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ACRONYMS USED IN THIS REPORT

CE Chief Executive

DHB District Health Board

DNA Did Not Attend

FSA First Specialist Assessment

FTE Full time edvalent

GP General Practitioner

GST Goods and services tax

HBDHB Hawkeds Bay District Health Board
HHB Heal th Hawkeds Bay
HR Human Resources

IFRS International Financial Reporting Standards
KPI Key Performance Indicator

MoH Ministry of Health

NGO Non Government Organisation

NZIFRS International financial reporting standards
PHO Primary Health Organisation

The Board Hawkeds Bay District Health Boardbés gover
The CE Act  Crown Entities Act 2004
The NZPHD Adiew Zealand Public IHeand Disability Act 2000
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We continue to make progress in making transformn

Mental health services have been transformed through aofesanmtiti has seen more programmes delivered

in the community that are better designed and easier for people to access. This and the opening of the new
unit NgU Rau RakUu earlier this vye alhealthcewicgsarmai d e
more robust service designed to meet these patients needs.

Other examples of transformational change are the older peoples engAGE service, which now links up with
GPs helping to identify and support at risk olderpeoppleh ey don 6t end up as ar

District Nurses are now much better aligned with GPs and have direct communication with them. This chanc
a difference to patient care with more coordinated care and commgercatibpnaittice and the district nursing
teams.

Hawkeds Bay Hospital for the first time has a ne
happening in the hospital on a daily basis, and providing early identifio&tipoifspgessa can do something
about them.

This year we also opened our new maternity low risk birthing centre Waioha. This new birthing centre is alre
benefit to our maternity service and has received many positive comments frems.birthing moth

We have also refurbished and i mproved our family
accommodati on, known as AThe Whareo

The district health boardés Heal t h EQqudommunityleap or t
been updated.

We have developed a plan, the Go Well strategy which is about improving access to the hospital and giving
alternative ways to get to work through better facilities and improved public transport opportunities.

Inorgagiat i onal devel opment we have invested in taleé
awareness for staff, and consumer engagement and we continue to work on Operation Productivity to imprc
workflow of our theatres so more people hav ateetge surgery. In our structures we have further developed
the size of the Quality Improvement and Patient Safety team.

We are working hard on developing our partnerships with other agencies and now meet regularly with the M
Social Dewvelp ment devel oping a joint programme of acti
highly value the relationship we have. This year a number of people in the organisation have also been invo
Intersectoral Group of CEOs, Maydzhainslto develop a work plan that will help to improve health and social
outcomes for Hawkeds Bay peopl e.

In the year ahead we will be looking to refresh Transform and Sustain, which will lead in to the development
Services Plan, a PallmCare plan and a Social Inclusion Strategy across sectors.
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Financially we are pleased to report a $4.4 million surplus which we will continue to invest in improving our service
buildings, developing staff competencies and encouragiagletshgal |

Our consistent financial and annual service performance highlights the commitment of our staff and the health sys
working together to contribute to a quality health service for our community.

We take this opportunity to thank ourdstaif &iealth and social sector partners for another great year.

Naku te rourou nau te raurau ka ora ai te Iwi
With my contribution and yours we assist our people toward better health.

Kevin Snee Kevin Atkinson
Chief Executive Chair
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Hawkebébs Bay District Health Board
Corner Omahu Road and McLeod Street

Private Bag 9014

Hastings 4156

Phone:06 878 8109

Fax: 06878 1648

Email ceo@hawkesbaydhb.govt.nz

PUBLIC HOSPITAL AND HEALTH FACILITIES
Hawkedal Baynw Sol tosgtals 6 Mr
Omahu Road ' :
Private Bag 9014
Hastings

Phone: 06 878 8109

Napier Health
Wellesley Road

PO Box 447

Napier

Phone: 06 878 8109

Cent al Hawkeds Bay Health Centre
Cook Street
PO Box 521
Waipukurau
Phone: 06 858 9090

Wairoa &hlth
Kitchener Street

PO Box 84

Wairoa

Phone: 06 838 7099
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Te hauora o te Matau-a-Maui: Healthy Hawke’s Bay

Excellent health services working in partnership to improve
the health and wellbeing of our people and to reduce health
inequities within our community.

HE KAUANUANU RESPECT
AKINA IMPROVEMENT
RARANGATETIRA PARTNERSHIP
TAUWHIRO CARE

‘ HE KAUANUANU RESPECT 1 RARANGA TETIRA PARTHERSHIP
Showing respect for each other, Working together in partnership
our staff, patients and consumers. across the community. This means
This means | actively seek to | will work with you and your
understand what matters to you. whanau on what matters to you.

1 AKINA IMPROVEMENT 1 TAUWHIRO CARE
Continuous improvement in Delivering high quality care to
everything we do. This means patients and consumers. This means
that | actively seek to improve | show empathy and treat you with
my service. care, compassion and dignity.
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Hawke'’s Bay District Health Board

Board Chair Kevin Atkinson

Maori Relationship Board
Hawke's Bay Clinical Council
Hawke's Bay Health Consumer Council

Finance Risk and Audit Committee
Combined Committees:

Community and Public Health Advisory Committee
Disability Support Advisory Committee

Hospital Advisory Committee

Hawke’s Bay District Health Board

Chief Executive Dr Kevin Snee

Chief Operating Officer
Director of Allied Health

Chief Medical Officer - Primary

Chief Medical Officer - Hospital

Chief Nursing Officer

General Manager Maori Health

Director of Population Health / Health Equity Champion
General Manager Human Resources

General Manager Planning, Informatics and Finance
Director Quality Improvement and Patient Safety

Chief Executive Officer Health Hawke's Bay PHO
Company Secretary
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The DHB currently empB7le)eople, a number of whom argobbkid; witt982positions held

throughout the organisation. Of%%ositions:

17% 83%
WORKFORCE PRORIy age bands WORKFORCE PROFILE
<25 4.7 0 by occupational group
25-35 162% Medical staff 9.4%
35-45 19.%% Nursing staff 50.4%6
45-55 29.%%6 Allied Halth staff 18.606
55-64 23.3% Nongclinical support staff  6.36
65+ 6.806 Management & admin st: 153%
WORKFORCE PROREy ethnicity
NZEuropean 64.20
NZ MUor i 12.%6
Pacific Island 1.2%
British & Irish 7.1%
Otheethnicities 21.606
Not known 2.5
EMPLOYEE STATUS
Casual 13%
Full time 36%
Part time 51% ALAAAEAAREAAEALRE
ALAAAEAARAAAELLRE
ALAAAEAAREAAEALRE

10
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Report on good employer obligations

—

HBDHBO s eapppodcts jo meeruttthe best person for the role based on professional and general
competencidsgy accountabilities and organisatiddat fituman Resource (HRepdicd systems are

continuously reviewed and updated to ensure legal compliance, best practice and reinforce consistency anc
applying good employer practices.

Ourrecruitment and employment procedures are both fair and equitablactireeo®mraitiment to equal
opportunity and the removal of institutional barriers to prevent discrimination. HBDHB takes seriously its leg
moral obligation to be a good employer.

Underpinning our Transform and Sustain agenda is an organikgtioeat geagramme to support the
workforce so they are highly skilled, empowered and enabled to fulfil their roles.

The focus for the organisational development programme to support transformational change is:

Transformational management and leadggyahilite

Staff engagement, health and wellbeing

Highperforming teaiiiacluding rekilling and gkilling of staff

Building capabilityieveloping talent, succession planning and recruitment

Il ncreasing MUori staff representation
Union engagement

=A =4 =4 -4 -4

Leadership, Accountability and Culture:

l nvesting in its people and developing | eader shi
visible, and celebrated, throogkthiyexecutivériefingsnonthi CEOnewslettdo all staff n n u a | Hawk e 6
health sectawards and the annual people publicatidnan®iarmational Leadership and Basics Management
programmes have continued to develop our Managers and Cliriceddsethdehealth sector and have been

very well received.

The Hawkeds Bay Consumer Council (established Ju
have an effective voice i n heaThe@onspneaGomcilargltha nd h
D H B 6 s -wideeCtinical €ouncil has a leadership role in monitoring quality of health services delivered throi
Hawkeds Bay. T h e D-tEBigninservipkelnmipgt projed depetopmerdrabgggtte s o f
ensure the consumer voice is heard.

Our new service directorate partnerships support medical, nursing and allied health leaders to lead and driv
guality and improve patient safety.

The DHB runs an annual Talent Management progcentifg high performing and high potential individuals to
further develop and invest in. This programme has focused on the third and fourth tier of talent but will be e
identify emerging talent and to the primary sector.

Recruitment, Seléch and Induction:

The DHB has centralised recruitment functions ensuring robust recruitment@nettesdy aranaged across
the DHBThe Taleo applicant management system ensures consistent caddidetékcaré s Bay DHB
particular conedocus oincreaimg Nibriuptake into health careers and developnidmi loéath professionals.
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Hiring managers are supported through the recruitmbotedidgprocess to ensure efficiency and consistency of
recruitment and will be bett@ostgal as we move to introduce electronic on boarding. Our HR foundations training
programmes are made available for managers, team leaders , clinical leaders and staff to attend, The four modul
focus on: Recruitment, Selection and Onboardingn&eAppraisals; Leave Management and Performance
Management/Disciplinary Processes.

Employee Development, Promotion and Exit:

HBDHB has a fair and equitable perfoappraisaystem in place which is supported by our policies. The
Employment Relatidws, and Health and Safety in Employment Amendment Act 2002 continue to reinforce the
need to maintain strong relationships with employees and unions.UrierBanrtitétteentinues to be

the forurfor Union delegates to be engaged on thermrandfS8ustain agetaldiscuss common issues.

The DHBO6s performance appraisal process is well dot¢
sessions for managers are to ensure consistent and transparent staff development processes.

Tre health workforce is a diverse, highly qualified and often highly specialised workforce. The training and develoy
needs reflect this diver$i$DHB is committed to supporting all staff to access the appropriate training in accordanc
with their nda This isi multiple forms includingtfafeee, assessments and online learning through our online
learning system, Ko Awatea. This blended approach provides HBDHB greater ability to provide training opportuni
which are more effective aneéeffior our clinical and-cloical staff.

HBDHB ensures that its training is quality assured to deliver optimal learning outcomes which are able to be applit
back in the workplace. l ncreasingllipe.t he DHB6s trail

Flexibility and Work Design:
The DHB gives consideration to flexible work practices to accommodate staff wherever practical. Guidelines to as
managers to respond to requests for flawti ble work |

The DHBO6s Hu ma hsoweksoosely with m&agers and tke Bgpar{terimitieas required
to implement change in work practice that meets the needs of staff and assists the organisation to achieve its sen
and financial f@mance objectives.

Remuneration, Recognition and Conditions:

Our objective is to build organisational capability through the provision of best practice and create a place of work
attracts, develops and retains talented lpeogrheuneration geeses are transparent and based in being equitable
while also recognising performance.

HBDHB has a number of communication medium which are delivered to all staff and key local health sector leade
which are effective tools in recognising staff actiimgments. These include telling the stories of success,
innovation, achievement and excellence in patient care through our monthly Transform and Sustain seminars, mo
Chief Executive In Focus lettesand annual health decite health awargdlsere success and achievement is
celebrated.

Harassment and Bullying Prevention:

HBDHB has a zero tolerance to bullying policy which is supported with resources such as clearly defined process
supported by policy, manageistatiraining, posters tigibaut the organisation which emphasise respect and
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acceptable and unacceptable behaarmlimgranet resources provide a centralised information resource for all s
to access.

Safe and Healthy Environment:
The DHB is continuing to make changepdlioies and procedures to reflect the new Health and Safety legislati

HBDHB promotes and provides opportunities for employees to participate effectively in the ongoing manage
improvement of health and safety in the workidleaiéhvean8afetyRepresentatives and active participation within
the Health and Safety Committee.

HBDHB maintains entry into the ACC partnership programme at tertiary level which recognises that appropr
support a safe environment and are implemeuatgubtt the organisation. HBDHB retains its tertiary status as a
outcome of the last audit.

A Healthy Workplace group has been established to bring together a range of healthy workplace activities (i
Healthy Eating Policy, Active Transplihy @&Vork activities, Smokefree and Occupational Health). This grou
leading activity which support staff by promoting health, including healthy eating, physical activity, healthy sl
Smokefree.

Staff Ethnicity:

Increasing the numbeévidfriemployees is a priority for HB®KBI measuring the number of positions where
incumbents identifyfMi®rii s r eported t he DHB 6 argefHsosat atd0%admprogementoa r
previous yeaith the ultimate aim that the pdfdsimor e cl osely refl ect the oV
where it issimatetheMbrip o p u | at i oBayif26.9 peidemtwk e 6 s

As at the end of the 2015/ 16 year the t thoughdhere o f
had been a slight improvement on the previous year:

30June 2016 = 12.47 percent MUor
30 June 2015 = 12.27 percent MUor i
Positions filled % of Total
NZ & European 2248 75.39%
MUoO r i 372 12.47%
Pacific Islands 35 1.18%
Other 255 8.55%
Not known 72 2.41%
Total 2982

June 2016 breakdown

9 Support staff (29.26%) and Management & Admin staff (15.97%) exceed the DHB target.
1 Medical (3.21%), Nursing (10.77%) and Allied Health staff (13.20%) are below the target. Nursing he
primay focus for recruitment and has increased from 9.3% to 10.8% in the last two years.
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Hawké& Bay District Health Board Governance

—

Role of the Board

Under Section 25 (1) of the Crown Entities Act 2004 (the CE Act), the Boardlmthedfbeewinge 6 s Bay Di
Health BoarddBDHB wi t h t he authority, in HBDHBG6s name, to ¢
Under section 25 (2) of the CE Act, all decisions relating to the operation of HBDHB must be thade by, or und
authority of, the Board in accordance with the CE Act and the New Zealand Public Health and Disability Act 20C
NZPHD Act).

The focus of the Board is on governance and policy

1T Represenrtaemd (tthree 6@rwo wn)
Setting strategic direction and policies for HBDHB
Appointing and resourcing the Chief Executive Officer (CEO)
Del egating responsibility to the CEO and monitor.i

1
1
1
1 Monitoring the implementation and performancéhat pldinsave a significant effect on HBDHB
1 Ensuring compliance with the NZPHD Act, the CE Act and all other relevant legislation

1

Fostering community participation in health improvenment, inpladir t i ci pati on by MUor i

Role of the CEO

The Board delegates to the CEO, on such terms and conditions as are appropriate, the power to make decisic
operational and management matters witshsetoutinthee fr an
Annual Plan. It endorses the CEO, assigning defined levels of authority to other specified levels of management wi
organisational structure.

Advisory Committees

A DHBs required to establish three statutory advisory co@monitteesity and Public Health Advisory Committee;
Disability Support Advisory Committee; Hospital AdvisorybQbmaytestablish other committees for a particular
purposeThe Board may assign defined levels of authority to them. Advisoopecateniibeles terms of reference
andmayadvise the Board on issues which have been referreCidmthiéiees may meet collectively as required to
discuss the Annual Plan and other Strategic issues.

Whilst HBDHB has established the three Statistogy @aimmittees, they no longer routinely meet.

The other two Board Committees (Finance Risk and Audit CoMtiitieelatiohship Board) do however meet
on a regular basis.

14 HA WK E 6 BISBRICY HEALTH BOARNUAL REPORTWL5/16



Finance Risk and Audit Committee

The purpose of thimance Risk and Audit Committee ([BR&@)vise and assistHB®HBo meet governance
responsibilities relating to financsafetly, and quality management, audit and compliance.

MiGori Relationship Board ( MRB)

The pur po s RelatmhshiptBoadRBAUso rtio maxi mi se the relation
Kahungunu | wi l nc. ( N K withip the Kalungbne rokefpiintipally byeiderfyirg ran
removing health inequities and instituting proce

Ot her components of HBDHBOs governance structur e

T The Hawkeds Bay Clinical Counci |

T HHwkebs Bay Health Consumer Council ; and the

9 Pasifika Health Leadership Group

The Board now obtains stakeholder and community input and advice directly and indirectly through these st

Note

T The Hawkeos Bay Cl i ni c aCons@heu @oancill are anandigenieat vedmendtees,
reporting through the CEOs of HBDHB and Health HB Ltd.

1 The Pasifika Health Leadership Group-astitiee of the Community and Public Health Advisory Commit
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Meeting Information & Disclosure of &gy
Number of Board Meetings held 11

KEVIN ATKINS@Chair

Meetings attended 11 of 11

Chairman, Unison Networks Limited

Director, Unison Fibre Limited

Director, Hawkebés Bay Rugby

Trustee Te Matau U MOui Health

NGAHIWI TOMOANReputy Chair
Meetings attended 10 of 11

Chairmain Ngti Kahungunu Iwi Inc
Member Treaty Tribes Coalition

Brother of employee of HBDHB

Brother is employee of Cranford Hospice
Two ephews are employees of HBDHB

BARBARA ARNOTT
Meetings attended 10 of 11
Trustee of the Hawkeods Bay

Footballl

Al

Trust

Ambul

Daughter, Commercial Manager Food for Health Benetits24rRidbdu@ry 2016

PETER DUNKERLEY
Meetings attended 11 of 11

Trusteé Hawkeb6s Bay Rescue Helicopter

HELEN FRANCIS

Meetings attendegiof 11

Patron and Lifetime member
Employee of Hastings Health Centre

Trustee Hawkeds Bay Power Consumer s

Truste®f HBViedical Research Foundation

DIANA KIRTON

Meetings attended 11 of 11

Brother is a surgeorHHlBDHB

Practium ManagérEIT School of Health and Sport Science

Trustee Hawkeds Bay Power Consumer s

Sonis aGP in Wairoa
Daughteinlawis aPaediatric Registrar at HBDHB

Daughteinlaw at Starship Hospital undertaking Paediatrics ZrBiemgQq15 to 30 Mar 2016)

DAN DRUZIANIC
Meetings attended 9 of 11

Director Markhams Hawkebds Bay
Director of Hawkebds Bay Rugby

of

Al zhei

Uni on

ance

Trust

mer

Limited
Football

ust

ust

Uni

Trust

Soci

ety

on ( HBRF
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DENISE EAGLESOME

Meetings attended 9 of 11

Deputy Mayor of Wairoa District Council

Trustee TMat au U MUOui Health Trust
Coordinator of health contract with Wairoa Rugby

ANDREW BLAIR

Meetings attended 10 of 11

Chairman of Cancer Control New Zealand (until 8 August 2015)

Owner of Andrew Blair Consulting Limited

Advisor to Chelsea Hospital Trust

Advisor to Hawkeés Bay Orthopaedic Group Ltd (fr
Chair of Southern Partnership Group (from 19 September 2015)

Director of Breastscreen Auckland Limited (from 17 December 2015)

Director St Mar ks WomenOecenbher2a0l5) h ( Remuer a) Li mit

JACOBY POULAIN

Meetings attended 11 of 11

Board Member of Eastern Institute of Technology
Councillor Hastings District Council

HEATHER SKIPWORTH

Meetings attended 9 of 11

Mother is a Kaumaituéaupapa §bri HBDHB

Trustee of Te Timatanga Ararau Trust holding several contracts with HBDHB
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Membership of Advisory Committéassatutory

DISABILITY SUPPOROWASORY COMMITTEEAD)
COMMUNITY AND PUBLIC HEALTH ADVISORY COMMITTER{EPHAC)
HOSPITAADVISORY COMMITTEE (HAC)

No DSAC, CPHAC and HAC meetings were Heldeaaldcve named Statutory Committees are made up of Board
members. drer Board interests disclosed

Diana Kirto® Chairperson of DSAC
Barbara Arnoth Chairperson of CPAC
Peter DunkerleyChairperson of HAC
Helen Francis

Denise Eaglesome

Kevin Atkinson

Ngahiwi Tomoana

Dan Druzianic

Andrew Blair

Jacoby Poulain

Heather Skipworth
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FINANCE RISK AND AUDIT COMMITTEE (FRAC)
Numbeof FRA®eetings held 11

Dan Druzigic - Chairperson
Meetings attended 10 of 11
Refer Board interests disclosed

Kevin Atkinson
Meetings attended 11 of 11
Refer Board interests disclosed

Barbara Arnott
Meetings attended 10 of 11
Refer Board interests disclosed

Peter Dunkerley
Meetngs attended 11 of 11
Refer Board interests disclosed

Andrew Blair
Meetings attended 10 of 11
Refer Board interests disclosed

Jacoby Poulain
Meetings attended 10 of 11
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MUORI RELATIONSHIP BOARRB)
Number of MRB and Annual Planning Meetings held 10.

Ngahiwi Tomoar@&Chairperson
Meetings attended 6 of 10
Refer Board interests disclosed

Denise Eaglesome
Meetings attended 5 of 10
Refer Board interests disclosed

HelenFrancis
Meetings attended 6 of 10
Refer Board interests disclosed

Diana Kirton
Meetings attended 8 of 10
Refer Board interests disclosed

Heather Skipworth
Meetings attended 7 of 10
Refer Board interests disclosed

Tatiana CowaBreening

Meetings atteded 6 of 10

Ndi Kahungunu Iwi Inc representative
Trustee, Te Mataw(Li Health Trust

Husband is Manager of Te Kupenga Hauora

Kerri Nuku

Meetings attended 6 of 10

Ndli Kahungunu Iwi Inc representative
Kaiwhakahaere New Zealand Nurses Association
Trustee of Maurldaruru Tangitu Trust

Des Ratima

Meetings attended 8 of 10

Representative of Ahuriri District Health (Wai 692)
Chairperson, Ahuriri District Health Trust
Chairperson, Te Whanantahi Charitable Trust
Deputy Chair(bti Wardens NZ Maori Council
Chair Kaupa Mbri Committee

Chair Takatimui District Council

Chair Whakatu Kohanga Reo
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Trish Giddens

Meetings attended 9 of 10

Ndi Kahungunu Iwi Inc representative
Trustee, HB Air Ambulance Trust
Assistant Director Rotary District 9930
Manager, Taru@allege

Member of the Lotteries Board

Na Raihania

Meetings attended 10 of 10

Ndi Kahungunu Iwi Inc representative

Wife employed at Te Taiwhenua o Heretaunga
Member Tairawhiti DHBriRelationship Board

George Mackey

Meetings attended 6 of 10

Ndli Kahungunu Iwi Inc representative

Trustee of Te Timatanga Araratihbiding several contracts with HBDHB

Wife employed at Te Timatanga Ararau Trust holding several contracts with HBDHB
Employee of Te Puni Kokiri (from 19 June 2014)

Lynlee Aitchesofmarried nameynleeAitchesorlohnson(from 14 May 2016)

Meetings attended 7 of 10

Ndi Kahungunu Iwi Inc representative

Chair of Sbri Party, Heretaunga Branch

Chair of Te Whare(h&u Purotu n ¢ . Woilemds Refuge (from 22 Decembe

Ana Apatu

Meetings attended 8 of 9

Ndi Kahungunu Iwi Inc representative

CEO of @urn Trusta member of Takitimu Ora Whanau Collective (since August 2015)
Chairperson of Directions (from August 2015)

Member of the Heart Foundation (from August 2015)

Deputy Chair Health Promotion Forum (from August 2015)
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—

Theboard and management o faretésponkleEfdd the pBpayatioDof thd finanadat He al
statements and statement of service performance and the judgements in them;

The board and management rerspohbibliare énabfydhaperfoimanset r i ¢t H.
information provided by the district health board under section 19A of the Public Finance Act 1989

The board and management rerespdhsiblekestdblsshing ang mdintamingrai ¢t H.
system of internal control designed to provide reasonable assurance as to the integrity and reliability of financial
reporting, and;

I n the opinion of the board and management of Hawk:
statement sérvice performance for the year ended 30 8uiaérl®0&flect the financial position and operations of
the Hawkeds Bay District Health Board.

Wy
Kevin Atkinson Dan Druzianic
Chair Board Member

310ctober 261
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AUDIT NEW ZEALAND

Mana Arotake Aotearoa

Ly RS LIS YRGS NB AT
To the readers of Hawke's Bay [DigtHealth Board's financiatatements and performance information
for the year ended @ June 2016

The AuditorGeneral is the auditor of Hawke's Bay District Health Board (the District Health Board}. The
Auditor-General has appointed me, Chrissie Murray, using the staff and resources of Audit New Zealand, to
carry out the audit of the finasial statements and the performance information of the District Health

Board on her behalf.

We have audited:
w the financial statements of the District Health Board on pa&f#® 88, that comprise the
statement of financial position as at 30 June 2Gbé, statement of comprehensive revenue and
expenses, statement of changes in equity and statement of cash flows for the year ended on that
date and the notes to the financial statements that include accounting policies and other
explanatory information; ad
1 the performance information of the District Health Board on pagé4o2i7 and 89 to 107

Unmodified opinion on the financial statements

In our opinion:
w the financialstatements of the District Health Board:
o] present fairly,n all material respets:

- its financial position as at 30 June 2016; and

- its financial performance and cash flows for the year then ended,;
and

o] complywith generally accepted accounting practice in New Zealand and have
been prepared in accordance with PigtBenefit Entity Reporting Standards.

Qualified opinion on the performance information because of limited controls on information from third
party health providers in the prior year

In respect of the 30 June 20tBbmparative information onlysome sigrficant performance raasures of
the District HealttBoard,including some of the national health targetslied on information from thire
party health providerssuchas primary health organisationhe District Health 2 | Nd&h@biover much
of this iformation was limitedandthere were no practical audgrocedures to determine the effect of
this limited control.

The limited control over information from thirdarty health providers meant that our work on the affected
performance information coniaed in the statement of perfanance for the comparative yearas limited,
and our audibpinion on the statemst of performance for the year ended 30 June 2@dds modified
accordingly.

The limitedcontrol over information from third parties has been obged for the 30 June 2016 year,
however, the limitation cannot be resolved for the 30 June 2015 yigas. means thathe District Health
Board's performance information reported in the statement of performance for the 30 June 2016 year,
may not be diretly comparable to the 30 June 2015 performance information.

In our opinion, exceplor the effect of the matterglescribed above, the performance information of the
District Health Board:
w presents fairly, in all material respects, the District Heatthr's performance for the year ended
30 June 2016,Including:

o for each class of reportable outputs:
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- its standards of performance achieved as compared with forecasts included in the
statement of performance expectations for the financial yeag

- its actual revenue and output expenses as compared with the forecasts included In the
statement of performance expectations for the financial year;

(@)

what has been achieved with the appropriati@nd
o] the actual expenses or capital expenditure incdroempared with the appropriated or forecast
expenses or capitaxpenditure;and

w complies with generally accepted accounting practice in Mexaland.
Our audit was completed on 31 Octob2016.This is thalate atwhich our opinion is expressed.

The basis of our opinion is explained below. In addition, we outlinegtgonsibilities ofthe Board and
our responsibilities, and explain our independence.

Basis of opinion

We carried out our audit in accordanoeith the AuditorGeneral's Auditing Stalards, which incorpota
the International Standardsn Auditing (NewZealand)Those standardsequire that we comply wh
ethical requirements and plan and caoyt our audit to obtain reasonable assuranedout whetherthe
financial statements and thperformance information aréree frommaterial misstatement.

Material misstatements are differences or omissions of amounts and disclosuregtbat,judgement,
arelikely toinfluence readers' overall understanding of the financial statements angéni®rmance
information. We were unable tdetermine whetherthere are material misstatements in the statement of
performance because the scope of our work was limigedye referred to in our opinion.

An audit Involves carrying out procedures to obtairdit evidenceabout theamounts and disclosures in

the financial statementsnd the performance informatiorthe procedureselecteddepend onour
judgement,including our assessment of risks of material misstatement of the financial statements and the
performance informationywhether due tofraud orerror. In making those risk assessments, we consider
internal control relevant to the preparation of the District Health Board's financial statements and
performance information in order to design auditopedures that are appropriate in the circumstances,

but not for the purpose of expressing an opinion on the effectiveness of the District Health Board's
internal control.

An audit also involves evaluating:

w the appropriateness of accounting policieedsand whether they have been consistently applied;
w the reasonableness of the significant accounting estimates and judgements made by the Board;
() the appropriateness of the reported performance information within the Distfiealth Board's

framework for reporting performance;
w the adequacy of the disclosures in the financial statements and the performance informeation;
() the overall presentation of the financial statements and the performance information.
We did notexamine every transaicin, nor do we guarantee complete accuracy of fhancial statements
and the performance information. Also, vi&d notevaluate the securitgnd controls over thelectronic

publicationof the financiaktatements and the performance information.

We belevewe have obtained sufficient and appropriate audit evidence to provide a basis for our audit
opinion.
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Responsibilities of the Board

The Board is responsible for preparingancial statementsnd performance information that:

W comply withgenerallyaccepted accountingractice in New Zealand;

W present fairly the District Health Boardisancial positionfinancialperformance and cash flows;
and

w present fairly the District Health Board's performance.

The Board'sesponsibilities arisdom the Crown Entities Act 200the New Zealand Publitealth and
Disability Act 2000 and the Public Finance Act 1989.

The Boardsresponsible fosuch internal control as it determines is necessary to enable the preparation of

financial statementaind performance information that aréree frommaterial misstatementywhether due
to fraud or error.The Boards also responsible for the publication of the financial statements and the
performance informationwhether in printed or electronic form.

Respondiilities of the Auditor

We areresponsible foexpressing aindependent opinion on the financial statements and the
performance information and reporting that opinion to you based on our a@lit. responsibility arises
from the Public Audit Act 2001.

Independence

When carrying out the auditye followed the independence requirements of tAeditor-General, which
incorporate the independence requirements of the External RepoBiogrd.

Otherthan the audit, we have no relationghwith or interests irthe District HealttBoard

LA 17774

/ 7/ /1 v/ &7
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Chrissie Murray

Audit NewZealand

On behalfof the AuditorGeneral
Wellington,New Zealand
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This section outlines Hawkeds Ba y51® statament
Performance Expectations. Service performance is grouped into four Output Classes: Preven
Detection and Management Services; Intensive Assessment and Treatment Services; and,
Support Services. Actbssoutput classes, we strive to maintain a balance across the three din
New Zealand Triple f#igure 1)y n | i ne wi th the Health Qua
improvement across the health sector.

SystemFor each ouipclass we show expected funding and expenditure to demonstrate ho
performance will contribute to the outcome of a financially sustainable system.

Individual: Ensuring quality and safety, within hospitals and wider health servicemeistai
responsibility of DHBs. Our Quality Improvement and Patient Safety Framework guides
expectations in terms of quality. Measurements in this dimension contribute to clinical st
system, including how the systpondssto health needs and to overall patient and consumer sz

Population:Explaining the contribution that our service @

towards achieving the population and system level

outlined in our Statement of Intent, requires consifiéra S

impacts of our outputs on the population that we serve. 2 A )\ B

no single measure for the impacts of the work that v mmm
population health indicators are used as proxies where

shows that the indicators in question are represéritedt

impact sought. Impact is related to effectiveness of sen

also closely linked to the purpose of our work. Figure 1: The New Zealand Triple ,

District Health Boards report performance quartariguséiynand annually depemditthe availability
data. This Statement of Service Performance relies on our most recent result for each inc
details along with historical and o#fear iresults (where available) can be féppemdix OneThe
symbols F (fanrable) and U (unfavour&bleg been inserted throughout the document to indica
or not the forecast performance target has been achieved.
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Prevention services

Impact: People are better protected from harm and more informed tthisugifestyhesland maintenance of
wellness.

Statement of Service Performance Output Class 1

Prevention Services are publicly funded services that protect and promote good health in the whole pc
identifiable sytmpulations comprising sergiEgigned to enhance the health status of the population, as distinct
treatment services which repair or support health and disability dysfunction. Prevention Services addre:
behaviours by targeting populeitienphysical and sociatemvients to influence health ardeivejl Prevention
Services include: health promotion and education services; statutory and regulatory services; population bas
programmes; immunisation services; and, well child and school services.

On theontinuum of care, Prevention Services are pojdeadind are designed to focus attention on wellness of
general population and on keeping the fAat risko
extends to thamtire population, including those who already have a health condition or disability.

Through collective action with communities and other sectors, we aim to protect the general population frc
keep them informed about good health so thatsbppated to be healthy and empowered to take control of tf
welbeing. We aim to reduce inequities in health outcomes as quickly as practicable and we recognise tha
arise out of issues that originate outside the health systeom pPogvamines include the use of legislation, policy
education and community action to increase the adoption of healthy practices amongst the population and
environmental barriers to good health.

hbg‘T;“tF_rv_ National Health Target: Better Help for Smo&e&uit

In Hawkes Bay we are committed to reducing smoking rates with the vision of a Smoke
2025. Most smokers want to quit, and there are simple effective interventions that
provided in both primary and secondamheax&ational Health Target: Better Help for Smokers to Quit
to prompt providers to give brief advice and offer quit support to current smokers. Evidence show:
effective at prompting quit attempts atefiogit success

Hospitalised smokers are offered advice to quit % of Hospitafised Patients Who Smoke that are Offered

Brief Advice and Support 1o Quit Smoking

In Q4, 98.6% of hospitalised patientsfigszd brief advi == s=====c-s-= B
and support to quit smoking in 15/16. The target of

been consistently achi e\

least two years. ABC (ask, brief advice and cessatio

is business as usual for the hospital staff.
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Smokers are offered advice to quit when seen in G
Practice

In Q4, of the current smokers that are registered v
practice, 81.3% were offered advice to quit in the

Performance has sat below the target of 90% in the I
the practices are unable to sustain the level of activit
to follow up those who do not present to the GP at le.
year. In very low cost access (VLCA) practices, ther:
volumes of patients registered who do not have uj
contat details and therefore cannot be contacted

support for becoming smokefree. Initiatives to

performance in this area over the coming year il
Stoptober campaign, alternative forms of contact su
messaging, and the use ofpertent nurses to sup
practices.

Pregnant women are offered advice and support to g

Of pregnant women who smoke, 89% were offered &
support to quit in Q4.
The latest data from 2014/15 showed that 43% of
MUOori women giving bilrhid
rate is alarminglyigh. Tobacco use during pregr
increases the risk of miscarriage, premature birth an
rat e, as wel | as their
unexplained death of infant. The maternity compon:
health target is aimed at offetefgadvice and support to
smoking for pregnant women who identify as smok
registration with a BetBployed midwife or Lead Mat
Carer.

Smokefree MUOoOT women at

As well as offering advice and support during pregr
also monitor smoking rates of the mother at twi
postnatal. I n Q4, 65. 6%
smokefree at two weeks posthatabughiththis is a
improvement on the baseline of 58%, it is still below
of 86% and reducing smo
must remain a key health equity target. HBDHB in co
with Choices Heretaunga have successfully implem
Increasing Smokefree Pregnancy Programme (ISF
incentivises mothers anct

% of PHO Enroiled Patients Whao Smake hawve been Offered Bried

Adhvice & Support 1o Cuit Smoking

3% of Pragnant Wormen Who Smoke That Are Offered Brief

Advice and Support to Quit Smoking

o~
e

% of Mothers Who are Smokefree at Two Weaks
Postnatal

IHeal th Equity in Hawkedés Bay Update 2016
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neeased| - National Health Target: Increased Immunisation
(=]

'8‘ The Increased Immunisation Health Target aims to prevent the outbreak of vacdisease

=eaee | through improved immunisation coverage.

Elght month Olds have recelved thelr ComF Immunisation Coverage at 8 Months of Age
primary course of immunisations T g . e e

Hawkedés Bay DHB is or
achieved over 95% coverage of eight month olc
MUOor i , P a opulatior rates malve fluau
throughout the year. i

Children are fully immunised at 2 years of age Immunisation Coverage at 24 Months of Age

p— T ———— ————— — e

95% immunisation coverage in 2 year olds was
in MUori, Pacific and
period of time where the total popuigodropped
949% but this was quickly recovered.

Children are fully immunised by 5 years of age

At the end of 2015/16, 93% of children we =~ * # ¢ & & ¥ & & @ 0
immunised by 5 years of age. Favourable rest
achieved throughout the year.

The consistentlyghi rate of coverage at mul
milestones is seen across all ethnicities and is i
of weltoordinated and targeted services across
providers with good systems and processes for it =
issues and early intervention. S e ==

Immunisation Coverage at S Years of Age

Girls receive athree HPV immunisations

Human Papillomavirus (HPV) immunisation is ¢

preventative intervention to help reduce the inci =™

cancer. In June 2016, 68.4% of eligible girls had . " 7 % & 25 & & &
all three doses of the HPV immunisation. This is
nati onal target of 659
immunisation at 87.8%. This is a pleasing result
indicator and we expect to see this performance
in the coming year as we strive for the new targe

Vulnerable elderhgceive an influenza vaccine

Hawkes Bay immunisation services also focus on the older population offering influenza vaccinai
people aged 65 years and over. Seasonal influenza is a contributory factor in the high numk
hspitalisations amongst ol der peopl e, parti.
Hawkeds Bay | mmunisation teams are working
and support with autkarigaccines and cold chain protocols.
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Rheumatic FeveReduced rate of first time hospitalisations for Rheumatic Fever

Hawkebdés Bay has high rates of Rheumatic Fev
implementation and rewwéthe Rheumatic Fever Prevention Plan is proving to be effective as rat
decline in Hawkes Bay. The latest results show that the first time hospitalisation rate for rheumatic 1
1.88 per 100,000, better than the targefrateO1 . 9 per 100, 000. Rheume
6Say Ahho6 continue to be effective at preverl

More women are screened for cancer

Primarnyprevention of health includes screening those at riskegnstriategy in effective management ¢
term conditions. Screening programmes help to detect health problems early and result in better ¢
and improved survivability. We have inequitable rates of screening so we airpdodieenmtbeasreds

MOor i and Pacific women in order to reduce ¢

Women aged 59 years received breast screening in % of Women Aged 50-69 Recelving Breast Screening In the
Last 2 Years

last 2 years

Screening for breast cancer is offered every two yea
charge, to all women betweergteead 50 and 69. Ove
our rate at the end of Q3 was 73.4% which is above tt
target of O70%. Both MUoc
the target at 67.9% and

rates have improved slightly oveaghgear. -— .

Women aged 25 to 69 years receive cervical screer
the last 3 years

Screening for cervical cancer is offered every three y Contcnd Sconening Coveman <Asrcantapn of omn aoud
women between the ages of 25 and 69 years. Inan 7% veer e cersiameenng i the fost Syars
reduce inequities, this is offeredofredafional Cervic i cco oo g oo oo oo
Screening programme pri¢

and Asian women and other women aged/&&rs wh

have never had a smear or have not had a smear it

five years. Overall our rate is 76.6% which is belowatr " " o7 55 57 o5 7 05 5 5 05 0 5 7
080% for all ethnicitiesc

Hawkeods Bay and MUori

promote a mobile visit to the Cook Island Commun

and offering support services to priority women.

Reducing inequit@stinues to be an ongoing priority for the screening sector and service providers
a collaborative approach to i mproving MUori

Reduced rate of Sudden Unexplained Death of Infant in HB

Anotherara of focus in Hawkeb6és Bay is reducing s
reducing risk factors associated with SUDI such as smoking during pregnhancy and increasing t
HBDHB run a safe sleep programme atequarents on safe sleep, related risk factors and provide
devices. The SUDI rate has reduced from 1.77 per 1,000 live births in 2011 to 1.16 per 1,000. This
it is still higher than the target of <0.5 per 1,000 &ive births at e f or MUori i s
2016/17 there will continue to be a focus on eliminating the inequity by continuing to target at risk
allocation of ongoing sustainable funding to the programme.
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Breastfeding

High rates of breastfeeding not only reduce the risk of SUDI but also lay a foundation for gooc
childhood and into adult [|ife. The measures
(Target 60%) as vasllreceiving breast milk either exclusively, fully or partially at 6 months (Target 6!

We are unable to compare breastfeeding rates with the baseline set in the Annual Plan as the data
from Plunket only data to Tamariki Ora aaetideimbkned data.

Il ncreasing breastfeeding rates requires exc:¢

sector and community. Work continues on the development of a model of service provision that

MOor i in particular, to sustain Breastfeedin
Youth teams.
Key Infants are exclusively ( Infants are exclusively { Infants are receiving breg

Performanceq fully breastfed at 6 week fully breastfed &8 months| milk at 6 months of age

Measures | Target| Actual 2015/16 Target | Actual 2015/1f Target | Actual 2015/1]

MUo T i . 67% (U) . 39% (V) . . 48% (U)

Total 215% 7304 (U) 0609530 () 065 %550 (1)
Sexual Health Services
Ofthoseaecs si ng CPO funded sexual health service
for more than 50% to be MUori as they are th
due to improved accesstocenfrdci on and sexual health servi

13 20 17 year ol ds

conception rates are four times thatMftChonr i

Prevention Services
Budget

$'millions 30 June 201¢ 30 June 201§ 30 June 2015
Ministrpf Health 10.3 14.6 10.4
Other sources 0.2 0.1 0.4
Income by source 10.5 14.7 10.8
Less:

Personnel 1.3 1.3 1.2
Clinical supplies 0.1 0.1 0.1
Infrastructure and +wtinical supplies 0.3 0.3 0.3
Payments to other providers 8.4 9.1 8.4
Expenditure by type 10.1 10.8 10.0
Net Result 0.4 3.9 0.8

Budget and prior period amounts have been reclassified using the same allocation methodology used for the current year.

2Heal th Equity i ni Teenagk eoliceptioB ete pet D@D pdpaatich (bittlés and terminations) by ethni
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Early Detection and Management
ImpactPeopg 6s health i ssues and risk are detected early
Statement of Service Performance Output Class 2

Early Detection and Management services are delivered by a range of health and allied health professionals in \
private, atforprofit and Government service settings to individuals and small groups of individuals. The Output C|
includes primary health care, primary and community care programmes, child and adolescent oral health and
services, pharmacist serviecescammunity referred tests and diagnostic services. The services are by their nature
more generalist, usually accessible from multiple health providers and from a number of different locations witt
district.

On the continuum of care these servieer e mostly concerned with the fAat
disability conditions at all stages.

For people who are at risk of illness and or injury, we will undertake activities that raise awarenesskgnd recognition
behaviourand practices and improve the opportunity of early detection of health conditions. If people are assiste
identify risk early, and those at risk are screened to detect health conditions early, then behavioural changes and tre
interventions artem easier with less complications and greater chances of returning to a state of good health or
slowing the progression of the disease, injury or illness. Targeting environmental barriers to good health and coni
people with health servicegerdslthe intention because early detection of health issues or risks leads to better
opportunities to influencetkenmg outcomes.

Proportion of the population enrolled in the PHO

Across New Zealand, people are required and encc
enrol witla general practice that is affiliated to a |
Heal th Organisation (PH
and manages thargeting of many services to | " s—e e wa e n - —————
populations who are known to have a poor health st f-::

as MUori, Pacific peopl =
areas. Being enrolled in a PHO and having access
the right place at the right timesafor early detection
management of health issues and risks. 95.9% of T e I L9 fo e i LR LA
enrolled with the PHO which is just below the targe = b, PR T e
There has been a steady
PHO, reaching 95.6% in Q4. Health HawketiBagsc
work closely with Hawke
promote enrolments and offer resources to facil
process.

% of Population Enrolied with 8 Health Hawke's Bay PHO
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Early Engagement with Lead Maternity Carers (LMC)

Women booked with an LMC by week 12 of
pregnancy

Percentage of women registered with an LMC by week 12
of their pregnancy

Promoig engagement with
continues to be a fodtarly registration is paramc .. _ _ _ o o o o o e e e e e e e
especially in vulnerable women, so that vital first .. = Ep P A
screening and the best possible pregnancy outcc e S z
occur. The percentage of womeaterediwith an L\
by week 12 has increased from the baseline 51.. Py T T ol Tt o
2014/15 to 60.6% (target 80%). The overall rat AN rd
year shows a good 1inc s T S

an inequity gap as 489

pregnant women réegyisd by 12 weeks.

National Health Target: More Heart
@ D|abetes CheCkS More Heart & Diabetes Checks

Heart ard

wenin | PeOple have had a CardiovasCl = == = == = = o = pei gy

— —_—— — -
- -

Disease Risk Assessment in the last 5 years =g

The More Heart and Diabetes Checks indicator
the proportion of the eligible populatidravehdac
blood tests for Cardiovascular disease (CV "
assessment in the preceding five year perio F AV S0 3 o O 20 B B O P o
di sproportionately afi ' o
lifestyle advice and treatment for those at moc et o

higher risk.

Since Q1 2013/1He percentage of plogpulation that have had their CVD risk assessed in the last fiv
increased steadily from 73.1% and has s aAsimda
profile has occurred for all ethriiciti@sth persistent inequities. This indicator has been removed as a
for 2016/17 but Health Hawkes Bay will continue to put emphasis into this indicator through Syst
framework.

Oral Health

Preschool enrolments with ditzealth services o . i
% of Pre-School Children Enrolled in DHB Funded Oral

Health Service

Due to the poor or al h
especially MUori and P e sz
early enrolment with dental services. Those idel [ r,/,f-"’ e

needing further examination or treatments are s
for a recall. In thetlgear, 87.1% of sodool childre
were enrolled in DHB funded oral health service
MOori and 74.2% Pacif oo w2 o e s
remarkably since 2014 due to the quadruple e
initiative which involved babies being enroltedl
health services at birth.
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Children and youth attending oral health services

3.7% of children were not examined according to planned recall which is favourable against a tar
and an improvement on last year (4.0%).

The percentageanlolescents using DHB funded dental services in 2015 was 75.9% which is unfavc
target of O85% A continued effort is being
smooth transition of information &#@ottimunity Oral Health Service to dentists at Year 8 and by cree
continued awareness of free dental care, particularlyyaahdsl 7

Percentage of adolescents using DHE
funded dental services

Percentage of children not examined
according to planned recall

Baseline Target Actual Baseline Target Actual
2014 2015 2015 2013 2015 2015
4.0% <5% 3.7% (F) 84.5% 085 %| 75.9% (V)
Children without decay
54. 4% of five year ol ds were carries free ir

Children are also checked at year 8 for decayed, missing or filled teeth (DMFT). The mean rate of

from 1.08 to 0.96 in the | ast year however N\
i nequity gaps between MUori, Pacific, and Ot
isunderwaytoimpre access to or al health services f«

Children Caries Free at S Years of Age Mean Decayed Missing or Filled Teeth at Year 8

Management of Diabetes

Diabetes Management

People with good glycaemic control

Good glycaemic control reduces the riskofCVD oo =
indicator of long term conditions manageme .. . B, o e
number of people with goodcceptable glycael ..

control remains below the target of 55% w |

performance dropping to 42.8%. A colesll e T S S S
governance group is being established and an il ‘

work plan developed to progress initiatives to

diabetes management ipdpailation.
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Less Waiting for Diagnostic Services

Timely access to diagnostic services is vital for early diagnose of a health condition or as part of tre:
area of diagnostic support for the health sector is radiologth ififtkeigrand for radiology services is dr
multiple factors including the health needs of the changing population, service developments an
medicine. Compliance with waiting time standards is crucial in the drive to supportases camemlelive

Accepted Relersals that Receive 8 CT Scan within 42

D i P - ~ 2w

Computed Tomography e ¥

For Computed Tomography (CT), the target is th
of 6routined referrals
Q4, 94.6% of referrals met the target which is an
from the baseline of 92.6%

Magneti Resonance Imaging e e — -

For Magnetic Resonance Imaging (MRI}eatlyear . .= . . oy

44.7% of referrals waited less than 42 days to re = ey et
their MRI. Internally, the radiology department is W
undergoing a review to ensure the most efficient

resources.

Ambulatoy sensitive hospitalisations

With successful prevention services and provision of the right care at the right time in the right pla
to see a reduction of ambulatory sensitive hospitalisations (ASH). These are hospital adreéss
considered to be responsive to preventative or therapeutic interventions delivered outside of a hos

ASH rates are monitored f o#yeMdsand48 yearRateshae prasknt
as number of hoafitations per 100,000 DHB population as a percentage relative to the total nation.

04 year olds Ambulatory Sensitive Hospital Admissions 0-4 Years
Rat es f<yearsdditinueito r@uce buta o il

higher when compared with the total population. '_—"5:1’;;-:_':;:_,\ e
16, the MUor i drtetdtatpopulati . 2

(70%). The downward trend is promising but mc
to be done to keep children out of hospital and |,

the inequity. The conditions that have the high

rates are severe dental decay, skin conditions, re T e A T
and eanose and throat infections. We continue 1 -~ -

on these areas to bring down ASH rates and

inequities.
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4564 years

Like the-@ age group, the ASH rates 6% #Bars ar
decreasing but there is a large inequity observed
MUo r ionMiChodr in. I n Mar ch
rate was 94% and the
remains on reducing inequities which are mainly
heart disease, skin infections, respiratory infect
diabetes.

High intensive users of $mtal services

Another indicator of delivering the right care in
place at the right time is the rate of high intensive
ED. This has reduced this year to 5.4%, meeting
of O05.4%. MUori and Pa
ED and primary care are working on a pilot progi
reduce high intensive users of ED threnghgemer
with General Practice and the development of ir
care plans.

B4 School Checks

Ambulatory Sensitive Hospital Admissions 45-64 Years

15

High Intensive Users of Hospital Services

———— — —
e T el s~

o

At the end of 2015/16, 107% of the eligible pbpdlatiogived a B4 school check. The purpose of the

Check is to promote health and wellbeiygpilds,

probl ems that may have

and to identify any health, developmental or be
a n e g aetpartateschoomyeahavie a amsis

high performing service achieving equitable coverage in this area.

Early Detection and Management

Budget

$'millions 30 June 2014 30 June 2014 30 June 201§
Ministry of Health 106.5 110.1 104.4
Other District Health Boards 2.8 2.8 2.9
Other sources 3.4 3.6 4.5
Income by source 112.7 116.5 111.8
Less:

Personnel 16.7 16.8 16.0
Outsourced services 0.3 0.2 0.2
Clinical supplies 0.5 0.5 0.5
Infrastructure and +otinial supplies 3.0 2.7 2.9
Payments to other District Health Boards 2.5 2.5 2.4
Payments to other providers 87.5 89.5 83.9
Expenditure by type 110.5 112.2 105.9
Net Result 2.2 4.3 5.9

Budget and prior period amounts have been reclassified using the same allocation methodology used for the current year.
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Intensive Assessment and Treatment Services

Impact:Complications of health conditions are minimised and illness progression is slowed down
Statement of Service Performance @u@jass 3

Intensive Assessment and Treatment Services are delivered by a range of secondary, tertiary and quatern:
to individuals. This Output Class includes: Mental Health services; Elective services (including outpatier
inpatienand cancer services); Acute services, (including ED, Inpatient and Intensive Care services); Materni
and, Assessment, Treatment and Rehabilitation (AT&R) services. These services are usually integrated intc
enablectocatf of cl inical expertise and specialised ec
nature and provided by specialists and other health care professionals who work closely together. There are ¢
links with commuitisedservices before people come into hospital services and after they air¢haisehisutged
must be well coordinated and work as seamlessly as possible.

HBDHB provides most of this Output Class through the Provider Arm, Health Servicesnddespeeialsede
hospital services are funded by HBDHB to be provided by other DHBs, private hospitals, or other providers
happens, other providers are monitored in terms of the Operational Policy Framework or specific contr
accordamne wi th industry standards. On the continuum
are focussed on individuals with health conditions and prioritised to those identified as most in need.

People who are suffering from injiliness will be diagnosed accurately and offered the most effective treat
available as early as possible. We will coordinate activities that support people to reduce the complication:
injury and illness progression so that they halveditiitén terms of survival, and are also able to participate effecti
in society and be more independent. It is important that identified disparities are also reduced as quickly as |

Shorter

staysin

+ Emergency Department (ED) length of stay is an important measure of the efficiency
sniees | (Urgent) patients through the hospital and home again. Shorter stays in ED mean that
able to access acute care when needbdyaark quickly referred to the most appropriate service. Lonc
are linked to overcrowding which can lead to negative clinical outcomes for patients such as incr

longer inpatient lengths of stay.

National health Target: Shorter Stays in the EmgrBepartment

People presenting at EDiwwass than six hours

In 2015/16, the percentage of people waiting less e e N~ e S
hours in ED fluctuated between 92.1% and 93.9¢ =
95%).

ED front of house has undergone some renovatic
have just been completed and should result in i
praesses and flow with new designs and increased
areas. -l —o—
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Faster | FasterCancer Treatment (FCT)

¢ )

with a high suspicion of cancer.

In Q4 2015/16, 62.5% of people referred with a high
of cancer received their first cancer treatment withil
(Target 85%). There has been asasedr focus c
identifying the patient group for the target which has
the volumes for the ta@éie key period from referr.
diagnosis remains a significant barrier to achieving 1
target as well as access to diagnostics.

The Fast&ancer Treatment team are working with ir
processes to identify patients on the cancer pathwe
expect to see improvement in the coming year.

| Impreved
access to

National Health Target: Improved Acc
to Elective Surgery

Pt Sergwy

life for patients suffering from significant

conditions. They are planned and do not
immediate hospital treatment therefore, can
delayed. Increasing elective volumes require
collaboration between many partssgktam includir
outpatients, booking system, surgical proc
treatment and delivery of care.

More people have access to Surgery

Elective surgery operations imgualigy 0«

\1\) FCT takes a pathway approach to care, to facilitate improved hospital productivity by el
crmna | gre used effectively and efficiently. Theitasgetr@duce the time from referral to treatment

Faster Cancer Treatment - 62 Days

Improved Access to Elective Surgery
[YTD V's Target 2014/15)

—
_____ P . E T s

Many initiatives to improve productivity and throughput have been successfully implemented th
HBDHB achieving 7,469 elective surgery discharges, exceeding our target of 7,109. There were 1

surgeries carried out in 15/16 than in 14/15.
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Standardised Intervention Rates

Elective services are an important part of the hegdttenafer the treatment, diagnosis and managemer
probl ems. Standardised intervention rates (
population.

For Major Joint Replacements we achieved 19.2 per 10,008lavhitte isarget and a reduction from 2
10,000 in December 2014. In 2015/16 there were 95 more major joint replacement surgeries thar
not reflected in the SIR results due to the time frame of reporting and a spikeie dglumes in J

Cardiac surgery intervention rates are below the target rate of 6.5 per 10,000 reaching 6.3 per 10,C
from 5.7 in December 2014.

There has been an increase in percutaneous revascularization rates from December 2QA#foT hleeAL
months to March 2016 is 13.3 per 10,000 which is favourable against the target.

Intervention rates for cataracts procedure and coronary angiography are above the target intervent
37.3 per 10,000 respectively.

ElectiveServices Standardised Intervention Rates (per 10,000 population)
Key Performance Measures Baseline Actual Target 2015/16
December 2014 March 2016
Major joint replacement 21.3 19.2 (L) 021.0
Cataract procedures 52.1 49.6 (F) 027.0
Cardiac procedures 57 6.3 (U) 06. 5
Percutaneous revascularization 10.9 13.3 (F) 012.5
Coronary angiography services 36.2 37.3 (F) 034. 7

Average Length of Stay (ALOS)

ALOS is a measure of the time spent in hospital. A shortened ALOS, while ensuring p@tientcezed
avoid readmission, is an indicator of good hospital productivity. Reducing the time spent in hospital
experience and reduces the risk of contracting nosocomial infections.

By delivering a more patientred electigervice we expected to reduce the ALOS for elective inpatients
was set at O1.59 days and although we have
1.74 10 1.61.

Acute ALOS has also reduced this year from 2.78ntbtBetnew target of 2.79 in Q4 was achieved
continue to focus on work to improve patient flow through the hospital to ensure good hospital proc

Average Length of Stay

Baseline Target Actual
September 2014 2015/16 March 2016
Electie 1.74 01 .days 1.61 (U)
Acute 2.79 Cp.79%ays 2.47 (F)

HA WK E 6 BISERICY HEALTH BOARNUAL REPORU15/16
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Acute Readmission to Hospital

In our quest to increase hospital throughput it is important that we measure acute unplanned readr
occur when treatment, either in hospitag @8iddlys following discharge, has not been effective and a |
is required urgently. A low rate is an indication of effective support services in the community (e.c
hospital reliability. Unfortunately, no results were foultheheeriod April 2014 to March 2015 as the M
Health are currently reviewing this measure. We will continue to target a reduction in readmission
integration with primary and community services.

Better Management of Lohgrm Conditions (LTC)

Across the Central Region there is a commitment to improved and timelier access to cardiac service
the regional programme outlined in the Regional Service Plan and also works locally to:

1 Improve access to cardiagmibstics and specialist assessments
1 Reduce waiting times for people requiring cardiac services

91 Improve prioritisation and selection of cardiac surgical patients
1 Increase cardiac surgical discharges

1 Reduce variations in access across the region

In Q4, 776% Of h|gh I‘ISk patlents received an ar % of Patients Who Recalve an Anglogram within 3 days of

. . Admission
within 3 days (target
Performance throughout the year has been inc .. »+ & A A

: . . . e e e e e
whicHargely reflects delays in accessing tertiary wn o \ IR ks

N\ A \ e
.« ¥

in Wellington and provisionordf twice week
angiography services & |
overall this is a commendable achievement ", . . . .. T e
significant improvement in performance on lasty G g

All New Zealand Acute Coronary Syndrome Quality Improvement (ANI&XCSBIBttsatsita to inform fi
service provision. It allows investigation into the extent, variation and trends in Acute Coronary Syn
as inpatient cardiac investigations, medical and surgical interventidisshangepasdibdaition and care. T
data also provides information on whether this is equitable across age, gender, location and ethni
for absolute risk and comorbidity.

Patients presenting with ACS who undergo % of Patients presanting with ACS who underga coronary
angiography have completbnANZACS QI a bl dueotasolitsria ek
Cath/PCl registry data collection within 30 days. ., ============ TR R oo -
end 02014/15 we introduced a more robust sy /:;:r SR 4
support data capture and data entry. In Q4 we /' "

96. 6% against a targe‘;f //""

target in Q4 with our 7 sy S
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Stroke thrombolysis and stroke peadlw
HBDHB6s aim is to provi
service so that more patients survive stroke events

likelihood of subsequent stroke events is reduced.

\
-"‘ ........ /’1\. ..........
"ll ."/ ‘\"\ // ,’-».\'_ T
In Q4, 4.5% of eligible patients were thrombolysed "\ —
target of 6%. Althhude target has not been met this L,.--""'i
performance has been consistently better than last y
In 2015/16 Hawkes Bay Hospital has managed to o\ R
number of challenges which arose during implemente in
pathway for organised stroke serVicespercentage
patients admitted to the demonstrated stroke patt e mm——m— e
increased to 90.9% in Q4 which is favourable against s =
of 080 %.
Quicker access to diagnostics
Diagnostics are a vital step in the pathway to access appropniatéhipgrat/ing waiting times for diagnos
reduce delays to a patientds episode of car ¢
In June 2016, 93.5% of Urgent diagnostic colonoscopys were performed within 14 daystiardc86e
performed within 42 days. These are above the targets of 75% and 65% respectively. The targ
colonoscopy was also achieved with 93.5% of peopleswaitinplasn 84 days beyon
The percentage of patients receiving coronary angiography within 90 days has fluctuated throug
ended the year achieving 100%.
T g R O A K‘\r A\ N 'l‘"\"”’ g
e, el e P R . AR T “‘.A,_,k, ‘ P
- -  FESEEE el St W W
e \'l( ,,F' i\,l /.’ N
ey "!.\‘.(" ;
/H = .l"v p -
2 ' —— ‘-1"' \/ S P — — 7“"5"“.*'-.‘- - - v‘.’,/. -
.- '-.5‘ N e o .v/ \.‘ /," ) ot ‘,'
e i v
k‘__'
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Attendance at First Specialist Appointment

Lowwi d not attenddé (DNA) rates to specialist
patient, referrer and specialist services. It is a measure of the rate of scheduled first specialist afpad
do not proceedealto patient nattendanc&®NA rates atargeted because high rates result in significa
and rework. High rates also indicate unnecessary delays in treatment and could, in some cases, b
customer focused booking system aowkidnpatient experience.

The Overa” DNA rate iS 74% Wthh is faV Did Not Attend (DNA) Rates Across First Specialists
a g a | nst t h e t ar g et Assessments (ESPI Specialities Only)
15.2% indicating a significant inequity ge

customer focussed booking project has de = - < S
better DNA reporting and hawehad a ne ~— <

ey . . . . P - G S ——.
initiative focussing on the three specialties e

highest DNA rates.

an ey St Qn . o rd

Mental Health and Addiction Services

Specialist mental health and addiction services are funded for people who are severely affected
addictionsThere has been a sustaineebopygae ar i ncrease in the numb:¢«
Health Services. Better and timelier access
and contributes to better outcanteecovery.

Improved access to servic@sie proportion of child % of Children and Youth Population Seen (0-19 years)

and youth (agedl9 years) seen by mental healtl

addiction services in = e S
. . TS '___-—&-_‘.._:’:._::

over the past four years with the proportion of a ST = o -

older adult@maining constant. In the year ending

2016, 4.28% ofl09 year ol d (ta

64 year olds (target

(target O1%) . T apz My Sed. Ml cSpls  MeS Spls M

5% of Adult Population Seen (20-64 Years) % Adult Population Seen (65+ Years)

5%

- P e ————

4%

&N 3%

T T .

1% fo———— = = - =

0%
Sep13 Mar 18 Sep 14 Mar 18 Sep- 1% Mar 16 Sep-13 Mar-14 Sep-14 Mar-15 Sep-15 Mar-16
il 12 months to:

- - —— — o= o= Target === Total ==fr=—Maori
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Improved Waiting Timeafaiting times across-nagent drug and alcohol services are monitored so th
identify rad respond to any access issues. We differentiate the targets in 2 ways: firstly, between
services that are delivered by our provider arm and the addiction services that are delivered by ou
NGO providers; and seconaiyconsider results after 3 weeks of referral and again after 8 weeks of r

For mental health services, the waiting time expe Mental Hesih snd Addicton Wating Times: 15 year cids

3 weeks was achieved in 67.4% of cases and th e

result was 90.2%. Both of these results are bl .. = o - c c ety
targets of 80% and 95% respectively hc . e

-~—_ i —
S — o

considerable efforts have resulted in im |
performance and we anticipate this trend will cor ™

For addictions services with a range of provic

waiting times expectations have been exceec

84.0% of people seen within 3 weeks and 96.( . -

within 8 weeks The services maintain clear fi Mental Heaith and Adciction Warting Times: C-19 year olds

(Less than B Weebs)

referral response and turnaround time.

e —
e i sy . -
- 53 »

e - —
e - -
——

Mar-14 lun-3a Sep- 4 Deoc- 14 Maras b33 Sep 1S Dex-1 Mar-16

Improved Discharge Planningviaintaining ar % of Child and Youth Discharged with Transition or
improving patient engagement through the u: i
transitionischarge plan will ensure that service

responsive to patients needs and that people a

able to manage their own health condition. Ir " e
discharge planning has been areal focus over th ™ -— M el
months which is reflected in the improfeethgece
The end of year result of 44.83% for the 12 m
March 2016, it will take a while for our current per
to be fully reflected in the data.

Mental Health (Compulsory Assessment and Treatment) Act 1992

There is a disproportidngte hi gh rate of MUor i pl aced undei
aims to reduce this inequity. I n Q4, The r a:
of O80 per 100, 000.atTtheirs aiss anlolt tah es tsroaciigahlt fa
contribute to increased use of the Mental Health (Compulsory Assessment and Treatment) Act 1¢
place new services to provide early interventions for people wittthmertblehes and as alternativ
hospitalisation. These include; Home based Treatment; NGO provided recovery orientated short tei
resilience focussed community group programmes; and later this year the Harekeke acute dalyimp
NdJRau Rkau. We are also carrying out an audit of cases locally to see if any of these factors par
as contributing towards the inequity.
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Intensive Assessment and Treatment

Budget

$'millions 30 June 2016 30 June 2016 30 June2015

Ministry of Health 305.7 295.0 286.6
Other District Health Boards 5.7 5.7 5.8

Other sources 10.0 9.2 10.6
Income by source 321.4 309.9 303.0
Less:

Personnel 163.8 164.8 156.6
Outsourced services 14.7 104 12.9
Clinicasupplies 43.2 42.1 447
Infrastructure and fatinical supplies 41.0 37.3 40.2
Payments to other District Health Boards 45.7 45.8 44.5
Payments to other providers 12.0 12.2 8.7
Expenditure by type 320.4 312.6 307.6
Net Result 1.0 (2.7) (4.6)

Budget and prior period amounts have been reclassified using the same allocation methodology used for the current

year.
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Rehabilitation and support services

Impact: People Maintain Maximum functional independence and hawgykbotdéds.thro
Statement of Service Performance Output Class 4

This output class includes: Needs Assessment and Service Coordination (NASC); palliative care: rehabilit
based support; aged residential care; respite care and day care foy afitieseldarvices are delivered following
a Oneeds assessmentd process and involve coordi
services assist people with enduring conditions and disabilities to live indefssailemtigeostpport that they
need either temporarily or over the rest of-athei
unit that reports to our General Manager, Integrated Care Services. Other services are prmedddrby our P
general practice and a humber of corfras@ityNGOs and private organisations. On the continuum of care tl
services provide support for individuals who have complex, comphitagedconditidns.

Where returning to full heaitt isossible we will work with our stakeholders to support and care for people so i
are able to maintain maximum function with the least restriction and the most independence. For people in c
who have erslage conditions, itisim@omt t hat they and their family o
so that the person is able to live comfortably and to die without undue pain or suffering.

Better access to care for older people

Age specific rate of namgent and semi urgent
attendances at the Emergency Departmen
(per 1,00population)

Age specific rate of-nagent and sénrgent attendances
the Emergency Department are monitored fof78Q&®"

84 and 85+. These rates are an indicator of the Baseline |  Target Actual

_ _ _ Dec 2014 | (2015/16)| (2015/16)
available to keep elderly safe and independent in | 7579 1395 0139 153.3
homes. For 7 the rate has increasightly from 13%er | 8084 183.1 0183 1781
85+ 254 0231 221.8

1,000 to 153.3 per 1Bfrboth 8@4 and5+ yar olds, th
rate has decreas&tis data will continue to be used to
community services.

The rate of acute readmission, as discussed above in output class 3, is a measure of effectiandi
treatment. Reducing the readmission rate in this age group is especially important for sustainab
population continues to grow. As in output class 3, no results were published for the period April :
as the Ministo§ Health are currently reviewing this measure.

Better community support for older people

Delivering coordinated high quality services to older people supports New Zealanders to live longe
more independent lives. By providing bettenigosupport for elderly, we would expect that they are al
maintain independence and function in their own homes, therefore reducing rest home bed utilisati
population. Comprehensive clinical assessments and completed crerpfoortaatecomponent of keep
people safe in their own homes and maintaining their independence. In 2015/16, 100% of the peoj
support received a comprehensive clinical assessment and completed care plan.
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Increased capacity and efficty in Needs Assessment and Service Coordination services

Needs Assessment and Service Coordination (NASC) services work with people who have suppo
longterm health conditions and disabilities. NASC services determineudigiiilitylfiog gnd assist the pe
to define the best mix of supports based on their own strengths, resources and goals.

The el der | Yy popu l ati Average Time for Referral to Co-ordination

and to confirm that we are coping with the incr 3 T s T st ea ety
- . ! AN T - o

providing a prompt BeErywe expect to reduce SR . o o

maintain time from referral tordination. Tt
average time from referral to assessment in
7.0 days against a t

As well as agelated disability, NASC service: o o o * @ @ G
provide disability services for people under 65
age. The average time from referral to assess -
this service in Q4 was 6.0 days whigbugsafde
against the target o

Number of needs assessments completed
(disability service) S o e
Previous Year Taget Actual
(2012/13) (2015/16) (2015/16)
618 0600 508

The number of needs assessments completec
than the target of O
number of 3 yearly assessments being due. - =

Prompt response to Palliative referrals

Palliative care & approach that improves the quality of life of patients and their families facin
associated with difieeatening illness. The service wopkevention and relief of suffering by means
identification, assessment and treafrpaint and other problems.

Ensuring that most referrals to our district's cer
based provider, Cranford Hospice, are responde
48 hours will improve service access, affirm R s S SR
service is responding in a timely way and sh

capaity constraints are being appropriately mz

The target response standard of 48 hours was m

of cases in Q4 and the target of 80% was exce

year.

More Day Services

Number of Day
Services
capability, enables early intervention to maintain function so that clients rerm | Target Actual

longer. We commit extra resources to increase day services to give bel | 21,791 | 21,546
people with specialised or high needs and to theliheanersber of day serv

Improved management and integration of services in the corgmuthitgrddance

increased over the past year but fell just short of the target.
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Reducing harm from falls

Reducing harm from falls is one of our priority Q!
Safety Markers. Gtand up for falls campaign star
April 2015 which has been successful at in
awareness. In Q4, a falls risk assessment was ¢
for 95.2% of elderly patients which is above the
90%.

If assessed to be at risk of falling, a patgeis a
individualised care plan to minimise the risk. Tl
been steady improvement in the percentage c
patients who have a care plan. Now that fe
assessments are being completed routinely, t

% of Patients (Aged 75+ or 55+ for Macri and Pacifica)
Where a Falls Risk Assessment Took Place

- ..
——— .-/-—\-"{- - - e e e . - - —

.

% of Patients (Aged 75+ or 35+ for Maori and Pacifica)
Assessed to be at Risk of Falling, Who Have an
individualised Care Plan

working group and ClinicaleNManagers can n S "_*"\\_H__J, A

focus on ensuring all of those at risk have an indiv .

care plan. We ended the year below the target a

hope to see this continue to increase over the ]

year 1 Q. & M A 0a a1 )
Rehabilitation and Support

Budget

$'millions 30 June 201¢ 30 June 201§ 30 June 2015
Ministry of Health 69.3 66.0 67.6
Other District Health Boards 3.0 3.0 3.1
Other sources 0.2 0.3 0.1
Income by source 72.5 69.3 70.8
Less:
Personnel 5.5 5.5 5.3
Outsourced serdc 0.1 0.1 0.1
Clinical supplies 0.7 0.7 0.7
Infrastructure and +wtinical supplies 1.6 1.4 1.5
Payments to other District Health Boards 3.9 3.9 3.8
Payments to other providers 59.9 59.2 58.4
Expenditure by type 717 70.8 69.8
Net Result 0.8 (1.5) 1.0

Budget and prior period amounts have been reclassified using the same allocation methodology used for the current year.

Vote Health: Health and Disability Support Sedvidesw k e 6 s (tiBeappromiatién)

Recontii ati on (in $6millions) of -basdédeeveaye ;m Nae2r6iofahe i o n
financial statements.

Appropriation 461.3

Transfeedto 2016/17 (4.2)

MOH population based revenue 457.1
MOH population based revenwe isthn c ome r ecei ved by the DHB

and

e

incurred in relation to the appropriation, which is a required disclosure under the Public Finance Act 1989.
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Theboard members are pleased to present the Financial StatBDeftsrahel year ended 30 Juné.201

For and on behalf of the board members of the Board:

N\

M

7/

Kevin Atkinson Dan Druzianic
Chair Board Member
310ctober 261
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Result
The operatingurplugor 20916 is $4.4million omevenuef$517.1million. This is in aoparison to the $&ailion surplus
reported last year.

Revenuevas $.7million ahead of plan incg®B.0 million of funding fointwasedapital charge relating to the 2014/15
revaluation of land and buildingsxtrancomdrom the Minigtof Health for additional services provided

Cash flow
The operating cash surplu®fsillion was used to fund tBeddillion spend on property, plant and equigaregible
assetand investmentepay equity of $fillionand increas@ash holdings by $0.6 million

Auditors

The Auditgbeneral is required under se&imitie Public Audit Act 2001 and section 43 of the New Zealand Public Health
Disability Act 2001, to audit the financial statethpatformance informatiesented by the Board. Audit New Zealand has
been appointed to provide these services. Audit fees, relating to the daithtarfrihal 26hoetmount 6122608

Ministerial direction

The Minister of State Services and the Minister of Firthaadirisstign under section 107 of the Crown Entitieghfett 2004
tier 2 agencies (including the DH&)ive effect tor have regardrémuirements for thelementation of the Neatahd
Business Number (NZBN).

CAOGS &SI N FAYBRJOX NB LIS NF

The table below provides a comparison between the forecast financial performance measures, with actual performance
during the year. The table also provides a comparison with the four previous financial years.

Performance Indicator Target 206 205 204 208 20p
Return on net funds employed 9.26 11.% 8. 11.206 94% 9.6/
Operating margin to revenue 16% 2.20 14% 14% 12% 11%
Revenue to net funds employed 4.7 47 4.5 57 55 5.9
Debt to debt plus equity ratio 33.0% 3L.7% 32. %% 46.%% 48.2%6 49.%%6
Net result before financing & abnormall  10.0n 13.2n 9.1m 9.5m 8.Im 7.5m
Net result 4.0m 4.4 31m 3.2n 21m 2.0n
Debt servicing coverage ratio 10.1 9.9 85 7.5 7.5 7.5
Ratio of earnings to revenue 47% 5.26 47% 48% 45% 43%
Average coger paid FTE $87,437 $86,563 $34,085 $81948 $B048B  $P,093
Average revenue per paid FTE $23,851  $2B B9 | $22975 $233937 $B4014 $28,359
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{GFGSYSyi
For the year ended 30 June@01
in thousands of New ZsaRollars

2T O2YLINBKSYaAd

Budget
Notes 30 June 2@L 30 June 2@ 30 June 2@

Patient care revenue 2.6 510496 505247 489044
Interest revenue 1419 1,008 1568
Other operatingvenue 2.7 5149 4159 5625
Total revenue 517,064 510414 496237
Persanelcosts 2.8 187,322 188426 1A,100
Outsourced services 15116 10654 13233
Clinical supplies 40766 39,794 42,339
Infrastructure and ftinical expenses 22228 20,849 22729
Payments to otHa B 52,097 52,182 50709
Payments to nbealttboard providers 167,759 17Q012 132,422
Other operating expenses 2.9 4962 4,623 5,743
Depreciation and amortisation expense 3.63.7 13,695 13,872 14,062
Financing costs 2.10 2018 1,957 2289
Capital charge 2.11 6,783 4,055 3,740
Total expenses 512746 506424 493366
Share of associate surplus/(deficit) 3.9 48 - 183
Surplus/(deficit) 4,366 399D 3054
Other comprehensive revenue and expense

Revaluation of land and buildings - - 37,444
Total comprehensivevenueand expense 4,366 399D 40498

Explanations of major variance against budget are providéd in note

DHB are required to abide by restrictions on the uses of funding supplied for mental health purposes. Menka health funding f
year ended 3ne 208 wasovespent by $0millior(205: underspe).8million) Mental health payments in excess of funding

since 1 July 20807 millior(30 June 201%0.3 million

The notes and accounting policies form part of, and shoulddmgurezitbmweith, these financial statements.
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For the year ended 30 June&01
in thousands of New Zealand Dollars

Budget
Notes | 30 June 2@L | 30 June 2@ 30 June 2(8L
Balance 4dt July 87,627 93017 49,141
Totd mmprehensive revenue and sgpen 4,366 399D 40498
Owner transactions
Transfer of Chatham | s
CanterburipHB 3.6 - - (1,655
Equity repayments to the Crown (3®) (357) (3%)
Balance at 30 June 45 91,637 96650 87627

Explanations of major variance against budget are provigd&d in note

The notes and accounting policies form part of, and should be read in conjunction with, these financial statements.
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As at30 June 2@L
in thousands of New Zealand Dollars

Budget

Notes| 30 June 2@ 30 June 2@ | 30 June 2(EL
Assets
Current assets
Cash and cash equivalents 3.1 15,537 12085 14,969
Short term investments 3.1 1,739 1,563 1,703
Receivableand pgpayments 3.2 22421 18,133 17852
Loans (Hawkebdbs Bay Heli 33 13 13 12
Inventories 34 4,293 33845 3881
Noncurrent assets held for sale 35 1,220 - 1220
Total current assets 45223 35,639 39637

Noncurrent assets

Property, plant and equipment 3.6 151,796 165876 148232
Intangible assets 3.7 10743 4721 8472
Investment property 3.8 131 140 131
Investment in associate 3.9 1045 6,805 1,143
Loans (Hawkebds Bay Heli 33 42 42 55
Total norcurrent assets 163758 177,584 158033
Total assets 208,981 213223 197,670
Liabilities

Current liabilities

Payables and deferred revenue 4.2 38,318 33,982 30,823
Employeentitlements 4.3 33,588 32,660 33,872
Provisions 4.4 300 - 506
Tatal current liabilities 72,206 66,642 65201

Nonrcurrent liabilities

Interesbearing loans and borrowings 4.1 42,500 47,500 42,500
Employee entitlements 4.3 2638 2431 2342
Total norcurrent liabilities 45138 49931 44842
Total liabities 117,344 116573 110,043
Net assets 91,637 96,650 87627
Equity

Contributed capital 4.5 35216 36,871 35572
Propertyevaluation reserves 4.5 67,32 72976 69188
Restricted funds 4.5 3013 - 3125
Asset replacement reserve 45 - - 15,253
Accumulated surplugiesicis) 4.5 (13,984) (13197) (3%,51)

Total equity 91637 96650 87627

Explanations of major variance against budget are provig&d in note
The notes and accounting policies form part of, and should beme@onimibnijinese financial statements.
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For the year ended 30 June&01
in thousands of New Zealand Dollars

2 T

Budget

Notes = 30 June 2@l | 30 June 2@ @ 30 June 2@
Cash flows from operating activities
Receipts from patieare 508871 50903 490104
Receipts from donations, bequests and clinical trials 510 - 578
Other receipts 2,351 - 3,987
Payments to suppliers (29,889 (290079 (208566
Payments to employees (187513 (188339 (176299
Goods and servitas (net) 1,258 - (495)
Cash generated from operations 27588 30620 19317
Interest received 1419 1,068 1568
Interest paid (1,855 (2089 (2252
Capital charge paid 6,783 (4,055 (3749
Net cash inflow/(outflow) from operating activities 20369 25,544 14893
Cash flows from investing activities
Proceeds from sale of property, plant and equipmet 123 1,275 58
Acquisition of property, plant and equipment (16,733 (23,923 (15,576
Acquisition of intangible assets (395 (1500 (909
Acquisition of investments (2,440 1,379) (1,413
Net cash inflow/(outflow) to investing activities (19,445 (25,527 (17,835
Cash flows from financing activities
Proceeds from borrowings - 5,000 10,000
Repayment of borrowings - - (10,000
Repayment of finance lease liabilities - - (268
Repayment of equity to the Crown (3®) (2,022 (35)
Net cash inflow/(outflow) from financing activities (3569 2978 625
Net increase/(decrease) in cash and cash equivaler 568 2,995 (3,567)
Add: opening cash 14,969 9,090 18536
Cash and cash equivalents at end of year 3.1 15537 12085 14,969

The Cash paid to supplmymponent of operating activities reflects the net Goods and Services Tax (GST) paid and rece
thelnland Revenue Department. GST has been presented on a net basis, as the gross amounts do not provide meanit

information for financial statement purposes.

Explanations of major variance against budget are provig&d in note

The notes and accium policies form part of, and should be read in conjunction with, these financial statements.
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For the year ended 30 June@01
in thousands of New Zealand Dollars
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Budget

Notes 30 June 2@l | 30June 2@ 30 June 2(8
Surplus/(deficit) for the year 4,366 3990 3054
Add back noftash items:
Share of associate surplus 48 - (183
Depreciation and amortisation 13,695 13872 14,062
Writedown ofiorcurent assets held for sale - - 524
Add back items classified as investing activity:
Net loss/(gain) on disposal of property, plant and ec 23 - 144
Debt forgiven (Hawkeds 13 12 10
Movement in working capital:
(Increase)/decrease in receivaibteprepayments @4,57) (359 (3%)
(Increase)/decrease in inventories 412 7 (167)
Increase/(decrease) in payablgsieferred revenue 7,495 8,014 (5285)
Increase/(decrease) in emplayEEements (281 21 2,763
Increase/(decrease) in provisions (209 - 260
Net movement in working capital 2,025 7,599 (2765)
Other movements not in working capital
Increas/(decrease) in employee entitlements 295 71 47
Net ashinflow/(outflow) from openagj activities 20369 25544 14893

The notes and accounting policies form part of, and should be read in conjunction with, these financial statements.
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Notes to the financial statements

For the year ended 30 June&01

In prepamg the 2@lfinanciadtatements, the notes have been grouped into sections under five key categories which are
considered to be the most relevant for stakeholders and other users.

1 Reporting entity aragis of preparation

1 Result for the year

f Resourcing the DHBO6s activities
1 FhancingtheB8ls activities

7 Other disclosures

Significant accounting policies have been incorporated throughout the notes to the financial statementssadgat®nt to the
which they relate. All accounting policies are included withirbar. oWtlieed possible, wording has been simplified to
provide clearer commentary on the financial performance @fiehacbbdiBiting policies set out below have been applied
consistently to all periods presented in the financial statements.

1. Rporting entity and basis of preparation
1.1 Reporting Entity

HEDHB is a DBlestablished by the New Zealand Public Health and Disability Act 2080 crberDetBity as defined by
the Crown Entities Act 2004, owned by the Crown katiciddeiei Zealand. The DHB is a reporting entity for the purposes
the New Zealand Public Health and Disability Act 2000 and the Crown Entities Act 2004.

HBDHB&s primary objectives are t he feurnvdiicnegs atnod tphreo vpi es
Bay. Accordingly the DHB is a public bend®Bi)ityr financial reporting purposes

The financial statements of HBDHB comprise thd ®tlBfétest in Allied Laundry Services Limited, and its 16.7% interest
Centr al Regionbs Technical Adyv iDsH®Bidtse cBraral region.es Li mi t ed

The financial statements for HBDHB are for the year ended @@addnee28 approved by the Bo&HQumiobeP05.

1.2 Basis gfreparation

The financial statemératge been prepared on a going concern basis, and the accounting policies have been applied con
throughout the period.

Statement of compliance

The financial statements ddHighave been prepared iroetance with the requirements of the Crown Entities Act 2004, whi
includes the requirement to comply with generally accepted accounting practice in New Zealand (NZ GAAP). The finar
statements have been prepared in accordance with Tier 1 RgESt&ewands, and comply with those standards.

Presentation currency and rounding

The financial statements are presented in New @pal and
unless otherwise specified.

Standards issukand not yet effective and not early adopted

InJuly2035, the External Reporting Board ig8t&dOmnibus Amendments to PBE Stéodispisrting periods beginning on
or after lahuan20®. HBDHBwillappy theupdatedtandards in prepaits§0June 204financial statemeni$ie DHB
expects there will be minimal or no change in applying the updated standards.
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Notes to the financial statements (continued)

For the year ended 30 June@01
inmillion®f New Zealand Dollars

2. Reult for tayear
2.1 Performance by Arm

HBDHBs annual plan includes separate operating statements
services. The table below compares performance against the pl&fiSyetire 201

Achieved Plan Variance
Revenue
Funding health services 495.8 489.5 6.3
Governance and funding administration 3.2 3.2 -
Providing health services 2850 281.1 3.9
Eliminations (2668) (263.9 (3.9
5172 510.4 6.8
Surplus/(Dégit)
Funding health services 4.6 4.0 0.6
Governance and funding administration 04 - 0.4
Providing health services 0.6) - 0.6
4.4 4.0 04

NoteProviding health services incB4Bsnillion ofaims fggharmaceutical expamdthrough sector services (MOHjrthat
ultimately pdidrfromthefunding health servicategory These claims are eliminated in the financial statements, but are included
in the above table to provide a more useful comparison.

Funding health giees includes $8f0revenue to offset the additional capital charge arising from land and building revaluations ir
2014/15, and additional MOH funding for additional serviceSheduitltidg arm surpluglérillion which i6.6million

bette than plan. The variance frommgdalts from slower than planned implementation of: medicine use reviews by pharmacies;
lower access payments by the PHO; and new investment expenditure by the DHB.

The governance and funding administratiomeddgaus vacancies and lower than planned consultancy costs

Providing health serviesgnuéncludethe$3.0 million of capital chianggingwith the remainder from donations and bequests,
clinical trials income and sundry inddmaaleficit 008 million includeslditional costs for medical vacancy and leave cover,

andoutsourcingpsts to meetective surgery targetatly offset by lower ACC levies

Eliminations are transactions between funding of health services, governaram@nstiatidngnd providing of health
services, which need to be eliminated when the income or deficits of these arms are consolidated.

2.2 Output classes

Accounting Policgost allocation

Revenuand expenditure for each output classdupdadded H¥BDHEnd reported in the statement of service perfgrmance,
has been derived using the allocation system outlined below.

Directevenu@and costs aadlocatedirectly to output classes. Indirect cadteGaietb output classes usipgropriate copt
drivers such &slumes provided

The purchase units that comprise an output class change over time as clinical practice and medical techriplegtiytievelop. Conse
while the figures prepared for each year reported in the anvilideaepmgistent with the figures for each year repqrted in its
associated annual plan, they are not necessarily consistent with the annual reports and annual plans of other years.
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Notes to the financial statements (continued)

For the year ended 30 &2086
inmillion®f New Zealand Dollars

HBDHB s a n n u a |l propettiens efvienmuand exgemditure by output.clHss table below compares perforimance
output classgainsplanned and prior period amounts that have been reclasHigeslnsingllocation methodology used for
the current year

Budget
30 June 261 | 30 June 261 @ 30 June 261

Revenue

Prevention services 10.5 14.7 10.8
Early detection and management 112.7 116.5 111.8
Intensive assessment and treatment 3R21.4 3099 303.0
Rehabilitation and support 72.5 69.3 70.8
Totakevenue 517.1 510.4 4964
Expenditure

Prevention services 101 108 10.0
Early detection and management 110.5 112.2 105.9
Intensive assessment and treatment 320.4 312.6 307.6
Refabilitation and support 717 70.8 69.8
Total expenses 512.7 506.4 4933
Surplus/(deficit) for the year 4.4 4.0 31

Comparison to 2@15

The increase in intensive assessment and treatmamediflactsacancy and leave costs, outsourcimgedéctbra surgery

to meet health targets,thrdnvestment in transformation projects. Rehabilitation and support costs includes demograph
impacts on the health of older p&dmecomparison includes reclassifications between early detantigerapdtrand

intensive assessment and treatment.

Comparison tbudget
Theincrease in intensive assessment and treefieaatthe same medical, outsourcing and investment factors mentioned

above.Rehabilitation and support costs includes deniogragtsion the health of older people.

2.3 Performance against budget

Accounting Policy

The budget figures are those approM&DbiEn its annual plan. The budget figures are prepared in accordance with NZ
GAAP, using accounting policiesr¢habnsistent with those adoptedDMBiar the preparation of the financial statements.

The financial information contained in the statement of intent is prospective financial information in terms of PBE FRS ¢
Prospective Financial InformaBlh FRS 42 requires dBto present a comparison of the prospective financial information
with the actual financial results being reported. This requirement is met by including the budget infaimation in the finar
statements.

Financial Performance
Reenuefor the year $.7million higher than pldis reflects
1 additional funding of $3.5 million from MOH, including $8.6amipemsater additional capital chargsulting from
land and building revaluatiodane 201%and the remaerdor palliative assessment care coordination and cancer nure
coordinator funding.
1 sundry income of $1.1 million inch@dinmillion fratonations, bequests and clinical trial
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Notes to the financial statements (continued)

For the year ended 3nh&206
in thousands of New Zealand Dollars

1 reduced ACC levies of $1 million due mainly to the removal of the residaadclaims levy;

1 interest on working capital invested of $0.4 million;

partly offset by:

1 reducedevenue frofrairawhibHB of $@milliondue to lower salesafficer treatment pharmaceuticals;

1 increased codtso r H a pdtientireatedyadthiedistrichealttboards

1 reduced revenueb6b million froMCC ashe DHB prioritiseldctive surgelrget®ver ACC volumesieaih the year

Financial Position

The projections in theS2BlAnnual Plamas based darecastprepared well before the end 20#¥a5 year. A comparison
of theactuabalances with the plaaldnclude amoumtflectindifferencbetweethe forecasnd reporte2D¥/15 balances.
These amounts comprised increai®dmfllion in assef&.8million in liabilities &3d thousand in equind explain most
of the variances from budget

Cash Flow

Cash from operating activitie$wzamilliodover than plan reflectimgheamounts owed BOHat balance dat&he $6.1
million loweashinvestmesatdated tahe Mental Health Inpatient Unit (MHIUnHioklg ead times for radiology equipment
Lowefinancingnflows &3.3milliorresulted from the postponement of $5.0 rhibicowengntilOctober 201&ndhe non
cashtransfer of the Chatham Islands health services to Canterbury DHB

2.4  Critical accounting estimates and assumptions

In preparing theefinancial statements, estimates and assumptions have been made concerning the future. These estimates ar
assumptions may differ from the subsequent actual results. Estimates and assumptions are continually evaluated and are ba
historical expari@e and other factors, including expectations of future events that are believed to be reasonable under the
circumstances. The estimates and assumptions that have a significant risk of causing a material adjustmzumt®o the carrying a
of assets andlilities within the next financial year are discussed below.

Employee entitlement provisions

The calculation of long service leave, retirement gratuities, sabbatical leave and sick leave liabilities aphibased on demogr
assumptions and discount stitd@&tes. Demographic assumptions relating to life expectancy and future earnings potential are
inherently uncertain as are discount rate estimates based on government stock rates over long periods of time. The carrying
amount of the liability relaitigese employee providefs225million (2G1 $4796million). Refer ndt&

Workplace accident satisurance

Noted.4 provides information about estimates and assumptions applied in d@etiisingthé abi | i ty under t |
Partnefsip Programme.

2.5 Critical judgements in applying accounting policies

In the process of appllB®PHBs accounting policies, management makes va
amounts recognised in the finanteahetds. Management has exercised the following critical judgements in applying accounting
policies for the year ended 30 Juée 201

Impairment of intangible assets with indefinite lives
The DHB has invested in the National Oracle Solution (N€IS)yfabditaf ealand Health Partnerships Limited, a company
collectively owned by the 20 DHBs, to provide a finance, procurement ar(&BSQ¥ystaaamdreturn significant
procurement savings to the sector.
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Notes to the financial statements (contied)

For the year ended 30 June@01
in thousands of New Zealand Dollars

The investment is considered to have an indefinite life as the DHBs have the abiiity@nevinteatsanvice level

agreement indefinitely. The fund establishedlbthibZigR the-gharging of depreciation on the FPCS assets to the DHB s
will be used to, and is sufficient to maintain the FPSC assets standard of performance or service pgdiebtitBimdefinitely.
expecting to be using the new system at soietween 2017 and 2019.

TheDHB have determined tH@xSwill be completed with substantially the sanas scapeally desigred will contribute
savings to the sectliBDHBs of the view that sufficient savings will be madkl a wlased sn sdiagg to date, and that
no impairment of the asset is necessary.

TheDHBhas invested in the Regional Health Information Project (RHIP, formally CRISP) instigated by Central Region T
Advisory Services (CTAS). RHIP is develapiafjaigical systems for use by the centrdirigyiohhéDHE in the

central region continue to support the project, and corkzigu@uiysiders the regional clinical systems will-ineje on

and that no impairment of the assets is necessary.

2.6 Patient care revenue

Accounting policy
Ministry of Healtpopulatiorbasedrevenue

HBDHB ecei ves annual
recogniseith the year itieceived.

fundi from the Ministr. RevenieisHe al t

ng

Ministry of Health contract revenue

For contracts where the amount of revenue is substantively linked to the provision of quantifiable units of service (exch.
contracts), revenue is recognised as services are provided.

For other contraatsifexchange) the total revenue receivable under the contract is recognised as revenue imme
there are substantive conditionsdarttractIf there are substantive conditions, revenue is recognised when the co
satisfied. Aondition could include the requirement to provide services to the satisfaction of the funder to receivg
Revenue for future periods is not recognised where the contract contains substantive termination provigibnsiifo

diately,
nditions

® Or retai
I failure

the service requirements of the contract. Conditions and termination provisions need to be substantiym; which|is asses
considering factors such as the past practice of the funder. Judgement is often required in determining the timjng of re
recognition for contracts that span a balance dateyaad funtting arrangements.
Revenue from oth®HB
Inter district patient inflow revenue occurs when a patient trei@BdHiRiteig i on i s domi ci,lar@ds |[out ¢
recagnised at time of discharfige Ministry of Health crd@B3HBvith a monthly amount based on estimated patient freatmer
fornoHawkeb6s Bay resident s wpaoctuisatyddreenddceréflact tHe acHah nokend sja nBrau
patents treated HBDHB
Other Crown entiontracted revenue
Other Crown entigntract revenue is recognised as revenue when services are provided and contract cormdéions have b
30 June 261 30 June 261
Ministry of Heaftbpulatichasedevenue 457,148 431,817
Ministry of Health contract revenue 34,647 37,186
Revenue from otidB 11,455 12,137
Other Crown entity contracted revenue 5933 6421
Other patient care related revenue 1313 1483
510496 489044

Ministry ofddlth populatitmased and contract revenue includes appropriations from the CBaA8rtudEeid.
Performance against the appropriations is reported in the statement of service performance
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Notes to the financial statements (continued)

For the yar ended 30 June &)1
in thousands of New Zealand Dollars

2.7 Other operating revenue

Accounting policy

Revenue is measured at the fair value of consideration received or receivable.
Interest revenue

Interestevenués recognisadsing the efféve interest rate method.

Rental revenue

Rental revendimm investment property is recognised in the surplus or deficit-meabsisaghter the term of the lease.
Lease incentives granted are recognised as an integral part of thiectrizd i@reakhe lease term

Sale of goods

Revenue from goods sold is recognisddBidBias transferred to the buyer the significant risks and rewards of o

the goods and tBéiBdoes not retain either continuing managerial involverdegtde tisually associated with ownership

nor effective control over the goods sold.

Provision of services

Services providedhivd partieen commercial terms are exchange transactions. Revenue from tiesecegnigess in

proportion to the stagf completion at balance date

Vested assets

Where a physical asset is gifted to or acqdiB&HBor nil or nominal cost, the fair value of the asset received is re

revenusvhen control over the asset is obtained.

Donatedservices

The advtities ofiBDHBre reliant on services provided by volunteers. Volunteers services received are not recog

or expenditure by idB

30 June 261 30 June 261
Donations and bequests received 333 451
Rental revenue 576 545
Cafe¢ria and food sales 96 967
Other operating revenue 323 3584
Gain on sale of property, plant and equipment 36 78
518 5,625

2.8 Personnetosts
30 June 261 30 June 261
Salarieand wages 182031 171427
Employer conutions to defined contribution plans 5279 4,793
Increase/(decrease) in emphaytements 12 2880
187,322 17,100
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