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9 May 2022 

Dear 

I refer to your Official Information Act request received by email on 6 April 2022 with 
regard to assaults on staff.  The responses to the bullet points below are contained in 
the attached pages:    

• The number of assaults on staff for years 2018,2019,2020,2021,2022 (to current
date)

• Could I please have this broken down into minor, moderate, and serious assaults
• Could I please have this broken down into physical and sexual assaults
• For the assaults deemed moderate and serious, could I please have further details

about what role the staff member holds (e.g. nurse, orderly etc), their gender,
where they work, if the assault involved a weapon (please specify what the
weapon was), what injuries were sustained, and what action was taken as a result
(e.g. charges laid, etc).

Could I also please have a copy of any reports or documents relating to assaults and 
violence towards staff published in 2020 or 2021. 

We do not believe that we have published any documents on assaults and violence 
against staff in 2020-21. 

Please note that although RiskMan is our primary incident recording application, we 
can only provide data on what is being reported into our system. Also, please note 
these incidents are where staff members reported assaults on themselves. They do 
not include patient incidents where a staff member may have been verbally abused. 

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



Incident 
number

Incident 
date Incident type

Minor/    
moderate/    
major Physical Sexual verbal area

Outcome for staff 
member

23151 01-Jan-18 slapped and scratched 4 Minor 1 1 Mental health inpatient
23160 02-Jan-18 punched 4 minor 1 1 Mental health inpatient

23469 22-Jan-18
punched multiple times in head and abdomen, patient then threw equipment and 
returned to attack staff member again.  Police apprehended patient. 2 Major 1 Emergency Department

Bruising/crushing/
Concussion/head 
injury

23539 29-Jan-18 hitting 4 Minor 1 1 Mental health inpatient
24034 05-Mar-18 punched 4 Minor 1 1 rehabilitation ward
24176 16-Mar-18 punched 4 Minor 1 1 medical ward
24263 20-Mar-18 punched 4 minor 1 1 Mental health inpatient
24265 19-Mar-18 pushed and hit wall 4 Minor 1 Mental health inpatient
24617 04-Apr-18 spat and kicked 4 Minor 1 1 Mental health inpatient
24684 23-Apr-18 hit and pushed 4 Minor 1 1 medical ward
24858 05-May-18 slapped on face 4 minor 1 1 rehabilitation ward
25303 04-Jun-18 punched 4 Minor 1 1 Mental health inpatient
25627 24-Jun-18 punched 4 Minor 1 1 Mental health inpatient
25925 16-Jun-18 verbal 4 Minor 1 Mental health inpatient
26326 07-Aug-18 punched 4 Minor 1 1 rehabilitation ward

26331 08-Aug-18 kicked, scratched 3 Minor 1 1 Mental health inpatient
drew blood from 
scratches

26344 08-Aug-18 Kicked, punched, scratched 4 Minor 1 1 Mental health inpatient
26605 25-Aug-18 slapped 4 Minor 1 rehabilitation ward
26705 01-Sep-18 verbal 4 Minor 1 Emergency Dept
27137 29-Sep-18 punched 4 Minor 1 Mental health inpatient
27227 14-Sep-18 hitting 4 Minor 1 surgical ward
27242 06-Oct-18 slapped on face 4 minor 1 rehabilitation ward
27250 14-Sep-18 punched 4 Minor 1 surgical ward
27267 28-Sep-18 scratched 4 minor 1 rehabilitation ward
27292 12-Oct-18 slapped 4 Minor 1 1 Mental health inpatient



27311 14-Oct-18 punched 4 Minor 1 rehabilitation ward
27337 15-Oct-18 slapping 4 Minor 1 rehabilitation ward
27436 18-Oct-18 verbal 4 Minor 1 community mental health
27440 21-Oct-18 strangled 3 Minor 1 1 Mental health inpatient bruising
27445 21-Oct-18 punched 3 minor 1 1 Mental health inpatient bruising
27535 28-Oct-18 punched 4 minor 1 1 Mental health inpatient
27592 01-Nov-18 verbal 4 Minor 1
27627 04-Nov-18 punched 4 Minor 1
27672 07-Nov-18 kicked 4 Minor 1
27736 11-Nov-18 poked in chest 4 Minor 1
27744 08-Nov-18 slapped 4 Minor 1

District nursing
rehabilitation ward
Mental health inpatient bruising 
rehabilitation ward
rehabilitation ward

27893 22-Nov-18 hitting 4 minor 1 1 rehabilitation ward
28001 26-Nov-18 spat and kicked 4 Minor 1 1 Emergency Dept
28002 26-Nov-18 spat and punched 4 Minor 1 1 Emergency Dept
28081 27-Nov-18 verbal 4 minor 1 community mental health
28082 02-Dec-18 verbal 4 Minor 1 Emergency Dept
28230 12-Dec-18 hitting 4 Minor 1 1 Mental health inpatient
28288 10-Dec-18 punching 4 Minor 1 1 medical ward
28323 16-Dec-18 hitting 4 minor 1 surgical ward



Incident
number

Incident
date Incident type

Minor/mode
rate/major Physical Sexual verbal area

Outcome for 
staff member Designation Gender

wea
pon action taken

28529 06-Jan-19 hitting 4 minor 1 rehabilitation

28619 02-Jan-19 head lock 3 minor 1 1
mental health 
inpatient

28757 21-Jan-19 verbal 4 minor 1 rehabilitation

28857 22-Jan-19 verbal 4 minor 1 Renal unit

28858 24-Jan-19 verbal 4 minor 1
emergency 
department

29100 16-Jan-19 verbal and pushing 4 minor 1 1 rehabilitation

29366 01-Mar-19 verbal 4 minor 1 medical ward

29368 01-Mar-19 hitting 4 minor 1
mental health 
inpatient

29654 24-Mar-19 verbal 4 minor 1
emergency 
department

29655 24-Mar verbal 4 minor 1
emergency 
department

29656 18-Mar-19 verbal 4 minor 1
mental health 
inpatient

29838 07-Apr-19 hitting 4 minor 1 rehabilitation bruising

29937 15-Apr-19 twisted right thumb 4 minor 1 surgical ward bruising

30031 18-Apr-19 hitting 4 minor 1 ICU

30032 18-Apr-19 hitting 4 minor 1 ICU

30033 18-Apr-19 hitting 4 minor 1 ICU

30117 29-Apr-19 verbal 4 minor 1 Renal unit

30765 14-Jun-19 punched 4 minor 1
mental health 
inpatient

30768 14-Jun-19 pushed 4 minor 1 rehabilitation

31083 07-Jul-19
strangle and push off 
chair 3 moderate 1

mental health 
inpatient

bruising, 
concussion, 
cut

registered 
nurse Female No

time off work, psychological 
input

31279 19-Jul-19 scratch 4 minor 1 rehabilitation

31389 26-Jul-19 squeezing 4 minor 1 rehabilitation

31522 05-Aug-19 punched 3 moderate 1
mental health 
inpatient

cut to inside 
mouth/lip

health care 
assistant male no

reported to police/ no 
charges laid

31569 07-Aug-19 kicked 4 minor 1 rehabilitation



31689 16-Aug-19 pushed 4 minor 1 1
community mental 
health

31719 16-Aug-19 pushed 4 minor 1 1
community mental 
health

32030 10-Sep-19 punching 4 minor 1 1
mental health 
inpatient

32237 24-Sep-19 punched, scratched 4 minor 1 medical ward

32289 28-Sep-19 hitting 4 minor 1 1 rehabilitation

32357 03-Oct-19 throwen hot coffee 4 minor 1 1
mental health 
inpatient

32818 04-Nov-19 scratch 4 minor 1 1 rehabilitation

32935 12-Nov-19 punched 4 minor 1
mental health 
inpatient

32943 13-Nov-19 kicked 4 minor 1
mental health 
inpatient

33088 24-Nov-19 kicked 4 minor 1 rehabilitation

33392 17-Dec-19 punched 4 minor 1 rehabilitation



Incident number Incident date Incident type
Minor/moderate/
major Physical Sexual verbal area

Outcome for staff 
member Gender weapon

action 
taken

Nil



Incident 
number

Incident 
date Incident type Minor/moderate/major Physical Sexual verbal area

Outcome for 
staff member Gender weapon action taken

41759 07-Jun-21 crushing of fingers 4 minor 1 mental health inpatient
41790 05-Jun-21 pulled thumb back 4 minor 1 radiation oncology
41958 19-Jun-21 hitting 4 minor 1 mental health inpatient



Incident 
number

Incident 
date Incident type

Minor/mo
derate/ma
jor Physical Sexual verbal area

Outcome for 
staff member designation Gender weapon

action 
taken

45771 25-Jan-22 hitting 4 minor 1 1 mental health inpatient
45846 30-Jan-22 spitting 4 minor 1 1 Rehabilitation

45935 17-Jan-22 thrown 3 minor 1 1 mental health inpatient
time off work, 
psychological

Health care 
assistant female no nil

46020 09-Feb-22 hitting 4 minor 1 1 medical ward
46371 24-Feb-22 hitting/stricking out 4 minor 1 1 mental health inpatient
46439 10-Mar-22 hitting 4 minor 1 1 Rehabilitation
46477 14-Mar-22 scratched 4 minor 1 mental health inpatient
46490 14-Mar-22 hitting/punching 4 minor 1 1 Emergency Department
46597 23-Mar-22 hitting 4 minor 1 1 mental health inpatient
46599 23-Mar-22 punching 4 minor 1 1 mental health inpatient
46600 23-Mar-22 punching 4 minor 1 1 mental health inpatient
46754 03-Apr-22 scratched 4 minor 1 1 mental health inpatient











Te Uru Rauhī - Mental Health & Addictions Services 
PN Hospital, Private Mail Bag 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354   

29 April 2022 

Dear 

We are in receipt of your Official Information request dated 16 April 2022. 

You advised that you would like the following information as stated below: 

1. The number of women referred to Maternal Mental Health
to MidCentral DHB in 2021 and the number that were
accepted.

There were 108 women referred to specialist maternal mental health at 
MidCentral DHB in 2021. All referrals are accepted. 

2. The current wait times for Maternal Mental Health in
MidCentral DHB.

Once a referral is received it is actively managed and most women are seen 
within seven days.  We do not have a waitlist. 

For urgent and crisis maternal mental health presentations, these whānau 
whaiora are seen by the acute care team immediately then if necessary, 
followed up with the maternal mental health team. 

You have the right to seek an investigation and review by the Ombudsman 
of this 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 this response, may 
be published on the MidCentral DHB website ten working days after your 
receipt of this response. 

 Yours sincerely 

Scott Ambridge 
Operations Executive 
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• Please provide a yearly breakdown of the ethnicity of those treated
in your DHB from 2012-2022 for alcohol related harm.

• Please provide a yearly breakdown of age groups of those
admitted to your DHB from 2012-2022 for alcohol related harm.

• Please provide a yearly breakdown of ethnicity of those admitted
to your DHB from 2012-2022 for alcohol related harm.

• Please provide a yearly breakdown of age groups of those
admitted to your DHB from 2012-2022 for alcohol related harm.

• Please provide a yearly breakdown of the cost for each person
treated/admitted in your DHB for alcohol related causes.

• Please provide a breakdown of how many patients were admitted
to EDs where alcohol was determined to be a factor in their
admission from 2012-2022.

The MDHB alcohol related admissions consists of two types of admissions; 

• Patients admitted for a medical condition which is directly attributable to 
alcohol.

• Patients who were seen at ED, admitted to hospital, and their ED attendance
was recorded by ED clinical staff as alcohol involved. This would cover those
patients experiencing injury because of the influence of alcohol.

The medical conditions directly attributable to alcohol were (with ICD-10 coding); 

• F10 Mental and behavioural disorders due to use of alcohol.
- .0 Acute intoxication (includes drunkenness, pathological alcohol 

intoxication, and hangover effects) 
- .1 Harmful use 
- .2 Dependence syndrome
- .3 Withdrawal state 
- .4 Withdrawal state with delirium
- .5 Psychotic disorder
- .6 Amnesic syndrome
- . 7 Residual and late-onset psychotic disorders
- .8 Other mental and behavioural disorders
- .9 Unspecified mental and behavioural disorders

• G32.2 Degeneration of nervous system due to alcohol ( cerebellar ataxia or 
degeneration, cerebral degeneration, encephalopathy, dysfunction of
autonomic nervous system due to alcohol).

• G62.1 Alcoholic polyneuropathy

• G72.1 Alcoholic myopathy

• 142.6 Alcoholic cardiomyopathy

• K29.2 Alcoholic gastritis
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• K70 and sub-codes Alcoholic liver disease 

• KSS.2 Alcohol-induced acute pancreatitis

• K86.0 Alcohol-induced chronic pancreatitis

• Q86.0 Foetal alcohol syndrome (dysmorphic) 

• P04.3 Foetus and newborn affected by maternal use of alcohol 

MOHS Number o f  Alcohol Related Admissions by  Year: 
2012 to April 2022 

Year No. of 
Admissions 

2012 66 
2013 48 
2014 77 
2015 57 
2016 67 
2017 91 
2018 154 
2019 119 
2020 123 
2021 110 
2022 so 

MDHB Number o f  Alcohol Related Admissions byAqe Group: 
2012 to April 2022 

2012 2013 2014 2015 2016 2017 2018 2019 2020 
00-04 0 0 0 0 0 1 0 0 1 
10-14 1 1 1 0 0 0 0 1 0 
15-19 1 1 2 4 0 2 5 5 2 
20-24 0 1 0 1 2 2 8 6 9 
25-29 1 4 1 2 2 0 8 7 10 
30-34 2 1 3 3 4 14 11 5 7 
35-39 13 3 2 2 1 10 21 10 7 
40-44 7 8 18 5 10 8 16 7 11 
45-49 9 7 15 12 10 12 17 9 11 
50-54 8 8 12 8 12 9 15 15 19 
55-59 7 2 4 11 6 11 19 28 17 
60-64 1 7 8 3 11 11 11 8 13 
65-69 4 2 8 3 0 5 7 7 8 
70-74 6 2 2 2 6 5 9 5 6 
75-79 5 0 1 1 2 1 5 3 1 
80-84 1 1 0 0 1 0 1 2 0 
85-89 0 0 0 0 0 0 1 1 1 

2021 2022 
0 1 
0 0 
2 2 
6 1 
8 3 
11 4 
9 8 
10 2 
9 4 
19 6 
16 6 
4 4 
4 5 
7 1 
3 2 
1 1 
1 0 
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MOHS Alcohol-Related Admissions by Age Group Proportions: 2012 
to April 2022 

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 
00-04 0.00 0.00 0.00 0.00 0.00 0.01 0.00 0.00 0.01 0.00 
10-14 0.02 0.02 0.01 0.00 0.00 0.00 0.00 0.01 0.00 0.00 
15-19 0.02 0.02 0.03 0.07 0.00 0.02 0.03 0.04 0.02 0.02 
20-24 0.00 0.02 0.00 0.02 0.03 0.02 0.05 0.05 0.07 0.05 
25-29 0.02 0.08 0.01 0.04 0.03 0.00 0.05 0.06 0.08 0.07 
30-34 0.03 0.02 0.04 0.05 0.06 0.15 0.07 0.04 0.06 0.10 
35-39 0.20 0.06 0.03 0.04 0.01 0.11 0.14 0.08 0.06 0.08 
40-44 0.11 0.17 0.23 0.09 0.15 0.09 0.10 0.06 0.09 0.09 
45-49 0.14 0.15 0.19 0.21 0.15 0.13 0.11 0.08 0.09 0.08 
50-54 0.12 0.17 0.16 0.14 0.18 0.10 0.10 0.13 0.15 0.17 
55-59 0.11 0.04 0.05 0.19 0.09 0.12 0.12 0.24 0.14 0.15 
60-64 0.02 0.15 0.10 0.05 0.16 0.12 0.07 0.07 0.11 0.04 
65-69 0.06 0.04 0.10 0.05 0.00 0.05 0.05 0.06 0.07 0.04 
70-74 0.09 0.04 0.03 0.04 0.09 0.05 0.06 0.04 0.05 0.06 
75-79 0.08 0.00 0.01 0.02 0.03 0.01 0.03 0.03 0.01 0.03 
80-84 0.02 0.02 0.00 0.00 0.01 0.00 0.01 0.02 0.00 0.01 
85-89 0.00 0.00 0.00 0.00 0.00 0.00 0.01 0.01 0.01 0.01 

MOHS Number o f  Alcohol Related Admissions by Ethnicity: 2012 to 
April2022 

2022 
0.02 
0.00 
0.04 
0.02 
0.06 
0.08 
0.16 
0.04 
0.08 
0.12 
0.12 
0.08 
0.10 
0.02 
0.04 
0.02 
0.00 

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 
Asian 0 0 1 2 0 2 3 2 
European 59 41 55 46 48 72 116 94 
Maori 5 7 20 8 17 14 28 17 
Not Stated 1 0 1 1 0 0 0 2 
Other 0 0 0 0 0 2 6 1 
Pacific Is. 1 0 0 0 2 1 1 3 

MOHS Alcohol Related Admissions by Ethnicity Proportions: 
2012 to April 2022 

2012 2013 2014 2015 2016 2017 2018 2019 
Asian 0.00 0.00 0.01 0.04 0.00 0.02 0.02 0.02 
European 0.89 0.85 0.71 0.81 0.72 0.79 0.75 0.79 
Maori 0.08 0.15 0.26 0.14 0.25 0.15 0.18 0.14 
Not Stated 0.02 0.00 0.01 0.02 0.00 0.00 0.00 0.02 
Other 0.00 0.00 0.00 0.00 0.00 0.02 0.04 0.01 
Pacific Is. 0.02 0.00 0.00 0.00 0.03 0.01 0.01 0.03 

3 1 5 
86 77 40 
29 29 5 
0 0 0 
2 1 0 
3 2 0 

2020 2021 2022 
0.02 0.01 0.1 
0.70 0.70 0.8 
0.24 0.26 0.1 
0.00 0.00 0.0 
0.02 0.01 0.0 
0.02 0.02 0.0 
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MDHB Alcohol Related ED Attendances by  Age Group Proportions: 
2017 to April 2022 

2017 2018 2019 2020 2021 2022 
00-04 0.00 0.00 0.01 0.00 0.00 0.00 
05-09 0.00 0.00 0.00 0.00 0.00 0.00 
10-14 0.01 0.00 0.01 0.00 0.01 0.02 
15-19 0.16 0.17 0.15 0.15 0.14 0.14 
20-24 0.25 0.23 0.18 0.22 0.19 0.16 
25-29 0.08 0.14 0.11 0.14 0.14 0.13 
30-34 0.08 0.08 0.11 0.08 0.08 0.09 
35-39 0.08 0.05 0.07 0.06 0.08 0.09 
40-44 0.07 0.07 0.07 0.08 0.06 0.07 
45-49 0.08 0.06 0.06 0.06 0.05 0.03 
50-54 0.04 0.06 0.03 0.05 0.07 0.06 
55-59 0.04 0.05 0.09 0.07 0.06 0.05 
60-64 0.05 0.03 0.03 0.05 0.04 0.05 
65-69 0.01 0.02 0.04 0.02 0.02 0.04 
70-74 0.04 0.02 0.02 0.02 0.03 0.01 
75-79 0.00 0.01 0.01 0.00 0.01 0.03 
80-84 0.00 0.01 0.01 0.00 0.00 0.01 
85-89 0.00 0.00 0.00 0.01 0.00 0.01 
90+ 0.00 0.00 0.00 0.00 0.00 0.00 

MDHB Number Alcohol Related ED Attendances by Ethnicity: 2017 to 
April2022 

2017 2018 2019 2020 2021 2022 
Asian 1 10 7 13 10 6 
European 50 376 261 276 300 80 
Maori 20 172 126 140 165 41 
Not Stated 0 7 3 5 2 1 
Other 1 8 5 2 2 0 
Pacific Is. 3 18 14 15 14 2 

MDHB Alcohol Related ED Attendances by Ethnicity Proportions: 
2017 to April 2022 

2017 2018 2019 2020 2021 2022 
Asian 0.01 0.02 0.02 0.03 0.02 0.05 
European 0.67 0.64 0.63 0.61 0.61 0.62 
Maori 0.27 0.29 0.30 0.31 0.33 0.32 
Not Stated 0.00 0.01 0.01 0.01 0.00 0.01 
Other 0.01 0.01 0.01 0.00 0.00 0.00 
Pacific Is. 0.04 0.03 0.03 0.03 0.03 0.02 
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MDHB Alcohol Related Outpatient (non Mental Health) Attendances 

These are general hospital outpatient attendances (non Mental Health) for health 
conditions purely attributable to alcohol (the conditions listed earlier in the 
document). The recording of these reasons has only been available with our new 
patient management system, which was adopted in December 2017. 

MDHB Number o f  Alcohol Related General Hospital (non Mental 
Health J Outpatient Attendances by  Year: 2018 to April 2022 

Year No of 
Attendances 

2018 6 
2019 16 
2020 20 
2021 28 
2022 3 

MDHB Number o f  Alcohol Related General Hospital (non Mental 
Health} Outpatient Attendances byAge Group and Year: 2018 to 
April2022 

2018 2019 2020 2021 2022 
00-04 1 0 0 2 0 
05-09 0 1 2 1 0 
10-14 0 3 4 0 0 
15-19 0 0 0 0 0 
20-24 0 0 0 0 0 
25-29 0 0 0 0 0 
30-34 0 2 2 0 0 
35-39 0 0 1 0 0 
40-44 0 0 0 1 0 
45-49 1 0 0 0 0 
50-54 0 1 0 1 1 
55-59 1 5 4 3 0 
60-64 0 2 1 5 0 
65-69 3 1 0 1 0 
70-74 0 0 2 13 1 
75-79 0 1 0 0 1 
80-84 0 0 4 0 0 
85-89 0 0 0 0 0 
90+ 0 0 0 0 0 
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MDHB Alcohol Related General Hospital /non Mental Health J 
Outpatient Attendances bvAge Group Proportions: 
2018 to April 2022 

2018 2019 2020 2021 2022 
00-04 0.17 0.00 0.00 0.07 0.00 
05-09 0.00 0.06 0.10 0.04 0.00 
10-14 0.00 0.19 0.20 0.00 0.00 
15-19 0.00 0.00 0.00 0.00 0.00 
20-24 0.00 0.00 0.00 0.00 0.00 
25-29 0.00 0.00 0.00 0.00 0.00 
30-34 0.00 0.12 0.10 0.00 0.00 
35-39 0.00 0.00 0.05 0.00 0.00 
40-44 0.00 0.00 0.00 0.04 0.00 
45-49 0.17 0.00 0.00 0.00 0.00 
50-54 0.00 0.06 0.00 0.04 0.33 
55-59 0.17 0.31 0.20 0.11 0.00 
60-64 0.00 0.12 0.05 0.19 0.00 
65-69 0.50 0.06 0.00 0.04 0.00 
70-74 0.00 0.00 0.10 0.48 0.33 
75-79 0.00 0.06 0.00 0.00 0.33 
80-84 0.00 0.00 0.20 0.00 0.00 
85-89 0.00 0.00 0.00 0.00 0.00 
90+ 0.00 0.00 0.00 0.00 0.00 

MDHB Number o f  Alcohol Related General Hospital /non Mental 
Health J Outpatient Attendances bv  Ethnicity and Year: 
2018 to April 2022 

2018 2019 2020 2021 2022 
European 5 12 14 26 3 
Maori 1 4 6 2 0 

MDHB Alcohol Related General Hospital /non Mental Health J 
Outpatient Attendances b v  Ethnicity Proportions: 2018 to April 2022 

2018 2019 2020 2021 2022 
European 0.83 0.75 0.7 0.93 1 
Maori 0.17 0.25 0.3 0.07 0 

MDHB Alcohol Related Mental Health Outpatient Attendances 

These attendances are Mental Health outpatient attendances where alcohol was 
recorded as being a factor in their illness. 
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MDHB Number o f  Alcohol Related Mental Health Outpatient 
Attendances b y  Year: 2012 to April 2022 

Year No. of 
Attendances 

2012 146 
2013 97 
2014 213 
2015 249 
2016 562 
2017 1,343 
2018 2,343 
2019 1,885 
2020 1,264 
2021 586 

MDHB Number o f  Alcohol Related Mental Health Outpatient 
Attendances by Age Group and Year: 2012 to April 2022 

2012 2013 2014 2015 2016 2017 2018 2019 2020 
00-04 0 0 0 0 0 0 0 0 0 
05-09 0 0 0 0 0 0 0 0 7 
10-14 0 0 0 0 0 0 0 0 0 
15-19 0 0 0 0 0 0 12 27 12 
20-24 0 0 0 0 0 41 111 68 36 
25-29 0 0 0 0 52 73 60 62 113 
30-34 0 62 0 0 79 68 206 123 89 
35-39 19 0 0 0 64 31 208 341 160 
40-44 56 0 43 0 45 110 355 225 146 
45-49 0 0 52 0 30 205 321 118 112 
50-54 32 0 0 180 128 247 546 210 172 
55-59 39 35 64 0 92 173 157 340 219 
60-64 0 0 54 0 0 102 150 279 92 
65-69 0 0 0 69 49 100 116 48 96 
70-74 0 0 0 0 0 61 72 8 4 
75-79 0 0 0 0 0 125 25 16 6 
80-84 0 0 0 0 23 7 4 20 0 
85-89 0 0 0 0 0 0 0 0 0 
90+ 0 0 0 0 0 0 0 0 0 

2021 
0 
0 
0 

17 
63 
18 
52 
84 
64 
70 
26 
41 
46 
43 
62 
0 
0 
0 
0 
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MDHB Alcohol Related Mental Health Outpatient Attendances b y  Age 
Group Proportions: 2012 to April 2022 

2012 2013 2014 2015 2016 2017 2018 2019 2020 
00-04 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
05-09 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.01 
10-14 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
15-19 0.00 0.00 0.00 0.00 0.00 0.00 0.01 0.01 0.01 
20-24 0.00 0.00 0.00 0.00 0.00 0.03 0.05 0.04 0.03 
25-29 0.00 0.00 0.00 0.00 0.09 0.05 0.03 0.03 0.09 
30-34 0.00 0.64 0.00 0.00 0.14 0.05 0.09 0.07 0.07 
35-39 0.13 0.00 0.00 0.00 0.11 0.02 0.09 0.18 0.13 
40-44 0.38 0.00 0.20 0.00 0.08 0.08 0.15 0.12 0.12 
45-49 0.00 0.00 0.24 0.00 0.05 0.15 0.14 0.06 0.09 
50-54 0.22 0.00 0.00 0.72 0.23 0.18 0.23 0.11 0.14 
55-59 0.27 0.36 0.30 0.00 0.16 0.13 0.07 0.18 0.17 
60-64 0.00 0.00 0.25 0.00 0.00 0.08 0.06 0.15 0.07 
65-69 0.00 0.00 0.00 0.28 0.09 0.07 0.05 0.03 0.08 
70-74 0.00 0.00 0.00 0.00 0.00 0.05 0.03 0.00 0.00 
75-79 0.00 0.00 0.00 0.00 0.00 0.09 0.01 0.01 0.00 
80-84 0.00 0.00 0.00 0.00 0.04 0.01 0.00 0.01 0.00 
85-89 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
90+ 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 

MDHB Number o f  Alcohol Related Mental Health Outpatient 
Attendances bv  Ethnicitvand Year: 2012 to April 2022 

2021 
0.00 
0.00 
0.00 
0.03 
0.11 
0.03 
0.09 
0.14 
0.11 
0.12 
0.04 
0.07 
0.08 
0.07 
0.11 
0.00 
0.00 
0.00 
0.00 

2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 
Asian 0 0 0 0 52 4 12 31 10 
European 90 97 149 182 361 1137 1743 1601 992 
Maori 56 0 64 67 113 202 527 227 212 
Not Stated 0 0 0 0 0 0 0 3 5 
Other 0 0 0 0 12 0 38 15 45 
Pacific Is. 0 0 0 0 24 0 23 8 0 

MDHB Alcohol Related Mental Health Outpatient Attendances by 
Ethnicitv Proportions: 2012 to April 2022 

2012 2013 2014 2015 2016 2017 2018 2019 2020 
Asian 0.00 0 0.0 0.00 0.09 0.00 0.01 0.02 0.01 
European 0.62 1 0.7 0.73 0.64 0.85 0.74 0.85 0.78 
Maori 0.38 0 0.3 0.27 0.20 0.15 0.22 0.12 0.17 
Not Stated 0.00 0 0.0 0.00 0.00 0.00 0.00 0.00 0.00 
Other 0.00 0 0.0 0.00 0.02 0.00 0.02 0.01 0.04 
Pacific Is. 0.00 0 0.0 0.00 0.04 0.00 0.01 0.00 0.00 

4 
418 
125 

0 
18 
21 

2021 
0.01 
0.71 
0.21 
0.00 
0.03 
0.04 









Risk Report MidCentral District Health Board

Name 

Service (None Entered) 
Medication error 

Patient fall 

Prescribing errors undetected 

Malfunctioning of medication fridges restricting usability 

Late presentation of HIV patients 

Misfiling of the patient file 

Failure of current PABX system 

Care of patients potentially compromised by the physical environment 

Significant system outage for considerable length of time 

Insufficient beds available on Ward 23 to meet fluctuating demand on all days 

Loss of power to organisation due to failure of substation (s) 

Non compliance 

Adverse Event resulting in poor patient outcome 

Inability to meet 'Shorter Stays in Emergency Department' key target 

Failure of computer network 

Insufficient Staff Bureau daily resource requirement 

Mislabelling of patient information 

Hospital acquired pressure injury 

Delayed access to services impacting on Patient Flow ??? 

No facility for e-referrals within the current I.T infrastructure 

Misfiling of paper work in the patient file 

Faulty and/or Malfunctioning Equipment 

Undesirable/Challenging behaviour of patients/clients/and/or visitors 

Insulin prescribing and administration errors 

Safety of MCH staff working in the community 

Service loss due to failure of one or more SAN(s) 

Theft and/or Destruction/damage/loss of hospital property by patients/clients/visitors/staff/members of the public 

Insufficient clinical equipment and/or supplies throughout MCH compromises patient care 

Unprofessional conduct/attitude of staff working @ MDHB 
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Risk Report MidCentral District Health Board

Name 
Patient care maybe compromised due to no and/or inadequate/incomplete handover 

Patient/Client care maybe compromised due to patients/clients self discharging against medical advice, attempting to abscond and/or AWOL 

Delay in blood/specimen results impacts on patient care 

Lack of or incomplete/inaccurate documentation may compromise patient care 

Pretransfusion specimen labelling errors 

Inability to meet the needs of the increasing number of 'People of Significant Size' (150kg) Bariatric 

Delay in provision of treatment/patient care 

Insufficient physical space within the Ambulatory Care department to accommodate individual service growth 

Inability to lockdown the Facility (Horowhenua Health Centre) 

Unaccounted for medications 

Inappropriate use of Physical Restraint 

Unsafe /adhoc storage of Mental Health clinical records 

Risk of damage due to seismic activity 

Infrastructure security 

Loss of financial sustainability 

Quality and Safety of patient care 

Culture, accountabilities and escalation 

Health and Safety for staff, contractors and volunteers 

Relationship/Partnering 

Infrastructure 

Workforce pressures 

Inability to meet community health needs and models of care 

Capacity to support innovation 

Major Incident Management 

Breach of privacy 

Unauthorised/compromised access of ICT systems 

Infrastructure Capacity 

Regional solutions stability and performance 

Age and obsolescence of internal utilities /infrastructure /systems 

Infrastructure configuration shortfalls 
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Risk Report MidCentral District Health Board

Name 
Legislative Compliance 

Regional Cloud Solutions 

Loss of Tier 1 3rd party hosted solutions 

Regional hosted systems (Disaster Recovery) 

MCIS/NCIS - Electronic Clinical Record 

Contractor unable to meet Contract deadline (4) 

Unsafe work practices and unsafe work environment 

Service deliverables not fully covered by current funding 

Workforce pressures 

Design and/or building works not completed to a satisfactory standard on time 

Loss of market share 

Dispute between the Contractor, Client and ACC 

Loss of organisational reputation 

Workforce Capability for the future. 

Password Security 

End of life application 

Data and Information Security 

Fire Safety Systems 

Instability of the staff health Access Database held by Infection Prevention 

Facility limitations to safe healthcare delivery 

Inventory Control 

Inability to maintain safe levels of chlorine in the water for haemodialyis in accordance with international guidelines 

Variance indicator reporting 

Baby/Child Abduction 

Operating within agreed budget 

Workforce acorss Te Uru Pa Harakeke 

Oranga Tamariki responsiveness and action impacting on DHB social workers and health teams 

LMC handover to secondary care 

End of life - MS access applications 

Data Management 
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Risk Report MidCentral District Health Board

Name 
Inability to deliver timely psychology care within children across the district 

Delivery of high quality care in Uru Pa Harakeke 

Breech of Confidentiality 

Product recall bed lever 

Fatigue 

Ability to provide ongoing operation of the Primary Birthing Centre due to midwifery staffing 

Project time frame 

Project scope becomes unaffordable 

Loss/disruption of Business Continuum (including dust, noise and vibration) 

Finished facilities fail to meet standards/operational requirements 

Key person(s) dependency (retention/recruitment) 

Contractor Management 

Capacity to support sufficient follow up of outpatients 

Existing Plant & Infrastructure 

Maori Health Te Tiriti Responsiveness 

Health Inequity 

Care closer to home 

Family Violence Intervention Programme (FVIP) 

Ultrasound risk Te uru pa harakeke 

Gastroenterology Service Delivery 

Project Overrun 

Lack of dedicated resource - key person(s) dependency (inability to retain/recruit) 

Project scope becomes unaffordable 

Finished facility fails to meet standards/operational requirements 

Inability to recruit Radiologists 

Timely access to inpatient treatment 

Mosaiq Server/Storage - end of life 

Introduction into Service (Mindray Anaesthetic Machine and Monitors) 

Legacy Digital Infrastructure 

Finished facilities fail to meet standards/operational requirements 
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Risk Report MidCentral District Health Board

Name 
Project scope becomes unaffordable 

Project time frame 

Safety in Design as a PCBU 

Patient care is compromised due to incomplete documentation for MCIS 

Health Sector Transition 

Potential for patient safety to be compromised due to current clinical layout of the rooms being used to treat patients in the Medical Oncology Day Ward 

Service Acute Mental Health 
Inappropriate and/or Aggressive/Assaultive threatening behaviour to staff and/or other clients 

Inappropriate inpatient environment for Adolescent Mental Health clients 

Patients/clients self harming or attempting to self harm on Ward 21. 

Unreliability of Duress Alarms in Ward 21 

Delay in triage of patients as an outcome of competing demands 

Lack of communication with families of clients 

Physical environment not fit for purpose for a Mental Health Inpatient Unit 

Inability to staff inpatient unit (Older Adult Mental Health) with SPEC trained staff 

Service Anaesthetics 
Non compliance with ANZCA requirements may result in loss of training status 

Unsuitable environment results in lack of patient privacy in DOSA and non compliance with Health and Disability Sector Standards 

Lack of after hours echocardiography and pacemaker/ICD service 

Service Breast Imaging 
Inadequate succession options for specialist workforce 

MRT workforce at greater than normal risk of injury due to physical requirements of mammography 

Unavailability of Mobile Unit prevents timely access to screening programme/schedule 

Catastrophic Network dysfunction 

Service Cardiology 
Lack of a dedicated Cardiac Facility for diagnostic and angiography pacemaker implantation and interventional cardiac procedure 

Service Child Health 
Inability to access timely paediatric echo cardiology service 
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Risk Report MidCentral District Health Board

Name 
Inability to predict and budget for high cost transfers to Starship Hospital 

Financial instability due to ongoing cost associated with patients seen in Starship 

Transmission based precautions 

Limited Clinicians available to provide Sexual Assault and Treatment Service (SAATS) 

Environmental risk with airflow/ventilation in block c 

Risk of children and young people with mental health conditions not receving appropriate therapeutic mental health care when required to be inpatient on childrens ward. 

Service Child, Adolescent & Oral Health Service 
Inability to recruit appropriately trained Dental Therapists 

Inability to maintain communication with staff working on mobile units in remote areas 

Loss of mobile dental unit(s) 

Service Clinical Haematology 
Access to Oncology Dayward 

Service Clinical Records 
Insufficient storage space for clinical records 

Service Commercial Support 
Increased risk of fire due to degradation of aged PVC electrical wiring system 

Service Diabetes & Endocrinology Service 
Demand exceeds capacity to provide safe service to our core population groups 

Workload exceeds staffing resources for diabetes in pregnancy team 

Service Distribution/Purchasing 
Inability to access Distribution Centre and Purchasing's Computer System (JDE) 

Service District Nursing 
Increase in demand for community at home based care (District Nursing) 

Inability to protect and monitor location of staff at all times whilst working in the community 

Loss of access to an efficient electronic system 

Service Emergency Medicine 
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Risk Report MidCentral District Health Board

Name 
Workload exceeds staffing resources in Emergency Department 

Insufficient seniority of junior doctors in Emergency Medicine 

Failure to manage XRay reporting process in Emergency Department 

Delay of specialist review of patient in Emergency Department 

Emergency Department Environmental Audit 

Critical staffing levels in Emergeny Department 

Service Emergency Services 
Risk of adverse event or poor patient outcome 

Inability to staff MAPU beds (Room 9) due to insufficient resources 

Inability to care for more than 2 patients requiring infectious isolation within the Emergency Department 

Inability to consistently resource ED clerical needs 

Service Enable New Zealand 
Loss of key contestable contracts 

Service Finance 
Profitability and Financial Sustainability 

Service Gastroenterology 
Inefficient work processes in decontamination and sterilisation for Gastroenterology 

Physical space of Gastroenterology no longer meeting demand 

Inability to meet Endoscopy contracted volumes 

Service Gynaecology 
Suitable space to deliver acute gyanecological care 

Service Infection Prevention & Control 
Consultation with Infection Prevention and Control is not embedded in building design, alterations or changes to service delivery 

Hospital associated infections 

Service Information Systems 
The gap between "supply and demand" increases 

Lack of Disaster Recovery (DR) for single application servers 
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Risk Report MidCentral District Health Board

Name 
Failure of aged servers 

Service Intensive Care 
Delayed discharge of ICU and HDU patients' decreases availability of ICU/HDU beds 

Service Medical Imaging 
Inappropriate radiation exposure to patient 

Unnecessary radiation exposure to staff 

Insufficient resources to meet demand and maintain acceptable waiting times 

Failure of PACs/RIS system 

Service Medical Oncology 
Errors in chemotherapy prescribing 

Care Plans don't match paper versions 

Emergency Call Bell Location 

Service Neonatal 
Neonatal nursing workforce skillmix may impact on nursing care provided to neotates 

Service Obstetrics 
Increased numbers of pregnant patients accessing the service with high BMI's 

Baby dying of asphyxia whilst in hospital 

Baby falling off bed, through bedsides or parents arms 

No dedicated Emergency Obstetric Operating Theatre 

Insufficient numbers of trained Midwives to adequately staff maternity services at MDHB. 

Insufficient numbers of trained Midwives to adequately staff maternity services at MDHB. 

Service Pharmacy 
Threat of "armed" hold up and/or theft of Pharmacy Department 

Service Public Health 
Inability to maintain business functions due to an emergency or emergent event 

Lack of electronic notes system 

Difficulty in maintaining Business As Usual (BAU) 
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Risk Report MidCentral District Health Board

Name 
Public statements by staff adversely affecting the credibility of the service 

Clinical incident resulting in adverse outcome for the patient/client 

Breaches of confidentiality/privacy 

Service Radiation Oncology 
Equipment failure negatively impacting on patient flow 

Waiting time for Radiation Oncologists FSA 

Service Regional Cancer Treatment Service 
Clinical Haematology FSA's in Regional (Peripheral) DHB's exceed available medical resource, which may impact on care being delivered in a timely manner. 

In House Developed Software 

Service Renal Medicine 
Insufficient dedicated FTE of Nephrologists at MCH to meet increasing demand 

Exposure to staff burn out 

Continuity of Care 

Lack of resources resulting in inability to meet demand 

Functionality of the newly established Renal Unit compriomises safe patient care 

Service Sterile Services 
Inadequate cleaning of instruments results in unsterile equipment 

Inability to locate and trace instruments 

Service Therapy 
Therapy Services: Physiotherapy and Occupational Therapy patients waiting longer than the targeted time 

Staffing levels (difficulty to recruit and no leave cover) for Therapy staff impacts on the ability to provide service to MCH 

Service Urology 
Overdue and forgotten Stents 

Total number of discrete items for all groups: 217 
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16 May 2022 

MDHB Ref Y22-478 

Tena koe

The following response is provided in relation to your Official Information 
Act 1982 (OIA) request received on 3 May 2022. 

Your request asks that we: 

Provide a list of people who have been elected to the district health board 

since its establishment in 2001 - including the names of members; the start 
and finish dates of their tenure; the position they held (whether they were a 
member, chair or deputy chair); whether they were an elected or appointed 
member; and that the information be arranged by each board term. 

The information for MidCentral District Health Board from December 2001 
to the current date is provided on the following pages. No changes are 
anticipated before district health boards are disestablished on 30 June 
2022. 

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

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

Yours sincerely 

Kathryn CookChief Executive 









Phone (06) 350 8061 
Fax (06) 355 0616 

Posto/ Address: 
POBox2056 

Palmerston North Central 
Palmerston North 4440 

New Zealand 

Physical Address: 
Gate2 

Heretaunga Street 
Palmerston North 

New Zealand 

CENTRAL DISTRICT HEALTH BOARD 

Te Pae Hauora o Ruahine o Tararua 

23 May 2022 

Dear

Official Information Act (OIA) Request 

Your recent OJA request of 27 April 2022 to MidCentral District Health Board 

(MDHB) is acknowledged. 

The information you have requested for the 2021 calendar year follows. 

1. Please provide the length of time for patients on the waiting list
who were referred by their GP to Specialist in your district (incl.
count of events and average wait days) for the following;

a. Hip replacement
b. Knee replacement
c. Hysterectomy (or general gynae)
d. Breast reconstruction
e. Gall bladder
f. CT /MRI/PET scan
g. Colonoscopy

(i) Covering a 12 month period from 1 March 2021 to 28 February
2022.

(ii) Covering a 12 month period from 1 March 2016 to 28 February
2017.

01.03.16- 28.02.17 01.03.21 - 28.02.22 

Count Events Avg.Days Count Events 

Wait 

Hio reolacement 189 46.1 

Knee replacement 152 46.5 

Hysterectomy 101 52.6 

Breast 0 0 
Reconstruction 

Gall Bladder 97 48.3 

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

145 

162 

36 

1 

78 

Avg. Days 
Wait 
71.9 

69.4 

54.7 

15.0 

76.6 













Te Uru Rauhī - Mental Health & Addictions Services 
PN Hospital, Private Mail Bag 11036, PALMERSTON NORTH 
Phone: + 64 (6) 350 8354   
 

You have the right to seek an investigation and review by the Ombudsman 
of this 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 this response, may 
be published on the MidCentral DHB website ten working days after your 
receipt of this response. 
 
 Yours sincerely 
 

 
 
Scott Ambridge 
Operations Executive 
 





 

 
 

He karakia huakina huinga 
 

Pou hihiri 
Pou rarama 

Te Pou o te whakaaro 
Te Pou o te tangata, te Pou o te Aroha 

 
Te Pou e here nei I a tātou 

Mauri ora ki a tātou 
Haumi e, hui e, tāiki e 

 
May Clarity be yours 

May understanding be yours 
Through reflection 

Through personal endeavour 
Through respect 

The virtues which bind us as one 
May we be filled with wellbeing 

 

 











To , Operations Executive 

Author , Associate Director of Nursing and Operations Lead 

Date 24 April 2021 

Subject Ward 21 – Increase of Staffing 

SECTION DETAIL 

Background 
Describe the current 
state and the case 
for change 

Ward 21 is currently resourced and staffed to provide care for 24 patients. We are seeing 
increased and sustained demand for inpatient care that is leading to the ward running above 24 
beds. The proposed integrated model of care that is out for consultation aims to address 
admissions that could be supported at home by way of providing the ability in the system to more 
intensively and proactive visit patients, however this is unlikely to address the underlying demand 
on acute services 

Initial CCDM data suggests that 95% of shifts on Ward 21 are short of available nursing care hours; 
some of this is due to the staffing model not being sufficient to meet patient needs and some of 
this is due to running over 24 beds. Additionally, Ward 21 has been running at 143.4% bed day 
usage (average occupany of 28 beds against resourced of 24 beds). The average bed days by 
month are shown in the graph below. The lower bed utilisation in April and May is attributed to 
Covid-19 alert levels and restrictions, which saw a significant decline in presentations throughout 
this period. 

Conversely, the average length of stay remains within target at 15.2 days (Target 14 – 21days) 
noting however there are four long-stay patients with a length of stay > 100 days. 

Managing this increased demand is currently achieved by increasing staffing by 1 Registered Nurse 
(RN) on each shift; currently, this comes out of existing resources and leads to overtime. Overtime 
currently for Nursing on Ward 21 averages 300 hours/fortnight, with peaks in excess of 400 hours. 
Double shifts account for 75% of the overtime worked, 321 hours per month. The use of double 
shifts is an unsafe practice and whilst procedures are in place to reduce its use it remains the 
dominant practice for covering RN roster gaps. 
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In addition to nursing hours, specialling causes a significant pull on existing resources where the 
IOC staffing pool are unable to meet demand. Whilst the use of bureau staff has reduced (down 

year on year) double shifts for HCAs have increased by 50% during the same period. The 
data from CCDM shows that there is an average requirement of 1.79 requests per shift above 
existing staffing to provide Level 3 specialling. The proposal seeks to employ additional HCAs to 
reduce the level of overtime work, and bureau costs.  It is anticipated that the ward would provide 
specialling for up to 3 patients within this proposed staffing; they currently do this for up to one 
patient requiring specialling. 

Average Min Max 

Requests/Month 160.67 152 172 

Average Requests/Shift 1.79 1.69 1.91 

Multiplied * 5.2 for FTE Calculation 9.28 8.78 9.94 

The HQSC zero seclusion project that has been running since 2017, aims to reduce the use of 
seclusion and restrictive practices. The ward has enjoyed some significant successes around the 
reduction of restrictive practices. One of the consequences of this has been an increase in the use 
of specialling to maintain patient/staff safety and to provide early de-escalation of behaviours that, 
unmanaged, may escalate and require restraint and/or seclusion. 

Note: the 2019/20 proposal to increase HCA by one/shift (5.3 in total) aimed to reduce the use of 
security. Security costs for the current year compared to the same period the year before have 
reduced by . 

Finally, there is a large and consistent body of evidence around staff wellbeing and morale being a 
clear indicator of the quality of patient care. It is anticipated that appropriately staffing the ward 
and resetting the culture around overtime being the exception not the norm that this will 
positively impact staff wellbeing and morale. 

Description 
and objective 
of Proposal 

This proposal seeks to increase nursing and HCA staffing ahead of the formal recommendations via 
CCDM (anticipated to be June 2021). The primary objectives are to: 

1. Provide the right staff at the right time to meet patient needs and patient flow demand.
2. To reduce the level of overtime, specifically double shifts being utilised on the ward.
3. Provide  resources for up to 28 beds.
4. improve the quality of care provided to patients at their most vulnerable time.
5. improve staff wellbeing and morale.

Note on 21/22 budget: 
A discussion is needed on agreeing the bed numbers for the 21/22 budget. Currently the ward is set 
at 24 beds (85% occupancy) versus a current average occupancy of 28 beds.    

Changes proposed  to meet the above objectives: 

• Increase Registered Nurses by 5.3 FTE

• Increase Healthcare Assistants 9.3 FTE, recruited in two phases:
o May 2021 - Recruit 5.3 HCA, once recruited monitor and review in three months
o Subject to validation of outcomes, recruit the additional HCA’s or implement CCDM

recommendations (whichever occur first).









 
COPY TO:  

 
Strategy, Planning & 

Performance 
MidCentral DHB 

Heretaunga Street 
PO Box 2056 

Palmerston North 4440 
 Phone 

Fax 
+64 (6) 350 8928 
+64 (6) 355 8926 

 

 

 
 

For: 

√ Decision 

 Endorsement 

 Noting 
 

To Chief Executive Officer  

Author , Clinical Manager  

Child, Adolescent and Family Mental Health and Coexisting 
Disorder Service 

Endorsed by Operations Executive Mental Health and Addictions 

Date  22nd September 2021 

Subject Business Case: Increase in Child and Adolescent Mental 
Health Service FTE 

RECOMMENDATION 

It is recommended that the CEO: 

• Approves an increase of 5.4 x FTE in the Child, Adolescent and Family Mental 
Health and Co-existing Disorder Service. These FTE would be made up of a 
range of professionals (Psychology, Allied support Worker, Case manager (RN, 
SW or OT a dietician and Child Psychiatrist). This would add much needed 
capacity and a richer flavour and flexibility of support to our existing multi-
disciplinary team and to the community 
 

 

PURPOSE 
The purpose of this proposal is to present the case for an increase of 5.4 FTE in 
the Regional Child, Adolescent and Family Mental Health and Co-existing Disorder 
Service (CAFS). This is to: 

• Bring staffing levels more in line with demand (current stats (Aug 2021) 
indicate a 40% rise in referrals over the last 12 months) 

• Enable CAFS to have the capacity to have a more supportive community 
presence (for instance help community agencies like the PHO and interested 
schools and NGO’s set up and run emotional regulation groups i.e ALERT). 



• Enable CAFS to be more responsive to the increased demand for service 
(particularly since post Covid 19). 

• Provide a more focussed and consistent approach to the support of our 
community partner agencies, in their provision of earlier intervention. This 
would include our assistance with support for prevention of escalation into 
acute MH services and help with increasing their capacity/skills to work with 
children and young people with mild to moderate mental health issues. 

• Address gaps in service provision; for instance, more group work, increase 
in assessment and therapy focussed staff (particularly around trauma 
focussed care). 

• Enable us to eliminate the waitlist. 
• Enable CAFS to reduce stress and overload of clinical staff. 
• Enable CAFS to explore setting up a day program in collaboration with MASH 

Trust (at Te Matai) 

 
 

BACKGROUND 
 
Ministry of Health Priority Areas 
Child & Adolescent Mental Health Services continues to be a priority area of mental 
health at a national level, highlighted by the Prime Ministers Youth mental health 
project from March 2015. There are 26 youth related projects, one of which 
continues to be to improve wait times and follow up care in CAMHS (DHB). As a 
result of the Mental Health review conducted in 2018, it has also been 
recommended that CAFS (Nationally) assists in supporting community services to 
up skill and develop more meaningful partnerships with NGO providers and schools. 
 
Access for Maori continues to be a high priority for the MOH. Currently our 
Horowhenua team (based in Levin) have 52% Maori on their caseloads, partially 
representative of the fact that for the last 2 years Oranga Hinengaro have had no 
presence in the child and youth area. A large proportion of the group we have in 
our service have requested mainstream services. 
 
Previous Service Capacity and Staffing reductions 
Throughout 2018/19 CAFS recruited to back-fill positions that we lost between 
2014-16 and were successful in getting the funding back for these in 2018. This 
brought us back to where we should have been but there has been no growth in 
CAFS FTE for some years. 
 
Service Demand 
Child and Adolescent Mental Health Services, both nationally and internationally, 
have experienced a significant increase in demand and acuity over the past several 
years but particularly so since the end of Covid 19 Lockdown. Recent statistical 
data shows a 40% increase in referrals across the Midcentral district since August 
2020, on the back of a steadily rising referral number for several years. We 
currently have a waitlist. Crisis presentations and young people presenting with an 
Eating Disorder are very high now and are usually prioritised for follow up by the 
clinical team. 
 
CAFS Midcentral has managed to keep waitlists to an absolute minimum (far below 
the national average through very active management of all referrals, use of brief 
intervention by our newly reconfigured Intake team and willingness of staff to push 
themselves). The increased Average Length of stay (ALOS) reflects the increasing 





Dialectical Behavioural Therapy), and family therapy in the context of trauma AND 
how to liaise with schools, non-government agencies and Oranga Tamariki. 
 
A typical referral for a child would be for query ADHD and behavioural issues, with 
a question around Autism Spectrum or learning difficulties (not explored by MOE), 
in the context of attachment issues and parental conflict with low threshold child 
protection concerns. Our initial assessment would include family but need 
information from school and Oranga Tamariki. It would involve a case manager and 
CAFS Paediatrician and possibly a Psychologist as well as input from our wider MDT 
meeting. It may also need the involvement of an Occupational therapist in terms of 
a sensory profile. Although CDS and Paediatrics are responsible for the assessment 
of a child for ASD, their waitlist has been 3 years and unfortunately children are 
developing significant behavioural and/or mental health issues whilst awaiting 
support. This then comes to CAFS. 
 
Young people being referred regarding a probable eating disorder would be aged 
typically between 12 and 17yrs and at the point of referral would be very physically 
compromised. We have recently had at least 2 young people admitted into the 
Paediatric ward at any one time. These young people often present with very 
complex family dynamics and require us to utilise (wherever possible) the Maudsley 
Family Based Model of care. We had a full time RN and Specialist Paediatrician, 
plus a couple of hours of Psychology and some dietician hours, currently we are 
using a 1.2 fte RN, 0.8 fte Social Worker, dietician hours (not carved out time) and 
both Paediatric and Psychiatry time plus use of the CAFS duty/crisis service. 
 
The cases we see at CAFS are varied but ultimately increasingly complex, some 
families will engage readily and be keen for change, others will need a lot of 
chasing up and encouragement (we do this because we hold the child at the centre 
of everything we do). 
 
Current Service  
The CAFS Team currently employs 32 clinical FTE (2.2 of these being for a MOH 
project with MOE for children with early signs of Conduct Disorder). We have also 
just seconded an Occupational Therapist 0.5 fte to MOE to run their funded pilot 
project regarding establishing the ALERT group in Early Childhood Centres (there 
are 5 pilot sites across the country). 
The average keyworker caseload for a CAFS clinician is 20 – 25 clients, dependent 
upon acuity. This number is high and presents a risk to the service as the majority 
of our cases present with multiple diagnosis and sometimes extreme levels of 
acuity (risk of harm to self or others, domestic violence, out of school, parents with 
AoD use or severe MH issues). CAMH/CAF Service provision differs greatly from 
adult MH in 3 ways:  
 

1. All CAFS staff are trained in therapy; we don’t operate a case manager only 
system  

2. CAFS work not only with the child/teen but also with their family, school and 
other services, such as Oranga Tamariki and MOE. This increases the amount 
of ‘running around’ to ensure a collaborative approach to a child’s care.  

3. We offer a wide range of best practice, evidence-based groups and several 
functional groups (10 in total). 
• Art Therapy (with community-based art therapist and CAFS staff 

member) 
• ALERT group (emotional/behavioural regulation group) which we run in a 

community hall, have also taught and help set up this in several schools. 



• Box fit (we co-run a group for mixed sex and also recently started a girls 
only group) 

• DBT, we have a full rolling program (this is for young people with self-
harming behaviours and their parents and involves individual and 
groupwork) 

• Skills group for parents of children in the Te Ohu conduct disorder service 
(teaches emotional regulation for parents) 

• Parenting with Confidence, specifically for parents of children in the CAF 
Service 

• Coping Kiwi, a specialist intervention for children with anxiety (with 
parent intervention) 

• Family Therapy, we have a small specialist team who offer a family 
consult with brief intervention (this also involves the case manager) 

• The Body Project, run on an as needs basis for young people experiencing 
some early body image issues (also have been approached to deliver the 
training to other DHB’s) 

• Smashed and Stoned, just about to re-start this with young people mis-
using drugs & alcohol on a regular basis 

• We have just developed an emotional regulation program that is not as 
intense as DBT that we will hopefully trial with an interested High School. 

• Parent support and education groups (to be announced) 
• Father support group (currently in discussion with a local NGO to co-run 

this group aiming to elevate the role of a father within our families and in 
our service) 

 
The CAFS team is a truly Multi-disciplinary team with a range of professionals 
including Psychiatry, Social work, Nursing, Occupational therapy, Psychology, AoD 
and Admin as well as students/interns from Psychology, Social Work, Nursing and 
Occupational Therapy. Many of these professionals link well with schools, NGO’s 
and community groups. However, the sheer demand on the service has limited our 
opportunity for outreach.  
 
We have created a Single point of entry for all CAFS referrals which now go 
through our Palmerston Team. This team has been increased in size in the last 12 
months from 2.8 FTE (1.0 Coordinator) to 4.5 FTE from within current resource, 
this is barely enough to handle the increase in referrals which need triaging. We 
run an acute service during hours of 8.30 to 3.30 (for crisis presentations to ED, 
Police, GP etc). Reflective of the acuity is our increase in admissions to Ward 21, 
the Rangitahi Adolescent unit and Paediatric ward.  
 
PROPOSAL 
The Ministry of Health via the CAMHS Sector meetings has been encouraging 
CAMHS to think about employing personnel outside of the usual registered 
professional groups to increase the breadth of services and the support offered to 
young people and their families. Examples are of Youth Workers and community 
support workers. The MOH has also placed emphasis on CAMHS helping to upskill 
Community partners and so sharing more of the load (in a safe and supportive 
way) 
 
It is proposed that a further 5.4 FTE for CAFS be approved from new funding. This 
number would be enough to help meet current demands of the service and reduce 
the risk currently held by the team. It will also ensure we are able to give critical 
time to the up skilling of our more junior staff (essential if we are to continue to 
offer a sub-speciality service) and community partners. Two of the roles we have 



prioritised (Allied Support worker and Psychologist in Horowhenua) all have a 
supportive function both in terms of the clinical team and our partners in the 
community. 
 
Briefly: 
Allied Support Worker (1 FTE). This is an innovative new role to provide support 
for CAFS clinicians by undertaking lower threshold clinical and some administrative 
tasks under a delegation model as per the MDHB Direction Delegation and 
Supervision of Therapy Assistants / Therapy Support staff. This would involve 
provision of training – Career Force and a competency framework to ensure safe 
practice. The role will support clinicians by assisting with more assertive outreach 
with youth: ensuring they get to appointments, support in completing CAFS 
treatment homework and enabling us to contain more complex situations without 
needing to resort to an admission.  
The role would support the continuation of the numerous groups (currently 10) 
offered by CAFS by freeing up the second clinician, enabling them to undertake 
more clinical work. Best practice Group work currently increases our access and 
through put of clients.  
 
Clinical Psychologist (1 FTE) to increase the assessment of children and young 
people with complexity, to fully understand what is going on to guide interventions. 
Although most of the CAFS team have substantial clinical/therapy skills and 
training, only a Psychologist can do Psychometric testing and more specialised 
interventions. This role would be based in Palmerston and Otaki where there is a 
greater need for this with an increasing wait list. Psychometric assessments are 
time consuming and an additional Psychology FTE would make a huge difference to 
helping meet this need.   
 
CAFS Practitioner (2.0 FTE) must be multi-skilled and adaptable to adjust their 
interventions for the individual client and family. They are trained in CBT and all 
the team recently completed DBT training.  Several case managers have 
experience in running groups. Now, running to maximum capacity we still have a 
waiting time of 8 weeks for an initial comprehensive assessment appointment, and 
are establishing a waitlist in Palmerston for the first time in a long time as demand 
is increasing each year. We need more case managers to meet the demand.  
 
Dietician (0.4fte) This is to support our huge increase in demand for services for 
young people with a severe Eating disorder. This work is complex, time consuming 
and ultimately working with young people who have a life-threatening condition. 
We currently have no funded fte for a dietician. Although our dietetics dept are 
wonderful they are very stretched so the funding would go directly to them. 
 
Community Liaison (1.0fte) the ongoing increase in referrals and acuity has 
meant that we have had to reduce the amount of liaison with our community 
providers (except where specific families). The opportunity to assist with upskilling 
and support is very limited. The role of community liaison would be to identify 
where we can be useful in preventing families falling between cracks in service, 
creating opportunities for upskilling/joined up working and myth busting between 
services. It is critical that we keep good channels of communication. We recently 
embarked upon a joined up working situation with Youthline because we sent out 
an email asking for help, we are hoping this will have great benefit not only for our 
young people but for the staff across both agencies. 
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1. Purpose 

This paper sets out changes aimed at strengthening medical leadership within Te Uru Rauhi - 

the Mental Health and Addictions Services (MHA) directorate. The relevant background, 

rationale for change and the impacts of the changes, are outlined for consideration. 

Information on the consultation process has been included. The input provided by medical 
staff in confirming this paper is appreciated and has been duly considered in confirming these 

decisions.    

 

2. Background and Rationale for change 

In April 2017 following wide consultation, MidCentral District Health Board (MDHB) confirmed 

that it would be moving to an Integrated Service Model and to support this, a directorate 
structure with ‘cluster’ and ‘enabler’ functions was developed.   

 

It was agreed that each cluster would be led jointly by an Operations Executive and a Clinical 

Executive.  

  
The Operations Executive would have overall accountability for the operational leadership and 

management of the service cluster, spanning primary, community and specialist services. The 

Clinical Executive would have overall accountability for the clinical leadership and 
management of the service cluster, spanning primary, community and specialist services. 

Collectively, the Operations and Clinical Executives for a service cluster would be jointly 

accountable for service and clinical performance, and patient outcomes for the services under 

their leadership. Together they would lead the planning, procurement, delivery, monitoring 
and evaluation of their services, regardless of the delivery model for those services, whether 

that be in the home, in a primary or community setting, or in a hospital environment.  This 

structure has been in place across most clusters.     
 

At this time, in September 2019, a Medical Lead role was established to support the Clinical 

Executive and to strengthen the medical leadership of the MHA directorate.  However, as this 
role remained unfilled, despite recruitment attempts, the role morphed into a Medical Director 

role and an appointment was made to this role in February 2020.  

The Medical Director is part of the senior leadership team within Te Uru Rauhī and works in 
partnership with the Operations Executive, Clinical Executive and Operations Leads to deliver 

safe, efficient, and comprehensive delivery of contemporary high quality, person/whānau 

centered clinical services across the continuum of care. The Medical Director is responsible 

for: 

1. Providing clinical leadership, advice and support for the MHAS in the areas of Clinical 
Governance, Quality Improvement and Strategic Planning.  

2. Providing clinical oversight of the MHAS and resolving clinical situations, where significant 

differences of clinical opinion and patient management exist between clinicians, teams 

and/or other DHB services. To achieve positive clinical and well-being outcomes, this may 
variously involve liaising and collaborating with Operational Leads, Locality Managers, 

Lead facilitators, Care Coordinators and SMOS, the DAMHS, Professional Leads and where 

necessary the MHAS Operational Executive, the CMO and other MDHB Clinical Executives 
3. Liaising with other DHB Clinical and Medical Directors and the Ministry of Health and 

representing the Service at key National, Regional and Community Mental Health and 

Addiction forums.  
4. The recruitment, deployment, retention and performance management of SMOs and 

RMOs.  
 

Since the departure of the Clinical Executive (in August 2021) the Medical Director has taken 
on additional responsibilities that include several clinical executive functions as outlined 

below: 
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1. Acts as the representative for Te Uru Rauhi on the Medical Reference Group. 
2. Chairs Te Uru Ruahī Clinical Governance Committee 

3. Represents Te Uru Ruahī on the SEARGG. 

4. Is the clinical contact for Te Uru Rauhi with the Ministry of Health. 

5. Clinical Director representative for the Central Region DHBs on national Mental Health 
and Addictions Reference Group 

 

In addition, Te Uru Ruahī has embarked a significant change management programme, te 

Matapuna o te Ora and the rebuild of the Mental Health facility that require increased medical 
leadership, the majority of which is falling to the Medical Director.  

 

3. Confirmed Changes 

 

Key changes confirmed as a result of the review are outlined below. 

 

To ensure continued joint accountability for clinical and operational leadership the Clinical 
Executive role is reinstated.  Recruitment to this role will begin as soon as practicable.  It 

is intended that the incumbent recruited to this role is a Psychiatrist so that reporting for 

other Medical roles is simplified.  
 

Once the CE role has been recruited and after an agreed transition period (and subject to that 

role being a psychiatrist), it is intended that the Medical director role (currently contracted) 

will be disestablished.  Recruitment to the CE role will therefore commence.  
 

To support the Clinical Executive, it is appropriate that the medical leadership structure of the 

directorate be reviewed to ensure there is sufficient medical leadership in place as Te Uru 
Ruahī and the DHB transitions into the new health system.  The medical leadership model 

aligns with the direction of the Te Mātāpuna o te Ora and recognises the importance of the 

medical workforce as a critical success factor in leading the change. It also provides 
opportunities for elevating medical leadership with Te Uru Rauhī. 

 

It is therefore decided that a Medical Lead for Acute and Specialist Services and a Medical 

Lead for Specialist Community & Primary Services, within the directorate be appointed.  
 

The two Medical Lead roles report to the Clinical Executive (subject to the Clinical Executive 

being a Psychiatrist) and work in partnership with the Operations Leads to provide effective 
medical/leadership within each of their specialty area - Acute and Specialist Services and 

Specialist Community & Primary Services.  

The Medical Leads are responsible for: 

1. Providing medical leadership, oversight and guidance of clinical care, within their service 

cluster, to support person/whanau focused systems of integrated care that deliver high-

quality, safe mental health and addiction services and positive health and well-being 
outcomes. This may variously involve liaising, advising and collaborating with their 

Operational Lead, Locality Managers, Lead facilitators, Care Coordinators, SMOS and the 

Medical Director. 
2. Contributing to the growth and development of front-line clinical leadership, facilitating 

clinicians and teams within their cluster to undertake good clinical decision making and 

patient care and where necessary resolving clinical differences of opinion and approaches 
relating to care of patients presenting service challenges.  

3. The clinical leadership and deployment of SMOs and RMOs within their service area and 

ensuring excellence in professional and practice standards.   

4. Acting as a medical representative for their cluster and contributing to strategic and 
operational service planning relevant to the specialty and the medical workforce. 
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5. Reporting regularly to the Clinical Executive about the functioning and quality of services 
within their cluster and advising him/her of serious incidents occurring within the 

services. 

 

The Medical Leads will work up to 0.3 FTE exclusive of maintaining clinical practice in their 

area of specialty.  

To ensure stability and continuity of medical leadership the position of Medical Director will 

continue to provide medical leadership. The Medical Lead roles will report to the Medical 

Director until such time as a Clinical Executive, is in place.  Once the CE role has been 
recruited and the CE is a psychiatrist, the Medical Leads will report to the CE and the Medical 

Director role will be disestablished.  

 

Change impacts if this proposal is adopted: 

• Clinical Executive role is reinstated and recruited to 

• Two new roles of Medical Leads are created and recruited (internally)   

• The Medical Director role is disestablished once the Clinical Executive is in place (subject 

to the Clinical Executive being a psychiatrist). 

 

4. Consultation Process 

The decisions contained in this paper were following a consultation process, encompassing 

directly and indirectly affected medical staff within the DHB and the unions.   

 

All feedback has been carefully and fully considered in confirming these decisions.  The 

final decision will be implemented as soon as practicable, following due process.  A 

summary of feedback received is attached as Appendix A. 

 

5. Support 

Through this process, MDHB is committed to taking care of our people, preserving their 

mana, and ensuring their employment rights are met. This means acting according to our 

organisational values, engaging in genuine and meaningful consultation, and meeting our 

obligations as a fair and reasonable employer under the applicable legislation and in 

accordance with employment agreements.  

 

Those staff who may be affected by change are entitled to have the representation or support 

of a union, legal or employment advocate, whānau support or other person of their choice.  

 

Free and confidential counselling support through EAP Services will be available to all staff as 

consultation is progressed. EAP can be contacted by phone at 0800 327 669. 

 

6. Recruitment process  
 

Selection process 

Recruitment process that is consistent with the requirements of the ASMS MECA will be 

followed.   

Recruitment for the Clinical Executive and Medical Lead roles will be sequenced to allow staff 

to be able to apply for them.   





26 May 2022 

Via email: 

Dear 

I refer to your Official Information Act request received by email on 28 April 2022 with 
regard to your request for information relating to the number of Gastroenterologists 
employed at MDHB and respond as follows: 

- How many Gastroenterologists have been appointed to your DHB between the
dates 1st April 2020 – 1st April 2022?

Three

- Were they employed in a sole Gastroenterology or dual Gastroenterology and
General Medicine role?

One is Gastroenterology only. The remaining two have a Gastroenterology and
General Medicine mixed role.

- For those employed in dual Gastro/Gen Med roles:
o What was the full time equivalent (FTE) for each role?

There is currently no defined FTE split between Gastroenterology and
General Medicine components. However, demand dictates that
Gastroenterology is the majority of the role.

o Did the General Medicine role include General Medicine ward cover?

General Medicine patients under their care are admitted to the General
Medicine ward.

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













Please note that this response, or an edited version may be published on the 
MDHB website ten working days after your receipt of this letter. Please let me 
know if you have any objections to this as soon as possible.  
 
I hope this information is what you require.   
 
 
Yours sincerely 
  
 
 
 
 
Sarah Fenwick 
Operations Executive 
Te Uru Mātai Matengau  
Cancer Treatment, Screening and Support 
 
CC  , OIA Services, Office of the Director-General, Minisry of 

 
  
 
 
 















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

5 Does your risk register fully describe seismic risk to the same 
degree as seismic briefings to risk and audit committees; if not, 
why not? 
 
The Finance, Risk and Audit Committee receives quarterly updates 
on all risks and mitigations, including any seismic or infrastructure 
risks.  The Committee also receives an annual report on the DHB’s 
seismic programme. 

 
 
6 When was the last time the risk register was sent to the Ministry of 

Health, Minister or his office? 
 
The papers for every Finance, Risk and Audit Committee meeting 
were sent to the Ministry of Health’s Account Manager.  These 
papers included regular updates on the risk register.  This practice 
ceased early 2020. 

 
 
7 When was the last time the DHB sent a letter or email of concern 

around seismic risk to the Ministry of Health or the Minister or his 
office?  We request a copy of that communication. 
 
To the best of my knowledge, no letters or emails of concern 
around seismic risk have been sent to the Ministry of Health or the 
Minister or his office. 

 
 
8 When was the last time seismic risk was discussed at a board level 

and what was the nature of that discussion? 
 
As noted above, the Finance, Risk and Audit Committee (a 
subcommittee of the board) receives a full report each year on the 
DHB’s seismic programme.  The last report was in June 2021.  This 
report provided an update on the seismic remedial work 
programme including progress made, actions undertaken and 
planned future work.  It was noted that regular seismic reviews 
ensure the DHB’s seismic risk assessments and mitigation 
strategies remain relevant. 

 
 
9 When was the last time communication was had with seismic 

insurance or indemnifiers around seismic risk concerns?  I request 
a copy of that communication. 
 
To the best of my knowledge, MidCentral District Health Board has 
not had any communication with seismic insurance or indemnifiers 
around seismic risk concerns. 

 



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

 
If you are not satisfied with this response you have the right to raise any 
concerns 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 10 working days after your receipt of this 
response. 
 
 
 
Yours sincerely 

              

       
Neil Wanden  
General Manager, Finance and Corporate Services  









 
 
 

Issue Number of 
submissions 

Proposed change 

Pharmacies should 
not sell tobacco and 
alcohol 

2 Needs careful consideration, would 
exclude supermarkets from obtaining an 
agreement. May negate improved access 
opportunities. Can be easily 
circumvented. Also issue of other 
products contributing to burden of 
disease. 

 
MDHB has written information from the Community Pharmacy 
Commissioning Policy Workshop which is detailed in Appendix 2. 

 
• Any documents showing that the DHB and its personnel took 

into account and/or addressed the fact that alcohol and/or 
cigarettes are available for sale within the same premises as 
a pharmacy when considering the application for an ICPSA 
by a Countdown Pharmacy. This request is limited to ICPSA 
applications submitted to the DHB by a Countdown 
Pharmacy after 1 May 2020. 
 
MDHB has one ICPSA application entrain, and the process is still 
ongoing. The comment presented by MDHB is presented below: 

 
“The sale of tobacco and alcohol products from the premises 
is of concern to the DHB. The Panel members expect the 
identification of specific actions to promote smoking 
cessation and reduce alcohol related harm”. 

 
• Any policy document the DHB has in place to monitor the 

operation of an ICPSA (or, if no such specific policy exists, 
any policy document the DHB has in place to monitor the 
operation of service agreements it has entered into pursuant 
to section 25 of the New Zealand Public Health and Disability 
Act 2000). 
 
MDHB does not have such a policy, for either the ICPSA or agreements 
more generally.  MDHB relies on the provisions contained in the 
ICPSA and the reporting requirements for the various service 
specifications attached to the ICPSA to monitor the service delivery of 
the agreement holders. 
 

• Any policy document the DHB has in place addressing how 
it should respond to a failure to comply with the terms of an 
ICPSA (or, if no such specific policy exists, any policy 
document the DHB has in place to address a failure to 
comply with a service agreement it has entered into 
pursuant to section 25 of the New Zealand Public Health and 
Disability Act 2000). 
 
 



 
 
MDHB does not have such a policy.  MDHB relies on the provisions of 
the ICPSA to enable it to respond to failures to comply with the terms 
of the ICPSA. 
 

• Documents recording the DHB’s response to any failure by a 
pharmacy to comply with the terms of its ICPSA. This 
request is  limited to failures since 1 January 2021. 
 
MDHB does not have any documents since 1 January 2021, recording 
MDHB’s response to any failure by a pharmacy to comply with the 
terms of its ICPSA.  

 
You have the right to seek an investigation and review by the Ombudsman 
of this 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 this response, may 
be published on the MidCentral DHB website ten working days after your 
receipt of this response. 
 
  
Yours sincerely 

 

 
 

Deborah Davies 
Operations Executive 
Primary Public & Community Health 
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3. POLICY STATEMENT 

This policy provides the opportunity to configure and shape MDHB’s pharmacy services to ensure 

greater emphasis on access, target inequities and generate better health outcomes for MDHB’s 

district community. The policy provides greater influence on where new pharmacist services are 

located, and ensures that providers demonstrate a collaborative partnership with primary care. It 

will ensure Community Pharmacy Services best address MDHB’s vision for quality pharmacist 

services. Providers must be capable of complying with the ICPSA and support the Pharmacy 

Action Plan and Pharmacy in MidCentral Strategy.  

MDHB will continue to investigate and develop opportunities to commission services through 

Community Pharmacies that support the following: 

• MDHB Strategic Imperatives, including: 

o Achieving quality and excellence by design;  

o Connecting and transforming primary, community and specialist care; 

o Partnering with people and whānau to support health and wellbeing; and 

o Achieving equity of outcomes across communities. 

• Pharmacy Action Plan 2016-2020, in relation to: 

o Population and personal health; 

o Medicines management services; 

o Minor ailments and referral; and 

o Dispensing and supply services. 

• Pharmacy in MidCentral Strategy, in relation to: 

o Systems; 

o Services; and 

o Workforce. 

This approach will take a quality improvement approach, with a focus on: 

• Delivery of services based on health need; 

• Equitable access to Community Pharmacy Services; 

• Fully informed patient self-care; 

• Integrated, multi-disciplinary co-ordination to patient services; 

• A focus on people centric collaboration between pharmacists, from the hospital to the 
community; and  

• Increasing primary care capacity 
 

4. SCOPE 
 

To achieve the policy statement set out above, this policy will guide MDHB’s decision-making 
relating to Community Pharmacy Services in MDHB’s district including:  
 

• All requests received for a new ICPSA;  

• When existing ICPSA holders seek to transfer their pharmacy contract, which results from 
the partial or complete sale of a pharmacy or because there is a change in control of the 
pharmacy 

• When an existing ICPSA holder: 

o Seeks to relocate the pharmacy;  

o Seeks to provide services from an additional premise (including through a satellite 

pharmacy) or location;  
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o Seeks to amalgamate with one or more providers; or 

o Seeks to provide a new Community Pharmacy Service within an existing contract. 

 

This policy applies to: 

• All employees and Board Members of MDHB; 

• All external personnel of MDHB; and 

• Any other designated person or organisation dealing with the commissioning of 

Community Pharmacy Services for, or on behalf of, MDHB. 

 

 

5. PROCESS 

The process for assessing applications will be as follows: 

a. Applicants must complete the relevant application form and send it to: Advisor 

Commissioning and Contracts, Strategy, Planning and Performance, MidCentral 

DHB, Gate 2, Heretaunga St, Palmerston North 4414 or emailed to 

contracts.department@midcentraldhb.govt.nz 

b. An email acknowledging your application will be sent within 5 working days of 

receipt.  

c. MDHB will convene the MidCentral DHB Community Pharmacy Commissioning 

Panel (the Panel) to consider the information provided in the application form, 

having regard to current access and quality of pharmacist services for the population 

in the proposed location.  

d. The Panel will make a recommendation to the Chief Executive Officer’s delegate who 

will make a decision on the application.  

5.1 Applications for new ICPSA 

The applicant will be advised of the outcome of the application within 20 working days of 

making the application, unless a request for additional information is made.  

Applications relating to new pharmacy contracts will be considered against the criteria 

outlined in clause 6.1 of this policy. 

Applications that are granted will be subject to the pharmacy subsequently obtaining and 

maintaining a pharmacy licence through the Ministry of Health where required.  

5.2 Applications for transfer of existing ICPSA 

The applicant will be advised of the outcome of the application within 20 working days of 

making the application, unless a request for additional information is made.  

Applications relating to existing pharmacies will be considered against the criteria 

outlined in clause 6.2 of this policy, consistent with the requirements of clause C.45 of the 

ICPSA.  

5.3 Applications to provide services from a new location, additional premises, or 

new services within an existing ICPSA, including delivery of existing national 

service not currently provided by the provider 

The applicant will be advised of the outcome of the application within three months of 

making the application. MDHB will notify the applicant for a change of location of its 

decision within 20 working days from receipt of the notification given under subclause 

(1)(a) of clause B.20 of the ICPSA. 
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If approved, the service may be initially tested through a short-term pilot programme with 

funding support (up to 12 months). Extensions after that period will be dependent on the 

performance of the pilot programme.  

Applications relating to the change of location, additional premises, or new funded 

national services within existing Pharmacy Contracts will be considered against the 

criteria outlined in clause 6.3 of this policy, and in accordance with the requirements of 

clause B.20 of the ICPSA.  

5.4 Applications not received  

 MidCentral DHB is not responsible for applications that are not received.  

5.5 Requests for additional information 

During the application process, the Panel may require further information from an 

applicant additional to that contained in the application, for example in regard to: 

• determining the nature of the interest held by any person in the pharmacy; 

• the requirement for a person to be a 'fit and proper' person or a body corporate to be of 

'good repute'; or 

• the ownership structure of the pharmacy. 

 

The applicant will be advised of the outcome of the application within 20 working days of 

providing the additional information.  

If the applicant fails to supply the information within 30 days of the date of the request (or 

within any additional time given by the Panel) the application will lapse. This requires the 

applicant to submit a new application.  

5.6 Once an application is approved 

Applications for new Pharmacy Contracts, relocations, additional premises or locations, 

transfer of existing pharmacy contracts. 

Subject to the application being approved, the applicant will have 90 days to begin the 

process of purchasing/leasing the pharmacy building and submit the application for a 

Ministry of Health Pharmacy Licence. If the applicant fails to begin the process within 90 

days, the approval may be revoked and a new application may be required. New pharmacy 

operations must be completed within 12 months of approval. If the applicant fails to begin 

to complete the process within 12 months from approval, the approval may be revoked and 

a new application may be required. 

Applications for new Community Pharmacy Services within existing Pharmacy 

Contracts 

Subject to the application being approved, the applicant will have 90 days to begin the 

provision of service through a new pharmacy or existing pharmacy. If the applicant fails to 

complete providing the service within 90 days, the approval may be revoked and a new 

application may be required.  

5.7 If an application is declined 

In the event of the application being declined, the applicant may request that the decision 

be reviewed by the Chief Executive Officer within 30 days of notification of the decision, 

by providing additional information to support the original application. The decision of 

the Chief Executive Officer will be final.  
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If any information provided in relation to an application is found to be untrue, incomplete 

or misleading in anyway the application will be declined. 

 

6. APPLICATION CRITERIA AND DECISION MAKING  

6.1  New ICPSA 

Consideration of applications for a new ICPSA will be guided by the criteria set out in the 

table below.  The associated information requirements are also set out in the table below. 

Criteria Information requirement  

The applicant has demonstrated it is of 
good character and there are no 
unresolved issues concerning the 
pharmacist/s current or past Annual 
Practicing Certificate/s (APC) or Ministry 
of Health licence/s or conditions.  

• Provide the following Applicant 
information – APC (including any 
conditions), police check and good 
character information. 

• Details of community pharmacy 
experience 

• Details of any conditions imposed on an 
APC 

• Details if an APC has ever been 
cancelled 

• If the applicant has been a pharmacy 
owner previously, provide details if a 
Ministry of Health licence has had 
conditions applied or cancelled.  

 

The applicant has demonstrated that the 
proposed services are consistent with 
relevant national and local strategic 
priorities, including Ti Tiriti o Waitangi 
commitments, for pharmacy and 
pharmacy services.  

The applicant will contribute to providing 
best practice advice and service so that the 
people of MidCentral achieve better health 
outcomes – People Centric, Best Practice, 
Better Health Outcomes. 

 

• Explain how the proposed services will 
meet the relevant national and local 
strategic priorities for pharmacy and 
pharmacy services outlined in the Clause 
3 Policy Statement and Pharmacy in 
MidCentral Strategy. 

• Provide details of how the applicant will 
support the introduction of appropriate 
Maori principles/tikanga within its 
organisation to promote the holistic 
approach of Maori health care. 

• Provide a Quality Improvement Plan that 
includes details of how the applicant will 
take into account the needs of Maori 
service users. 

• Provide a plan on how the proposed 
services will address inequity. 

• Provide details about how the applicant 
will contribute to providing best practice 
advice and service so that the people of 
MidCentral achieve better health 
outcomes – People Centric, Best Practice, 
Better Health Outcomes. 
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Criteria Information requirement  

The applicant has demonstrated that it will 
provide services required by MDHB in an 
area or for a population in need of 
pharmacy services. Assessment of this 
criterion will include: 

• location  

• population served  

• proposed services 

• opening days/hours 

• Pharmacy Information – location, 
proposed services, opening hours. 

• Confirmation that the applicant will 
provide all PHARMAC Schedule section 
B, C and D medications to patients if 
requested and required; including high 
cost medications (exemptions may apply 
as directed by MidCentral DHB or 
PHARMAC).  

• Provide information about existing 
pharmacy services in the proposed 
location and the different services that 
will be supplied from the existing 
services. 

• Distance to nearest existing pharmacies.  

• Proximity to primary care services and 
populations with special needs. 

• Explanation of what the population 
needs are of the proposed pharmacy 
location, how are they currently being 
met and how the services provided by 
the applicant will meet the unmet 
population health needs. 

The applicant demonstrates that it has 
sufficient staff with relevant qualifications 
and accreditations to deliver the proposed 
services.   

• Provision of staffing plan and profile. 

• Information on contingency planning to 
ensure maintenance of acceptable 
minimum staffing levels. 

The applicant will demonstrate how it will 
increase the impact of co-located and 
nearby services and facilities with positive 
health outcomes and how it will minimise 
and mitigate the impact of those with 
negative health outcomes. 

• Information on where the proposed 
pharmacy will be located, including 
information on co-located and nearby 
services and facilities relating to better 
population health outcomes, such as 
healthy eating, healthy exercise, social 
inclusion, etc. and how the pharmacy 
will leverage these to improve health 
outcomes. 

• Information on any co-located and 
nearby services and facilities relating to 
alcohol and tobacco sales, gambling 
facilities, or other services that 
contribute to poorer population health 
outcomes and how the pharmacy will 
reduce or eliminate their adverse impact 
on health outcomes.  

The applicant has demonstrated that it will 
work in an integrated manner with 
primary care providers to ensure 
continuity of care to patients resulting in 
better health outcomes. 

• Explanation of how the applicant will 
work with primary care providers to 
support better health outcomes. 

• Evidence of engagement plan with 
primary care providers in the proposed 
location. 
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Criteria Information requirement  

 • Information on how the applicant will 
engage with population groups with 
greater needs, including the elderly and 
those receiving mental health and 
addiction services.  

• Information on how the applicant will 
address the physical, emotional, social, 
spiritual and intellectual aspects of 
health in providing holistic services 

The applicant has demonstrated it has 
suitable systems and processes in place to 
meet the Pharmacy in MidCentral Strategy 
and the Community Pharmacy Quality 
Standards.   

• Provide evidence of systems and 
processes relevant to meeting the 
Pharmacy in MidCentral Strategy and 
the Community Pharmacy Quality 
Standards.   

 

 

6.2  Transfer of existing ICPSA  

Consideration of applications for a transfer of an existing pharmacy contract will be guided by the 

criteria set out in the table in clause 6.1 as relevant and decisions about applications will be made 

in accordance with C.45 of the ICPSA.  MDHB must be satisfied of the proposed transferee’s 

ability to perform its obligations under the ICPSA and request reasonable details to inform any 

consent. The MDHB seeks to gain maximum quality improvement through any change.  

6.3  Services from a new location, additional premises or for new services within 

existing ICPSA, including delivery of existing national service not currently 

provided by the provider 

Consideration of applications for services from a new location, additional premises or new funded 

national services within an existing ICPSA, including delivery of existing national service not 

currently provided by the provider, will be guided by the criteria set out in the table in clause 6.1 

as relevant. Consideration of applications for a change in location of premises will be consistent 

with clause B.20 of the ICPSA.   MDHB will have regard to the proximity of other community 

pharmacies to the proposed location, needs of the providers current service users and the likely 

needs of the population that may be served at the proposed location. MDHB seeks to gain 

maximum quality improvement through any change.  

 

7. MIDCENTRAL DHB COMMUNITY PHARMACY COMMISSIONING PANEL  

The Panel will assess applications against the criteria and provide an assessment on the extent an 

application meet the criteria.   

 

The Panel will include the following roles: 

• Community Pharmacy Experience nominated by the MidCentral Community Pharmacy 
Group; 

• Pae Ora Maori Health Directorate representative; 

• Primary Care Representative nominated by THINK Hauora; 

• Consumer or Community Representative nominated by the Consumer Council; 
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• Chief Pharmacist; and 

• Business Accountant. 

The Panel may seek additional information or advice, and/or co-opt additional members as 

required. 

Panel members will be required to declare any conflicts of interest in respect to each application 
considered. MDHB will determine whether the conflict excludes the member from the Panel, or the 
conflict can be satisfactorily managed. 
 
 

8. POLICY REVIEW 
This policy will be reviewed as and when required, and may be updated by MDHB at any time.  

 
 

9. REFERENCES 
This policy acknowledges MDHB’s responsibilities under legislation, such as: 

• New Zealand Public Health and Disability Act 2000; 

• Commerce Act 1986; 

• Employment Relations Act 2000; 

• Fair Trading Act 1986; 

• Health and Safety at Work Act 2015; 

• Human Rights Act 1993; 

• Medicines (Database of Medical Devices) Regulations 2003; 

• Official Information Act 1982; 

• Privacy Act 1993; 

• Contract and Commercial Law Act 2017;  

• Treaty of Waitangi Act 1975; 

• Resource Management Act 1991; 

• Ministry of Health, Health and Disability Services, Pharmacy Service Standards 2010. 
 

10. DEFINITIONS 

APC 

 

The principal purpose of the Health Practitioners Competence 

Assurance (HPCA) Act 2003 is to protect the health and safety of 

members of the public by providing for mechanisms to ensure that 

pharmacists are competent and fit to practise. It requires 

pharmacists to be registered and hold a current Annual Practising 

Certificate (APC) to be able to practice, even if practising under 

supervision. 

Community 

Pharmacy 

Services 

Means the services provided by the Provider under the ICPSA, 

including services provided in relation to the dispensing of 

pharmaceuticals 

Contract 

 

An agreement between two or more persons or legal entities which 

is intended to be enforceable. Both parties must have capacity to 

contract. The essential elements of a contract are: 

• agreement between the parties as to the essential 

 terms of their bargain; 

• an intention by the parties to create a legally 
 binding relationship; and 
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• the existence of consideration which means that 

 each party gives the other something and each party 

 gets something in return. 

External 

Personnel 

Means: 

• authorised paid individuals or individuals from 
paid companies or other entities (non-employees) 

working within MidCentral DHB to meet 

staffing/service/project needs, e.g. external agency 

staff, locums, consultants and contractors; and 

• authorised unpaid individuals or groups to observe 
(including clinical observers), gain experience, 

teach or provide support within agreed boundaries. 

PHARMAC The Pharmaceutical Management Agency (PHARMAC) is the New 

Zealand Crown agency that decides, on behalf of District Health 

Boards, which medicines and related products are subsidised for 

use. 

More recently, PHARMAC been appointed by Cabinet to be the 

future national shared procurement service for Medical Devices 

and will gradually begin to work on national contracts. The 

national contracts are optional for DHBs to use, but may offer 

significant benefits to the DHBs and where appropriate should be 

applied. 

Procurement All of the business processes associated with acquisition of goods 

and services, spanning the whole cycle from the identification of 

needs to the end of a service contract or the end of the useful life 

and subsequent disposal of an asset. 

Purchase A transaction in which goods or services are acquired in exchange 

for payment. 

Staff Means generally all people to whom this policy applies and who 

are involved in some capacity during a procurement process; and 

also 

Means the person nominated to directly manage and be 

accountable for a particular procurement. Responsibilities include: 

• planning and documenting the procurement activity 
adequately; 

• engaging key stakeholders (including Procurement 

Services, Contract Services, Infection Control, Local and 

Regional Information Services, Health and Safety Services, 

where necessary); 

• development of requirements and specifications; 

• obtaining necessary approvals and authorisation; 

• providing originals of signed contracts to Contract Services; 

and 

• complying with regulatory requirements and relevant 

MidCentral DHB policies. 

 



 

Policy for Community Pharmacy Services Commissioning 

 

Document No: MDHB-8005 Page 10 of 10 Version: 1 
BF\60446669\1  Printed 28/06/2022 10:13:00 AM 

 

11. RELATED MDHB DOCUMENTS 

MDHB Policies:  
MDHB-1892 Health and Safety [Policy] [HR H3] 
MDHB-7376 Contracts Policy 
MDHB-2018 Conflict of Interest Policy 
MDHB-2022 Delegations Policy 
MDHB-5705 Procurement Policy 

 
MDHB Guides: 

Panel Assessment Template – New Pharmacy, Amalgamations or Sale and Purchase of existing 

Pharmacy 

Panel Assessment Template – New Pharmacy Services within existing Pharmacy Contracts 

 
MDHB Manuals:  

Board Policies Manual 
Health and Safety Manual 
Procurement Manual  

 
MDHB Strategy Documents:  

MidCentral DHB Strategy 
Pharmacy in MidCentral Strategy 

 

12. KEYWORDS 

Contracts 
Government Rules of Sourcing  
Pricing / price reviews 
Procurement 
Community Pharmacy 
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Finance and Corporate Services  
MidCentral DHB, PO Box 2056, Palmerston North Central, 4440.   

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

              

       
Neil Wanden  
General Manager, Finance and Corporate Services  







When vacancies arise during the year, MDHB assesses whether the vacancy is 
suitable for a PGY1 and then look at NZREX applicants if it determines the 
position could be filled by a PGY1. 
 
 

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









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

6 The count and list of those from question 4 that are less than 20 
percent of the New Building Standard (NBS)  

 
No buildings owned by MidCentral District Health Board are less 
than 20 percent of NBS. 

 
 
If you are not satisfied with this response you have the right to raise any 
concerns 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 10 working days after your receipt of this 
response. 
 
 
 
Yours sincerely 

              

       
Neil Wanden  
General Manager, Finance and Corporate Services  
 

















&IDCENTRAL DISTRICT HEALTH BOARD 
Te Pae Hauora o Ruahine o Tararua 

Phone (06) 350 8061 
Fax (06) 355 0616 

Postal Address: 
PO8ox2056 

23 June 2022 

Palmerston North Central 
Palmerston North 4440 

New Zealand 

Physical Address: 
Gate2 

Heretaunga Street 
Palmerston North 

New Zealand 

Dear -

Official Information Act (OIA) request - OIA Y22-497 

Thank you for your request for information dated 30 May 2022. Your request 
is acknowledged and has been passed onto me for a response. 

You have requested MidCentral District Health Board (MDHB) provide you 
with information regarding precocious puberty. Please note MDHB's results 
only go back to 2013, the 2013 data is generally less robust than more recent 
data as MDHB was on a different Patient Management system at that time. 

1. How many children were referred for precocious puberty in
each calendar year from 2006 until the most recent available
year (presumably 2021)?

2013 

2014 

2015 

2016 

2017 

2018 

2019 

2020 

2021 

2. How many children were being treated (i.e. total ongoing
treatments) for precocious puberty in each calendar year
from 2006 until the most recent available year?

2013 

2014 

2015 

2016 4 

2017 9 

2018 6 

2019 11 

2020 15 

2021 11 

Please note that this response, or an edited version may be published on the 
MDHB website ten working days aher your receipt of this letter. Please let 
me know if you have any objections to this as soon as possible. 

Te Uru Pa Harakeke - Healthy Women Children and Youth 
MidCentral District Health Board, PO Box 2056, Palmerston North. 
oia@midcentraldhb.govt.nz 













 

 

TeWhatuOra.govt.nz 
PO Box 2056, Palmerston North, 
4440 
Phone: +64 06 350 9196 

 

Please note that this response, or an edited version of it, may be published on the Te Pae 
Hauora o Ruahine o Tararua | MidCentral  website ten working days after your receipt of 
this letter. 
 

Yours sincerely 
 
 
 
 

Keyur Anjaria 
General Manager 
People and Culture 
Te Pae Hauora o Ruahine o Tararua | MidCentral 

 





15 July 2022 

Tēnā koe 

OIA request 
Our Reference: Y22-487 and Y22-488 

We are in receipt of your Official Information Act requests dated 16 May 2022.  On 15 June 2022 we 
wrote to you extending the deadline for responding to your requests, due to the large number of 
documents captured within the scope of your requests, and the substantial amount of staff time 
required to collate and review those documents. 

You requested the following information: 

OIA Y22-487 
Please provide all official information as defined in the Official Information Act, not limited to but 
including emails re MidCentral District Health Board Palmerston North Hospital Mental Health
Services and Ward 21 where concerns/issues relating to or discussing Patient Safety or Staff 
Safety were raised between 1st February 2020 and 31st March 2020. 

The response should include but not limited to include persons: 

1. Gemma Turner
2. Kathryn Cook
3. Dr Jeff Brown
4. Celina Eves
5. Dr Joanna Jestrezebska
6. Dr Neelima Pradhan
7. MidCentral District Health Board Members and Board

Chair
8. Vanessa Caldwell
9. Scott Ambridge
10. Ministry of Health

OIA Y22-488 
Please provide all official information as defined in the Official Information Act, not limited to 
but including emails re MidCentral District Health Board Palmerston North Hospital Mental
Health Services and Ward 21 where concerns/issues relating to or discussing Patient Safety or 
Staff Safety were raised between 1 April 2020 and 31 December 2020. 

The response should include but not limited to include persons: 

1. Scott Ambridge
2. Vanessa Caldwell
3. Jon Gullidge
4. Richard Barrass
5. Stacey Wilson
6. Kathryn Cook
7. Dr Jeff Brown
8. Judith Catherwood
9. MidCentral District Health Board Members and Board

Chair



TeWhatuOra.govt.nz 

PO Box 2056, Palmerston North, 4400 

Te Pae Hauora o Ruahine o Tararua | MidCentral (MidCentral) has now completed a search for
the information you have requested.  This has involved searching MidCentral’s common 
directories, as well as the email accounts of each of the individuals named in your OIA request for 
the time periods stipulated, using relevant search criteria.  

We enclose the relevant information.  However, we have withheld some information (by way of 
redaction) under section 9(2)(a) of the Official Information Act, where doing so was necessary to 
protect the privacy of individuals, and where we did not consider that a public interest existed that 
outweighed that privacy consideration.  We have also withheld a small amount of information under 
section 9(2)(i) of the Official Information Act, which allows information to be withheld in order 
to enable Te Pae Hauora o Ruahine o Tararua | MidCentral (MidCentral) to carry out
commercial activities without prejudice. 

You have the right to seek an investigation and review by the Ombudsman of this 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 this response, may be published on 
the MidCentral DHB website ten working days after your receipt of this response.

Ngā mihi 

Scott Ambridge 
Operations Executive 
Te Uru Rauhī - Mental Health & Addictions 
Services Te Pae Hauora o Ruahine o Tararua | 
MidCentral



TeWhatuOra.govt.nz 

PO Box 2056, Palmerston North, 4400 

15 July 2022 

Tēnā koe 

OIA request 
Our Reference: Y22-503 

We are in receipt of your Official Information request which was transferred from the Health Quality 
and Safety Commission New Zealand to Te Pae Hauora o Ruahine o Tararua |MicCentral on 13 June 
2022. 

We apologise for the delay in getting this information to  you. 

The breakdown in seclusion data from Te Pae Hauora o Ruahine o Tararua | MidCentral from 
January 2016  to December 2021 is attached.

You have the right to seek an investigation and review by the Ombudsman of this 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 this response, may be published on the 
MidCentral DHB website ten working days after your receipt of this response. 

Ngā mihi 

Scott Ambridge 
Operations Executive 
Te Uru Rauhī - Mental Health & Addictions Services 
Te Pae Hauora o Ruahine o Tararua | MidCentral 







TeWhatuOra.govt.nz 

PO Box 2056, Palmerston North, 4400 

18 July 2022 

Tēnā koe 

OIA request 
Our Reference: Y22-503 

Further to our OIA response to you on 15 July 2022 and your email dated 18 July 2022 requesting 
seclusion figures to date. 

Seclusion data from Te Pae Hauora o Ruahine o Tararua | MidCentral from January to June 2022 
is detailed below. 

Māori Non-Māori Grand Total 

Jan-22 1 6 7 

Feb-22 6 6 12 

Mar-22 15 2 17 

Apr-22 1 1 

May-22 1 1 

Jun-22 4 2 6 

You have the right to seek an investigation and review by the Ombudsman of this 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 this response, may be published on the 
MidCentral DHB website ten working days after your receipt of this response. 

Ngā mihi 

Scott Ambridge 
Operations Executive 
Te Uru Rauhī - Mental Health & Addictions Services 
Te Pae Hauora o Ruahine o Tararua | MidCentral 
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b) Are the plans at a stage whereby they are signed off by Architects and all other 
relevant parties to ensure building could start as soon as funding is approved? If 
no, then what would be the expected timeframes for this to be achieved? 
 
No, they are not needed at this time and the unit has been sized within an 
overall model of care to support forecast needs well into the next decade. 
 

c) What is the predicted cost for the ‘expansion for further 8 beds’ design 
component? 
 
Unknown. 
 

d) Is funding already pre-approved for this further expansion or does MDHB (or the 
new Health Entity that will be operating after 30 June 2022) have to apply for 
funding? 
 
Funding will be requested at a future time when it is needed. 
 

e) If funding needs to be applied for, what are the processes to be gone through to 
obtain funding?  And whom would those entities be (list please) to gain full 
approval to go ahead with the expansion?  What would the timeframes be for 
each step please? 
 
Future capital funding processes are not yet known, but it is anticipated that the 
cost would fit within the delegation of either the Te Whatu Ora Health New 
Zealand Chief Executive or Board. 
 

f) When would MDHB (or the new Health Entity) be expecting to have to utilise the 
expanded 8 bed area for Ward 21 New Build? 

*(note or whatever the equivalent name for High Needs Unit and Open Side will be 
if name has been changed.) 
 
The probability of requiring these beds earlier than 2038 is low. 
 

2. The approved cost for the new ward was $35 million. 
a) Can you please confirm if additional funding has been approved (or has been or is 

being) applied for?  If so, how much is the additional funding approved/applied 
for/being applied for? 
 
No additional funding has been applied for at this stage. 
 

b) If no additional funding has been applied for or approved, then are modifications / 
cuts being made to the design plan to reduce the construction costs? 
 
The design and construction methodology of our building projects are continually 
reviewed through the design process to ensure they are fit for purpose and good 
value for money. 
 
 



 

 

 

TeWhatuOra.govt.nz 
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3. With regard to the stages for the building of New Ward 21 Mental Health Ward.  Would 
you please provide a detailed Project Schedule of each of the Projects Stages – 
Define/Design/Delivery from 1 January 2022 to the Construction Completion Stage 
and Go Live Stage. 
This information to include Actual or Forecast Start and Completion Dates, as well as 
the current status of each stage. 
 

Phase Start Finish Status 
Preliminary Design December 20 October 21 Complete 

 
Developed Design November 21 May 22 Complete 

 
Detailed Design June 22 September 22 50% Complete  

 
Procurement April 22 November 22 Site clearance awarded 

Structural Timber awarded 
Main contractor in tender 
 

Site Clearance July 22 September 22 Commencing 
 

Main Construction September 22 March 24  
 

 
 
 
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 
website ten working days after your receipt of this response. 
 
 
Yours sincerely, 
 

 
Neil Wanden 
General Manager, Finance & Corporate Services  
 
 





TeWhatuOra.govt.nz 
PO Box 2056, Palmerston North, 4410 
Waea pūkoro: +64 6 356 9169 

Yours sincerely, 

Deborah Davies 
General Manager Communities, Localities & Commissioning 
Te Pae Hauora o Ruahine o Tararua | MidCentral 
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