary, Public and Community Health 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 9199    

13 March 2020 

Y20-201 

Dear 

Your Official Information Act request regarding COVID-19 (“Coronavirus”) Pandemic 
Preparations 

Thank you for your enquiry regarding preparations for a potential outbreak of COVID-
19. 

Your request was (partially) transferred by MidCentral District Health Board to the 
Ministry of Health 17 February 2020. 

We have answered the following questions: 

1. Availability of Intensive Care Unit (ICU) beds and oxygen delivery machinery

1.1 Has your agency done detailed expert modelling to model the amount of 
resources (healthcare workers, machines, ICU beds etc.) necessary to respond 
to certain levels of COVID – 19 case numbers with consideration to the specific 
nature of the COVID – 19 disease? If yes, please supply the information. 

As per our Pandemic Plan MDHB 2019 -22 we have commenced the work 
required to address the detailed modelling. The action planning committee 
met on 4th March with clear work streams to complete this coming week. We 
understand that there is also a national work stream for co-ordination of 
critical care i.e. ICU beds. 

1.2 What is the total number of ICU beds, capable of caring for infectious patients 
without undue risk to healthcare workers and other patients, currently 
operational in your region? 

6 bed spaces in the main unit 
1 negative pressure room 



1.3 On average, at any given time, approximately and generally, how many of these ICU beds are 
available to receive patients? 

As above 

1.4 How many machines capable of high flow oxygen therapy does your region have? 

AIRVO – (HFNP) 
Ward -  
• CCU - 3
• PACU – 2
• ICU – 1
• Anaesthetic – 2

1.5 How many machines capable of non-invasive ventilation does you region have? 

CPAP/Bi-level  
• ICU – 6
• CCU - 3

1.6 How many machines capable of invasive ventilation does your region have? 

• 6 adult
• 4 Neonatal

1.7 How many machines capable of extracorporeal membrane oxygenation (ECMO) does your 
region have? 

Nil 

2. Emergency procurements

Considering the following list of materials, medicines and items: 

2.1 How many of those 10 items does your region currently have suitable for use in a COVID – 19 
outbreak with consideration to the specific nature of COVID – 19 disease? 

1. P2/N95 Masks
809,275

2. PPE Goggles
1,020

3. PPE Face Shields
3,975

4. PPE Gowns
46,923

5. PPE Hazmat/coverall suits
Nil



6. Machines and related supplies for High-flow oxygen therapy
Total airvos for hospital is 20, however only CCU and ICU can provide high flow so for these
two areas x3 airvo machines in total

7. Machines and related supplies for Non - invasive ventilation
9

8. Machines and related supplies for Invasive ventilation
6 Adult, 4 neonatal

9. Machines and related supplies for Extracorporeal membrane oxygenation(ECMO)
Nil, ECMO only done in Auckland
Other materials, machines and medicines that medical experts have advised you will help to
respond to a COVID – 19 epidemic

2.2 Has your agency undertaken any consultation with medical experts since January 15, 2020, 
regarding what numbers and types of medical equipment will be necessary to respond 
specifically to a COVID – 19 epidemic, reducing healthcare worker infections and lowering Case 
Fatality Rate? And have consultations taken into account the latest scientific papers being 
released regarding COVID -19? 

MDHB employs an infection control team of 3 nurses and a physician. All of these personnel 
are experts in their field and together with our Public Health Medical Advisor, Chief Medical 
Officer, Executive Director of Nursing and Midwifery and Executive Director of Allied Health, 
this team are well placed to give the guidance required. Close contact on daily teleconferences 
with external experts at the Ministry enable the expertise to ensure the necessary response. 

2.3 Transferred to Ministry of Health 

3. Documents related to the inability to provide hospital care.

3.1 Please provide any documents relating to the meaning of “community care” and what medical
care from qualified medical workers and medical equipment and medicines will be provided to
COVID – 19 patients in “community care”?

There are no MDHB controlled forms, procedures or guidelines that define ‘community care’
or clarify its meaning in a specific way. The one exception is transfer of care (discharge) policy,
which is generic in nature, with no definition and community care is only mentioned once
(Please see Appendix One)

There are currently no documents related to medical (or nursing) care, equipment, or
medicines that will be provided specifically to COVID-19 patients in community care (or care in
their homes). However, there are generic care programmes and health pathways in place to
provide care for patients in their homes (or other sites such as clinics and schools and
workplaces). Separate generic procedures identify infection control approaches required when
needed.

3.2 Given the recent papers and official Singapore MOH statistics show that approximately 20% of
COVID – 19 admissions require oxygen treatment/ventilation, has your agency done any
modelling on the number of COVID – 19 patients who will likely need hospital/ICU treatment
but be unable to obtain it due to hospital overload, depending on various ranges of COVID – 19
case numbers? If yes, please supply documents.



This is being considered within the planning work streams. Hospital and community responses 
to a presentation of one patient, or of 5 to 10 patients are being worked through. No 
modelling has been done as yet.  

Pandemic planning takes into account large numbers of cases requiring hospitalisation or 
assistance in community. It is anticipated that the majority of cases can be cared for in their 
own homes. This seems to have been borne out over the past weeks in Auckland.  

A national response is expected to be co-ordinated by the MoH for critically sick patients 
requiring ventilation.  

3.3 If it is justified that the treatment of COVID – 19 patients, who would normally be cared for in 
ICU/hospital, is instead done by volunteer groups without medical training or advanced 
equipment, has your agency considered undertaking: 

a. Emergency procurements of relevant medical devices and equipment listed in question
2, to at least provide these volunteer groups with medical equipment such as oxygen
ventilators and;

b. Emergency training of these unqualified volunteers in the basic care of COVID-19 and
the use of these medical devices and equipment, in order to increase the survival rates
of those unable to be cared for in medical facilities?

If yes, please provide documents relating to these emergency plans. 

Currently we are a training facility for forces staff particularly nursing who work in our ED 
maintaining their skills. 

There are no current plans to engage with unqualified volunteers. 

3.4 What is the number of unqualified volunteers/workers available for CDEM and voluntary 
groups in your region available to care for patients when hospitals and other medical facilities 
cannot provide care? How recent is this information? 

We are not able to answer this question as it is unclear who might volunteer to work under 
these circumstances. 

3.5 Transferred to the Ministry of Health 

4. Documents related to emergency planning for mass infection of healthcare workers

4.1 Does your agency have emergency plans to replace healthcare workers as they become
infected? If yes please supply documents you have relating to such plans

With the correct use of PPE and hand washing health care workers should be sufficiently
protected to ensure they remain well.
Emergency planning consists of curtailing leave and overseas travel to ensure robust clinical
teams are in place.



5. Expansion of test capability

5.1 What is the number of SARS –CoV – 2 tests that can be performed in your region in a 24
period?

Testing is being performed at CHL or ESR, both laboratories can test probably 200 samples a
day. Currently limited numbers of appropriate swabs available in the region but more will be
provided from CHL if required. Delivery takes 1-2 working days.

5.2 On average, how quickly can a test be performed from sample to result?

Results after 24-48 hours.

5.3 Do plans exist to expand this capacity and what is the projected capacity increase and date by
which the increase will be achieved?

For swabs, see above. We are unable to comment on a potential increase in testing capacity –
this information should be sought directly from the two laboratories concerned

Questions 6 & 7 

Transferred to the Ministry of Health 

8. Meetings in your Region Related to COVID – 19 Pandemic Preparations

8.1 Since January 15, what leadership/committee meetings have occurred in your agency solely
related to preparations for a potential COVID – 19 pandemic?

Key meetings re Coronavirus planning:
• Action Committee 4 March,
• Coronavirus planning group meetings were held on 5 February and 24 February.
• Miscellaneous other planning meetings have been held with various specific stakeholder

groups especially MDHB Infection Prevention & Control, THINK Hauora (formerly Central
PHO) and MDHB Communications

8.2 Since February 1, what meetings have been held that included trained medical experts, to 
specifically discuss the latest clinical information regarding COVID – 19 cases (E.G. Lancet, 
NEJM, JAMA) and the projected requirements for equipment, ICU beds, medicines and 
healthcare workers to respond appropriately to a potential COVID – 19 pandemic, with specific 
consideration for the COVID – 19 disease. 

Our Medical Officer of Health/Public Health Medicine Specialist gave a presentation to the 
Postgraduate Medical Society on 18 February. This had a significant focus on 
virology/epidemiology 

8.3 Since January 15, what activities, such as additional training and simulations, have been 
undertaken related to preparations for a potential COVID-19 pandemic? 



Additional training has involved reinforcing standards of practice such as transmission-based 
precautions, hand hygiene and donning and doffing personal protective equipment (PPE), i.e. 
gowns, gloves, masks and eye protection to clinical staff in order of clinical priority. Training 
has included practical demonstration of donning and doffing PPE and theoretical measures to 
minimise the risk of cross infection. Training resources have included refreshed signage and 
guidance, training of trainers and work is progressing to develop a video resource to support 
staff. 

9. Emergency actions to secure your supply chains, particularly relating to medical supplies

9.1 Please provide information relating to any emergency actions, not normally undertaken,
underway since January 1 2020, to secure supplies of medical equipment and supplies for your
day to day healthcare provisioning obligations.

• A Supplies management work stream has been established consisting of materials
management staff and clinical advisers

• A Supply Chain issues group consisting of several DHBs has been established

• Daily review all item re-order levels particularly focusing on PPE

• We are sourcing alternate products and suppliers ( e.g. disposable curtains)

• We are establishing a PPE order form for public health organisations, GPs and aged care
facilities

• We have ordered an additional pallet of 500ml antimicrobial hand gel as a precautionary
measure

Please note that this response, or an edited version of this response, may be published on the 
MidCentral DHB website ten working days after your receipt of this response.  

If you are not satisfied with our response to your information request, you have the right to seek a 
review by way of complaint by the Ombudsman of our decision. Information about how to make a 
complaint is available at www.ombudsman.parliament.nz or freephone 0800 802 602. 

If you wish to discuss this decision with us, please feel free to contact me. 

Yours sincerely 

Deborah Davies 
Operations Executive, Primary, Public & Community Health 
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TRANSFER OF CARE (DISCHARGE) 
Applicable to: MidCentral DHB Issued by: Clinical Board 

Contact: Clinical Directors/ Director of 
Nursing/ Professional Advisors  

1. PURPOSE

To ensure that:

• each patient/ client has a safe and effective transfer of care  from inpatient services at
MidCentral DHB

• Transfer of care,  planning occurs, and commences at the patient/ client’s first contact with
the service

• Transfer of care planning is multi(inter) disciplinary and staff are aware of their roles and
responsibilities in the process

• the transfer of care process facilitates continuity and coordination of care following
discharge

• the transfer of care process is adequately documented
• plans for transfer of care are developed and documented in consultation with the patient/

client, as well as their family/ whanau/ carer and other health care providers
• inpatient care information and the reason for hospitalisation is provided in a timely manner

to the patient/ client and to those involved in the ongoing care of the patient/ client at the
time of transfer.

2. SCOPE

Clinical and administrative staff working within MidCentral DHB

3. ROLES & RESPONSIBILITIES

All Medical, Nursing and Allied Health staff involved in the patient/ client’s care

• Contributing to the transfer of care/discharge plan

Nursing Staff 

• Coordinating the development of a transfer of care plan
• Ensuring each patient/ client has an “identified” nurse who will take responsibility for co-

ordinating the transfer of care in accordance with the plan
• Completing the Nursing Summary Sheet  (MDHB-2582) for those patients who are being

transferred to residential care facilities
• Where appropriate entering into the electronic discharge summary information that

assists the patient following transfer of care

APPENDIX  ONE
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• Ensuring all referrals are made to appropriate services (with patients consent) and that
education has been given

• Coordinating arrangements for transport
• Actioning the discharge of those patients who have met criteria for discharge

Allied Health Staff 

• Participating in the transfer of care planning process
• Ensuring information relevant to the patients ongoing care is entered into the electronic

discharge summary
• If the patient is an outpatient then allied health staff are to follow their respective team

procedure

Medical Staff 

• Develop transfer of care plan to enable Charge Nurse / Associate Charge Nurse to discharge
patient after hours if appropriate

• Completion of an electronic discharge summary (or handwritten triplicate in rural centres)
and prescription for inpatients discharges at the time of discharge

• For patients transferred from ED a summary is completed.
• The resident medical officer writing the discharge summary is responsible for ascertaining

whether the registrar or consultant will be writing an additional or more expansive
discharge letter.  If so this should be noted in the discharge summary.

• Completing an electronic discharge summary (or handwritten triplicate in rural centres) for
deceased patients

• Ensure paper work is completed to enable discharge by 11 am if possible (where a patient
may go later in the day ie a maternity patient the 11 am time should not mean that they wait
until the next day to be discharged but rather the patient be discharged when their physical
well being indicates)

 Charge Nurse or Registrar 

• Notification of the patient/ client’s General Practitioner within 24 hours of the death of a
patient

Clerical staff 

• Collation of clinical record
• Discharging the patient off the patient management system.

4. PREREQUISITES

The patient/ client:

• does not need any further input from the service or
• their health has improved to an extent that they do not fulfil criteria for receiving inpatient

services that MidCentral DHB is contracted to provide or
• MidCentral DHB is unable to provide the specialist treatment or community care required

by the patient/ client or community resources, including residential care facilities, are
unable or not licenced to provide the care to meet the patient’s needs.

• The patient/ client (other than those committed under any section of the Mental Health
(Compulsory Assessment and Treatment) Amendment Act 1999, the Criminal Justice Act
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1985 or the Children, Young Persons and their Families Act 1989 – and amendments) 
decides to discharge themselves or the patient is receiving other compulsory in-patient 
treatment/care under a Court order. 

• The patient/ client has passed away.

A patient/client admitted with acute accident related injuries and transferred home from their 
acute episode requires a referral form to be scanned and emailed directly to the care agency if 
they require home help/personal cares etc. when they get home (ACC705 for short term supports 
and ACC 706 for complex cases requiring ACC supports). No letter or discharge summary goes to 
ACC as these patients come under the Acute Levy Funding and they are MidCentral’s 
responsibility for the next six weeks from date of discharge. 

If the patient is admitted with acute accident related injuries and then is discharged from their 
acute episode and are readmitted under ACC Non Acute Inpatient Rehabilitation, a Notification 
form ACC74 is sent to ACC via email (HawkesBayEI@acc.co.nz); this is for the first 21 days.  An 
Extension ACC739 form is then sent for extra 14 days approval to be received 
(HawkesBayEI@acc.co.nz ). If the patient then is to be discharged then an ACC9 is signed and 
sent to ACC via email (HawkesBayEI@acc.co.nz). 

Patients can be legally detained under section 16 Tuberculosis Act 1948 and section 126 Health 
Act 1956. 

5. POLICY

All patient/ clients treated as inpatients, outpatients, in the Emergency Department, or in the
community will have a transfer plan developed in consultation with them and relevant others,
and a timely and appropriate transfer of their ongoing care to their primary care provider or other
care provider.

Health care providers (other than MDHB) receive transfer of care information via the MDHB
inpatient or outpatient electronic discharge summary or via the triplicate paper format for the
rural centres only.

Discharge summaries only to be handwritten when the electronic system is down.

That a copy of the discharge summary is given to the patient at the time of transfer and a copy is
retained on the clinical record.  Where a patient resides with an alternative health care provider
or a residential care facility that a copy is also forwarded to them.

Hospital transfers both internal and external require a discharge summary to accompany the
patient but no prescription is needed.

For those patients being transferred from one service to another the patient must be discharged
and readmitted via the patient management systems ie Medical to STAR Wards

All patients should be transferred as soon as possible after they have been advised, to enable best
utilisation of hospital beds, with the expectation that this is prior to but not exclusive to 11 am.

For patients being discharged from Palmerton North Hospital the Transitory Care Unit
(TCU) should be used to await relatives or final discharge documentation/ processing (excludes
children, Mental Health and STAR Centre patients).

mailto:HawkesBayEI@acc.co.nz
mailto:HawkesBayEI@acc.co.nz
mailto:HawkesBayEI@acc.co.nz
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For those patients who self discharge against medical advice a ‘leaving hospital against medical 
advice’ form (MDHB-3068) is completed.  Where the patient refuses to sign the form an entry is 
made stating same in the progress notes. 

In the event of an “unsuccessful” discharge i.e. an unexpected clinical event 
occurring prior to the patient leaving MidCentral Health premises and assessment 
is required to be undertaken:  Dependent on the event and patient condition, the 
patient can be either returned to the ward of discharge, transferred to the TCU or 
ED, at which point a medical assessment must be completed to determine further 
clinical management or to resume safe discharge. 

6. MEASUREMENT CRITERIA

• Number of discharge summaries sent out to GPs and referral agencies within 48 hours of
discharge

• Patient/ client satisfaction with their transfer of care
• Number of electronic discharge summaries completed per line over number of patients

discharged
• Audit of discharge information in clinical records measuring accuracy of information and

timeliness of referral
• Number of complaints involving discharge process or information given

7. REFERENCES

NZS 8134:2008 Health and Disability Sector Standards
NZS 8153:2002 New Zealand Standards Health Records

8. RELATED MDHB DOCUMENTS

MidCentral Health
MDHB-2582 Nursing Care Summary 735561 -Form- 
MDHB-740 Hospital in the Home Referral and Management for Adults -Procedure- 
MDHB- 6397 Death of a Patient -Policy- 
MDHB-7412 Early Supported Discharge Star 4 -Procedure- 

Children’s Ward 
MDHB-355 Discharge Planning and Referrals -Guideline- 

Day of Surgery Admissions (DOSA) 
MDHB-214 Admission and Discharge of a Day Case -Guideline- 

Diabetes and Endocrinology  
MDHB-2495 Diabetes Resource Folder: Discharge Checklist Type 1 Diabetes & Type 2 Diabetes 

on Insulin -Resource Document- 

Intensive Care Unit 
MDHB-2985 Admission, Discharge and Transfer of ICU Patients -Guideline- 

Medical Oncology 
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MDHB-4306 Patient Education and Discharge Planning for patients Receving Antineoplastic 
Drug Treatment –Guideline- 

Mental Health Services 
MDHB-242 Discharge Planning - MHS -Procedure- 

Neonatal Unit 
MDHB-3348 Discharge Planning - Neonatal -Guideline- 

Operating Theatre 
MDHB-545 Operating Theatre Discharge Guidelines Discharge Guidelines –Guideline- 
MDHB-4628 PACU Discharge -Procedure- 

Women’s Health Unit 
MDHB-1991 Antenatal/Postnatal Discharge -Procedure- 
MDHB-2324 Discharge of Women and Babies Cared for by the Community Midwifery Service -

Procedure- 

9. FURTHER INFORMATION / ASSISTANCE

Charge Nurses
Clinical Executives
Chief Medical Officer,
Executive Director of Nursing and Midwifery
Executive Director Allied Health
Professional Advisors
Manager, Clinical Records
Clinical Records Committee

10. APPENDICES

Appendix 1 Key Components of Discharge Planning

11. KEYWORDS

Transfer of care, Discharge planning, Discharge summary, Nursing summary sheet, Referral
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Appendix 1 

KEY COMPONENTS OF TRANSFER OF CARE PLANNING 

• Transfer of care planning commences on the patient’s first attendance at the service

• Key questions asked at the initial assessment highlight potential planning needs

• Plan to be documented

• Referral to specialist nurses and allied health services as appropriate occur within 24 hours of
admission

• Patients/ clients, family/ whanau and carer(s) identified significant others participate in the
transfer of planning process, supported by information to allow them to make informed
decisions

• The multi(inter)disciplinary team contributes to the discharge plan (where the level of
physical disability precludes a safe discharge into the community a referral is made to
ElderHealth/ Rehabilitation Services/ Hospice Service)

• Case Coordinator involvement if assessed as being necessary

• The patient/ client is advised of the time and date of discharge

• All referrals enabling the patient/ client’s transfer to be effectively coordinated will be made at
least 24 hours prior to transfer.

• All administration requirements are completed prior to discharge and forwarded to
appropriate services, eg discharge letter, nursing summary sheet, prescription, outpatient
appointment, referral documentation, ACC certificate, etc

• Any travel arrangements required to be made by MidCentral Health are made prior to
discharge

• The patient is provided with the discharge summary and advised of follow-up arrangements
and who to contact if they have any problems or concerns post-discharge

• The GP or primary provider’s discharge summary/ letter is sent to the GP within 48 hours of
discharge

• In the event of the death of a patient/ client, a discharge summary is completed and the
General Practitioner is notified as soon as practicable



Operations Executive, Acute & Elective Specialist Services 
MidCentral Health, PO Box 2056, Palmerston North 4440 
Telephone (06) 356 9169 

23 March 2020 

E-mail:

Dear 

Official Information Act (OIA) Request 

Your e-mail of 24 February 2020 is acknowledged and has been passed on 
to me for response. 

You have requested the following information. 

• The number of patients currently on the DHB’s
Ophthalmology wait list (as at 1 February 2020>

New Patients     299
Follow up Patients  2,709

• A breakdown of how long these patients have been waiting
for appointments – broken down by the time between the
initial referral and first appointment (as at 1 February 2020).

New Patients 1-14
days

15-30
days

31-60
days

61-90
days

91-120
days

121-150
days

>150
days

Ophthalmology 41 34 102 80 36 3 3 

• Those waiting for/overdue for follow-up appointments (as at
1 February 2020).

MidCentral DHB has 479 patients waiting for overdue follow up as at 1
February 2020.

• The number of patients referred/transferred from the DHB’s
Ophthalmology Service to private providers or other outside
contractors, broken down by calendar year from 2008 –
2019.

None.
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• The number of dedicated clinics (including, but not exclusive
to; catch up clinics, weekend and evening clinics) over and
above held by the DHB, broken down by calendar year.

None.

• The number of adverse events recorded by the DHB due to
Ophthalmology delays.

During the last data remediation, there were three identified SAC 2
events.

I trust this addresses your questions. If you have any further questions 
regarding this response, please do not hesitate to contact me. 

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website 10 working days after your 
receipt of this response. 

Yours sincerely 

Lyn Horgan 
Operations Executive 
Acute & Elective Specialist Services 



Finance & Corporate Services 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 8800    Fax: 06 350 8080 

Ref: Y20-329 

25th March 2020 

Dear 

This is in response to your Official Information Act 1982 dated 26 February 2020 
requesting information regarding various expenditure items. 

You asked the following questions to which we have responded: 

1. Cost break down of Christmas party allocations for each department of MDHB,
including head office, for year 2019.

The DHB funded two Christmas celebrations during December of 2019. The two 
celebrations were held at Palmerston North Hospital and Horowhenua Health Centre 
for staff employed at those locations and invited guests. The total cost was $34,320 
and $3,801 respectively. This equates to less than $16.00 per full time equivalent staff 
member.    

2. Cost break down of all end-of-year bonuses allocated in year 2019 by person &
job title

Total bonuses for the 2019 year totalled $52,418 and this was spread across 23 
employees. Providing this information by person and job title is withheld under 
section 9 (2) (a) of the Official Information Act 1982. 

3. Cost break down of all international travel taken by Chief Executive, paid for by
MDHB in year 2019.

All travel and expenses of the Chief Executive are published on the MDHB website. 
This occurs annually and is based on a financial year, ie ending 30 June. The 
information you request will therefore be included in both the 2018/19 and 2019/20 
returns.  The 2018/19 return is available on our website (see link below), and the 
2019/20 return will be published by 31 July 2020.   

http://www.midcentraldhb.govt.nz/AboutMDHB/BoardandCommittees/Documents/C
E-Expense-Disclosure-Workbook%20-2018-19.xls

http://www.midcentraldhb.govt.nz/AboutMDHB/BoardandCommittees/Documents/CE-Expense-Disclosure-Workbook%20-2018-19.xls
http://www.midcentraldhb.govt.nz/AboutMDHB/BoardandCommittees/Documents/CE-Expense-Disclosure-Workbook%20-2018-19.xls


Finance & Corporate Services  
MidCentral DHB, PO Box 2056, Palmerston North Central, 4440.  

4. Stipulated where Chief Executive travelled & purpose.

The annual disclosure of Chief Executive expenses includes the locations visited and 
purpose of each trip. 

If you are not satisfied with this response you have the right to raise any concerns 
regarding our response with the Ombudsman – www.ombudsman.parliament.nz or 
0800 802 602. 

Please note that this response, or an edited version, may be published on the 
MidCentral DHB website ten working days after your receipt of this response. 

Yours sincerely, 

Neil Wanden  
General Manager, Finance & Corporate Services 

http://www.ombudsman.parliament.nz/


Operations Executive, Acute & Elective Specialist Services 
MidCentral Health, PO Box 2056, Palmerston North 4440 
Telephone (06) 356 9169 

10 March 2020 

E-mail:

Dear 

Official Information Act (OIA) Request 

Your OIA request of 27 February 2020 to MidCentral District Health Board 
(DHB) is acknowledged. 

You have requested the following information; 

 The total cost to the DHB from the measles epidemic,
between January 1 and December 31, 2019, broken down by
the reasons for the costs.

Total cost relating to both inpatient admissions
& Emergency Department (ED) presentations   $8,273

This figure is based on the average cost of an ED presentation and
episode level costing of the inpatient admissions.

 The total number of measles-related presentations between
January 1 and December 31, 2019, broken down by month.

Presentations to ED where ED diagnosis is measles follow;

March 2 
July 3 
August 3 
September 1 
October 5 
November 2 
Total 16 
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 The total number of measles-related admissions between
January 1 and December 31, 2019, broken down by month.

Admissions to Palmerston North Hospital with coded diagnosis of
measles.  (NB:  Two of these three are Emergency Medicine
admissions.)

August 1 
September 1 
October 1 
Total 3 

 The total number of measles-related ICU admissions and
average bed days in ICU between January 1 and December
31, 2019, broken down by month.

There were no measles related ICU admissions and bed days in 2019.

 The total of bed days recorded by the DHB due to measles-
related illness, broken down by month.

No bed days were recorded for episodes with measles related
diagnoses.  The three inpatient episodes were all day cases.

Please note that this response, or an edited version of this response, may 
be published on the MidCentral DHB website 10 working days after your 
receipt of this response. 

Yours sincerely 

Lyn Horgan 
Operations Executive 
Acute & Elective Specialist Services 



26 March 2020 

Dear 

Official Information Act Request – Y20-345 

Your Official Information Act request for the following information was transferred to 
us by the Ministry of Health on 27 February 2020. Our response is in respect of 
MidCentral DHB and we advise as follows: 

As discussed with you on the phone 4/3/2020 to clarify the request. You are 
requesting the number of incidents (not complaints) recorded where staff and or 
patients have been subject to abuse as per the list below. 

• The number of incidents made to the DHB by staff members for the calendar
years of 2019, 2018 and 2017 for each of the following:

o Physical assault/abuse
o Verbal assault/abuse
o Psychological assault/abuse
o Racial assault/abuse

2019 2018 2017 
The number of sexual harassment reports by 
person (s) employed (staff) by the DHB in the 
calendar years of 2019, 2018 and 2017, broken 
down by whether they involved either patients 
or other staff.  

4 
(patient 

incidents) 

7 
(patient 

incidents) 

11 
(patient 

incidents) 

The number of sexual harassment reports 
made by patients to the DHB in the calendar 
years of 2019, 2018 and 2017, broken down by 
involving either other patients or staff.   

5 
(verbal) 

8 
(verbal) 

7 
(verbal) 

The number of sexual harassment reports made by staff against patients are as above. 
These are incidents of inappropriate sexual conversation or sexual touching such as 
on the breasts or buttocks by patients to staff. 

Limited information is available from the incident reporting or complaint reporting 
systems particularly when involving staff as staff complaints/incidents are also 
managed by Human Resources.



Quality & Innovation 
MidCentral District Health Board, PO Box 2056, Palmerston North 
Phone: 06 350 8030 

Incidents are completed by staff members into our incident reporting system when 
any of the following occur: 

• Staff are assaulted (verbally or physically) by a patient and or visitor
• Staff feel threatened during their working day by a patient and or visitor
• Staff are racially harassed by a patient and or visitor
• Staff are sexually harassed or physically violated by a patient and or visitor

These incidents can be logged in two ways. Staff can log an incident under their name. 
Generally this occurs when the staff member has been the one physically hurt, when 
the incident involved a visitor or when the staff member does not know the patients 
identification details. The other way incidents are logged is against the patients 
details. 

Staff reported incidents 2019 2018 2017 
Physical assault/abuse 63 91 43 

Verbal assault/abuse 13 26 14 

Psychological assault/abuse 0 0 1 

Racial assault/abuse 1 1 1 

Patient incidents – reported by staff against the patient 2019 2018 2017 
Physical assault/abuse 335 359 306 

Verbal assault/abuse 82 74 75 

Psychological assault/abuse 65 50 37 

Racial assault/abuse 5 1 0 

With regard to the question The number of incidents made to the DHB by patients for 
the calendar years of 2019, 2018 and 2017, MDHB is unable to answer this question as 
it does not receive incidents by patients of abuse.  

Yours sincerely 

Judith Catherwood 

  Please note that this response, or an edited version, may be published on the MidCentral DHB 
website ten working days after your receipt of this response.



Operations Executive, Acute & Elective Specialist Services 
MidCentral Health, PO Box 2056, Palmerston North 4440 
Telephone (06) 356 9169 

24 March 2020 

E-mail:

Dear 

Official Information Act (OIA) Request 

Your e-mail of 2 March 2020 is acknowledged and has been passed on to me for 
response. 

You have requested the following information. 

(1) The total number of patients who have waited longer than six
hours in the Emergency Department (ED) each month for the
last five years (January 2015 – December 2019), with a
breakdown by gender, ethnicity and age.

This information is attached as Appendix 1.

(2) The total number of people prescribed painkillers after
presenting to the ED each month for the last five years
(January 2015 – December 2019), with a breakdown by
gender, ethnicity and age.

We are unable to provide data to this level of detail.

(3) The shortest, average and longest wait time for a patient to be
referred from the ED to the Gynaecology Department each
month for the last five years (January 2015 – December 2019).

We are unable to provide data to this level of detail.

(4) The shortest, average and longest wait time for a patient to be
referred from the ED to the Cardiology Department each month
for the last five years (January 2015 – December 2019).

We are unable to provide data to this level of detail.

(5) The shortest, average and longest wait time for a patient to be
referred from the ED to the Urology Department each month
for the last five years (January 2015 – December 2019).

We are unable to provide data to this level of detail.
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(6) The number of declined referrals from the ED each month for 

the last five years (January 2015 – December 2019), with a 
breakdown by gender, ethnicity and age. 

 

 We are unable to provide data to this level of detail. 
 
(7) The total number of complaints received by the DHB relating to 

a referral to a Mental Health service each month for the last 
five years (January 2015 – December 2019), with a breakdown 
by gender, ethnicity and age.  Also with one sentence to 
explain what each complaint is about. 

(8) The total number of complaints received by the DHB relating to 
undiagnosed symptoms or misdiagnosed conditions each 
month last year (January 2015 – December 2019), with a 
breakdown by gender, ethnicity and age.  Also with one 
sentence to explain what each complaint is about without 
naming or identifying anyone. 

 

This information is attached as Appendix 2. 
 
I trust this addresses your questions. If you have any further questions regarding 
this response, please do not hesitate to contact me. 
 
Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website 10 working days after your receipt of 
this response. 
 
 
 
Yours sincerely 
 
 
 
 
 
Lyn Horgan 
Operations Executive 
Acute & Elective Specialist Services 
 
 
 

 
 







 

 

 
Appendix 2 
 

Issue 
Category 

Month/Year 
Received 

Patient 
Ethnicity 

Patient 
Age 

Patient 
Gender 

Summary 

 
Diagnosis 

 
June 2017 

 
NZ European 

 
41 

 
Male 

 
Patient requests a re-assessment of his condition as he 
feels he was misdiagnosed. 

 
Diagnosis 

 
April 2018 

 
NZ European 

 
64 

 
Female 

 
Questions surrounding diagnosis. 

 
Diagnosis 

 
April 2018 

 
NZ European 

 
32 

 
Male 

 
Request for a prompt diagnostic report to enable 
assessment and support. 

 
Diagnosis 

 
May 2018 

 
NZ European 

 
47 

 
Female 

 
Request for a change of Key Worker and a second 
opinion for diagnosis. 

 
Diagnosis 

 
October 2018 

 
Fijian 

 
58 

 
Female 

 
Concerns in regard to misdiagnosis resulting in 
immediate concerns regarding WINZ payments. 

 
Referral Declined 

 
March 2015 

 
NZ European 

 
29 

 
Female 

 
Not happy with Mental Health service refusing patient 
after three incidents of not arriving for appointments. 

 
Referral Prioritised 

 
June 2017 

 
NZ European 

 
57 

 
Female 

 
Distressed by referral to one centre instead of another 
despite agreement to no longer engage with first centre. 

 
Referral Declined 

 
February 2018 

 
NZ European 

 
57 

 
Female 

 
Upset at having her application declined. 

 
Referral Declined 

 
December 2018 

 
NZ European 

 
29 

 
Female 

 
Concerns regarding access to the Mental Health service 
and two referrals having been declined. 

 



Finance & Corporate Services 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 8800    Fax: 06 350 8080 

24 March 2020 

Ref: Y20-424 

Dear 

In response to your Official Information Act 1982 dated 4 March you asked the following 
questions:   

“The tender named Facilities Maintenance and Hotel Services for MidCentral and Whanganui 
District Health Boards (reference: MDHB # 12440) covers the following services; 

 Building Management Services  Cleaning Services
 Utilities Management Services  Security Services
 Waste Management Services  Orderly Services
 Grounds & Gardens Maintenance Services  Food Services and Meals on Wheels Services
 Pest Control Services  Retail Food Services
 Fleet Management and Transport Services

Can you please confirm the current job titles of employees under the current provider of these 
services and the current number of employees currently in these roles. In addition to this, can you 
please specify the current provider of each of these services.” 

In respect to the first two parts of your question, MidCentral does not hold this information. 
In response to the last part of your question, MidCentral can advise Spotless Services (NZ) 
Limited is the current contracted provider for all the services outlined in your question.   

If you are not satisfied with this response you have the right to raise any concerns regarding 
our response with the Ombudsman – www.ombudsman.parliament.nz or 0800 802 602. 

Please note that this response, or an edited version, may be published on the MidCentral 
DHB website ten working days after your receipt of this response. 

Yours sincerely, 

Liam Greer 
Manager, Facilities & Estate Management 



Operations Executive, Acute & Elective Specialist Services 
MidCentral Health, PO Box 2056, Palmerston North 4440 
Telephone (06) 356 9169 

13 March 2020 

E-mail:

Dear 

Official Information Act (OIA) Request 

Your e-mail of 11 March 2020 in response to my letter of 18 February 2020 is 
acknowledged. 

You have requested the further information regarding dialysis care in New 
Zealand; 

• Where are the nursing staff who visit the Home Dialysis patients
employed?

The nurses are employed by MidCentral District Health Board into the Renal
Service – these are salaried positions.

• Do private Nephrologists get payment from the DHBs?

No.  Doctors who have a specialist private practice are fully paid by the
patients they see in that practice.

I trust that this information has been of interest to you.  We would be pleased 
continue sharing information with you either by e-mail or video link with you 
should you like to expand on any of the topics we have outlined. 

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website 10 working days after your receipt of 
this response. 

Yours sincerely 

Lyn Horgan 
Operations Executive 
Acute & Elective Specialist Services 



Quality and Innovation 
MidCentral District Health Board, PO Box 2056, Palmerston North.  
Phone: 06 3508030 

1 April 2020 

Dear 

Official Information Act Request 

We received your Official Information Act Request on 13th March 2020 for the 
following: 

1. I would like a detailed breakdown of any and all incidents
relating to equipment not being properly sterilised by the
District Health Board from March 2019.

2. Please clarify if the lack of sterilisation was picked up before
or after patient exposure.
And I ask that anything within the spirit of this request that
is not mentioned be included in the response.

MidCentral District Health Board (MDHB) has two recorded incidents related 
to equipment not being properly sterilised for the period requested to date. 

Incident 1 – Half way through an acute laparoscopy/ laparotomy, the wrap that 
a laparotomy tray was packed in, was noted to have a tear.  This was identified 
and addressed appropriately prior to patient exposure. 

Incident 2 – Whilst setting up for a surgical procedure, it was noted that a 
disposable insert had been left in the sheath from a previous operation and 
sterilised by sterile services.   This was noted prior to the procedure and an 
alternative pack was used.  The disposable item was removed and the 
equipment was re-sterilised.   

Please note that this response, or an edited version, may be published on the 
MidCentral DHB website ten working days after your receipt of this response 

Yours sincerely 

Judith Catherwood, General Manager 



Clinical Executive – Cancer Screening, Treatment and Support 
P N Hospital, Private Bag 11036, Palmerston North.  Phone: +64 (6) 350 8439

20 March 2020 

Dear 

Official Information Act Request - Use of Avastin in DHBs 
hospitals 

I am responding on behalf of MidCentral District Health Board (DHB) 
to your request for information on 16 March 2020 for the following:   

• Is the drug Avastin - used to treat cancers - administered to
any patients in the DHBs public hospitals?  If so, what is the
drug used to treat and how many patients are treated with it?

Avastin is not publically funded for IV use in cancer treatment
in public hospitals.

If you would like any further clarification regarding our response 
please don’t hesitate to contact me via my Executive Assistant at 
maree.saunders@midcentraldhb.govt.nz. 

Please note that this response, or an edited version of this response, 
may be published on the MidCentral DHB website ten working days 
after your receipt of this response. 

Yours sincerely 

Dr Claire Hardie 
Clinical Executive 
Cancer Screening, Treatment and Support 

CC  MidCentral District Health Board, Corporate Records 
OIA Services Email:oiagr@health.govt.nz 

mailto:maree.saunders@midcentraldhb.govt.nz
mailto:oiagr@health.govt.nz


Primary, Public and Community Health 
MidCentral District Health Board, PO Box 2056, Palmerston North.  Phone: 06 350 8913 

27 March 2020 

Email: 

Dear 

Re: Request pursuant to the Official Information Act 1982 (“OIA”) re abortion services 
concerning the second and third trimesters only 

Thank you for your OIA request dated 22 March 2020. Your request is acknowledged 
and has been passed onto me for a response.  

Your request sought information that is outlined below: 

1. Access to abortion services (surgical or medical) throughout New Zealand,
whether via public or private services (including but not limited to District Health
Boards (DHB’s), clinics, General Practitioners (GPs) or otherwise)

 Services are provided up to 15 weeks gestation at The Women’s Clinic Palmerston
North who are contracted by MidCentral District Health Board.

 General Anaesthetic surgical abortion services up to 19+6/40 are provided by
Capital Coast District Health Board, but the women are seen initially by the
Women’s Clinic in Palmerston North.

 Women exceeding 20 weeks gestation are referred to Marie Stopes Australia
(rarely funded).  The women either self refers directly to Marei Stopes or through
a referral from The Women’s Clinic.

 Induction of Labour through our Maternal Foetal Medicine process

 Abortion services for foetal abnormality are performed by the Obstetrician/
Gynaecologists at MidCentral District Health Board

2. The identity of which entities (or person) are providing abortion services (surgical
or medical) throughout New Zealand, whether via public or private services
(including but not limited to DHB’s, clinics, GPs or otherwise)

 As per question 1

3. Provision of abortion services (surgical or medical)

 As per question 1



4. The identity of which entities (whether Ministries or Departments or otherwise)
are resourcing abortion services (surgical or medical throughout New Zealand,
whether via public or private services (including but not limited to DHB’s, Clinics,
GPs or otherwise)

 MidCentral District Health Board funds abortion services in MidCentral region.

 We are not aware of other Ministries or departments funding

5. Resourcing abortion services (surgical or medical)

 See question 4

6. The identity of which entities (whether Ministries or Departments or otherwise)
are funding abortion services (surgical or medical throughout New Zealand,
whether via public or private services (including but not limited to DHB’s, Clinics,
GPs or otherwise)

 See question 4

 See Question 1

7. Funding abortion service (surgical or medical)

 As Question 1.

 Up to 20 weeks funded by MidCentral District Health Board

 Note this does not include non New Zealand  residents who self-fund

8. Ministry of Health advice (or by any other Ministries or Departments or DHBs or
otherwise) to the Minister of Health regarding access to, or provision of funding of
surgical or medical abortion services throughout New Zealand.

 Abortion services are required to be funded for MidCentral District Health Board
residents, preferably with a local service or in another region if not.

9. The DHB’s advice to the Minister of Health regarding access to, or provision of or
funding of surgical or medical abortion services throughout New Zealand and the
particular area for which your DHB is responsible.

 As per question 1



10. The DHB’s policies, stance or advice regarding conscience objections regarding
abortion services, whether by any medical health practitioner, employee,
contractor or otherwise.

 The DHB does not have a specific policy regarding this question, however it is
expected that if a staff member had their own objections regarding abortion they
would refer on to someone who would provide the service with no
judgement/objection/delay to service.

11. The DHB’s review of its policies, stance or advice regarding conscience objections
regarding Abortion services, whether by any medical health practitioner,
employee, contractor or otherwise

 The Women’s Clinic believe they do not have right to conscientious objection as
an abortion provider and believe they are exempt from offering this option to our
employees.

 See question 10.

12. The DHB’s consideration of steps to be taken or steps taken to manage or respond
to issues (highlighted by the Abortion Legislation Bill before Parliament and the
Select Committee.

 The Women’s Clinic has been in contact with the Abortion Law Reform Team at
the Ministry of Health to ensure that all of its services will meet the specifications
of the new law.

 The Women’s Health Service at MidCentral District Health Board are aware of
their obligations as above.

Please note that this response, or an edited version of it, may be published on the 
MidCentral DHB website ten working days after your receipt of this letter.  

We hope this information is what you require.  If you have further questions please do 
not hesitate to contact me on (06) 3508031.  

Yours sincerely 

Sarah Fenwick 
Operations Executive 
Healthy Women, Children and Youth 



Finance & Corporate Services 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 8800    Fax: 06 350 8080 

3 April 2020  

Ref: Y20‐655 

Dear 

OIA Request  

Your request dated 31 March 2020, under the Official Information Act, for the 
following information is acknowledged and we further advise as follows: 

The number of ventilators held by your organisation on March 31, 2020. 
Average usage rate for such equipment over the 2019 calendar year 
Expected or modelled monthly surge demand for such equipment caused by the 
Covid‐19 outbreak 

MidCentral DHB has 7 ventilators. 

The average usage rate of the equipment during 2019 is not measured.  Ventilator 
usage is not data that is collected or collated.  We are therefore unable to answer this 
question. This request is declined under section 18 (g) of the Official Information Act 
1982. 

No local modelling has been done on surge demand for ventilators during COVID‐19.  

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website ten working days after your receipt of this 
response. 

If you are not satisfied with this response you have the right to raise any concerns 
regarding our response with the Ombudsman – www.ombudsman.parliament.nz or 
0800 802 602. 

Yours sincerely 

Neil Wanden  
General Manager, Finance & Corporate Services  



16 April 2020 

By Email:  

Ref:  H202001268 

Hi 

Transferred OIA regarding MDHB’s DMA-2019 

For context, the MidCentral District as a whole completed Te Awa, the District Digital 
Strategy in 2018. This is a five-year strategic approach to transform the way the 
MidCentral District as a whole delivers digital Healthcare Services which will be 
done over three phases.  

Key to the strategy is a whole of the system approach for all providers across the 
District. The Central PHO (now Think Hauora) were integral to the development and 
design of the strategy, and the process to develop the strategy had extensive 
District engagement including locality based community roadshows across the 
District.   

As part of the first phase of the implementation of Te Awa, HIMSS Digital Maturity 
Assessments across 5 areas have been completed. The aim was to establish a 
baseline and identify any opportunities for improvement. The two main participants 
were MidCentral DHB and Think Hauora PHO. Although some representatives from 
residential and community care providers completed the assessment, they were in 
no way a representative of all such providers across our District, and therefore their 
results were not included.  It should be noted that HIMSS DMA process is quite 
hospital centric, however MidCentral DHB, THINK Hauora and other community 
partners, collectively found the process useful, as it has established a common 
language and understanding of the baseline of our digital maturity.  

 The results of the HIMSS assessment across 5 areas are as follows: 

HIMSS Assessment MidCentral DHB Think Hauora 

Continuity of Care Maturity 
Model  

0 2 

Electronic Medical Record 
Adoption Model  

0 Not applicable 

Outpatient - Electronic 
Medical Record Adoption 
Model  

1 5 

Infrastructure adoption 
Model  

0 Not applicable 

Analytics Adoption Model 
for Analytics Maturity  

0 Not applicable 

The results of the assessments were not anticipated and were consistent with other 
internal reviews undertaken to obtain a baseline of our digital maturity and 
capability.  For MidCentral DHB, it has highlighted, that in some of the higher levels 



Page 2 

of digital maturity, MidCentral DHB has almost completed the requirements, 
therefore for small investments we expect to have some quick wins improving our 
overall digital maturity.   

In parallel to the HIMSS assessment process, the District has developed an initial 
view of a District Reference Architecture and reviewed seven layers of capability 
within this.   

For MidCentral DHB, both the HIMMS assessments and Reference Architecture 
review highlights the effect of a sustained lack of historic investment, and the burden 
of legacy technology and application portfolio creates.   

Both HIMMS assessments and Reference Architecture review describe the starting 
point for our Te Awa journey, where the delivery of digital health will enable new 
ways of working to support Clinicians to improve consumer outcomes.  This will 
include guiding the development of our long term EMR/EPR roadmap and 
importantly the required portfolio investment to deliver it.   

As a result of this activity the District will now move onto the next stage of the 
Districts Te Awa digital strategy by developing a road map of digital health activity 
that will be implemented in the District in the coming years.  

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website ten working days after your receipt of this 
response.  

Kind regards 

________________________ 
Steve Miller 
Chief Digital Officer 



Te Uru Kiriora, Primary Public and Community Health 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440 

13 March 2020 

Dear 

Your Official Information Act request regarding COVID-19 (“Coronavirus”) Epidemic 
Preparations 

Thank you for your enquiry regarding preparations for a potential outbreak of COVID-
19, which was transferred to MidCentral District Health Board by the Ministry of 
Health on Tuesday 10th March 2020. 

In response to your questions we advise as follows: 

1. What preparations has the DHB made to prepare for the epidemic in the miid
central catchment?

2. Seeing that the COVID-19 first wave is likely to coincide with our winter 'flu season,
how many patients could the hospital cater for. Please give a number estimate.

3. Estimates by experts suggest that 20% of infected people will require
hospitalization. This may be several thousand in the Manawatu. How will MCDHB
attempt to cope? What will happen to people who require treatment for
pneumonia, who are turned away?

4. Does the DHB have sufficient protective gear for your staff?
5. What oxygen generating capacity does the DHB have? ( l/day)

MidCentral District Health Board has a Pandemic Plan which sets out how it will 
respond to such events. This includes both primary and secondary care services and 
the DHB’s role in a national response. This document is available on our website, 
together with other information specific to COVID-19. 

www.midcentraldhb.govt.nz/PatientsandVisitors/GeneralInformation/Pages/Coronavi
rus.aspx# 

We also refer you to the Ministry of Health’s website www.health.govt.nz which 
provides a wide range of information, including the availability of personal protective 
equipment for health workers. 

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website ten working days after your receipt of this 
response.  

http://www.midcentraldhb.govt.nz/PatientsandVisitors/GeneralInformation/Pages/Coronavirus.aspx
http://www.midcentraldhb.govt.nz/PatientsandVisitors/GeneralInformation/Pages/Coronavirus.aspx
http://www.health.govt.nz/


Finance & Corporate Services  
MidCentral DHB, PO Box 2056, Palmerston North Central, 4440.   

If you are not satisfied with our response to your information request, you have the 
right to seek a review by way of complaint by the Ombudsman of our decision. 
Information about how to make a complaint is available at 
www.ombudsman.parliament.nz or freephone 0800 802 602. 
 
If you wish to discuss this decision with us, please feel free to contact me. 
 
Yours sincerely 
 
 

 
 
 
Deborah Davies 
Operations Executive 
Primary, Public & Community Health 
 
 



9 April 2020 

Dear 

Official Information Act (OIA) Request – Hospital Waiting Times 

Your OIA request of 13 March 2020 is acknowledged. 

For clarification, all MidCentral District Health Board (MDHB) patients that 
receive certainty of treatment receive a letter advising them that they have been 
placed onto the Planned Care booking list with the intent of providing their 
surgery within four months. 

However, some patients that require more urgent surgery often will be 
allocated a date for surgery at the time of their outpatient assessment therefore 
do not receive this letter. 

You have requested information regarding; 

1. In the past 12 months, in terms of surgery that has been classified as
“urgent” by the DHB, how many patients have been told they would
need to wait 20 weeks, 30 weeks, or 40 weeks or more their
procedure).

Speciality 0-14
Days

15-30
Days

31-60
Days

61-90
Days

91-
120 
Days 

121-
150 
Days 

151-
180 
Days 

>180
Days

General Surgery 280 164 140 27 11 5 2 3 
Urology 75 79 142 94 47 28 9 7 
Gynaecology 53 64 50 14 10 3 2 
Ophthalmology 22 8 1 1 

MidCentral DHB does not provide Planned Care Neurosurgery. 

If you have any further questions regarding this response, please do not hesitate 
to contact me. 

Yours sincerely 

Lyn Horgan 
Operations Executive Acute & Elective Services 



Healthy Ageing and Rehabilitation 
MidCentral Health, Private Bag 2056, Palmerston North 4440 
Phone 06 350 8372 

16 April 2020 

Dear 

Our Ref: Y20-544 

In reference to your official information request to Zoe Royden, dated 24 February 
2020 please find below responses for Part 1 and 4. 

1. Does NASC have a manual for Older Person’s health?

 Supportlinks does not have a NASC Manual for Older Person’s health – we
do have a staff operations guide which is different from a NASC Manual.

2. Number of over 65's receiving long term HCSS - personal care and household

management are recorded separately:

 1-10 hours   -   Personal Care – 1184, Home Management - 675

 11-20 hours -   Personal Care  -  107

 21-30 hours -  Personal Care -    13

 31-40 hours -  Personal Care -     3

 40 + hours    - Personal Care -     3

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website ten working days after your receipt of this 
response. 

If you wish to discuss any aspect of your request with us, please feel free to contact 
me. 

Yours sincerely 

Andrew Nwosu 
Operations Executive 
Healthy Ageing and Rehabilitation 



Finance & Corporate Services 
MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 
Tel: 06 350 8800    Fax: 06 350 8080 

30 April 2020  

By email:  

Ref: Y20‐654b 

Dear 

OIA Request  

Your request dated 31 March 2020, under the Official Information Act, for the 
following information is acknowledged and we further advise as follows: 

Typical monthly use rates for the above items (gloves, masks, face screens) for the 
2019 calendar year 

Following on from our previous correspondence, please find below information 
relating to 2019 monthly usage for PPE, we expect that usage is closely correlated 
with our rate of stores replenishment for these items, as follows: 

2019  Minimum number of stock units 2019 

Jan  20,094 
Feb  20,149 
Mar  21,069 
Apr  21,677 
May  24,839 
Jun  19,705 
Jul  25,433 
Aug  24,239 
Sep  25,032 
Oct  24,465 
Nov  23,227 
Dec  22,697 

Due to the bulk order nature of these items, exact numbers of individual items cannot 
be given.  Stock is held and supplied in bulk and has many variables, e.g. gloves has 
over 100 variants, some are supplied in boxes of 500 (250 pairs), some are per packet 
(10 pairs) and some are ordered per pair.   



Finance & Corporate Services  
MidCentral DHB, PO Box 2056, Palmerston North Central, 4440.  

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website ten working days after your receipt of this 
response. 

If you are not satisfied with this response you have the right to raise any concerns 
regarding our response with the Ombudsman – www.ombudsman.parliament.nz or 
0800 802 602. 

Yours sincerely 

Neil Wanden  
General Manager, Finance & Corporate Services  



Te Uru Kiriora, Primary Public and Community Health 

MidCentralDHB, PO Box 2056, Palmerston North Central, 4440. 

24 July 2020 

Dear 

Official Information Act Request around: clarification of “the medical evidence used” 
in establishing that consumption of raw milk was either the cause of the illness, or 
the most likely cause of the illness. 

Thank you for your request of Friday 13 March 2020. The request arrived during the 
response phase to the COVID-19 pandemic, and we were unable to respond within 
the statutory period.  

More recently we were able to start working on your request and in doing so 
discovered that some of the information you are seeking related to another provider. 
As advised in our letter of 15 July, this component was transferred to Regional Public 
Health Services (the Public Health Unit that covers Hutt Valley, Capital and Coast and 
Wairarapa DHBs).  

The transfer covered two of the outbreaks: 
OB-14-104827-WN (Outbreak 2 on your list) 
OB-15-105991-WN (Outbreak 4 on your list) 

We have now completed the background work on the remaining outbreaks and 
answered the questions that you asked. This information is in the attached document. 

Please note that this response, or an edited version of this response, may be 
published on the MidCentral DHB website ten working days after your receipt of this 
response. 

If you are not satisfied with our response to your information request, you have the 
right to seek a review by way of complaint by the Ombudsman of our decision. 
Information about how to make a complaint is available at 
www.ombudsman.parliament.nz or freephone 0800 802 602. 

Yours sincerely 

Deborah Davies 
Operations Executive 
Te Uru Kiriora, Primary Public and Community Health 



Raw Milk OIA 

Outbreak one: 
This outbreak was identified with a “report date” 31 January 2014, causing illness (Giardia) to five people, aged 5 and 57 years. 
The comment provided regarding the source of the outbreak was “Exposure to Raw Milk, untreated water, animal contact: contact 
with infected person”. 
What information was sought from the “cases”, themselves? Two of the five cases provided information themselves, the other 

three cases were children and the mother provided the answers. All 
cases are asked to provide the following information: 

 The identification of the case

 Demographic characteristics

 Symptoms

 Illness onset date

 Foods that have been consumed- specifically asking about:
Chicken/poultry/duck/ Pork/bacon/ Beef/veal/
Lamb/mutton/ Home kill meats or Hunted meats/ Deli
cooked meats/small goods/pâté/ Chicken or mammal livers-
Were any of the meats eaten undercooked?

Raw/unpasteurised milk (cow, goat, sheep), Raw/unpasteurised 
cheese 
Bagged salad greens/Deli salads/ Raw vegetables and/or fruits/ 
Sprouts/ Juices and/or cider/ Raw or runny eggs/ Raw dough or 
batter/ Uncooked seafood/ Dairy/meat substitutes (e.g. tofu, soy). 

 During the incubation period before the onset of illness,
whether they handled or were exposed to any of the
following foods:

Raw chicken/ Raw meat/s 

 Food premises eaten at including
Friends or family homes/ Farmers market/mobile 
Food stall/gala/ Supermarket/bakery/ Restaurants/cafes/ Takeaway 
shop/s/ Service station/dairy/ An organised function/ BBQ/s/ Other 
(describe): 

 If raw milk was consumed

 Drinking water sources/ treatment



 Recreational water contact

 Human contact

 Animal contact-type/s

 Environmental factors- Camping/ farm visits

 Faecal contact

 Occupation

 Travel details

 Clinical course

 Anything the case thinks maybe a possible source not already
mentioned.

What information was sought from other sources, and what 
were these other sources? 

Information was sought from the general practice in five of the cases, 
for symptoms and treatment.  
Northland DHB carried out a case investigation on one case as the 
case resided in their area and only visited Palmerston North, the 
case’s details were passed on to Northland for investigation. 

What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 

Faecal testing performed to identify microbiological cause of the 
illness, the potential source(s) was/were identified on the basis of the 
questionnaire responses. 

What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 

Raw milk was one of a number of probable causes recorded due to 
the responses to the questionnaire. 

What other foods did the “cases” consume that may have 
caused the illness? 

From our investigations the other food items that could have 
potentially caused the illness was hunted venison that was home 
killed. The other possibility was the raw milk consumption. 

What non-food sources were investigated as possible causes of 
the illness? 

Drinking water sources/ treatment- none of the cases reported 
consuming untreated water during the at risk period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside the region or 
country in the at risk period. 



Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact- one of the cases reported contact with cows. 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
Faecal contact/ occupation- there were children in nappies within the 
household. 

What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Drinking water sources/ treatment- none of the cases reported 
consuming untreated water during the at risk period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside of the region 
or country in the at risk period. 
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact one of the cases reported contact with chickens, a 
dog and a cat. 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
Faecal contact there were children in nappies within the household. 

Outbreak two: The cases involved in this outbreak lived in the Regional Public Health (RPH) area -not MidCentral DHB these cases were 
investigated by RPH so this part of the OIA request has been transferred to RPH. 
This outbreak was identified with a “report date” 5 May 2014, causing illness (Campylobacter) to six people, aged from 1 to 56 
years. The comment provided regarding the source of the outbreak was “Raw Milk implicated 
What information was sought from the “cases”, themselves? 

What information was sought from other sources, and what 
were these other sources? 
What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 
What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 
What other foods did the “cases” consume that may have 
caused the illness? 



What non-food sources were investigated as possible causes of 
the illness? 
What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Outbreak three:  
This outbreak was identified with a “report date” 26 August 2014, causing illness (Campylobacter) to four people, aged 1 and 36 
years. The comment provided regarding the source of the outbreak was “Household outbreak: transmission was believed to be 
person to person”. 

What information was sought from the “cases”, themselves? One of the cases was a child so the mother provided the answers for 
the questions. 
All cases are asked to provide the following information: 

 The identification of the case

 Demographic characteristics

 Symptoms

 Illness onset date

 Foods that have been consumed- specifically asking about:
Chicken/poultry/duck/ Pork/bacon/ Beef/veal/
Lamb/mutton/ Home kill meats or Hunted meats/ Deli
cooked meats/small goods/pâté/ Chicken or mammal livers-
Where any of the meats eaten undercooked?

Raw/unpasteurised milk (cow, goat, sheep), Raw/unpasteurised 
cheese 
Bagged salad greens/Deli salads/ Raw vegetables and/or fruits/ 
Sprouts/ Juices and/or cider/ Raw or runny eggs/ Raw dough or 
batter/ Uncooked seafood/ Dairy/meat substitutes (e.g. tofu, soy). 



 During the incubation period before the onset of illness,
whether they handled or were exposed to any of the
following foods:

Raw chicken/ Raw meat/s 

 Food premises eaten at including
Friends or family homes/ Farmers market/mobile 
Food stall/gala/ Supermarket/bakery/ Restaurants/cafes/ Takeaway 
shop/s/ Service station/dairy/ An organised function/ BBQ/s/ Other 
(describe): 

 If raw milk was consumed

 Drinking water sources/ treatment

 Recreational water contact

 Human contact

 Animal contact-type/s

 Environmental factors- Camping/ farm visits

 Faecal contact

 Occupation

 Travel details

 Clinical course

 Anything the case thinks maybe a possible source not already
mentioned

What information was sought from other sources, and what 
were these other sources? 

The day care attended by the children about the food served and 
illness rates. 
The farm that supplied the raw milk about the product supplied at 
that time and date. 

What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 

Faecal testing performed to identify microbiological cause of the 
illness, the potential source(s) was/were identified on the basis of the 
questionnaire responses. 

What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 

Raw milk was one of a number of probable causes recorded due to 
the responses to the questionnaire. 



What other foods did the “cases” consume that may have 
caused the illness? 

From our investigations the foods that were investigated that could 
have potentially caused the illness were  
Meals supplied by the day care.  
A spit roast type event at Mitre-10 in Feilding. 

What non-food sources were investigated as possible causes of 
the illness? 

Drinking water sources/ treatment- none of the cases reported 
consuming untreated water during the at risk period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside the region or 
country in the at risk period. 
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact one of the cases reported contact with calves and 
dogs; one case had contact with a dog. 
Environmental factors no cases reported farm visits or camping 
during the risk period 
No cases reported any faecal contact 

What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Drinking water sources were considered but not tested. Advice was 
given around testing. 
Human contact-there was human contact with positive cases in the 
household and sickness amongst extended family members but none 
at the day care attended. 
Zoonotic- one case had contact with calves and dogs; one case had 
contact with a dog. 
Environmental -both cases had been riding motor bikes/quads 
around the farm they lived on. 
Recreational water contact-  there was no recreational water activity 
in the at risk period. 
Travel details- none of the cases reported travel outside of the region 
or country in the at risk period. 
No cases reported any faecal contact. 



Outbreak four: The cases involved in this outbreak lived in the Regional Public Health (RPH) area - not MidCentral DHB. These cases were 
investigated by RPH so this part of the OIA request has been transferred to RPH. 
This outbreak was identified with a “report date” 23 December 2015, causing illness (Campylobacter) to eleven people, aged from 
10 to 14 years. The comment provided regarding the source of the outbreak was “A group of 15 students a farm type camp, raw 
milk was consumed by some cases, straight from a cow or on the morning cereal”. 

What information was sought from the “cases”, themselves? 

What information was sought from other sources, and what 
were these other sources? 

What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 

What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 

What other foods did the “cases” consume that may have 
caused the illness? 
What non-food sources were investigated as possible causes of 
the illness? 

What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Outbreak five:  
This outbreak was identified with a “report date” 30 May 2016, causing illness (Campylobacter) to four people, aged 15 and 50 
years. The comment provided regarding the source of the outbreak was “Cases consumed raw milk purchased from the same raw 
milk producer”. 

What information was sought from the “cases”, 
themselves? 

All cases are asked to provide the following information: 

 The identification of the case

 Demographic characteristics

 Symptoms

 Illness onset date

 Foods that have been consumed- specifically asking about:
Chicken/poultry/duck/ Pork/bacon/ Beef/veal/
Lamb/mutton/ Home kill meats or Hunted meats/ Deli



cooked meats/small goods/pâté/ Chicken or mammal livers- 
Where any of the meats eaten undercooked? 

Raw/unpasteurised milk (cow, goat, sheep), Raw/unpasteurised 
cheese 
Bagged salad greens/Deli salads/ Raw vegetables and/or fruits/ 
Sprouts/ Juices and/or cider/ Raw or runny eggs/ Raw dough or 
batter/ Uncooked seafood/ Dairy/meat substitutes (e.g. tofu, soy). 

 During the incubation period before the onset of illness,
whether they handled or were exposed to any of the
following foods:

Raw chicken/ Raw meat/s 

 Food premises eaten at including
Friends or family homes/ Farmers market/mobile 
Food stall/gala/ Supermarket/bakery/ Restaurants/cafes/ Takeaway 
shop/s/ Service station/dairy/ An organised function/ BBQ/s/ Other 
(describe): 

 If raw milk was consumed

 Drinking water sources/ treatment

 Recreational water contact

 Human contact

 Animal contact-type/s

 Environmental factors- Camping/ farm visits

 Faecal contact

 Occupation

 Travel details

 Clinical course

 Anything the case thinks maybe a possible source not already
mentioned

What information was sought from other sources, and what 
were these other sources? 

ESR queried in relation to milk sample results 
MPI in relation to investigation by them 

What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 

Faecal testing performed to identify microbiological cause of the 
illness, the potential source was identified on the basis of the 
questionnaire responses. 
Milk tested ESR Sample Ref: 16PH0360-001-0 RB141  



Sample Description: Raw Milk - Arran Farm (Unopened. No batch 
number) Test: Result:  
- Aerobic Plate Count (30°C) 6.7 x 10^6 CFU/g
- Escherichia coli <3.0 MPN/g
- Campylobacter Species Not Isolated /100g
Comments on testing from MPI– while no Campylobacter was
detected in testing, it should be noted that Campylobacter is
notoriously difficult to test for. One of the characteristics of C. jejuni
and C. Coli (the most common bacteria strains) mean these strains
“may enter a “viable non-culture able” state under stressful
conditions (so will not be detected through normal culturing methods
in the laboratory). Consideration needs to be given to the fact that no
detection of campylobacter in raw milk samples doesn’t guarantee
absence.

What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 

Raw milk was the only common denominator in all the unrelated 
cases and was purchased from the same place in a short time frame. 

What other foods did the “cases” consume that may have 
caused the illness? 

From our investigations the foods that were investigated that could 
have potentially caused the illness were  
Home kill beef (thoroughly cooked through) 

What non-food sources were investigated as possible causes of 
the illness? 

Drinking water sources/ treatment- three out of four cases reported 
consuming untreated water during the at risk period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside of the region 
or country in the at risk period. 
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact -one of the cases reported contact with cattle, sheep, 
a dog, cats and chickens. One case was a chicken farmer. 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
One of the cases handled raw meat. 



None of the cases reported any faecal contact. 

What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Drinking water sources/ treatment- three out of four cases reported 
consuming untreated water during the at risk period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside the region or 
country in the at risk period. 
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact -one of the cases reported contact with cattle, sheep, 
a dog, cats and chickens. One case was a chicken farmer 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
One case handled raw meat. 
None of the cases reported any faecal contact.  

Outbreak six: 
This outbreak was identified with a “report date” 26 August 2016, causing illness (Campylobacter) to seven people, aged 5 and 75 
years. The comment provided regarding the source of the outbreak was “Cases consumed raw milk purchased from the same raw 
milk producer”. 

What information was sought from the “cases”, themselves? One of the cases was a child so the father provided the answers for 
the questions. 
All cases are asked to provide the following information: 

 The identification of the case

 Demographic characteristics

 Symptoms

 Illness onset date

 Foods that have been consumed- specifically asking about:
Chicken/poultry/duck/ Pork/bacon/ Beef/veal/
Lamb/mutton/ Home kill meats or Hunted meats/ Deli
cooked meats/small goods/pâté/ Chicken or mammal livers-
Where any of the meats eaten undercooked?



Raw/unpasteurised milk (cow, goat, sheep), Raw/unpasteurised 
cheese 
Bagged salad greens/Deli salads/ Raw vegetables and/or fruits/ 
Sprouts/ Juices and/or cider/ Raw or runny eggs/ Raw dough or 
batter/ Uncooked seafood/ Dairy/meat substitutes (e.g. tofu, soy). 

 During the incubation period before the onset of illness,
whether they handled or were exposed to any of the
following foods:

Raw chicken/ Raw meat/s 

 Food premises eaten at including
Friends or family homes/ Farmers market/mobile 
Food stall/gala/ Supermarket/bakery/ Restaurants/cafes/ Takeaway 
shop/s/ Service station/dairy/ An organised function/ BBQ/s/ Other 
(describe): 

 If raw milk was consumed

 Drinking water sources/ treatment

 Recreational water contact

 Human contact

 Animal contact-type/s

 Environmental factors- Camping/ farm visits

 Faecal contact

 Occupation

 Travel details

 Clinical course

 Anything the case thinks maybe a possible source not already
mentioned

What information was sought from other sources, and what 
were these other sources? 

ESR Faecal testing performed to identify microbiological cause of the 
illness. 

What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 

Faecal testing performed to identify microbiological cause of the 
illness, the potential source(s) was identified on the basis of the 
questionnaire responses. 



What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 

Raw milk was the only common denominator in all the unrelated 
cases and was purchased from the same place within a short time 
frame of each other. 

What other foods did the “cases” consume that may have 
caused the illness? 

½ pre-cooked chicken from a supermarket was consumed by one 
case. A chicken burger from Mc Donald’s was consumed by one case. 

What non-food sources were investigated as possible causes of 
the illness? 

Drinking water sources/ treatment- two of the seven cases reported 
consuming untreated water and one case had been in Havelock North 
when the water contamination event occurred during the at risk 
period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases had travelled outside the country, 
one case had visited Hawkes Bay during the at risk period.  
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact- one of the cases reported contact with chickens, a 
dog and a cat. 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
Faecal contact/ occupation- there were children in nappies within the 
household of one case. 

What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Drinking water sources/ treatment- two of the seven cases reported 
consuming untreated water and one case had been in Havelock North 
when the water contamination event occurred during the at risk 
period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases had travelled outside of the country, 
one case had visited Hawkes Bay during the at risk period.  
Person to person- none of the cases reported contact with people 
with symptoms. 



Animal contact one of the cases reported contact with chickens, a 
dog and a cat. 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
Faecal contact/ occupation- there were children in nappies within the 
household of one case. 

Outbreak seven:  
This outbreak was identified with a “report date” 21 March 2018, causing illness (Campylobacter) to two people, aged 35 and 52 
years. The comment provided regarding the source of the outbreak was “Cases consumed raw milk purchased from the same raw 
milk producer 
What information was sought from the “cases”, themselves? All cases are asked to provide the following information: 

 The identification of the case

 Demographic characteristics

 Symptoms

 Illness onset date

 Foods that have been consumed- specifically asking about:
Chicken/poultry/duck/ Pork/bacon/ Beef/veal/
Lamb/mutton/ Home kill meats or Hunted meats/ Deli
cooked meats/small goods/pâté/ Chicken or mammal livers-
Where any of the meats eaten undercooked?

Raw/unpasteurised milk (cow, goat, sheep), Raw/unpasteurised 
cheese 
Bagged salad greens/Deli salads/ Raw vegetables and/or fruits/ 
Sprouts/ Juices and/or cider/ Raw or runny eggs/ Raw dough or 
batter/ Uncooked seafood/ Dairy/meat substitutes (e.g. tofu, soy). 

 During the incubation period before the onset of illness,
whether they handled or were exposed to any of the
following foods:

Raw chicken/ Raw meat/s 

 Food premises eaten at including
Friends or family homes/ Farmers market/mobile 



Food stall/gala/ Supermarket/bakery/ Restaurants/cafes/ Takeaway 
shop/s/ Service station/dairy/ An organised function/ BBQ/s/ Other 
(describe): 

 If raw milk was consumed

 Drinking water sources/ treatment

 Recreational water contact

 Human contact

 Animal contact-type/s

 Environmental factors- Camping/ farm visits

 Faecal contact

 Occupation

 Travel details

 Clinical course

 Anything the case thinks maybe a possible source not already
mentioned

What information was sought from other sources, and what 
were these other sources? 

ESR -milk sample testing and genome sequencing on milk and faeces 
Faecal testing performed to identify microbiological cause of the 
illness, the potential source was identified on the basis of the 
questionnaire responses and comparison between faecal sample and 
raw milk sample. 

What tests were used to establish that raw milk was the cause, 
or probable cause, of the illness? 

ESR Sample Ref: 18PH0161-001-0 BIM1503 Sample Description: Food 
- Raw Milk; 5 MAR; 1368 Napier Rd, Ashhurst (Part-used 2 litre
container, approximately 80% remaining)
Test: Result:
- Faecal coliforms <0.30 MPN/g
- Escherichia coli <0.30 MPN/g
- Salmonella Species Not Isolated /25g
- Campylobacter jejuni ISOLATED /10gWhole genome sequencing
Three Campylobacter jejuni isolates have been analysed by whole
genome sequencing as requested.
Lab Reference Sample Details 18CC0158 Campylobacter jejuni
18PH0172-023 Campylobacter jejuni 18PH0161-001 Campylobacter
jejuni



DNA was extracted from each isolate, and sequence analysis 
performed using an Illumina MiSeq. The following Bioinformatic 
analysis has been undertaken:  
Quality Assessment  
Genome assembly  
Species Identification  
 MLST and wgMLST analysis 
 DNA was extracted from each isolate and sequenced using 151 bp 
reads. High quality sequencing was achieved for all isolates, with an 
average based quality of 32.8, and an Average Read Coverage of 
greater than 200. Isolates had a GC content of 32.8-33.4%. Assembled 
genomes were around 1.69 million base pairs, with greater than 1700 
alleles in each isolate. This is consistent with high quality 
Campylobacter jejuni genomes.  
Species Identification  
Assembled genomes were analysed by Kraken 0.10.5-Beta, with all 
three isolates identified as Campylobacter jejuni.  
Comparison of similarity of isolates  
Analysis of traditional 7 loci MLST types identified that the three 
isolates belong to the sequence type ST50. Using wgMLST the three 
isolates are indistinguishable from each other with more than 1585 
identical alleles. They have more than 37 loci differences with the 
closest ST50 present in our database.    

What evidence did you rely on to ascertain that raw milk was 
the cause, or probable cause, of the illness? 

Whole genome sequencing on the milk and faecal samples. 

What other foods did the “cases” consume that may have 
caused the illness? 

See answer above for “What tests were used to establish that raw 
milk was the cause, or probable cause, of the illness?” Given this 
finding it is extremely unlikely any other foods would have caused the 
illness. No foods were identified that we would normally associate 
with campylobacteriosis.  

What non-food sources were investigated as possible causes of 
the illness? 

Drinking water sources/ treatment- none of the cases reported 
consuming untreated water during the at risk period. 



Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside the region or 
country in the at risk period 
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact one of the cases reported contact with chickens, a 
dog and a cat. 
Environmental factors no cases reported farm visits or camping 
during the risk period. 
Faecal contact/ occupation- one of the cases was a plumber and may 
have had contact with faeces at work. 

What other possible sources of the illness were investigated to 
ascertain that they were not the cause, or probable cause, of 
the illness? 

Drinking water sources/ treatment- none of the cases reported 
consuming untreated water during the at risk period. 
Recreational water contact-  none of the cases reported recreational 
water activity during the at risk period.  
Travel details- none of the cases reported travel outside the region or 
country in the at risk period 
Person to person- none of the cases reported contact with people 
with symptoms. 
Animal contact one of the cases reported contact with chickens, a 
dog and a cat. 
Environmental factors -no cases reported farm visits or camping 
during the risk period. 
Faecal contact/ occupation - one of the cases was a plumber and may 
have had contact with faeces at work. 



Strategy, Planning & Performance 
MidCentral District Health Board, PO Box 2056, Palmerston North.  Phone:  06 350 8928 

 22 June 2020 

Dear 

Official Information Act (OIA) Request IA Y20-568 
MDHB's best practice protocol for archiving, storage, or 
biobanking of human tissue for diagnostic purposes 

Your Official Information Act request on 17 June 2020 in response to our 
decision on your request of 22 March 2020 is acknowledged and was 
passed on to me for a response. 

You have challenged our decision to refuse your request under section 18 
(e) of the Official Information Act 1982 as the information requested does
not exist.  In response, I am pleased to provide you with the following
information:

With respect to your first question, neither MidCentral DHB nor it’s 
contractor MedLab Central Limited have specific best practice protocols 
for archiving, storage, or biobanking of human tissue for diagnostic 
purposes, whether they are formalin fixed, paraffin embedded or 
pathology slides. The laboratories policies around storage of human 
tissues are based on the NPACC guidelines, in particular Table 2: 
https://www1.health.gov.au/internet/main/publishing.nsf/content/B856
2E2C3D131ED8CA257BF00019153C/$File/20180612%20-
%20Final%20-%20Retention.pdf 

With respect to your second question, MedLab Central advises that its 
custom and practice is based on best practice and is consistent with ISO 
15189:2012 Medical laboratories – Requirements for quality and 
competence and the NPACC standard, and are accredited by IANZ against 
this Standard. 

MidCentral DHB is not aware of the practice at other DHBs and so is 
unable to comment on whether arrangements are typical. 

In response to your third question, MedLab Central advise that given 
their laboratory practice of only current specimens being kept on the 
workbench the issue does not arise. MedLab Central and the DHB 
therefore have no comment. 

https://www1.health.gov.au/internet/main/publishing.nsf/content/B8562E2C3D131ED8CA257BF00019153C/$File/20180612%20-%20Final%20-%20Retention.pdf
https://www1.health.gov.au/internet/main/publishing.nsf/content/B8562E2C3D131ED8CA257BF00019153C/$File/20180612%20-%20Final%20-%20Retention.pdf
https://www1.health.gov.au/internet/main/publishing.nsf/content/B8562E2C3D131ED8CA257BF00019153C/$File/20180612%20-%20Final%20-%20Retention.pdf


With respect to your fourth question, as previously stated, the laboratory 
services provided by MedLab Central are accredited by IANZ. 

You have the right to seek an investigation and review of our decision by 
the Ombudsman. The Ombudsman’s Office can be contacted on 0800 
802 602 or on-line at http://www.ombudsman.parlaiment.nz/ 

Please note that this response, or an edited version of this response, may 
be published on the MidCentral DHB website ten working days after your 
receipt of this response. 

Yours sincerely 

Craig Johnston 
General Manager Strategy, Planning and Performance 

http://www.ombudsman.parlaiment.nz/
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