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From the M�n�ster 

I am pleased to present the Ministry of Health’s Statement of Intent for 2007–10. This Statement 
of Intent builds upon the work undertaken in previous years’ Statements of Intent and provides a 
focus for the Ministry and the health and disability sector. 

The New Zealand Public Health and Disability Act 2000 requires the New Zealand Health Strategy 
and the New Zealand Disability Strategy to be in place to provide the framework for the health and 
disability sector’s overall direction. The Ministry’s priorities for 2007 and beyond are set within the 
context of these strategies and the recently announced priorities of the Government for the next 
decade. 

I have defined a priority as a service or activity needing concerted action this year, other than 
already signalled requirements such as improved elective services. These priorities are the same 
as 2006/07, but have all advanced somewhat. 

• Chronic disease. 

• Child and youth services. 

• Primary health care. 

• Health of older people. 

• Infrastructure.  

• Value for money. 

Within each of these areas the Ministry has identified a number of initiatives that contribute to the 
improvement of health status, and health and disability support services. 

As required by section 39(2)(b)(i) of the Public Finance Act 1989, I confirm that this Statement of 
Intent is consistent with the policies and performance expectations of the Government. 

Hon Pete Hodgson 

Minister of Health
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D�rector-General’s Overv�ew
 
Since the establishment of District Health Boards (DHBs), the Ministry of Health has played an 
important role in implementing the reform process. We have been central to the development and 
implementation of a wide range of health strategies and action plans. In short, we have made a 
significant contribution to the devolved health management environment we have now. 

After arriving at the Ministry of Health last year I undertook a review of the Ministry. This 
was important to me because I felt it was necessary that I obtain feedback and the views of 
stakeholders given the evolution of the sector over the past six years, and where they would like to 
see the Ministry place greater emphasis for the next three to five years. 

It is important to acknowledge and to state up front that New Zealand has a very good health 
system, our system compares well internationally on a range of comparators. This is a credit to 
all those who are involved in the planning, prioritisation and, importantly, the delivery of health 
services. It is also important to acknowledge that any large system, such as the health system, can 
always improve and this we must do, as we seek to obtain maximum value for New Zealanders for 
the resources we spend on their behalf. 

In considering the planning period 2007–2010 and reflecting on the above, I naturally recount 
my experiences in the DHB environment. There I would frequently come across programmes and 
initiatives that worked well in some DHBs but were simply not occurring in others, or programmes 
that were making a difference in improving health inequalities for some populations but, again, 
were not supported elsewhere. Variations in practice and patient outcomes within our hospitals 
are all too common. I experienced and observed sensible regional approaches to service planning 
in some regions which were not taken up by others. My point in highlighting these issues is that 
I believe the Ministry’s existing plans do not enable us to fulfil our leadership role in getting 
better system performance, and ultimately value and improve health outcomes for individuals, 
communities, patients and the New Zealand taxpayer. 

In the examples given above I have focused on system performance. This does not detract from the 
critical importance of good policy development and our traditional monitoring roles. These are core 
to the Ministry role and always will be. However, we need our policy work to be well complemented 
by strategy, and ultimately implementation, so that the variation of performance across the system 
is reduced and our priorities and health and disability outcomes for populations are enhanced. 

For these reasons, this Statement of Intent differs from its predecessors. I have shifted emphasis to 
performance improvement assistance and best practice advice with the health sector, focusing on 
the Minister’s priorities, improvements in Māori health, and reducing inequalities. The Government 
has integrated national health targets to lift outcomes in these key priority areas. Working 
collaboratively and collegially with other sectors will be critical to achieving these targets. 

The Ministry is changing as an organisation to ensure we drive ‘harder and faster’ on the priorities. 
With the Government’s agreement, I have laid the platform for better prioritisation of the Ministry’s 
resources by restructuring the Ministry’s output classes. I have strengthened the focus on the cost 
effectiveness of the Ministry’s interventions. 

What really matters to me personally and to my staff is whether we make a difference to 
achieving improvement in the health and wellbeing of all New Zealanders. For this reason I have 
strengthened the measurement framework that will allow the Ministry to show that progress is 
being made. A set of headline indicators map to the Ministry’s outcomes that allow focus on better 
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health and reduced inequalities. The 10 health targets map to the Minister’s priorities of chronic 
disease, child and youth services, elective services, primary health care, health of older people, 
infrastructure and value for money. The majority of these indicators will be analysed by ethnicity 
so we can measure progress on improving Māori health and reducing inequalities. Finally, the 
Statement of Service Performance describes the performance measures for which the Ministry will 
be held to account. 

These initiatives will position the Ministry to strengthen its sector leadership role and achievement 
of better health and reduced inequalities with and for New Zealanders. 

Stephen McKernan 
Director-General of Health 
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Introduct�on and Health Context
 
Good health is critical to wellbeing. Without it, people are less likely to enjoy their lives to the 
fullest extent, their options are limited, and their general levels of contentment and happiness are 
likely to be reduced.’ (The Social Report 2004) 

Achieving the goal of healthy New Zealanders requires a fair and functional health system as well 
as people making good lifestyle choices and supportive policies in other areas of Government.  
The Ministry's role is to lead and manage the sector, working within the legislative underpinning 
and the Government's high-level strategies. To create the base for the sector to advance health 
sector performance in 2007 and beyond, the Ministry is implementing a number of important 
developments, such as: 

•	 integrating national health targets to lift outcomes in key priority areas 

•	 reorientating the role of the Ministry of Health to drive ‘harder and faster’ in priority areas 

•	 reconfiguring services in priority areas within existing resources (starting with Well Child 
services, cardiovascular disease and diabetes). 

In this Statement of Intent we provide the justification for what we plan to do, and describe how we 
will know if we have made progress. 

Figure 1 shows the structure of New Zealand’s health and disability sector. It is essentially a 
devolved system in which 21 District Health Boards (DHBs) plan, fund and ensure the provision 
of health and disability services to their geographically defined populations. Public hospitals and 
the majority of public health services come under the umbrella of DHBs. Eighty-one primary health 
organisations (PHOs) are funded by DHBs to provide essential primary health care services to local 
communities. More than 200 national and local non-governmental and voluntary organisations 
provide not-for-profit services funded by the Ministry and by DHBs. The DHBs also fund some 
private providers, such as aged-care hospitals, rest homes, pharmacists, laboratories and 
radiology clinics. 
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F�gure	1:		 The	structure	of	the	New	Zealand	health	and	d�sab�l�ty	sector	
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The Minister of Health has overall responsibility for the health and disability support system. DHBs 
play a pivotal role in blending national and local priorities to achieve gains in health outcomes. 
The Ministry of Health is the principal advisor to the Government on health policy and acts as the 
Minister’s agent in managing the formal relationship with DHBs and as an intermediary between 
the Minister and representatives of the sector. 

The New Zealand Public Health and Disability Act 2000 requires DHBs to work to ‘enable Māori 
to contribute to decision-making on, and to participate in, the delivery of health and disability 
services’. The Ministry-sponsored governance skills development programme for DHB Māori 
Relationship Boards, called Te Mana Whakahīato, supports such development and is positively 
received. 

What has the New Zealand health system ach�eved? 
The New Zealand health system has achieved significant improvements in health outcomes for 
New Zealanders. 

Life expectancy – an important indicator of a nation’s health – has been increasing steadily for 
many years. A newborn girl can now expect to live, on average, 81.7 years, and a newborn boy 
77.5 years. These levels represent longevity gains since 1995–97 of 2.0 years for females and 
3.1 years for males. 

F�gure 2: L�fe expectancy at b�rth, by sex, 1950–52 to 2003–05 
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Sources: Statistics New Zealand 2006 

In the year ended June 2006, infant mortality rate was 4.8 per 1000 live births. This is an 
improvement from 5.5 per 1000 in the June 2005 year, and continues the decrease from 6.7 per 
1000 in 1996 and 13.9 per 1000 in 1976 (see Figure 3). 
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F�gure 3: Infant mortal�ty rate (deaths per 1000 l�ve b�rths), 1961–2006 (year ended June) 
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Source: Statistics New Zealand life tables, 2006 

Tobacco consumption in New Zealand has fallen, decreasing by almost 16 percent from 2002 to 
2004 (see Figure 4), which is one of the biggest decreases in the OECD.  Significantly, smoking 
among youth (aged 14–15 years), which is the age at which long-term habits can form, has 
continued to decline. 
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F�gure 4: Tobacco consumed per adult (15 years+), tobacco products released 
(1970–2004) and annual tobacco returns (1997–2004) 
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Source: Statistics New Zealand 

F�gure 5: Prevalence of da�ly smok�ng (%), year 10 students, by sex, 1999–2004 
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Source: ASH national year 10 survey 

These gains have continued in recent years, while DHB deficits have reduced and Ministry funding 
as a proportion of total health funding has fallen demonstrating improvements in sector efficiency 
and cost-effectiveness (see Figures 6 and 7). 
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F�gure 6: Comb�ned D�str�ct Health Board defic�t trend, 2001/02 to 2006/07 
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F�gure 7: Departmental fund�ng vs total health spend�ng 

Percentage 

2.10 

2.00 

1.90 

1.80 

1.70 

1.60 
2001/02 2002/03 2003/04 2004/05 2005/06 2006/07 

Year 
Internationally, the New Zealand health system compares well on a number of measures. Across 
the Organisation for Economic Co-operation and Development (OECD) there is an association 
between national wealth, as measured by gross domestic product (GDP), and life expectancy, and 
between GDP and the proportion of GDP that is spent on health. New Zealand has a somewhat 
better life expectancy than would be expected from its GDP, and spending on health is slightly 
lower than expected, illustrating the cost effectiveness of the health system (see Figure 8). 
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F�gure �: Dev�at�on from GDP-based pred�ct�ons of l�fe expectancy at b�rth and of total 
health expend�ture, OECD countr�es (except Luxembourg), 2002 
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The New Zealand system also compares well on other measures of efficiency, such as health 
spending per capita and length of stay in acute care (see Figures 9 and 10). 

F�gure 9: 	 Health spend�ng per cap�ta �n 2004 �n selected OECD countr�es, adjusted for 
d�fferences �n cost of l�v�ng 
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F�gure 10: Average length of stay for acute care �n selected OECD countr�es, 2004 
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Our health system also compares well on measures of access, such as access to medical care when 
sick (see Figure 11). 

F�gure 11: Access to med�cal care when s�ck or need�ng attent�on, �n five countr�es, 2004 
Percent 
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Source: Commonwealth Fund International Health Policy Survey, 2004. The survey took place in the second quarter of 
2004 

Notes: Random, representative samples of people aged 18 years and over were surveyed in each of the five countries. 
Survey participants were interviewed by telephone. The sample size was over 1400 for each of the participating 
countries. 
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The New Zealand system is also concerned with building on the considerable gains already 
made in Māori health. Major gains in Māori provider and workforce development have begun to 
strengthen Māori infrastructure and leadership. For example, the number of Māori health and 
disability providers has grown significantly, from about 20 in 1992 to 185 in 1995, 210 in 1997 
and to the current number of approximately 240. In terms of primary health care, there are 15 
Maori-led PHOs of the 81 PHOs. After an initial focus on establishing providers, the focus since the 
late 1990s has been on consolidation, with an emphasis on strengthening organisational capacity 
and quality. There is evidence that Māori providers are increasing access to care for Māori and that 
Māori providers are out-performing other providers in terms of their organisational/governance/ 
management, ethnicity profile of staff (the proportion of Māori doctors working within Māori 
providers was higher than in other providers), and utilisation of community health workers.1 Māori 
remain under-represented in the New Zealand health workforce in almost all areas of the sector.  
Despite the low proportion of Māori in the health workforce, numbers are increasing.  For example, 
the proportion of active nurses and midwives who are Māori increased from 3.7 percent in 1992 to 
7.5 percent in 2004.  

These achievements have occurred because the New Zealand health system innovates, particularly 
at the community level. 

What are the challenges? 

Chron�c d�sease 
Chronic diseases impose a significant burden on disadvantaged populations. Better prevention 
and management of these diseases at a population level, and in primary health care/community 
settings among groups at greatest risk, will contribute directly to reducing inequalities in 
outcomes. To achieve this we need to act on a continuum that includes reducing risk and disease 
management. 

•	 Nutrition, physical activity and healthy weight play a critical role in maintaining health, 
reducing premature deaths and preventing chronic diseases, such as cardiovascular disease, 
diabetes and cancer.  

•	 Tobacco smoking will result in the deaths of about 5000 people this year, about 1500 of whom 
will be in middle age. 

•	 Diabetes affects about 200,000 people in New Zealand, but only half of these have been 
diagnosed.  The prevalence of diabetes in Māori and Pacific populations is around three times 
higher than among other New Zealanders. 

•	 Cardiovascular disease (CVD) is the leading cause of death, accounting for around 40 percent 
of all deaths. The burden of CVD is again greatest among Māori and Pacific peoples. 

•	 Cancer is the next leading cause of death in New Zealand. There are significant inequalities in 
cancer outcomes for Māori and Pacific peoples, and cancer incidence is increasing. 

•	 Nearly 47 percent of the population are predicted to meet criteria for a mental disorder at some 
time in their lives, 39.5 percent have already done so, and 20.7 percent have had a disorder 
in the past 12 months. Māori and Pacific peoples have a greater burden due to mental health 
problems, when adjusted for age and  socioeconomic disadvantage. 

1 Māori Providers: Primary Health Care delivered by doctors and nurses The National Primary Medical Care Survey 
(NatMedCa): 2001/02 Report 3,  June 2004 
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•	 In any year 8 percent of the New Zealand population will experience a depressive disorder and 
20 percent will experience a depressive disorder at some stage in their lifetime. Approximately 
500 people die by suicide each year, and there are 5000 hospitalisations for suicide attempts. 
Māori, males young people and those living in deprived areas are over-represented in suicide 
mortality statistics.  

Achieving changes in risk factor profiles such as smoking, obesity and physical inactivity requires 
approaches which modify the social and health environments to support individuals to make and 
sustain healthy life choices. The ways in which the health and disability sector makes its services 
accessible, the quality of the provision, and how easy it is to traverse the care pathway also play a 
role in health inequalities. All of these can be improved. There are also opportunities to minimise 
the impact of disability and illness. 

Ch�ld and youth serv�ces 
Even though child health status in New Zealand may be improving, generally it is not as good 
or improving as fast as that of many other OECD countries. Within New Zealand there are large 
disparities in health status between population groups. Tamariki Māori, Pacific children and 
children from low-income families and whānau are experiencing comparatively poorer health 
outcomes than the overall child population.  

Good child health is important for children and families, and is vital for good health in adulthood.  
A number of the risk factors for many adult diseases – such as diabetes, heart disease, and 
certain mental health conditions such as depression – arise in childhood. Poor child health and 
development also have an adverse impact on broader social outcomes, including family violence, 
crime and unemployment. Many of these conditions are intergenerational, in that unrecognised 
and untreated, many child victims will go on to repeat the cycles of disadvantage and illness in 
their own lives and those of their children. 

•	 The proportion of fully immunised at age two years has improved from less than 60 percent 
in 1992 to 77.4 percent in 2005 (Ministry of Health 2007), but there is still a long way to go. 
Māori were significantly less likely to be fully immunised at age two years 
(69 percent) compared with European/others (80.1 percent). 

•	 Internationally, the prevalence of mental health problems with clinical impairment in children 
and young people has been found to be around 15 percent (Ramage et al 2005). 

•	 Alcohol-related harm has been identified by the World Health Organization as one of the 
leading causes of morbidity, mortality and disability in the Western Pacific Region, being the 
third largest risk factor in developed countries such as New Zealand. Alcohol-related harm also 
increases health inequalities by impacting more significantly on Māori and Pacific peoples, 
youth and low socioeconomic groups. 

•	 Unintentional injury remains a cause of 36 percent of deaths in children under four years of 
age.  

•	 Dental decay is slowly increasing in prevalence and severity in five-year-olds, and there are 
significant disparities between ethnic groups. In 2004, 52 percent of all five-year-olds in New 
Zealand were caries free, but for Māori the rates were significantly lower at approximately 
30 percent (Ministry of Health 2006a). 
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•	 The 2002 New Zealand Children’s Nutrition Survey (children aged 5 to 14 years) (Ministry of 
Health 2003a) found that 16.4 percent of five- to six-year-old boys and 21.8 percent of five- 
to six-year-old girls were overweight, and 8.7 percent of five- to six-year-old boys and 
6.7 percent of five- to six-year-old girls were obese.  

•	 There is a statistically significant declining trend in ambulatory-sensitive admissions 
(primary health care avoidable hospitalisations) for children aged under five, however 
admission rates are higher for Māori and Pacific children. 

F�gure 12: Ambulatory-sens�t�ve adm�ss�ons, ch�ldren aged under 5, 
2000/01 to 2005/06 

ASH rate per 100,000 population 

Elect�ve serv�ces 
Elective services are hospital services for patients who do not need immediate hospital 
treatment, including assessments, investigations and operations. Elective services are a service 
area where treatment can be delayed, or access restricted.  Even though people undergoing 
elective operations represent less than 20 percent of total hospital admissions, this is an area 
that generates considerable public comment, and concern over the level of access to these 
services. It is often used as an indicator of the overall quality and effectiveness of the health 
system. 

Although elective surgery volumes fluctuate from year to year, trend information shows clearly 
that the total numbers of hospital discharges (case-weighted, ie, adjusted for complexity) 
have steadily increased since 2001/02. Reducing elective surgery waiting times is a challenge 
for health systems internationally, as demand for elective services grows with technological 
advances in medicine and longer life expectancies. 

Pr�mary health care 
As many countries worldwide are recognising, harnessing the potential of the primary health 
care sector to prevent chronic disease, identify people at risk of developing chronic diseases, 
and provide ongoing treatment, management and co-ordination services is vital to achieving our 
goals of improving health outcomes and reducing health inequalities (Ministry of Health 2006b). 
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As at 1 April 2006 81 PHOs had been established, with a combined enrolled population of 
3,909,791 million New Zealanders. The estimated total New Zealand resident population at 1 April 
2006 was 4,118,918, indicating that 95 percent of all New Zealanders were enrolled with a PHO. 

By July 2007 the funding roll-out will be complete and all New Zealanders will be able to access 
affordable primary health care services. The Ministry needs to improve the existing policy settings 
for fees and to introduce new mechanisms for maintaining low fees to ensure that those with the 
highest need are receiving improved access. 

Currently, the primary health organisation (PHO) funding formulas are not allocating resources in 
keeping with the relative need of population groups for health services. There are other, broader 
issues the Ministry must also consider, such as the balance between funding for packages of care 
to achieve outcomes versus funding for episodes of care. 

There is currently wide variation in PHO resourcing, infrastructure, community involvement, 
and progress towards achieving population health goals. While some PHOs are successfully 
implementing the Primary Health Care Strategy, others are not.  

Health of older people 
New Zealand’s population is ageing. By 2020 the population’s age distribution will have a 
significantly increasing proportion of older people, and this is projected to continue to increase 
until 2040. Whereas life expectancy compares well internationally, independent life expectancy is 
about 13 years less than life expectancy.  

F�gure 13: New Zealand populat�on, by age group, 1940–2100 (projected) 
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Source: The Treasury 2006 

In the 2006 Census, the proportion of the Māori population aged 65 years and over has increased 
from 3.4 percent in 2001 to 4.1 percent in 2006. 

People are not only living longer, but they are entering residential care with more complex conditions 
than previously. International evidence suggests that integrated care and home care are more cost-
effective than institutional care (Ministry of Health 2005c). The economic evaluation, Assessment of 
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Services Promoting Independence and Recovery in Elders (ASPIRE), found that, although the cost of 
the new services evaluated was more than the cost for usual care, they increased the amount of time 
spent in the community relative to usual care over a 12-month period by decreasing the time spent in 
residential care, and people lived longer (Auckland Uniservices 2006). 

Infrastructure 
The health workforce is the sector’s largest resource and accounts for approximately 70 percent of 
public health expenditure every year. The general ageing of the population will have a significant 
impact on the health labour force – not only on demand but also (critically) on supply. Although 
New Zealand has always had a significant migrant-derived workforce, the international shortage 
in skilled health workers is a concern, both currently and over the long term. With fewer workers 
available, health delivery will need to become less labour intensive through changing work 
practices, supporting individual care, and the use of technology. We will need a different health 
workforce capable of working in new ways to meet increased demands. 

Knowledge underpins improvements in the health system, and this raise the issues of what 
information is needed and how to get it to decision-makers (increasingly individuals and 
community bodies) in a way that will enable action to protect and promote health for the best 
population, community and individual health outcomes, including reducing inequalities. 

Measuring changes in efficiency requires robust measures of outputs, outcomes and inputs. This is 
more critical in a sector such as health, with fewer and/or weaker price signals that influence many 
decisions in the economy. 

Value for money 
Government expenditure on health continues to increase as a proportion of total government 
expenditure. In 2006/07 Vote Health is $11 billion, 21 percent of total government expenditure 
and around 7 percent of GDP. The Treasury has predicted that health could consume 12 percent of 
GDP by 2050, growing in importance compared with education and other social services (excluding 
superannuation) (The Treasury 2006). The net value of DHBs at 30 June 2006 was $1,895 million, 
the total turnover was $9,185 million, and they incurred a net deficit of $44 million. 

Well-performing, cost-effective health systems like New Zealand’s constantly seek out and exploit 
opportunities to improve further. Demonstrating value for money and ongoing improvement in 
overall system performance will remain important to governments in future decades as a means 
to manage demand for, and justify levels of expenditure on, health care services. The focus is on 
outcomes. Figure 14 illustrates the many opportunities in the health system to improve value for 
money and reduce wastage. 
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F�gure 14:  Value for money – the relat�onsh�p between expend�ture, �nputs, outputs and 
outcomes 
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Improv�ng Māor� health 
The Māori population has increased by 30.0 percent in the past 15 years, up from 434,847 in 1991 
to reach 565,329 in 2006 (an increase of 130,482). Māori life expectancy at birth was more than 
eight years less than non-Māori in 2001, for both genders. The major sources of death were all 
chronic diseases. Ischaemic heart disease was the leading cause of death for both Māori and non
Māori. Māori had higher mortality rates than non-Māori in cardiovascular disease, stroke, heart 
failure, rhuematic heart disease, heart disease, ischaemic heart disease. For many cancers the rate 
ratio for Māori compared with non-Māori is higher for mortality rates than for registration rates. This 
suggests that Māori with cancer may be more likely to die from their cancer than non-Māori. Māori 
prevalence of diabetes is two-and-a-half times higher than non-Māori. 

He Korowai Oranga (Minister of Health and Associate Minister of Health 2002) seeks to support 
Māori-led initiatives to improve the health of whānau, hapū and iwi. The strategy recognises that 
the desire of Māori to have control over their future direction is a strong motivation for Māori to 
seek their own solutions and to manage their own services. 

Although Māori participation in the health sector has increased significantly over the last decade, 
there is an ongoing need to ensure Māori are, and remain, actively involved in key leadership 
and strategic decision-making roles. To achieve this involves DHBs establishing, maintaining and 
putting into practice (at strategic and operational levels) relationship arrangements with iwi and 
Māori communities. It also requires Māori participating meaningfully and effectively in decision-
making forums as members of a DHB board, or as participants on other statutory or advisory 
committees, or as board members with primary health organisations. 
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Capable and competent Māori health workers are pivotal to providing appropriate care to Māori 
and their whānau. This includes mainstream health services utilising examples of innovative 
evidence-based models in order to reach and provide for Māori and their whānau. Adequate 
numbers of capable and competent Māori health workers will also help to improve access to 
services and the effectiveness of mainstream and Māori provider services.   

Challenges to reduc�ng �nequal�t�es 
There is considerable evidence, both internationally and in New Zealand, of significant 
inequalities in health between socioeconomic groups, ethnic groups, people living in different 
geographical regions and males and females (Acheson 1998; Howden-Chapman and Tobias 2000). 
Research indicates that the poorer you are the worse your health. In countries with a colonial 
history, indigenous people have poorer health than others.  Reducing inequalities is a priority 
for government. The New Zealand Health Strategy acknowledges the need to address health 
inequalities as ‘a major priority requiring ongoing commitment across the sector’ (Minister of 
Health 2000). 

The recent publication in a series on disparity, Decades of Disparity III:  Ethnic and socioeconomic 
inequalities in mortality (Ministry of Health and University of Otago 2006), analysed the roles that 
ethnicity and socioeconomic position play in shaping health inequalities. It found that health 
inequalities are not fully explained by socioeconomic position, and that ethnicity has an impact on 
health even after socioeconomic position is taken into account. The authors also suggested that 
discrimination can contribute to structural inequalities in society. 

Health inequality is distributed unevenly throughout New Zealand. Using the 2001 Census and 
mortality data for the same year, analysis conducted by the Ministry has found that the range of life 
expectancy at birth was approximately 5.0 years across DHBs’ usually resident populations, but 
approximately 28.5 years across neighbourhoods (from 64.4 to 93.0 years). DHBs varied widely 
in a ‘health inequality index’ (HII) from 50 percent more to 60 percent less than New Zealand as a 
whole, a 2.5-fold range (Ministry of Health 2005b). 

F�gure 15: DHB l�fe expectancy (LE) at b�rth versus health �nequal�ty �ndex (HII), 
1999–2003 

Scatter plot of LE against HIIs, after standarisation 
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Note: 	 ‘Standardisation’ in this context refers to normalisation of HII (health inequality index) and life expectancy 
estimates so that both variables are measured on comparable scales – multiples of their respective standard 
deviations (Z scores). 
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An �ntersectoral focus 
Policies external – or not easily amenable –  to health sector intervention can affect how the health 
system achieves its overall vision of ‘Healthy New Zealanders’. 

A whole-of-government approach is critical to ensuring whānau and communities are better able 
to take control of the circumstances affecting them and to improving the health and wellbeing of 
whānau. For Māori whānau to participate fully in New Zealand society, co-ordinated and effective 
service development across all sectors must be in place to ensure equitable access to resources 
and services. 

Other sectors also benefit from a well-performing health sector. A healthy population supports the 
achievement of economic and non-health social goals. Good health is critical to human capital, 
supporting job productivity, the capacity to learn and the capability to grow intellectually and 
physically. A high-performing health system can also contribute to New Zealand’s ability to attract 
and retain labour and capital. 
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The Government’s Pr�or�t�es
 
In March 2006 the Government agreed on the following three themes for the next decade. 

•	 Econom�c transformat�on: working to progress our economic transformation to a high-income, 
knowledge-based market economy, which is both innovative and creative and provides a 
unique quality of life to all New Zealanders. 

•	 Fam�l�es – young and old: all families, young and old, have the support and choices they need 
to be secure and able to reach their full potential within our knowledge-based economy. 

•	 Nat�onal �dent�ty: all New Zealanders are able to take pride in who and what we are, through 
our arts, culture, film, sports and music, our appreciation of our natural environment, our 
understanding of our history, and our stance on international issues. 

The main contribution of the health sector to the Government’s transformative agenda is through 
the ‘Families – young and old’ theme. The Ministry of Health is the lead agency for the sub-theme 
of ‘Better health for all’ and for the current priority issue ‘Reducing obesity’. ‘Better health for all’ 
requires us to strengthen our emphasis on reducing the inequalities highlighted in the Health 
Context and to contribute to social sustainability. The health sector will also benefit from economic 
transformation and strengthened national identity. 

The health and d�sab�l�ty strateg�es 
The New Zealand Health Strategy and New Zealand Disability Strategy provide the platform for the 
goals of ‘Healthy New Zealanders’ and ‘Better health for all’ and signal the directions in which the 
Government wishes to proceed. 

New Zealand D�sab�l�ty Strategy 
The New Zealand Disability Strategy (Minister for Disability Issues 2001) was launched in April 
2001. It is an intersectoral strategy that applies across the whole public sector. The Ministry of 
Social Development’s Office for Disability Issues oversees the strategy’s implementation. The New 
Zealand Disability Strategy identifies 15 objectives, which are underpinned by detailed actions to 
advance New Zealand towards being a fully inclusive society. 

The Ministry, along with all other government departments, produces an annual plan which 
describes the work undertaken to implement the strategy. A copy of the strategy, and of the 
Ministry’s annual plan, can be downloaded from www.odi.govt.nz/publications. 

New Zealand Health Strategy (long-term strategy) 
The New Zealand Health Strategy was launched in December 2000. It emphasises improving 
population health outcomes and reducing inequalities in health between all New Zealanders, 
including Māori and Pacific peoples (Minister of Health 2000). 

The strategy lays out the big picture for improving the health of New Zealanders, with 10 goals for 
the health system and 61 objectives. Priorities cover population health objectives, objectives to 
reduce inequalities, and service priority areas.   
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He Korowa� Oranga 
An overarching aim of the health and disability sector is to improve Māori health outcomes and 
reduce Māori health inequalities. Leadership and leading by example in the sector are essential 
for ensuring this aim is met. He Korowai Oranga (Minister of Health and Associate Minister of 
Health 2002) and Whakatātaka Tuarua: Māori Health Action Plan 2006–2011 (Minister of Health 
and Associate Minister of Health 2006) provide a framework for the Ministry, DHBs and key 
stakeholders to take a leadership role in improving Māori health outcomes. 

Implement�ng the overarch�ng strateg�es 

Although the above strategies provide the overarching framework for action in the health and 
disability sector, they do not identify how specific priority objectives or services will be addressed. 
The following strategies and plans are examples of more detailed guidance for the health and 
disability sector, especially DHBs, on how to achieve the goals: 

•	 Healthy Eating – Healthy Action Oranga Kai – Oranga Pumau: A strategic framework (Minister 
of Health 2003a), implemented through the implementation plan for 2004–2010 (Ministry of 
Health 2004b), describes how the health sector intends to reduce obesity. 

•	 Whakatātaka Tuarua: Māori Health Action Plan 2006–2011 (Minister of Health and Associate 
Minister of Health 2006). The action plan has the Ministry and DHBs taking lead roles for 
implementing actions because these are the agencies with primary responsibility and 
stewardship for ensuring specific actions occur. 

The Ministry will take overall responsibility to lead, monitor, review and ensure progress is 
made on the action plan, and to foster collaboration and co-ordination across the sector. DHBs 
will provide leadership, through their roles as planners, funders and providers, and through 
engaging with their local communities to participate in the implementation of this action plan. 

Clearly, the action plan will only be achieved through effective ongoing engagement and 
participation by whānau, hapū, iwi and Māori communities, providers, and the wider health 
sector. Whakatātaka Tuarua recognises that improvements in Māori health outcomes and 
independence in disability are a sector-wide responsibility. The action plan has a number of 
activities for the Ministry, DHBs and the sector to focus on in 2007/08 and through to 2011. 

•	 Primary Health Care Strategy (Minister of Health 2001) 

•	 Te Tāhuhu – Improving Mental Health 2005–2015: The Second New Zealand Mental Health and 
Addiction Plan (Minister of Health 2005). 

There are around 30 health sector strategies and plans and around 10 intersectoral plans led by 
other departments that provide detailed guidance to the health and disability sector on specific 
health issues, diseases, disabilities and services. 

The move towards focusing on priorities as a way to move the New Zealand Health Strategy forward 
was identified in 2004 by Hon Annette King, former Minister of Health. 

Priorities were areas to focus the sector to continue the good progress that had been achieved, and 
to guide health sector planning activities such as DHB district annual plans and the Ministry’s own 
Statement of Intent. Since 2004, Ministers of Health have continued this approach of providing the 
sector with priorities to guide health sector planning. 
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The M�n�ster’s pr�or�t�es for 2007 and beyond 
The Minister has identified the following areas to focus on for 2007–2010. The Ministry will also 
continue to maintain core business activities, as described in the Statement of Forecast Service 
Performance. 

•	 Chron�c d�sease – the Healthy Eating – Healthy Action Strategy (Minister of Health 2003a) 
and the New Zealand Cancer Control Strategy (Minister of Health 2003c) are now gaining 
momentum and, along with the Tobacco Control Strategy (Ministry of Health 2004a), are 
the underpinning documents for the prevention of much chronic disease. All need to be 
implemented further and faster this year, as do programmes that help with the early diagnosis 
and management of conditions such as diabetes and depression. 

•	 Ch�ld and youth serv�ces – the well child review will inform many future refinements to child 
and youth services, but in particular we must make progress on oral health services, child 
and youth mental health services, and adolescent sexual health services. We must conclude 
the development of, and implement, the ‘Ready for school’ health and wellness check, free 
primary health care for under-sixes, newborn hearing screening and early intervention. 

•	 Elect�ve serv�ces – supporting DHBs to maintain and improve their management of patient 
flow processes for elective services and to ensure their compliance with targets and indicators 
remains a priority.  

•	 Pr�mary health – the low fees (and very low fees) roll-out will be concluded by the beginning 
of the year. The focus will now shift to the maturation of primary health  organisations, the 
development of new models of service, the involvement of a broader range of professionals, 
and an improved primary/secondary interface, all viewed through a population health lens. 

•	 The health of older people – this remains a priority, and another year’s change in services 
is both needed and inevitable as we implement a new assessment tool and new models of 
supportive care for those choosing to live longer at home, and as we place renewed attention 
on training those in the sector. 

•	 Infrastructure – we are now investing much faster in improvements to the health information 
system, and this requires co-operation and co-ordination across the sector. Various reports 
on workforce issues are now available and a raft of decisions will need to be taken and 
implemented. 

•	 Value for money – although the New Zealand health system is one of the Western world’s 
most cost-effective health systems, and although good gains continue to be made, there are 
many opportunities to make further improvements. These are often associated with a direct 
improvement in the quality of health care. 
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The	M�n�stry’s	V�s�on	and	Outcomes	
Framework	
The	Ministry	of	Health’s	vision	is	‘Healthy	New	Zealanders’.	Healthy	New	Zealanders	means	more	
people	having	better	health	and	better	participation	and	independence	than	they	do	now.	We	are	
aiming	for	reduced	inequalities	for	those	groups	who	currently	have	worse	health	status	than	other	
New	Zealanders,	particularly	Māori,	Pacific	peoples,	and	those	who	are	most	deprived.	We	want	all	
New	Zealanders	to	trust	the	health	system	and	to	feel	secure	in	it.	

The	Ministry’s	focus	for	the	next	three	years	is	‘better	health’	and	‘reduced	inequalities’,	consistent	
with	the	Ministry’s	responsibilities	within	the	Government’s	theme	for	a	transformative	social	
agenda	of	‘Families	–	young	and	old’	and	the	Minister’s	letter	of	expectations	to	District	Health	
Boards	(DHBs).	

The	Ministry’s	outcomes	framework	is	shown	in	the	figure	below.	

F�gure	16:	The	M�n�stry	of	Health’s	outcomes	framework	
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The conceptual link between the health and disability support sector and its contribution to the 
overall goal of healthy New Zealanders is demonstrated in the societal and systems outcomes. The 
outcomes reflect the directions established by the health sector’s overarching strategies – the New 
Zealand Health Strategy, the New Zealand Disability Strategy and He Korowai Oranga.  

•	 Soc�etal outcomes – healthy New Zealanders: these are the health and disability support 
outcomes valued by the Government and citizens, and that are necessary for healthy New 
Zealanders.  They are influenced by the health and disability support sectors and broader 
activities of the Government and society. 

•	 System outcomes – a fair and functional health system: these are outcomes that reflect the 
health and disability support system’s achievements, encompassing how people access 
services, the quality and effectiveness of services, the extent to which the system uses public 
resources in the best way, and how the system interacts with other sectors to enhance health 
and independence outcomes. 
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What the M�n�stry Does
 
The Ministry of Health is the Government’s primary advisor on health policy and disability support 
services. The Ministry’s core functions are: 

•	 strategy, policy and system performance – providing policy advice on improving health 
outcomes, reducing inequalities and increasing participation, nationwide planning, facilitating 
collaboration and co-ordination within and across sectors 

•	 servicing Ministers and ministerial advisory committees 

•	 monitoring and improving the performance of Crown health entities including District Health 
Boards (DHBs) 

•	 funding and purchasing of health and disability services on behalf of the Crown including 
maintenance of service agreements, particularly for public health, disability support services 
and other services that are retained centrally 

•	 administration of legislation and regulations, and meeting legislative requirements 

•	 information services 

•	 payment services. 

The Ministry is able to influence improvement in health outcomes across a range of areas, and in 
doing so depends on relationships with the many and varied parts of the health system and with 
the public sector. 

How does the M�n�stry affect the l�ves of New 
Zealanders? 
The Ministry affects the lives of New Zealanders throughout all aspects of a lifetime. Table 1 
provides a snapshot of Ministry activities that affect the lives of New Zealanders in some way in any 
given year. 
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 Table 1: How the M�n�stry of Health affects New Zealanders 

Examples of what the M�n�stry does 

Pregnancy 

Birth 

Childhood 

Youth 

Adulthood 

Older age 

Death 

• Funds lead maternity carers 

• Implements the Universal Routine-offer 
Antenatal HIV screening programme 

• Implements the National Metabolic 
Screening Programme (the heel prick) 

• Manages the newborn hearing screening 
programme 

• Designs and implements the: 

– well child framework on the content and 
frequency of childhood checkups 

– Ready for School check 

– National Immunisation Programme 

– community-based child and adolescent 
oral health service 

• Leads suicide prevention 

• Designs and implements chlamydia 
screening 

• Develops and implements policy to reduce 
alcohol-related harm 

• Manages the National Cervical Screening 
Programme 

• Manages BreastScreen Aotearoa 

• Implements Like Minds Like Mine 

• Manages the 10% increase in the number 
of people receiving elective services 

• Advises on the income and asset testing 
legislation and new models of care 

• Designs assessment tools 

• Funds disability support equipment 

• Administers legislation on burials and 
cremations 

• Designs and administers legislation on 
the collection, use and disposal of human 
tissue, including whole organs 

• Implements the Government’s health policies 

• Implements He Korowai Oranga by specifying 
the pathways for achieving improved whānau 
ora, Māori whānau supported to achieve their 
maximum health and wellbeing. This includes 
supporting Māori participation at all levels 
of the health and disability sector including 
Māori health providers 

• Promotes Healthy Eating – Healthy Action 

• Funds smoking cessation 

• Designates, trains and guides public health 
officers to prevent the spread of infectious 
diseases 

• Issues drinking-water standards 

• Funds disability support services, public 
health services, the clinical training of some 
health practitioners (after university), and 
others 

•	  Administers legislation on safe health 
facilities, safe health practitioners, drug 
control, smoke-free environments, health 
emergency management, and others 

• Drafts replies to 6500  parliamentary 
questions and letters to the Minister from 
members of the public 

• Provides over 1600 written briefings and 
health reports to the Minister and Associate 
Ministers of Health 

• Pays 90 million claims per year from 
pharmacists, primary health organisations, 
etc. 

• Responds to  approximately 700 requests 
for official information from members of the 
public 

• Collects health data and analyses health 
information 

• Funds DHBs and monitors their performance 

• Funds other statutory bodies (Crown entities 
and ministerial committees) 

• Reviews and evaluates health services 

• Works with other government agencies on 
across-government initiatives such as the 
reduction of family violence 
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Measur�ng	the	M�n�stry’s	Progress		
In	2007/08	the	Ministry	will	use	the	following	measures	as	a	way	of	measuring	progress.			

1.		 As	part	of	the	health	sector,	the	Ministry	contributes	to	the	overall	performance	of	the	sector,	
as	reflected	in	headl�ne	�nd�cators.	

2.		 The	Ministry	is	bound	by	health	targets	and	has	the	job	of	assisting	DHBs	to	make	positive	
improvements	over	their	current	baseline	efforts	so	that	collective	effort	improves	national	
performance.	

3.		 The	Ministry	delivers	on	the	performance	measures	in	the	Statement	of	Forecast	Service	
Performance	(on	page	97).	

The	table	below	shows	how	these	measures	map	to	the	different	parts	of	the	Statement	of	Intent.	

Table	2:	 Measur�ng	progress	

Part	of	Statement	of	Intent	 Measures	

Ministry’s	outcomes	framework	 Headline	indicators	

Minister’s	priorities	 Health	targets	

Ministry’s	Statement	of	Service	Performance	 Performance	measures	

Headl�ne	�nd�cators	
Progress	towards	system	and	societal	levels	of	the	outcomes	framework	is	measured	by	using	a	
suite	of	indicators,	as	detailed	in	Table	3.	Progress	is	reported	annually	and	includes	improvements	
in	Māori	health	where	the	data	are	available	for	the	indicators	listed,	as	shown	in	the	following	
table.	Where	the	data	are	not	available,	the	Ministry	is	committed	to	improving	the	collection	and	
accuracy	of	ethnicity	data	(Minister	of	Health	and	Associate	Minister	of	Health	2006).	
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Table 3: Measur�ng progress towards system- and soc�etal-level outcomes – the 
headl�ne �nd�cators 

Outcome Headl�ne �nd�cators 

Better health • Life expectancy* 

• Infant mortality* 

• Healthy life expectancy* 

• Mental health status* 

Reduced inequalities • Life expectancy by ethnicity and deprivation* 

• Infant mortality by ethnicity and deprivation* 

• Healthy life expectancy by ethnicity and deprivation* 

Better participation and 
independence 

Trust and security 

Equity and access 

Quality 

Efficiency and value for 
money 

Effectiveness 

Intersectoral focus 

• Disability requiring assistance* 

• Unmet need for disability support services 

• Views of the health care system 

• Confidence in obtaining high-quality and safe care when needed 

• Access to medical care 

• Cost of medical care 

• Primary health care utilisation+ 

• Elective surgery discharges 

• Radiotherapy waiting times 

• Matching of health workforce to population characteristics* 

• Rate of new admissions to general acute inpatient mental health services 

• Secondary mental health services utilisation* 

• Patient satisfaction 

• Emergency department triage times 

• Hospital readmission rate* 

• Hospital mortality rate* 

• Cancer screening coverage* 

• Immunisation coverage (fully vaccinated two-year-olds)* 

• Proportion of health records with an NHI# number* 

• Treatment injury rates 

• Day-case procedures* 

• Age-related residential care admissions 

• Efficiency of primary health care 

• Ambulatory-sensitive admissions* 

• Cardiovascular disease mortality* 

• Cancer survival* 

• Diabetes management* 

• Smoking prevalence and consumption* 

• Obesity* 

• Alcohol available for consumption 

• Destigmatisation of people with mental illness 

* Data available for analysis by ethnicity 

+ Incorporates ethnicity in that it measures the ratio of high need (Māori, Pacific, Deprivation quintile 5) visits to 
    non-high need visits. 
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Health targets
 
Setting and integrating national health targets into the work of the Ministry and of DHBs can lift 
outcomes in key priority areas (Mays 2006). As a result, in 2007/08 a range of targets aligned with 
strategic priorities, are being introduced and are listed in Table 4. 

Table 4: Health targets 

Improving immunisation coverage   

Improving oral health 

Improving elective services 

Reducing cancer waiting times 

Reducing ambulatory sensitive  
(avoidable) admissions 

Improving diabetes services 

Improving mental health services 

Improve nutrition 

Increase physical activity 

Reduce obesity 

Reduce the harm caused by tobacco 

Reduce the percentage of the health 
budget spent on the Ministry of 
Health 

Health target Ind�cator 

• 95% of two-year-olds are fully immunised + 

• 	With at least 4 to 6 percent point increase on 2005 national 
immunisation coverage survey baselines 

• 	 Progress is made towards 85% adolescent oral health utilisation + 

• 	Each DHB will maintain compliance in all Elective Services Patient Flow 
Indicators (ESPIs) 

• 	Each DHB will set an agreed increase in the number of elective service 
discharges, and will provide the level of service agreed 

• 	All patients wait less than 8 weeks between first specialist assessment 
and the start of radiation oncology treatment (excluding category D) 

• There will be a decline in admissions to hospital that are avoidable 
or preventable by primary health care  for those aged 0–74 across all 
population groups *  

• There will be an increase in the percentage of people in all population 
groups:   

– estimated to have diabetes accessing free annual checks * 

– on the diabetes register who have good diabetes management * 

– on the diabetes register who have had retinal screening in the past 
two years * 

• There will be improved equity for all population groups in relation to 
diabetes management * 

• At least 90% of long-term clients have up-to-date relapse prevention 
plans (NMHSS criteria 16.4) 

• DHB activity supports achievement of these health sector targets: 

– proportion of infants exclusively and fully breastfed: 74% at six
 
weeks; 57% at three months; 27% at six months*
 

– 	proportion of adults (15+ years) consuming at least three     
servings vegetables per day, and proportion of adults (15+ years) 
consuming at least two servings fruit per day: 70% for vegetable 
consumption; 62% for fruit consumption * 

• DHB activity supports achievement of these health sector targets: 

– to  	increase the proportion of  ‘never smokers’ among Year 10 

students by at least 2% (absolute increase) over 2007/2008 *
 

– to increase the proportion of	  homes, which contain one or more 
smokers and one or more children, that have a smokefree policy to  
over 75% in 2007/2008 * 

The percentage of the health budget spent on the Ministry of Health is 
reduced to 1.65% of the total Vote Health budget over the three years to 
2009/2010. 

* Data available for analysis by ethnicity 
+ Data quality will be improved during the year to include ethnicity data 
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There are three different types of targets. 

•	 Compliance measures for DHBs (improving elective services, reducing cancer waiting times). 

•	 Ministry of Health-led targets (improve nutrition, increase physical activity and reduce obesity, 
reduce the harm caused by tobacco, and reduce the percentage of the health budget spent on 
the Ministry of Health) 

•	 DHB-led targets that will be achieved by DHBs over time, with Ministry assistance (improving 
immunisation coverage, improving oral health, reducing ambulatory sensitive (avoidable) 
admissions, improving diabetes services, improving mental health services). 

For those that will be achieved over time, the Ministry will negotiate local targets with DHBs. The 
Ministry will closely monitor the progress of DHBs towards the DHB targets and provide assistance 
to improve performance when appropriate. 

Ethnic-specific targets are set for all of the indicators where data allows, as shown in the table. 
In some cases data quality is insufficient, which is why only a subset of the health targets are used 
to measure performance in improving Māori health and reducing inequalities. Where poor quality 
ethnicity data is preventing the reporting of a target, the Ministry will focus on improving the 
quality of ethnicity data and report on its progress. 

The proposed targets will remain in place for a number of years, but each target will be reviewed 
annually to confirm that its inclusion in the set continues to be appropriate. The review will check 
that improved outcomes have included improvements in Māori health and reduced inequalities. 
Over time it is intended to achieve better alignment between the health sector targets and the 
headline indicators (Ministry of Health 2005a). 

3�	 Ministry of Health – Statement of Intent 2007–2010 



39 Ministry of Health – Statement of Intent 2007–2010  

 
Part 6 
The M�n�stry’s Strategy: 
‘Better Health for All’ 



40 Ministry of Health – Statement of Intent 2007–2010 



 

  

 

 

 

 

 

 

 

 

 

 
 

 

 
 

 

 

The M�n�stry’s Strategy: ‘Better 
Health for All’ 
The Ministry’s strategy is to: 

•	 shift emphasis to performance improvement focusing on the Minister’s priorities, 
improvements in Māori health, and reducing inequalities 

•	 better prioritisation of resources 

•	 service reviews to ensure the best use of available resources. 

Chron�c d�sease 
Both national and international literature and research show that action plans developed, 
prioritised and agreed collaboratively have increased buy-in and a greater chance of successful 
outcomes. The Ministry is intervening to reduce the incidence and impact of chronic disease by: 

•	 screening for some chronic diseases to provide timely early intervention 

•	 addressing the risk and behaviour factors that lead to chronic disease 

•	 addressing some of the further impacts of chronic disease.  

The Diabetes and Cardiovascular Disease Quality Improvement Programme (QIP) is a key 
component of chronic disease management. The development of the QIP involves working 
closely with DHBs, primary health care and NGOs. The continuation of Get Checked provides 
the information necessary to monitor CVD and diabetes outcomes while also providing focused 
primary health care interventions for those with diabetes. 

In the Cancer Control Strategy: Action plan 2005–2010 (Cancer Control Taskforce 2005) the 
Minister sets out a series of action to reduce the incidence and impact of cancer and current 
inequalities in outcomes for cancer. 

By screening 70 percent of eligible women (aged 45–69 years), BreastScreen Aotearoa  aims 
to reduce breast cancer mortality in this population by 30 percent. By increasing the three-year 
coverage of women to 80 percent by 2011, the National Cervical Screening Programme aims to 
reduce incidence and mortality from squamous cell carcinoma of the cervix to 7.5 and 
2.0 cases/year (age-standardised rates) respectively. 

In Te Kōkiri: The Mental Health and Addiction Action Plan 2006–2015, the Minister sets out actions 
to address the leading challenges identified for mental health and addiction in New Zealand 
(Minister of Health 2006b). The benefits outlined in Te Kōkiri are based on the best available 
evidence, are clear and obtainable, and have been jointly developed with DHBs in collaboration 
with non-governmental organisations, Māori and Pacific peoples, service users, other government 
agencies and other key stakeholders. 
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Table 5: Measur�ng our progress �n reduc�ng chron�c d�sease 

Level Ind�cators/measures 

Relevant headline 
indicators 

Relevant health 
sector targets 

Performance 
measures 

• Healthy New Zealanders – better health, reduced inequalities 

• A fair and functional health system – equity and access, quality, efficiency and value 
for money, effectiveness, intersectoral focus 

• Reduced cancer waiting times 

• Reduced ambulatory-sensitive admissions 

• Improved diabetes services 

• Improved mental health services 

• Improved nutrition 

• Increased physical activity 

• Reduced obesity 

• Reduced harm caused by tobacco 

• The Healthy Eating – Healthy Action (HEHA) social marketing campaign will be in 
place by 31 August 2007 to facilitate progress on promoting the key messages from 
the HEHA strategy 

• HEHA strategy evaluation will be in place by 31 December 2007 to determine the 
effectiveness of HEHA implementation and to inform the future direction for the 
HEHA strategy 

• The first phase of the project to assess national capacity and capability required 
to meet future demand for cancer services, and address geographic and ethnic 
inequalities in access (including for Māori), will be completed by 30 September 2007 
(Whakatātaka Tuarua) 

• Four  regional cancer control networks will be established, with reporting 
frameworks, by 31 October 2007 

• Intensive tobacco control programmes will be implemented in four high-needs DHBs 
(Whanganui, Tairawhiti, Lakes and Northland) by 31 December 2007 

•DHB co-ordination pilots on suicide prevention that include contributing to the 
reduction of Māori suicidal behaviour, will be established by 31 March 2008 
(Whakatātaka Tuarua) 

• An update of the framework for the provision of forensic mental health services will 
be completed by 30 November 2007 

• A breastfeeding social marketing campaign will be in place by 31 March 2008 to 
facilitate progress on the breastfeeding health target 

• All BreastScreen Aotearoa lead providers will migrate to one software system, 
the Orion Soprano BreastScreening system, by 30 June 2008 in order to address 
performance issues with other existing information systems, and to meet the 
accreditation requirements of the BSA Data Management Manual version 4.0 

• National Screening Unit Reducing Inequalities Action Plan actions will be completed 
by 30 June 2008 

• The focus of screening will be strengthened in DHB district strategic plans and 
district annual plans 

• The first year of the three-year joint work programme (with DHBs) for Te Kōkiri: The 
Mental Health and Addiction Plan will be implemented by the 30 June 2008. 

• The review and update of the Opioid Treatment Guidelines will be completed by 
30 June 2007. 
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Ch�ld and youth serv�ces 
The review of the well child framework and implementation of the Ready for School check are based 
on growing evidence that health and wellbeing in the antenatal, infancy and childhood stages 
can have significant and lasting effects on health and wellbeing throughout life. Effective health 
promotion, prevention, early detection and intervention are important strategies for reducing the 
impact of disease and disability in childhood and throughout the lifespan. A life course approach 
to child health and wellbeing is now well accepted. 

Pregnancy, infancy and childhood are also the best times to act to prevent the development of 
many of the long-term chronic adult diseases, and to prevent the perpetuation of intergenerational 
disparities. 

Screening is not useful in predicting child abuse and neglect, but there is considerable evidence to 
demonstrate that well-trained professionals can identify vulnerable families and offer assistance 
in a non-stigmatising and child-centred fashion. Screening for behaviour problems is likely to be a 
useful part of the Ready for School check.  

The community-based child and adolescent oral health service is strongly focused on prevention 
and early intervention, particularly during the pre-school years. Improving the oral health of 
younger children in this way will positively influence the oral health of children and adults over the 
long term. 

The injection of capital funding will ensure that oral health services can be built in areas where 
a larger proportion of the population can access them. It is anticipated that larger, more modern 
facilities open for longer hours throughout the whole year will become a more visible and 
accessible part of the community. A more skilled workforce employed at these facilities – including 
community dentists – will allow more complex conditions to be treated at the primary health care 
level. 

The newborn hearing screening intervention is intended to identify hearing impairments at an early 
stage, thereby allowing more effective early intervention and a reduction in the burden of disability 
for each child with hearing impairment than is currently possible without screening. 
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Table 6: Measur�ng our progress �n ch�ld and youth serv�ces 

Level Ind�cators/measures 

Relevant headline 
indicators 

Relevant health 
targets 

Performance 
measures 

• Healthy New Zealanders – better health, reduced inequalities 

• A fair and functional health system – equity and access, quality, efficiency and value 
for money, effectiveness, intersectoral focus 

• Improved immunisation coverage  

• Improved oral health 

• Reduced ambulatory-sensitive admissions 

• Improved nutrition 

• Increased physical activity 

• Reduced obesity 

• Reduced harm caused by tobacco 

• The Ready for School pilot will be in place by 31 August 2007, with the Ready for 
School check national implementation phased in from 29 February 2008 

• The well child service review which will promote whānau ora and improve the 
delivery of well child services to tamariki Māori will be completed by 29 February 
2008 (Whakatātaka Tuarua) 

• Guidelines for targeted chlamydia testing will be completed by 29 February 2008  

• Public health education and a media campaign on safe sex will be under way 
by 31 May 2008 to follow up the Hubba campaign of 2004/05 

• Implementation of a family violence death review process will be completed 
by 30 June 2008 

• The policy environment for maternity services in a devolved DHB context will be 
completed by 30 June 2008 

• The review and update of the child and youth mental health and addiction policy 
and service delivery framework will be completed by 30 June 2008 

• The National Immunisation Schedule, including the pneumococcal vaccine, will be 
implemented by 30 June 2008. 

Elect�ve serv�ces 
The key interventions aim to achieve: 

•	 clarity – patients know if they will receive publicly funded services or not 

•	 timeliness – where access to services can be delivered within the available capacity, patients 
receive it in a timely manner 

•	 fairness – the resources available are directed to those most in need 

•	 delivery – the maximum volume of elective services is delivered, in the most effective and 
efficient manner. 

The Ministry will provide advice and tools – such as information on relative intervention rates, and 
the use of prioritisation tools to understand the level of need below access thresholds – to DHBs to 
help enable a more consistent level of access to elective services across New Zealand. In addition, 
there will be a significant (10 percent) increase in the number of people receiving elective services. 

Ministry of Health – Statement of Intent 2007–2010 44 



 

 
 

 
 

  

  

 

 

 

 
 

 

 

 

  

      

 

 

 

 

 

Improvements in decisions will be made on prioritising people to receive elective services by 
providing tools and advice to clinicians and DHBs that support the people with the greatest 
level of need and ability to benefit from accessing elective services. The management of elective 
services patient flow processes will be maintained and improved by providing support to DHBs and 
developing the internal capability of DHBs to better manage elective services.  

There will also be a greater emphasis on development at the primary/secondary interface, by 
working with GP liaisons to support alternative models of care, and an increased role for primary 
health care in the provision of elective services. 

Table 7: Measur�ng our progress �n elect�ve serv�ces 

Level Ind�cators/measures 

Relevant headline 
indicators 

• Healthy New Zealanders – better health, reduced inequalities, trust 
and security 

• A fair and functional health system – equity and access, quality, 
efficiency and value for money, effectiveness, intersectoral focus 

Relevant health targets • Improving elective services 

Performance measures • A formal Monitoring Intervention Framework response will occur 
within 8 weeks of confirmed material deterioration in performance 

• Contracts for new initiative money will be monitored throughout the 
financial year 

Pr�mary health care 
In considering how financial barriers to access can be addressed, the Ministry  intends to work 
with DHBs to encourage the sector to balance the present focus on per visit co-payments with 
approaches that promote the advantages of applying capitation funding to the PHO population. 
In this way the funding formulas should be better aligned with health need. 

The work on PHO capability will: 

•	 help sustain smaller PHOs, especially those serving high-needs populations 

•	 clarify changes needed in PHOs and their relationships if they are to successfully implement 
the Primary Health Care Strategy 

•	 enable PHOs to act collaboratively to optimise their resources and improve outcomes 

•	 help develop a shared understanding of accountabilities (ie, who is responsible for what in 
implementing the Strategy) 

•	 assist with strategic planning for the Ministry of Health, DHBs and PHOs so that activities are 
congruent with outcomes 

•	 reduce the likelihood that policies are implemented with perverse incentives, or that are 
contrary to the aims of the Strategy 

•	 enable better identification of those capabilities likely to make the greatest gain in reducing 
health inequalities. 

Due to the fact that some PHOs only began to form in 2002, there are still some remaining tasks 
held by the Ministry. In addition, issues relating to implementation of the Primary Health Care 
Strategy, which are affecting the ability to deliver services effectively, are often raised through 
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different forums. The Ministry needs to understand and respond accordingly, with appropriate 
changes to its policy work programme. We also need to ensure that performance management 
systems are in place to be able to measure the success of DHBs and PHOs in reducing health 
inequalities and improving health outcomes. 

In response to the unmet need for treatment for people with mental health disorders, the Ministry 
will develop a primary mental health and addiction strategic policy,  and will implement a 
programme to develop the capability of primary mental health and addiction service delivery. 

Table �: Measur�ng our progress �n pr�mary health care 

Level Ind�cators/measures 

Relevant headline • Healthy New Zealanders – better health, reduced inequalities, trust and 
indicators security 

• A fair and functional health system – equity and access, quality, efficiency 
and value for money, effectiveness, intersectoral focus 

Relevant health 
targets 

Performance 
measures 

• Improved immunisation coverage  

• Reduced ambulatory-sensitive admissions 

• Improved diabetes services 

• Improved nutrition 

• Increased physical activity 

• Reduced obesity 

• Reduced harm caused by tobacco 

Stronger PHOs as evidenced by: 

• production of a good governance guide by 30 September 2007 

• participation in governance workshops and training by PHO board members 
so that they better understand their roles and obligations (at least 
four courses/sessions during the 2007/08 year) 

• a description of the key capabilities required of PHOs to assist DHBs and 
PHOs with their planning and capability development by 30 June 2008. 

A chronic disease focus in primary health care, as evidenced by: 

• findings from the evaluation of the mental health initiatives completed by 
30 June 2008 

• by 30 December 2007, completion of a review of best practice guidelines for 
the management of depression in primary health care settings 

• a reviewed scope for the Care Plus Programme by December 2007.  

Better alignment of accountabilities and funding, as evidenced by the next 
stage of the funding formula review completed by 30 December 2007. 
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Health of older people 
In line with the Minister’s priorities, and the Government’s commitment to both the Positive Ageing 
Strategy and the Health of Older People Strategy, the Ministry is shifting its focus from income 
and asset testing to supporting people to remain living in the community. This shift requires the 
Ministry to demonstrate leadership in identifying new models of care (restorative/promoting 
independence), and developing national information and age-specific guidelines to support DHBs 
develop new service models and implementing assessment tools. The growth in demand for both 
existing and new services, and the outstanding workforce, funding and quality issues are to be 
addressed if the desired spectrum of services is to be available to New Zealanders in an equitable 
and sustainable manner. A focus will be to look at national consistency in outcomes for older New 
Zealanders. 

Table 9: Measur�ng our progress �n the health of older people 

Level Ind�cators/measures 

Relevant 
headline 
indicators 

• Healthy New Zealanders – better health, reduced inequalities, better 
participation and independence, trust and security 

• A fair and functional health system – equity and access, quality, efficiency 
and value for money, effectiveness, intersectoral focus 

Performance 
measures 

• A Cabinet paper updating progress and advising on the next steps on 
community-based aged care and funding of aged care services in support of 
the Minister’s priority for the health of older people will be completed by 
10 December 2007 

• A report on gaps in services supporting the continuum of care for older people 
will be completed by 30 May 2008 

Infrastructure 
Workforce 
As well as being part of the Minister’s sixth priority, workforce will also be critical to achieving the 
first five priorities. The Ministry must take the lead in ensuring the appropriate environment for 
innovation, increased recruitment, improved retention and an appropriate health workforce. For 
these reasons, the Ministry has developed workforce plans in collaboration with the health sector, 
and the focus now is on their implementation. 

The Ministry of Health’s role in workforce development is to ensure that the policy and regulatory 
environments support the Government’s strategic objectives, and to provide leadership and 
support to the sector on workforce development. The key elements of the Ministry’s planned 
interventions are: 

• leading change in health workforce development 

• health workforce regulation 

• co-ordinating workforce activities 

• workforce development in specific areas. 

This priority is supported by the delivery of the core operating functions, particularly the 
administration of funding and purchasing of health and disability services, where the Ministry is 
focusing on service development for targeted groups, such as home-based support service workers 
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and needs assessment and service co-ordination, mental health workforce development and 
clinical training services. 

Informat�on systems 
Improved information systems will: 

• support better decision-making and service delivery 

• provide faster dissemination of best practice through well-developed information systems 

• reduce costs associated with poor decision-making. 

The National Systems Development Programme is a four-year initiative expected to deliver 
improved and sustainable national payment, information and connectivity systems that interact 
more efficiently in the health and disability sector.  The Programme seeks to consolidate, 
rationalise and optimise a range of core payment, information and connectivity systems. 

The Programme will build foundations that can be used by future sector systems. These 
foundations will be developed partly through the stabilisation of infrastructure, standardisation of 
information and integration of business processes. Improvements in health payments, information 
and connectivity will produce many benefits to the health and disability sector in the medium to 
long term. 

Investment in new information technology capability needs to be supported by analytical capacity, 
otherwise the sector may not benefit as much as it should. Information services are a core 
operating function of the Ministry as depicted within the Statement of Service Performance. 

Implementing the National Non Admitted Patients Collection (NNPAC) will increase monitoring  
DHB throughput by at least 10 percent. This information will lead to a better understanding of 
performance. 

Measur�ng progress on �nfrastructure �mprovements 
Health is a labour-intensive industry. Achieving the health targets is critically dependent on the 
quality and distribution of the health workforce,  which will be influenced by the Ministry’s key 
interventions. Also, we will only know if we are achieving progress if the information systems and 
analyses are effective. Positive improvements in the health targets over their current baseline 
levels are indirect indicators that the relevant infrastructure is in place. 

The National Systems Development Programme will deliver six major workstreams that will provide 
the foundation capability for enhancing sector-wide health information, connectivity and systems. 
Therefore success will be measured by achieving the outcomes from each of the individual 
workstreams. 

The performance measures are as follows. 

New Zealand’s Health Career framework, in partnership with District Health Boards New Zealand, 
will be published and distributed by 31 October 2007 to map health and disability careers to 
support staff retention and innovation in workforce planning and development. 

A Cabinet paper to implement the Workforce Taskforce (an advisory body to the Minister of Health) 
recommendations on streamlining medical education and training to produce medical practitioners 
who are fit for purpose and for practice in the minimum time period will be completed by 
29 February 2008. 
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Under the Health Practitioners Competence Assurance Act 2003, the Ministry is required to 
commence a review of the operation of the Act. This review will start by 30 November 2007 with a 
view to completion by December 2008. 

The development of a Mental Health and Addiction Core Competencies Framework will be 
completed by 30 June 2008. 

The development of a National Training Plan for mental health and addiction workers will be 
completed by 30 June 2008. 

A Public Health Workforce Development Implementation Plan will be completed by 30 June 2008. 

A national body to co-ordinate public health workforce development will be established by 
30 June 2008. 

The National Systems Development Programme has been implemented as agreed between the 
Minister and Ministry. The programme consists of six workstreams and 28 portfolios, and within 
these portfolios there are 129 projects by June 2008. This progressive programme will have 
completed some key stabilisation and standards projects that will provide foundation capability for 
enhancing sector-wide health information, connectivity and systems. The programme will monitor, 
on a weekly basis, all programme costs against forecasts and report monthly as per its governance 
framework. Timeliness performance will be measured by measuring the percentage of on-time 
deliverables against the plan. 

Value for money 
The Director-General’s programme of development and change within the Ministry has been 
established in response to the findings of the Ministry review (Gaudin and Wong 2006). The 
review identified the need to go ‘harder and faster’ on the Minister’s priorities while streamlining 
the delivery of the core operating functions to achieve increased responsiveness and a proactive 
management approach. 

A key focus in implementing the review will be developing the Ministry’s role in strengthening the 
connections between research, research uptake into innovation, and spreading innovation through 
shared learning and best practice. 

Many of the interventions to deliver the core operating functions and the other priorities also 
contribute to improved value for money. For example, the Ministry/DHB joint funding work 
programme that leads to a successful DHB funding round means a single agreed process for inter-
district flows, national pricing, common costing and counting and maintenance of the Nationwide 
Service Framework rather than 400 separate negotiations, thereby ensuring unnecessary 
duplication of effort. 

DHB reviews identify savings and/or service enhancements. Reviews are part of business as usual 
and are intended to identify efficiencies and savings. 

Rationalised accountability arrangements will result in reduced transaction costs for DHBs and 
reduced processing and monitoring costs for the Ministry. 

The Service Planning and New Health Intervention Assessment (SPNIA) Framework is intended to 
help DHBs and the Ministry of Health with health service changes (including the reconfiguration of 
a service or the introduction of new health interventions) that require a collective decision. 
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It also seeks to ensure that individual DHBs are not inappropriately compromised by the decisions 
of other DHBs.  The SPNIA Framework ensures decisions at all levels (local, regional and national) 
are made in a structured, consistent and robust manner. 

The Government’s Quality Improvement Strategy (Minister of Health 2003b) defines quality as 
the degree to which the services for individuals or populations increase the likelihood of desired 
health outcomes and/or increase the participation and independence of people with a disability, 
and are consistent with current professional knowledge. Quality improvement systems support 
consistency of service delivery standards and provide a more focused use of resources in areas 
of work deemed most likely to improve outcomes. Quality improvement is a critical component of 
value for money. 

The Public Health Advisory Committee has reported that international experience shows that 
without an explicit process, such as Health Impact Assessment (HIA), the availability of technical 
information on the expected health impacts is unlikely to be sufficient to influence decision-
making to any significant degree (Public Health Advisory Committee 2006). If policies from 
other sectors are to have a positive impact on health and avoid unintended consequences, 
consideration of health, wellbeing and health inequalities needs to be embedded into the policy 
development processes.  

Table 10: Measur�ng our progress �n ach�ev�ng value for money 

Relevant 
headline 
indicators 

Relevant health 
sector targets 

Performance 
measures 

Level Ind�cators/measures 

• Healthy New Zealanders – better health, reduced inequalities, trust and security 

• A fair and functional health system – equity and access, quality, efficiency and value 
for money, effectiveness, intersectoral focus 

• A reduced percentage of the health budget spent on the Ministry of Health 

• Depending on the output of the health sector survey about multiple audits in the 
health and disability sector (June 2007), a Cabinet paper on implementing specific 
feasible solutions to improve efficiency in health provider audits will be completed by 
31 August 2007 

• The National Service and Technology Review Advisory Committee (NSTR) will analyse, 
review, rank and makes recommendations on business cases, and submit these by 
30 September 2007 

• The review of the mental health sector service standards will be completed by 
30 November 2007 

• A health impact assessment unit will be established within the Ministry of Health by 
31 May 2008 

• Develop and deliver training in the use of the whānau ora health impact assessment 
tool (Whakatātaka Tuarua) 

• Key DHB mental health performance indicators will be developed by 30 June 2008 

• Two DHB reviews will be undertaken by 30 June 2008 
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Improv�ng Māor� health 
Enhancing the effectiveness of mainstream services in delivering and positively contributing 
towards improving Māori health outcomes remains an important priority for the Ministry of Health.  
To date, the Ministry of Health has put considerable effort into supporting Māori capacity building 
within the sector. 

The focus has shifted in recent years from increasing the number of Māori providers to building, 
strengthening and sustaining the quality of the services provided.  

Alongside the work with Māori providers, an ongoing focus will remain on DHBs and mainstream 
providers to ensure greater effectiveness of the resources and initiatives aimed at improving 
Māori health outcomes. A high proportion of Māori continue to access mainstream services, 
and an overwhelming proportion of health and disability funding goes to mainstream providers.  
Therefore, these providers have a critical role in improving Māori health, and it is essential that 
mainstream services respond effectively to improve the health status of Māori. 

As part of Whakatātaka Tuarua, the Ministry of Health has identified the following areas for priority 
attention: 

• building quality data and monitoring Māori health 

• developing whānau-ora-based models 

• ensuring Māori participation: workforce development and governance 

• improving primary health care. 

Table 11: Measur�ng our progress �n �mprov�ng Māor� health 

Measur�ng progress Ind�cators/measures 

Relevant headline 
indicators 

• Healthy New Zealanders – better health, reduced inequalities 

Relevant health targets • Improving immunisation coverage 

• Improving oral health 

• Reducing ambulatory sensitive admissions 

• Improving diabetes services 

• Improve nutrition 

• Increase physical activity 

• Reduce obesity 

• Reduce the harm caused by tobacco 

Performance measures • Key Whakatā taka Tuarua measures: see relevant priority area 

• The first year of the three-year joint work programme (with DHBs) for Te Kōkiri: 
The Mental Health and Addiction Plan will be implemented by 30 June 2008, 
including review of Te Puawaitanga: Mā ori Mental Health National Strategic 
framework 

• Administration of the Māori Provider Development Scheme in line with 
guidelines and stated timeframes 
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Reduc�ng �nequal�t�es 
To address inequalities we need action that focuses on the causes of inequalities, which are 
complex. Much of what influences health outcomes, for example, lies outside of the control of the 
health and disability sector. Nevertheless, we know that health sector policy, planning and delivery 
can either decrease or increase inequalities. 

Research tells us that specific one-off projects to reduce inequalities are less successful than a 
co-ordinated approach that makes reducing inequalities ‘business as usual’ across all the 
priorities. The first step in this co-ordinated approach is raising awareness, which is the primary 
aim of the workshops and includes providing tools such as the Health Equity Assessment Tool 
(HEAT). The second step is to implement co-ordinated actions to reduce inequalities, on an 
ongoing basis. 

The Ministry’s interventions will have an impact on all participants in the health and disability 
sector, but due to its intersectoral focus will also involve working with other government agencies 
to see where action to reduce inequalities can be jointly beneficial. 

Table 12: Measur�ng our progress �n reduc�ng �nequal�t�es 

Level Ind�cators/measures 

Relevant headline 
indicators 

• Healthy New Zealanders – reduced inequalities 

Relevant health targets • Improved immunisation coverage 

• Improved oral health 

• Reduced ambulatory-sensitive admissions 

• Improved diabetes services 

• Improved nutrition 

• Increased physical activity 

• Reduced obesity 

• Reduced harm caused by tobacco 

Performance measures • Four workshops, with a particular focus on the four regional cancer networks, 
will be conducted by 30 June 2008 to raise awareness of the need to reduce 
inequalities 

• The Health Equity Assessment Tool will be reviewed by 30 June 2008 and 
a guide to its use will be developed to improve its uptake 

• The Pacific Health and Disability Action Plan will be reviewed by 29 February 
2008, and implementation of the action plan for the next period will 
commence to improve Pacific health and to reduce inequalities 
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Develop�ng a long-term health sector strateg�c plan 
There are more than 30 strategies that provide guidance to the sector on achieving progress on a 
specific disease, disability or service. At a national level, the many strategies provide useful signals 
to the community on how the health system will achieve progress in specific areas of need, but 
prioritising the implementation of the many actions involved can be difficult at a local level. 

In this planning period, a long-term plan that brings together these many strategies will be 
developed within a sector sustainability context. The long-term plan will respond to the risks 
and opportunities signalled in the health context, such as reducing inequalities. The plan will be 
developed collaboratively with the health sector. 

Interventions will include: 

•	 long-term strategy development 

•	 long-term demand modelling 

•	 high-level advice on the budget process and the level of Vote Health 

•	 advice on further devolution of funding responsibilities to DHBs 

•	 advice on funding levels for specific service areas, clarifying boundary issues such as disability 
support for individuals with chronic conditions, and cross-sectoral funding issues 

•	 advice on the population-based funding of DHBs 

•	 a strategy on the public-private interface. 

Intersectoral and �nteragency act�v�t�es and �n�t�at�ves 
Many of the things that most affect the health of New Zealanders are heavily influenced by factors 
outside the direct control of the health and disability sector. These include education, housing, 
transport, urban and rural environments, employment and wealth distribution, all of which affect 
health outcomes.  

In order to maximise the health of New Zealanders the Ministry needs to work collaboratively 
with other government agencies, local government and communities across a number of sectors. 
Obesity, inactivity and poor nutrition affect health, but the causes and solutions range across 
a number of sectors, including health, physical activity, education, active transport, local 
government and the food and beverage industry. 

Healthy Eating – Healthy Action is a cross-sectoral initiative led by the Ministry of Health, which 
engages and works collaboratively with all these sectors in its actions to achieve the goal of 
healthy New Zealanders, and to reduce health inequalities through encouraging healthy nutrition 
and physical activity. 

Examples of other intersectoral and interagency activities the Ministry either leads or contributes to 
are set out in Table 13. 
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Table 13: Intersectoral and �nteragency act�v�t�es a�med at �mprov�ng the health of New 
Zealanders and reduc�ng �nequal�t�es 

Act�v�ty Agenc�es �nvolved 

Aim Hi Schools, Family Violence, well 
child review 

Ministry of Social Development (MSD) and the Ministry of 
Education (Aim Hi is MSD led from 1 July 2007) 

The Review of Long-term Disability 
Supports 

Office for Disability Issues (ODI) 

Boundary and workforce issues Tertiary Education Commission, DHBNZ and DHBs, ODI, MSD 
(including Child, Youth and Family), Ministry of Education, Pacific 
Island Affairs 

Work with MSD and ACC on the 
Working NZ initiative is being led by 
MSD 

MSD, ACC 

Forming initiatives to reduce the 
impact of sexually transmissible 
diseases 

Ministry of Women’s Affairs and Ministry of Youth Development 

Leading the whole-of-government 
initiative to plan for a pandemic 

Ministry of Agriculture and Forestry and the Department of Prime 
Minister and Cabinet 

Reduce the incidence of tuberculosis 
in New Zealand, particularly among 
new arrivals 

New Zealand Immigration Service 

Source and deliver vaccines for 
vaccination programmes 

PHARMAC and DHBs 

Build and share knowledge 
and information in relation to 
communicable diseases 

Environmental Science and Research, DHBs, and academic 
institutions 

Work on issues relating to alcohol, 
illicit and other drug use under 
the interagency framework of the 
National Drug Policy 

Police, Customs, the Ministry of Justice, Department of Corrections, 
ALAC 

Suicide prevention strategies Ministries of Social and Youth Development and Te Puni Kōkiri 

Monitor and address health issues in 
the physical and social environment 

Territorial local authorities and the Department of Internal Affairs 

Address chemical injury in the 
workplace 

Occupational Safety and Health 

Address health impacts of 
biosecurity risks 

Ministry of Agriculture and Forestry and the Environmental Risk 
Management Agency 

Develop knowledge and 
understanding 

Academic organisations, including the National Poisons Centre 

Develop and administer the 
legislative framework 

DHBs, territorial local authorities and other government 
departments 

Health of Older People ACC, MSD 
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Act�v�ty Agenc�es �nvolved 

International obligations Ministry of Foreign Affairs and Trade, NZAID, World Health 
Organization 

Value for money – reducing the cost 
of regulatory requirements 

Ministry of Economic Development 

Mission On initiatives – getting 
young New Zealanders healthy 

Ministry of Education, SPARC, Ministry of Youth Development, DHBs 

Monitoring whā nau outcomes TPK, MoE, Department of Labour, Housing Corporation NZ, Justice 

Healthy Housing Programme Housing Corporation NZ, DHBs 

Measur�ng the cost effect�veness of pr�or�t�es and �ntervent�ons 
This section provides some examples of the cost effectiveness of the Ministry’s interventions in 
this planning period. 

The Ministry’s approach to cost effectiveness is to: 

1.	 constantly review its baseline and reprioritise and redirect funding to areas of need 

2.	 undertake economic appraisals of new initiatives 

3.	 include economic appraisals in the evaluation of existing interventions, where possible and 
appropriate 

4.	 participate and undertake benchmarking exercises on cost effectiveness, where possible and 
appropriate 

5.	 monitor the domestic and international literature for the cost effectiveness of interventions 

6.	 monitor a set of cost effectiveness measures that illustrate the cost effectiveness of the 
Ministry’s interventions. 

The Ministry constantly reviews its baseline funding so that it can reprioritise and redirect 
resources as new issues arise, or if interventions prove to be more complex than planned. Taking 
2006/07 as an example, the Ministry has redirected around $14 million of its baseline funding to 
interventions such as: 

•	 elective services 

•	 the National Non-Admitted Patient Database 

•	 chronic health conditions 

•	 the Nurse Practitioner Employment and Development Working Party report 

•	 the establishment of a rural desk 

•	 Service Planning and New Health Intervention Assessment 

•	 DHB elections support 

•	 DHB reviews 

•	 the evaluation and audit of a group of providers 

•	 nursing policy 

•	 the Mortality Database for the Child and Youth Mortality Review Committee. 
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It is anticipated that the Ministry will continue this approach during the planning period. 

Using approaches 2 to 5 (above), the following provides some examples of the cost effectiveness 
of the Ministry’s interventions in this planning period. 

•	 Previous modelling work has indicated that Healthy Eating – Healthy Action (HEHA)-type 
interventions could save up to 1000 lives a year by 2011 (Ministry of Health and the University 
of Auckland 2003).  Based on this level of benefit, and a cost of $28 million a year for the 
interventions, preliminary estimates suggest cost-effectiveness ratios in the order of $3,000 to 
$10,000 per year of life saved, and a net health benefit of 1500 to 3000 deaths avoided in the 
first six years of intervention. 

•	 Based on conservative estimates and assumptions, an economic appraisal of the introduction 
of a Universal Newborn Hearing Screening Programme would lead to at least 74 more early 
diagnoses, and lifetime cost savings in excess of $23 million.2 The cost of providing screening 
services is $70 per baby screened. 

•	 According to several conservative estimates, every dollar invested in opioid dependence 
treatment programmes may yield a return of between $4 and $7 in reduced drug-related crime, 
criminal justice costs and theft. When savings related to health care are included, total savings 
can exceed costs by a ratio of 12:1 (Godfrey et al 2004). 

•	 From HealthPAC’s audits and investigations to reduce fraud, there are demonstrated recoveries 
of $4.6 million per annum, savings3 of $3.8 million and a deterrent4 of $150 million per annum 
from an investment of $1 million per annum. No other health shared-service agency in New 
Zealand has ever achieved a prosecution. 

•	 Benefits assessed for the National Systems Development Programme were forecast to reach 
$54.3 million per annum from 2013/14. This amount includes benefits accruing to the 
wider health sector (estimated at 65 percent of total benefits) as well as those accruing to 
the Ministry (estimated at 35 percent of the total). The Programme is forecast to cost $147.4 
million over four years ($105.8 million capital, $41.6 million project operating expenses).  

•	 In 2006 the Ministry’s Knowledge Management activity was benchmarked against similar 
activities in the Ministry of Social Development, Department of Labour, and the Ministry of 
Education. The Ministry of Health was in the mid-range for the ratio of library staff to total staff 
numbers, and expended a similar mid-range budget (Algar 2006). 

Studies of this nature will continue throughout the planning period. 

In addition, the Ministry will monitor the following measures of cost effectiveness. The measures 
chosen aim to combine measures of impacts, outcomes or objectives with the cost of producing 
these results. Some of the measures chosen do not achieve this level of specificity, but are based 
on evidence that the impacts are of improved quality and lower cost than the alternatives as a 
result of the Ministry’s interventions, or sector interventions that the Ministry influences. 

2  Internal report prepared for the Ministry of Health. 

3  Funds that would have continued to be paid out in a year had the fraud not been stopped. This definition is widely 
used internationally (eg, National Health Service Counter Fraud Service, European Healthcare Fraud and Corruption 
Network). 

4 The estimated difference in claiming if the HealthPAC Audit and Compliance unit did not operate. It represents an 
estimated 3 percent of the funds paid out by HealthPAC on behalf of DHBs and the Ministry of Health. A 3 percent 
deterrence effect is conservative in international terms, with health organisations in Australia, the US and the UK 
providing estimates ranging around 5 to 10 percent.   
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Cost effect�veness measure: value for money: dev�at�ons from GDP-
based pred�ct�ons of l�fe expectancy at b�rth and of total health 
expend�ture, OECD countr�es 

Why are these �nd�cators �mportant? 
International comparisons are one way of monitoring our performance in relation to the efficiency 
and value for money outcome. Across the OECD, there is an association between national wealth 
(as measured by GDP) and life expectancy, and between GDP and the proportion of GDP spent 
on health. Deviations from expected life expectancy and expected expenditure are measures of 
the cost effectiveness of the health system. As the Government’s primary advisor on health and 
disability support services, the Ministry’s advice contributes to New Zealand’s performance against 
this outcome. 

What does the data show? 
The data shows that New Zealand has a somewhat better life expectancy than expected for its GDP 
expenditure, and that spending on health is slightly lower than would be expected. This suggests 
that New Zealand’s health and disability support system is relatively effective and efficient in 
comparison with many other OECD countries. 

F�gure 17: Dev�at�on from GDP-based pred�ct�ons of l�fe expectancy at b�rth and of total 
health expend�ture, OECD countr�es (except Luxembourg), 2002 

Deviation in life expectancy from that predicted by GDP 

4 

3 

2 

1 

0 

-1 

-2 

-3 

-4 
-1000 -500 0 500 1000 1500 2000 

shorter life, more spending shorter life, less spending 

longer life, less spending longer life, more spending 

Japan 
Spain 

Mexico 

Iceland Italy SwedenAustralia 

New Zealand 
Greece Poland 

Portugal Switzerland 
France Canada Korea 

Finland 
Germany 

Netherlands 

Turkey 

Hungary 

Denmark 
Ireland 

UKAustria 
Slovenia 

Norway 
Belgium 

Czechoslovakia 

US 

Deviation in total health expenditure from that predicted by GDP 

Ministry of Health – Statement of Intent 2007–2010 57 



 

 

 
  

 

 

 

 

 

 

Cost effect�veness measure: smok�ng cessat�on: the cost 
effect�veness of Qu�tl�ne 

Why �s th�s measure �mportant? 
It is estimated that smoking kills around 5000 people in New Zealand every year (including deaths 
due to second-hand smoke exposure). A key area of tobacco control is supporting New Zealanders 
to quit smoking and therefore prevent adverse health outcomes. Quitline is a smoking cessation 
service funded by the Ministry of Health for this purpose. 

What does the data show? 
An analysis of the Quitline service gives very favourable cost-effectiveness ratios. Data presented 
here is for the ‘post-NRT’ Quitline programme; that is, after the inclusion of subsidised nicotine 
replacement therapy (NRT) in late 2000. The cost per quality-adjusted life year (QALY)5 gained was 
estimated to be between about $2,000 and $3,000 ($2,449 to $3,339, using a range of cost data). 
The cost per 12-months quitter was estimated to be just over $2,000 ($2,099). 

Some comparison with other interventions is given in Figure 18. Note that overseas results cannot 
be directly compared given different cost drivers and structures, although they may give some 
general indication of relative value for money. 

 A QALY is a measure of the outcome of actions (either individual or treatment interventions) in terms of their health 
impact. If an action gives a person an extra year of healthy life expectancy, that counts as one QALY. If an action gives a 
person an extra year of unhealthy life expectancy (partly disabled or in some distress), it has a value of less than one. 
Death is rated at zero. 

5� Ministry of Health – Statement of Intent 2007–2010 

5



 

  

 
 

  

   

            
    

   
    

  
     

 

F�gure 1�: Cost per qual�ty-adjusted l�fe years (QALYs) ga�ned, for selected secondary 
prevent�on �ntervent�ons for chron�c d�sease (card�ovascular d�sease and 
cancer) 

Cost per QALY gained 
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Notes: 

Solberg et al 2006: result converted from US$1,100 per QALY. Discount rate 3%. Data for one-time intervention. 

Parrott et al 2006: analysis for NICE Public Health Intervention Guidance (No.1). Result converted from UK£3,248.50 per 
QALY. Mid-point of range £1664–£4833. Discount rate 3.5%. Data used for GP Brief Intervention (5 minutes) plus NRT. 

Dalziel et al 2006:  base case result $2,053 per QALY (range $827–$37,516). 90% of cost-effectiveness ratios under 
$7,500. Discount rate 5%. 

Milne and Gamble 2003: middle result $5,043 per QALY (range $3,295–$10,532). Discount rate 5%. 

Stout et al 2006: result converted from US$37,000 per QALY. Discount rate 3%. 

Cost effect�veness measure: ownersh�p and performance of DHBs 
and Crown ent�t�es: mechan�sms to encourage DHBs to do th�ngs 
once rather than 21 t�mes 
The indicator is the Ministry–DHB joint funding work programme leading to a successful DHB 
funding round. The joint process covers the interdistrict flow (IDF) project, the National Pricing 
Project, the common costing and counting projects and the maintenance of the Nationwide Service 
Framework. 

Why �s th�s �nd�cator �mportant? 
Increasing efficiency and effectiveness, and reduced costs through joint Ministry of Health/DHB 
collaboration on pricing and funding activities. 
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What does the data show? 
One agreed process versus 400 separate negotiations. Without a nationally co-ordinated process, 
each DHB would have to negotiate with every other DHB on IDF pricing/volumes, definitions for 
purchase units, service specifications, etc. 

Cost effect�veness measure: payment serv�ces: adm�n�strat�on 
costs per cla�m 

Why �s th�s �nd�cator �mportant? 
HealthPAC processes 90 million claims, 11,000 agreements and 16,000 contract monitoring 
returns every year. This volume of activity ensures the health system works for New Zealanders. 
The total dollar value of the activity is $4.15 billion. 

What does the data show? 
Costs estimated by KLA in 2003 were 10c per electronic payment (EFTPOS comparable comparison 
10–15c). There are no real comparisons available, because the systems around the world are 
very different, and there is no comparable public sector system in New Zealand. The Accident 
Compensation Corporation (ACC) operating costs (the majority of which relate to the payment of 
claims) have increased in recent years, but remain at about 12 percent of claim costs (ACC 2006). 

Cost effect�veness measure: adm�n�strat�on of leg�slat�on and 
regulat�ons and meet�ng leg�slat�ve requ�rements: cert�ficat�on and 
aud�t costs under the HDSS Act 2001 w�th no calls for changes to 
the M�n�stry’s adm�n�strat�on of the Act 

Why �s th�s �nd�cator �mportant? 
The Health and Disability Services (Safety) Act 2001 (HDSS Act) regulates the facilities in which 
residents are cared for when admitted to a facility, and has an important impact on promoting 
continuous improvement in the provision of safe and quality focused health and disability services. 
Regulatory scrutiny has been shown to lead to improvements in the quality of care, particularly in 
long-term care (Wunderlich and Kohler 2000). To date the Health and Disability Commissioner is 
unaware of any complaints under the Code that could be associated with inadequate regulation 
under the Act (personal communication, 8 January 2007). 

What does the data show? 
Over the last three-year period there were 2045 certified facilities with 61,524 beds, an average of 
30 beds per facility. The beds comprise 8457 rest home beds, 25317 hospital beds, and 27750 
residential disability beds. Facilities are certified for an average of 32 months. The average cost of 
a certification audit is $3,600. The costs of certification and audit are given in Table 14. 
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Table 14: Costs of cert�ficat�on and aud�t 

Per bed 
$ 

Per bed average 
cert�ficat�on per�od 

(months) $ 

Per bed average 
cert�ficat�on per�od 

(years) $ 

Average cost of 
certification audit 

119.66 3.73 44.74 

Operational costs 15.13 0.47 5.66 

Total cost 134.79 4.2 50.4 

Note: All costs are GST inclusive. 

These costs may be compared with the licensing fees of local authorities. For example, Wellington 
City Council charges $240 to $700 for an annual licence for registered food premises with a good 
grade. The fee for licensing a hairdresser is $100.6 

Rev�ew of the current state of the M�n�stry of Health 2006 
Recognising the size and significance of the Government’s agenda, and the major change in the 
health sector settings, in 2006 the Director-General undertook a review of the current state of the 
Ministry of Health (Gaudin and Wong 2006). The findings of the review highlighted a number of 
things the Ministry does well, but also identified a number of areas for development and change 
that will be addressed in the planning period. These include the need to: 

•	 confirm the shared sector vision and intended outcomes consistent with the Government’s 
priorities, and to clarify the roles of the Ministry in supporting that vision 

•	 significantly increase our emphasis and focus on a number of core roles, particularly those 
that contribute to system-wide performance 

•	 organise ourselves in a way that enables us to focus on key priorities in a planned way 

•	 improve our internal performance management arrangements to ensure they are aligned 
with sector accountabilities, and therefore enable us to see whether we are making progress 
against planned goals. 

The review also recommended that the following roles should receive increased emphasis: 

•	 performing a sector leadership role, including confirmation of a shared sector vision and focus 
on intended outcomes (this role should be undertaken within a collaborative and shared 
learning environment) 

•	 long-term strategic development for the health sector, as part of long-term whole-of-sector 
strategic planning (including long-term needs analysis, service planning, workforce planning 
and capital planning) to promote ongoing sector sustainability 

•	 providing performance improvement assistance and best practice advice, separate from the 
Ministry’s monitoring function, across the health sector. 

 http://www.wellington.govt.nz/services/foodsafety/fees/fees.html, accessed 23 February 2007 
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In response to these findings, and the wider strategic context in which we operate, during the 
planning period the Ministry intends to focus its interventions and outputs to achieve measurable 
outcomes by: 

•	 developing a long-term health sector strategic plan that includes the Ministry of Health 

•	 focusing on the Minister’s priorities for concerted action for the health sector 

•	 developing the Ministry of Health by clarifying the Ministry’s core roles and strengthening 
our capacity to deliver on them. We will also streamline how we work with the wider sector to 
ensure the health system delivers on the Government’s themes and priorities for health now, 
while at the same time developing our capability and focus to implement the long-term health 
sector strategic plan in collaboration with the sector. 

Develop�ng the M�n�stry of Health 
The Ministry of Health’s roles, as listed earlier, were last reviewed as part of the planning 
undertaken for the Statement of Intent 2003–2004 (Ministry of Health 2003b). In the current health 
settings, many of these roles are complex, and some often have the potential to conflict with each 
other. Each of these roles requires varying skill sets, carries different risks and, more importantly, 
sets a framework for a different range of relationships and types of engagement with the wider 
sector. There is also growing recognition of the Ministry’s wider role in supporting the performance 
of the system that is distinct from performance monitoring. 

The Ministry review in 2006 picked up on many of these issues (Gaudin and Wong 2006). In 
particular the review identified the need to go ‘harder and faster’ on the Minister’s priorities while 
streamlining delivery of the core operating functions to achieve increased responsiveness and 
a proactive management approach. To implement the findings of this review over the planning 
period, the Director-General will establish, lead and implement a programme of development and 
change within the organisation.   

The programme will focus on ensuring that the: 

•	 Ministry’s roles are appropriate, with particular reference to the Ministry’s role as planner and 
funder of selected services, and as manager of a range of national operations functions 

•	 Ministry’s structure accommodates streamlined core operating functions and potentially 
revised roles, while ensuring appropriate emphasis on the delivery of the Minister’s priorities 
and the Government’s themes in this period 

•	 existing performance management frameworks and processes are strengthened to ensure that 
the delivery of work programmes are on track against priorities 

•	 existing leadership capability is strengthened in its various forms necessary to adequately 
fulfil the Ministry’s potentially revised roles in the sector 

•	 Ministry effectively manages these functions within a changeable operating environment. 

Develop�ng and ma�nta�n�ng our capab�l�ty 
This section outlines the initiatives we intend to use in 2007/08 to maintain and improve our 
capability and capacity. These initiatives build on our 2006/07 work programme and are informed 
by the Government’s strategic priority areas, the Ministry’s health targets (which are aligned to 
strategic priorities) and the 2006 review of the Ministry. 
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The ability of the Ministry to undertake the key functions defined by these documents depends on 
identifying and addressing its future capacity and capability requirements. 

These initiatives have been mapped to two of the six State Services Commission’s development 
goals which the Ministry will focus on, in particular for the coming period. Goals one and two 
specifically to strategies to develop people capability across the state sector. The Ministry’s four 
levers for capability development (attraction and commitment, learning and development, healthy 
workplaces and human resources information capability) are aligned to the streams of State 
Services Commission (SSC) work that sit beneath the goals (attracting and hiring the best, positive 
workplaces and developing for excellence). 

SSC Development Goal 1 
Employer of cho�ce: ensure the state serv�ces �s an employer of 
cho�ce attract�ve to h�gh ach�evers w�th a comm�tment to serv�ce 

Effect�ve attract�on and comm�tment 
The labour market is becoming increasingly complex and competitive and the Ministry needs to be 
able to improve its ability to recruit and retain competent and capable staff to deliver the Ministry’s 
work programme. An indicator of organisation health is the staff turnover rate, which in recent 
years has been as high as 20.7 percent (30 June 2006). There is currently a downwards trend 
(17.8 percent as of 30 September 2006), and our  initiatives are designed to ensure we continue 
this trend to be more aligned to the sector average of 13 percent (as at the year to 30 June 2006). 

The key milestones in 2007/08 are to have: 

•	 developed a new employee attraction strategy that ensures consistent recruitment practice 
in the Ministry and provides the context for future initiatives – this will include consultation 
within the Ministry and external agencies, as required 

•	 implemented actions from the staff commitment (retention) stocktake completed last year – this 
has highlighted some key actions that can be taken to extend the length of stay of our staff 

•	 implemented two initiatives that support more effective remuneration and reward policies 
– these will build on a review of Ministry remuneration policy, and will ensure we meet 
the State Sector Retirement Savings Scheme (SSRSS)/Kiwisaver requirements and extend 
implementation of a team reward and performance process. 

Relevant and t�mely �nformat�on 
The ability to provide relevant and timely information from our Human Resource Information 
System (HRIS) is essential for us to measure progress towards being an employer of choice, 
and managing the attraction and staff commitment issues mentioned above. We also need to 
monitor and address our people’s individual development by having accurate data on the range of 
development and training options people are using. 

Ministry of Health – Statement of Intent 2007–2010 63 



 

 

 

 

 

  

 

 

 

 

 
 

 

 

  

 

The key milestones in 2007/08 are to have: 

•	 a monitoring plan in place to ensure we have improved reporting functions from our new HRIS 

•	 initiated a process for a staff survey aligned to the change and development programme 
signalled in the Ministry review of 2006, and the Ministry’s Employment and Pay Equity Audit. 

Healthy workplaces 
Modelling the way forward in supporting healthy lifestyles and providing healthy workplaces are 
key strategies to ensure we maintain our people capability. For example, employees were asked in 
an exit survey whether they were leaving due to the impact work has on family life. They responded 
with a 4.1/5 average, which is between agree and strongly agree. 

The key milestones in 2007/08 are to have: 

•	 increased staff awareness of our smoking cessation policy, and to have made available some 
Healthy Eating – Healthy Action (HEHA) options for staff 

•	 implemented an interactive session to promote valuing difference as a way of working, aimed 
at achieving attitudinal awareness of the importance of a diverse workplace 

•	 raised awareness of the range of flexible working arrangements available to staff – this will 
support staff commitment to the Ministry and be measured by the increase in staff taking up 
these options. It is an essential action for ensuring we are an employer of choice. 

The success of all these interventions will be measured through monitoring, using  the following 
tools: 

•	 an initial three-monthly survey of staff for feedback on the efficacy of advertising media 

•	 an initial three-monthly survey of staff for feedback on awareness of healthy workplace 
initiatives 

•	 quarterly reports on the use of unplanned leave (ie, domestic and special leave) 

•	 quarterly reports on the use of flexible workplace arrangements. 

SSC Development Goal 2 
Excellent state servants: develop�ng a strong culture of constant 
learn�ng �n the pursu�t of excellence 

Develop�ng leadersh�p capab�l�ty 
The Ministry review in 2006 highlighted the need to ensure that leadership capability is 
strengthened to adequately fulfil the Ministry’s potentially revised roles in the sector. There is a 
need to develop a shared, organisation-wide vision and achieve an outcomes-based culture which 
will require capable leadership. Our initiatives build on last year’s work plan as well as ensuring we 
work towards addressing future needs. 

The key milestones in 2007/08 are to have: 

•	 implemented actions from the review of management delegations completed last year 

•	 reviewed our management competencies to ensure they are relevant and aligned to the 
Change and Development programme signalled in the Ministry review. 
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Effect�ve and relevant tra�n�ng 
To support the development of both leadership and management capability we need to provide 
training opportunities that are outcomes based and aligned to the strategic direction of the 
organisation. This training will incorporate reducing inequalities training into the internal training 
programme available to all employees. 

By 30 June 2008 we will have completed a training needs analysis for the current internal 
‘Managing in the Ministry’ training programme to ensure that it is effective and relevant, and that 
we have capable and competent managers. 

Measuring the success of all these interventions will be through monitoring, using  the following 
tools: 

•	 quarterly reports on participation in the performance appraisal process 

•	 quarterly reports on attendance in the Managing in the Ministry programme. 

Carbon neutral�ty �n the publ�c serv�ce 
The Prime Minister’s Statement to Parliament speech on 13 February 2007 announced that the 
Ministry of Health is one of six public service departments will take the lead on achieving carbon 
neutrality. 

The three aspects to achieving carbon neutrality that will challenge each of the six departments are 
to: 

•	 measure emissions 

• reduce emissions
 

• offset unavoidable emissions.
 

By early 2008, the six lead agencies will have plans in place to reduce their emissions further and 
offset unavoidable emissions. This may be: 

•	 energy efficiency measures, which might include energy use audits, educating staff on using 
less electricity, low-energy lighting systems, more efficient heating and cooling systems, and 
purchase of equipment that uses less electricity 

•	 travel measures, which might include workplace travel plans to eliminate unnecessary 
journeys, purchasing more fuel-efficient vehicles, and transport alternatives such as video
conferencing facilities 

•	 waste reduction and recycling systems. 
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Statement of Respons�b�l�ty
 

The information contained in this Statement of Intent for the Ministry of Health has been 
prepared in accordance with section 38 of the Public Finance Act 1989.  The forecast financial 
statements are based on the best information available and incorporate Government’s decisions 
to date of devolution to DHBs of a range of rights and obligations under service agreements and 
statutory notices. 

As Director-General of Health, I acknowledge, in signing this statement, that I am responsible for 
the information contained in this Statement of Intent. 

The performance forecast for each output appropriation in the Statement of Forecast Service 
Performance is as agreed with the Minister of Health responsible for Vote Health administered by 
the Ministry of Health. 

The financial performance forecast for the Ministry of Health in the forecast financial statements 
and the statement of forecast service performance, is as agreed with the Hon Pete Hodgson, who 
is the Minister responsible for the financial performance of the Ministry of Health. 

The information contained in this Statement of Intent is consistent with existing appropriations, 
and with the appropriations set out in the Appropriation (2007/08 Estimates) Bill. 

Countersigned Signed 

Stephen McKernan Paul D Helm 
Director-General of Health Chief Financial Officer 

23 April 2007 23 April 2007 
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M�n�stry of Health – Overv�ew 

M�n�stry Fund�ng 
Departmental appropr�at�ons 

Vote Health appropriations ($204.033 million) relate to the functions of the Ministry of Health 
for policy advice, purchasing of national health services, performance monitoring of the funders 
and providers of health and disability services, developing and administering regulations related 
to health service facilities, providers and public safety, ministerial servicing, and information 
services. 

The Vote Health departmental appropriations structure is changed in 2007/08. 

Crown Fund�ng 
Non-departmental appropr�at�ons 

Output Expenses 
$10,860.491 million is for funding and purchases of health services and will be spent as follows: 

• 	 $8,550.771 million to fund health services from DHBs 

• 	 $859.563 million to purchase national disability support services 

• 	 $396.435 million to purchase public health services 

• 	 $721.611 million to purchase national health services and provide clinical training for health 
professionals 

• 	 $6.765 million to extend the meningococcal vaccine programme 

• 	 $291.833 million to address risks and fund health and disability service contracts 

• 	 $17.289 million to fund treatment and education services on problem gambling 

• 	 $2.095 million to fund services from independent service providers and the Crown Health 
Financing Agency (CHFA) 

• 	 $14.076 million to fund the monitoring and protection of health and disability consumers’ 
interests 

• 	 $0.053 million to fund scientific advice on biosecurity in relation to exotic mosquitoes. 

Other Expenses 
$17.912 million is for other expenses and is intended to be spent as follows: 

• 	 $13.889 million to fund provider development 

• 	 $1.778 million to fund legal expenses 

• 	 $2.245 million to fund international health obligations including WHO membership, and a 
contribution to the Australian Kidney Foundation. 
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Cap�tal Expend�ture 
$846.267 million is to provide capital funding and will be spent as follows: 

• 	 $250.824 million is for capital contributions to DHBs and the NZ Blood Service for construction 
and other capital requirements 

• 	 $109.200 million to fund new debt for DHBs, for construction and other capital requirements 

• 	 $3.524 million to fund the capital purchases and development costs to prepare for significant 
health emergencies 

• 	 $20.000 million to finance loans to assist clients in long-term care 

• 	 $392.719 million to fund the renewal of DHB loans held by the Crown 

• 	 $70.000 million to fund the refinancing of DHB private debts. 

Crown Revenue and Rece�pts 
The Ministry expects to collect $591.403 million of Crown Revenue and Receipts in 2007/08, 
mainly for the reimbursement of accident-related acute public hospital costs from the Accident 
Compensation Corporation. 
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F�nanc�al H�ghl�ghts 
Summaries of financial highlights are shown in the following tables. 

Departmental 

Budget 

2007/0� 
$000 

193,297

10,736 

204,033 

-

26,911 

(6,685) 

Budget Est�mated 
Actual 

2006/07 2006/07 
$000 $000 

Revenue:

  Crown 168,417 168,417
 

Other 16,391 16,391
 

Output expenses 184,742 184,742
 

Net surplus 66 66
 

Closing taxpayers’ funds 18,498 18,498
 

Net cash flows from operating and investing activities 14,800 14,800
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Non-Departmental
 

Budget Est�mated Budget 
Actual 

2006/07 2006/07 2007/0� 
$000 $000 $000 

Vote Health: 

Output Expenses:

    District Health Boards (DHBs) 8,001,890 8,001,890 8,550,771

    National disability support 755,908 753,658 859,563

    Public health 328,795 327,495 396,435

    National health (various appropriations) 539,681 536,619 721,611

    Meningococcal vaccine programme 7,730 7,730 6,765

    Problem gambling 20,324 20,324 17,289

    Independent advice from Crown entities 15,005 15,005 16,171

    Primary care and other health services 116,658 116,658 291,886 

Total Output Expenses 9,7�5,991 9,779,379 10,�60,491 

Other Expenses:

    Provider development 13,889 13,889 13,889

    Legal expenses 10,287 10,287 1,778

    International health obligations 2,245 2,245 2,245 

Total Other Expenses 26,421 26,421 17,912 

Cap�tal Expend�ture:

    Equity injection and loans for capital projects 245,208 228,703 360,024

    Residential care loans 20,000 10,718 20,000

    Refinancing and Renewal of DHB debts 92,253 92,253 462,719 

Significant health emergencies 20,230 20,230 3,524

    Deficit support for DHBs 38,000 38,000 

Total Cap�tal Expend�ture 415,691 3�9,904 �46,267 

Total Non-Departmental Expend�ture 10,22�,103 10,195,704 11,724,670 
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Forecast Statement of F�nanc�al Performance 
for the year end�ng 30 June 200� 

Budget 

2007/0� 
$000 

193,297

10,736 

204,033 

103,000

88,104

11,309

1,620 

204,033 

-

Budget Est�mated 
Actual 

2006/07 2006/07 
$000 $000 

Revenue:
  Crown 168,417 168,417 

Other 16,391 16,391 

Total Revenue 1�4,�0� 1�4,�0� 

Expenses:

  Personnel 90,346 90,346 

  Operating 82,181 82,181 

  Depreciation 10,933 10,933 

  Capital charge 1,282 1,282 

Total Expenses 1�4,742 1�4,742 

Surplus/(Defic�t) from Operat�ons 66 66 
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Forecast Statement of F�nanc�al Pos�t�on 

as at 30 June 200�
 

Budgeted Est�mated Budgeted 
F�nanc�al F�nanc�al F�nanc�al 
Pos�t�on Pos�t�on Post�on 

as at as at as at 
30/06/07 30/06/07 30/06/0� 

$000 $000 $000 

Taxpayers’ Funds: 

General funds 16,133 16,133 26,911 

Revaluations reserve 2,365 2,365 

Total Taxpayers’ Funds 1�,49� 1�,49� 26,911 

Represented by: 

Assets: 

Current Assets 

Cash and bank 20,505 20,505 22,218 

Prepayments 454 454 454 

Receivables and advances 1,116 1,116 1,116 

Total Current Assets 22,075 22,075 23,7�� 

Non-current Assets 

Physical assets 32,907 32,907 18,712 

Intangible assets - - 18,234 

Total Assets 54,9�2 54,9�2 60,734 

L�ab�l�t�es: 

Current L�ab�l�t�es 

Creditors and payables 26,820 26,820 24,174 

Provision for repayment of surplus 66 66 

Deferred revenue 1,419 1,419 1,419 

Employee entitlements 6,074 6,074 6,125 

Total Current L�ab�l�t�es 34,379 34,379 31,71� 

Non-current L�ab�l�t�es 

Employee entitlements 2,105 2,105 2,105 

Total Non-current L�ab�l�t�es 2,105 2,105 2,105 

Total L�ab�l�t�es 36,4�4 36,4�4 33,�23 

Net Assets 1�,49� 1�,49� 26,911 

Revaluations reserve has been transferred to taxpayers’ funds as part of the financial position 
translation to meet International Financial Reporting Standard requirements. 
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Forecast Statement of Cash Flows
 
for the year end�ng 30 June 200�
 

Budget 

2007/0� 
$000 

193,044

10,736 

(190,851)

(1,620) 

11,309 

-

(3,030)

(14,964) 

(17,994) 

8,464 

(66) 

�,39� 

1,713 

20,505 

22,21� 

Budget Est�mated 
Actual 

2006/07 2006/07 
$000 $000 

Cash Flows from Operat�ng Act�v�t�es 

Cash to be prov�ded from: 

Supply of outputs to:  

   Crown 186,169 186,169 

Other 16,325 16,325 

Cash to be d�sbursed to: 

Cost of producing outputs:

   Operating (172,527) (172,527) 

   Capital charge (1,282) (1,282) 

Net Cash Flows from Operat�ng Act�v�t�es 2�,6�5 2�,6�5 

Cash Flows from Invest�ng Act�v�t�es 

Cash to be prov�ded from: 
Sale of physical assets 78 78 

Cash to be d�sbursed to:
  Purchase of physical assets (13,963) (13,963) 

  Purchase of intangible assets - 

Net Cash Flows from Invest�ng Act�v�t�es (13,��5) (13,��5) 

Cash Flows from F�nanc�ng Act�v�t�es 

Cash to be prov�ded from:
  Capital contribution from the Crown 1,400 1,400 

Cash to be d�sbursed to:
 Repayment of surplus to the Crown (3,126) (3,126) 

Net Cash Flows from F�nanc�ng Act�v�t�es (1,726) (1,726) 

Net Increase/(Decrease) �n Cash Held 13,074 13,074
 

Opening cash and bank balances at 1 July 7,431 7,431
 

Clos�ng Cash and Bank Balances at 30 June 20,505 20,505 
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Reconc�l�at�on of Net Cash Flows from Operat�ng 
Act�v�t�es to Net Surplus/(Defic�t) 
for the year end�ng 30 June 200� 

Budget 

2007/0� 
$000 

-

11,309 

-

11,309 

-

-

-

-

-

-

-

-

-

-

-

11,309 

Budget Est�mated 
Actual 

2006/07 2006/07 
$000 $000 

Net Surplus 66 66 

Add/(less) non-cash items: 

Depreciation 10,933 10,933 

Other non-cash items - 

Total Non-Cash Items 10,933 10,933 

Add/(less) working capital movements: 

Increase/(decrease) in receivables and advances 17,752 17,752 

Increase/(decrease) in  prepayments - 

Increase/(decrease) in payables and provisions - 

Increase/(decrease) in GST payable - 

Increase/(decrease) in other accrued liabilities - 

Increase/(decrease) in current employee entitlements - 

Increase/(decrease) in provision for restructuring - 

Increase/(decrease) in deferred revenue - 

Net movements �n work�ng cap�tal 17,752 17,752 

Add/(less) investing activities items:
 

Net loss/(gain) on sale of fixed assets (66) (66)
 

Total Invest�ng Act�v�t�es/Items (66) (66) 

Net Cash Flows from Operat�ng Act�v�t�es 2�,6�5 2�,6�5 
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      Forecast Statement of Movements �n Taxpayers’ Funds 
for the year end�ng 30 June 200� 

Budget 

2007/0� 
$000 

1�,447 

-

8,464 

26,911 

-

26,911 

Budget Est�mated 
Actual 

2006/07 2006/07 
$000 $000 

Taxpayers’ Funds as at 1 July 16,133 16,133 

Net surplus 66 66 

Capital contribution 1,400 1,400 

Total Recogn�sed Revenues and Expenses for the Year 1�,564 1�,564 

Other movements:
 

Provision for payment of surplus to the Crown (66) (66)
 

Taxpayers’ Funds as at 30 June  1�,49� 1�,49� 

The 2006/07 budgeted and estimated actual financial statements have been prepared under New 
Zealand General Accepted Accounting Practice, and the 2007/08 forecast financial statements have 
been prepared under New Zealand International Financial Reporting Standards. 

This has resulted in a difference between closing position as at 30 June 2007, and opening position 
as at 1 July 2007 for Taxpayers’ Funds. 
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Deta�ls of Assets by Category 
as at 30 June 200� 

Projected Pos�t�on as at 30/06/0� 

Net Book Cost Accumulated Net Book 
Value as at Deprec�at�on Value 
30/06/07 

$000 $000 $000 $000 

4,000 

177 

347 

7,330 

2,753 

3,910 

195 

1�,712 

18,234 

36,946 

Phys�cal assets 

Land 4,000 4,000 

Buildings 182 204 27 

Scientific equipment 492 3,081 2,734 

IT hardware/software 20,854 37,962 30,632 

Furniture and fittings 2,983 6,120 3,367 

Leasehold improvements 4,166 12,806 8,896 

Motor vehicles 230 520 325 

Total Phys�cal Assets 32,907 64,693 45,9�1 

Intang�ble assets 

IT software - 52,265 34,031 

Total Assets 32,907 116,95� �0,012 
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Forecast Departmental Cap�tal Expend�ture 
for the year end�ng 30 June 200� 

Budget Est�mated Actual Actual Actual Actual 
Actual 

06/07 06/07 05/06 04/05 03/04 02/03 
$000 $000 $000 $000 $000 $000 

Budget 

07/0� 
$000 

Phys�cal assets 

Buildings - - - 40 - - -

Scientific equipment 120 399 399 87 64 55 568 

IT hardware 2,500 11,733 11,733 6,945 9,985 5,910 10,160 

Furniture and fittings 120 618 618 666 1,440 589 590 

Leasehold 250 1,078 1,078 2,364 218 97 942
 improvements 

Motor vehicles 40 138 138 - - 77 185 

Total Phys�cal assets 3,030 13,966 13,966 10,062 11,747 6,72� 12,445 

Intang�ble assets 

IT software 14,964 - - - - - -

Total Departmental 
Cap�tal Expend�ture 17,994 13,966 13,966 10,062 11,747 6,72� 12,445 
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Statement of Object�ves Spec�fy�ng the F�nanc�al 
Performance Forecast of the M�n�stry 

Budget 

2007/0� 

10,736 

204,033 

202,413 

-

(7,930) 

75 

114 

124 

36,946 

26 

27 

26,911 

19 

11,309 

(17,994) 

8,398 

1,713 

Un�t Budget Est�mated 
Actual 

2006/07 2006/07 

Operat�ng Results 

Revenue other $000 16,391 16,391 

Output expenses $000 184,742 184,742 

Operating surplus before capital charge $000 183,460 183,460 

Net surplus $000 66 66 

Clos�ng Taxpayers’ Funds 

Net current assets $000 (12,304) (12,304) 

Current ratio % 64 64 

Average debtors outstanding Days 100 100 

Average creditors outstanding Days 96 108 

Resource Ut�l�sat�on 

Physical and intangible assets: 

Total physical and intangible assets
  at end of the year $000 32,907 32,907 

Value per employee $000 24 24 

Additions as % of physical and intangible assets % 42 42 

Taxpayers’ funds: 

Level at end of the Year $000 18,498 18,498 

Level per employee $000 14 14 

Forecast Net Cash Flows 

Net cash inflow/(outflow) from operating activities $000 28,685 28,685 

Net cash inflow/(outflow) from investing activities $000 (13,885) (13,885) 

Net cash inflow/(outflow) from financing  activities $000 (1,726) (1,726) 

Net increase/(decrease) in cash held $000 13,074 13,074 
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Statement of Object�ves Spec�fy�ng the Performance 
Forecast for each Class of Outputs 
for the year end�ng 30 June 200� 
The Vote Health departmental appropriations structure is changed in 2007/08. The changes to the 
Departmental appropriations structure are intended to provide an output focus, as recommended 
by the guidelines provided by The Treasury. It will also provide a stronger foundation for the review 
of the Ministry, as it is independent of the Ministry’s structure. 

Revenue Revenue Revenue Total Surplus/ 
Crown Dept Other Expenses (Defic�t) 
$000 $000 $000 $000 $000 

Vote Health 

Administration of Funding and 
Purchasing of Health and Disability 
Support Services 31,993 - - 31,993 -

Administration of Legislation and 
Regulations 5,439 1,903 8,342 15,684 -

Funding and Performance of 
Crown Entities 7,982 - - 7,982 -

Information Services 43,097 126 - 43,223 -

Payment Services 21,340 - - 21,340 -

Servicing of Ministers and 
Ministerial Committees 12,886 - - 12,886 -

Strategy, Policy and System Performance 70,560 365 - 70,925 -

Total Vote Health 193,297 2,394 �,342 204,033 -
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Forecast Statement of Comm�tments 
as at 30 June 200� 

Forecast 
30/6/0� 

$000 

8,425 

7,725 

16,886 

12,883 

45,919 

Forecast 
1/7/07 

$000 

Operating lease commitments: 

7,269 Less than one year 

6,397 Between one and two years 

14,508 Between two and five years 

14,042 More than five years 

42,216 Total Comm�tments 

The Ministry has leases on its premises in Auckland, Hamilton, Wellington, Christchurch and 
Dunedin. The annual lease payments are subject to regular reviews, ranging from one year to four 
years. The amounts disclosed above as future commitments are based on the current rental rates. 

Operating leases include lease payments for premises, computer equipment to telephone 
exchange system, facsimile machines and photocopiers. 

The Ministry has entered into non-cancellable contracts for computer maintenance, building 
services and other contracts for services. 
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Memorandum Accounts 
for the year end�ng 30 June 200� 

Nat�onal Rad�at�on Laboratory 

Balance 
as at 

1/7/07 
$000 

Revenue 
$000 

Expenses 
$000 

Balance 
as at 

30/6/0� 
$000 

Licensing 225 686 (679) 232 

Total 225 6�6 (679) 232 

L�cens�ng 
A memorandum account was established in July 1998 for National Radiation Laboratory licensing 
activities required by the Radiation Protection Act 1965. 
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Forecast Statement of Trust Mon�es 
for the year end�ng 30 June 200� 

Balance 
as at 

1/7/07 
$000 

Contr�but�on 

$000 

D�str�but�on 

$000 

Revenue 

$000 

Expenses 

$000 

Balance 
as at 

30/6/0� 
$000 

District Health Boards 
Deposit Trust Account 300 4,146,998 (4,147,020) 15 - 293 

Total 300 4,146,99� (4,147,020) 15 - 293 

The District Health Boards Deposit Trust Account was set up to hold funds received from DHBs for 
the delivery of processing services and disbursements. 
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Statement of S�gn�ficant Underly�ng Assumpt�ons 
The forecast financial statements have been prepared on the basis of government policies, and in 
accordance with the Ministry’s Output Plan with the Minister of Health. 

The Statement of Intent incorporates the Government’s decisions to date on the devolution to DHBs 
of a range of rights and obligations under service funding agreements and statutory notices. 

Statement of S�gn�ficant Account�ng Pol�c�es: 
Departmental 

Report�ng ent�ty 
The Ministry of Health is a government department as defined by section 2 of the Public Finance 
Act 1989. 

These are the forecast financial statements of the Ministry of Health prepared pursuant to 
section 38 of the Public Finance Act 1989. 

Measurement system 
The forecast financial statements have been prepared on a historical cost basis, modified by the 
revaluation of certain fixed assets. 

Revenue 
The Ministry derives revenue through the provision of outputs to the Crown for services to third 
parties. Such revenue is recognised when earned and is reported in the financial period to which it 
relates. 

Cost allocat�on 
The Ministry has determined the cost of outputs using a cost allocation system that is outlined 
below. 

Cost allocation policy: Direct costs are charged directly to significant activities. Indirect costs are 
charged to significant activities based on cost drivers and related activity/usage information. 

Criteria for direct and indirect costs: ‘Direct costs’ are those costs directly attributed to an output.  
‘Indirect costs’ are those costs that cannot be identified in an economically feasible manner with a 
specific output. 

Direct costs assigned to outputs: Direct costs are charged directly to outputs. Depreciation is 
charged to business units on the basis of asset utilisation with the balance being charged as 
indirect costs. Direct personnel costs are allocated directly to the output expenses with the balance 
being charged as indirect costs. 

Basis for assigning indirect and corporate costs to outputs: Indirect costs (corporate services) 
are allocated over the output expenses, based on the proportion of full-time equivalent staff and 
contracts, and funding per output. 
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Debtors and rece�vables
 
Receivables are recorded at estimated realisable value after providing for doubtful and 
uncollectable debts. 

Operat�ng leases 
Leases where the lessor effectively retains substantially all the risks and benefits of ownership 
of the leased items are classified as operating leases. Operating lease costs are recognised on a 
systematic basis over the period of the lease. 

Property, plant and equ�pment 
Land and buildings are stated at fair value as determined by an independent registered valuer. Fair 
value is determined using market-based evidence. Land and buildings are revalued at least every 
three years. Additions to fixed assets between revaluations are recorded at cost. 

The results of revaluing land and buildings are credited or debited to an asset revaluation reserve 
for that class of asset. Where a revaluation results in a debt balance in the revaluation reserve, the 
debit balance will be expensed in the Statement of Financial Performance. 

All other fixed assets, or group of assets (other than IT equipment) that are material in aggregate, 
costing more than $4,000 are capitalised and recorded at cost. IT equipment costing more than 
$1,000 is capitalised and recorded at historical cost. Any write-down of an item to its recoverable 
amount is recognised in the Forecast Statement of Financial Performance. 

Intang�ble assets 
All purchased intangible assets are initially recorded at cost, and thereafter at either cost less any 
accumulated depreciation and any accumulated impairment losses, or where an active market 
exists, a revalued amount, being fair value at the date of the revaluation less any subsequent 
accumulated depreciation and any subsequent accumulated impairment losses. 

All capitalised development costs from internally generated intangible assets are amortised 
through the Statement of Financial Performance over the period of expected benefit. 

Where the capitalised development costs of a project exceed the amount that is recoverable from 
related future economic benefits, the excess will be expensed. 

Deprec�at�on 
Depreciation of fixed assets, other than work in progress and freehold land (which are not 
depreciated), is provided on a straight-line basis so as to allocate the cost (or valuation) of assets, 
to their estimated residual value, over their useful lives. 
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The useful lives of major classes of assets and associated depreciation rates have been estimated 
as follows: 

Class of assets Useful l�fe Deprec�at�on rate 

Buildings 40 years 2.5% 

Motor vehicles 3–5 years 20–33.3% 

Furniture and fittings 5–10 years 10–20% 

Machinery 5 years 20% 

Leasehold improvements 5–10 years 10–20% 

IT equipment 3 years 33.3% 

Scientific equipment 5 years 20% 

IT software 3–5 years 20%–33.3% 

The cost of leasehold improvements is capitalised and depreciated over the unexpired period of 
the lease or the estimated remaining useful lives of the improvements, whichever is the shorter. 

Work in progress is not depreciated. The total cost of work in progress is transferred to the 
appropriate asset class on its completion and then depreciated. 

Employee ent�tlements 
Provision is made in respect of the Ministry’s liability for annual leave, long-service and retirement 
leave and time off in lieu. Annual leave, time off in lieu and other entitlements that are expected 
to be settled within 12 months of reporting date, are measured at nominal values on an actual 
entitlement basis at current rates of pay. 

Entitlements that are payable beyond 12 months, such as long-services and retirement leave, have 
been calculated on an actuarial basis on present value of expected future entitlements. 

Payables 
These are payments due to suppliers for good and services received at balance date but not yet 
paid for. They are recorded at the estimated obligation to pay. 

Forecast statement of cash flows 
Cash means cash balances on hand, held in bank accounts, and deposits with the New Zealand 
Debt Management Officer (NZDMO). 

Operating activities include cash received from all income sources of the Ministry and record the 
cash payments made for the supply of goods and services. 

Investing activities are those activities relating to the acquisition and disposal of non-current 
assets. 

Financing activities comprise capital injections by, or repayment of the capital and surplus to, the 
Crown. 
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F�nanc�al �nstruments 
The Ministry is party to financial instruments as part of its normal operations. These financial 
instruments include bank accounts, short-term deposits, debtors and creditors. All financial 
instruments are recognised in the Forecast Statement of Financial Position and all revenues and 
expenses in relation to financial instruments are recognised in the Forecast Statement of Financial 
Performance. 

Except for those items covered by a separate accounting policy all financial instruments are shown 
at their estimated fair value. 

Goods and serv�ces tax (GST) 
The Forecast Statement of Financial Position is exclusive of GST except for Creditors and Payables 
and Debtors and Receivables, which are GST inclusive. All other forecast statements are 
GST exclusive. 

The amount of GST owing to or from the Inland Revenue Department at balance date, being the 
difference between output GST and input GST, is included in Creditors and Payables or Debtors and 
Receivables (as appropriate). 

Taxat�on 
Government departments are exempt from the payment of income tax in terms of the Income Tax 
Act 2004.  Accordingly, no charge from income tax has been provided for. 

Comm�tments 
Future expenses and liabilities to be incurred on contracts that have been entered into at balance 
date are disclosed as commitments to the extent that there are equally unperformed obligations. 

Cont�ngent l�ab�l�t�es 
Contingent liabilities are disclosed at the point at which the contingency is evident. 

Taxpayers’ funds 
The Crown’s net investment in the Ministry is shown as taxpayers’ funds. 

Changes �n account�ng pol�c�es 
These forecast financial statements to 30 June 2008 have been prepared in accordance with New 
Zealand International Financial Reporting Standards (NZIFRS). 

There have been no significant changes in accounting policies on transition to NZIFRS. The changes 
relate to the introduction of ‘intangible assets’ accounting policy, and the restating of the value of 
the Ministry’s fixed asset values, removing the ‘revaluations reserve’. 
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Schedule of Non-Departmental Appropr�at�ons 
for the year end�ng 30 June 200� 
The Schedule of Non-Departmental Appropriations details appropriations administered by the 
Ministry on behalf of the Crown. Figures are GST exclusive where applicable. 

Budget Est�mated Budget 
Actual 

2006/07 2006/07 2007/0� 
$000 $000 $000 

Vote Health 

Non-Departmental Output Expenses 

Health and Disability Support Services: 

Northland DHB 332,758 332,758 357,455 

Waitemata DHB 841,754 841,754 948,821 

Auckland DHB 808,100 808,100 839,868 

Counties Manukau DHB 799,410 799,410 857,753 

Waikato DHB 661,792 661,792 715,230 

Lakes DHB 208,093 208,093 219,328 

Bay of Plenty DHB 417,799 417,799 450,604 

Tairawhiti DHB 103,625 103,625 107,134 

Taranaki DHB 224,352 224,352 240,566 

Hawke’s Bay DHB 314,470 314,470 334,875 

Whanganui DHB 145,386 145,386 159,807 

MidCentral DHB 329,110 329,110 350,926 

Hutt DHB 255,901 255,901 267,101 

Capital and Coast DHB 478,106 478,106 509,514 

Wairarapa DHB 88,616 88,616 93,826 

Nelson-Marlborough DHB 275,079 275,079 294,045 

West Coast DHB 90,215 90,215 94,866 

Canterbury DHB 920,154 920,154 960,146 

South Canterbury DHB 116,589 116,589 128,002 

Otago DHB 378,444 378,444 397,813 

Southland DHB 212,137 212,137 223,091 

Total Health and D�sab�l�ty Support Serv�ces for DHBs �,001,�90 �,001,�90 �,550,771 

Clinical Training Agency - - 103,612 

Health services funding 116,605 116,605 291,833 

Management of residential health liabilities and 
Crown health enterprise debt 1,674 1,674 1,755 

Meningococcal vaccine programme 7,730 7,730 6,765 

Monitoring and protecting health and disability
  consumer interests 12,991 12,991 14,076 

National advisory and support services 340 340 340 
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 Schedule of Non-Departmental Appropr�at�ons (cont'd) 
for the year end�ng 30 June 200� 

Budget Est�mated Budget 
Actual 

2006/07 2006/07 2007/0� 
$000 $000 $000 

National child health services - - 28,768 

National contracted services – other - - 140,508 

National disability support services 755,908 753,658 859,563 

National elective services - - 201,037 

National emergency services - - 66,611 

National Māori health services - - 9,245 

National maternity services - - 108,661 

National mental health services - - 63,169 

National services 539,681 536,619 

Problem gambling services 20,324 20,324 17,289 

Public health service purchasing 328,795 327,495 396,435 

Scientific advice to support pest management strategies 
as they affect public health 53 53 53 

Total Appropr�at�ons for Non-Departmental Output Expenses 9,7�5,991 9,779,379 10,�60,491 

Other Expenses to be Incurred by the Crown 

Australian Kidney Foundation 15 15 15 

International health organisations 2,230 2,230 2,230 

Legal expenses  10,287 10,287 1,778 

Provider development  13,889 13,889 13,889 

Total Appropr�at�ons for Other Expenses to be 
Incurred by the Crown  26,421 26,421 17,912 

Cap�tal Expend�ture 

Deficit support for DHBs  38,000 38,000 

Equity for capital projects for DHBs and the New Zealand 
Blood Service  42,984 26,926 250,824 

Health sector projects  21,177 21,177 

New lending to DHBs  181,047 180,600 109,200 

Refinancing of DHB private debt  - - 70,000 

Residential care loans  20,000 10,718 20,000 

Response to significant health emergencies  20,230 20,230 3,524 

Rollover of Residual Health Management Unit loans  92,253 92,253 392,719 

Total Appropr�at�ons for Cap�tal Expend�ture  415,691 3�9,904 �46,267 

Total Non-Departmental Appropr�at�ons  10,22�,103 10,195,704 11,724,670 
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Schedule of Forecast Non-Departmental Revenue and 
Cap�tal Rece�pts 
for the year end�ng 30 June 200� 
The Schedule of Non-Departmental Revenue and Capital Receipts details non-departmental 
revenues and receipts the Ministry collects on behalf of the Crown. As these revenues are not 
established by the Ministry nor earned in the production of the Ministry’s outputs, they are not 
reported in the Ministry’s forecast financial statements. 

Est�mated 
Budget Actual Budget 

2006/07 2006/07 2007/0� 
$000 $000 $000 

Current Revenue 

Reimbursement from Accident Compensation Corporation: 

ACC – Reimbursement of Complex Burns Costs 6,300 6,300 3,000 

ACC – Reimbursement of Work-related Public Hospital Costs  19,662 19,662 19,662 

ACC – Reimbursement of Non-Earners Account  185,180 185,180 185,180 

ACC – Reimbursement of Self-Employed Public Hospital Costs  5,368 5,368 5,368 

ACC – Reimbursement of Earners’ Non-work-related 
Public Hospital Costs 56,358 56,358 56,358 

ACC – Reimbursement of Medical Misadventure Costs 1,716 1,716 1,716 

ACC – Reimbursement of Motor Vehicle-related Public 
Hospital Costs 46,687 46,687 46,687 

Total ACC Re�mbursements 321,271 321,271 317,971 

Payment of Capital Charge by DHBs 199,709 199,709 199,709 

Net Surplus from DHBs  (10,200) (10,200) -

Residual Health Management Rental  278 278 278 

Total Current Revenue  511,05� 511,05� 517,95� 

Cap�tal Rece�pts 

Repayment of Residential Care Loans 24,000 24,000 24,000 

Repayment of Equity by DHBs 49,445 49,445 49,445 

Total Cap�tal Rece�pts  73,445 73,445 73,445 

Total Revenue and Cap�tal Rece�pts 5�4,053 5�4,053 591,403 
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Schedule of Est�mated Non-Departmental Assets 
for the year end�ng 30 June 200� 

The Schedule of Non-Departmental Assets details the assets administered by the Ministry on 
behalf of the Crown. 

Budget Est�mated Budget 
Actual 

2006/07 2006/07 2007/0� 
$000 $000 $000 

Current Assets 

Cash 55,074 95,353 94,584 

Debtors: 

District Health Boards 12,112 7,870 7,216 

Others 85,547 80,507 77,161 

Inventory 50,978 49,780 50,978 

Total Current Assets 203,711 233,510 229,939 

Non-Current Assets 

Investments 1,585,492 1,423,131 1,783,155 

Advances – Residential Care Loans  70,811 70,811 70,811 

Total Non-Departmental Assets 1,�60,014 1,727,452 2,0�3,905 
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Schedule of Est�mated Non-Departmental L�ab�l�t�es 
for the year end�ng 30 June 200� 

The Schedule of Non-Departmental Liabilities details the liabilities administered by the Ministry on 
behalf of the Crown. 

Budget Est�mated Budget 
Actual 

2006/07 2006/07 2007/0� 
$000 $000 $000 

Current L�ab�l�t�es 

Payables and Provisions:

  Crown Entities 3,867 3,867 3,867

  Others 6,745 6,745 6,745 

Accrued Expenses:

  Crown Entities 423 423 423

  Others 352,984 352,984 352,984 

Total Non-Departmental L�ab�l�t�es 364,019 364,019 364,019 
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Statement of S�gn�ficant Account�ng Pol�c�es for 
Non-Departmental Schedules 

Report�ng ent�ty 
The forecast financial information for the Crown Vote Health has been prepared by the Ministry 
of Health and presents the public funds managed by the Ministry that are not incorporated in its 
forecast schedules. 

The Ministry is responsible for an effective and efficient management of revenue, expenditure, 
assets and liabilities on behalf of the Crown. These have been produced pursuant to section 38 of 
the Public Finance Act 1989. 

Measurement system 
The forecast non-departmental schedules have been prepared on a historical cost basis. 

Revenue and rece�pts 
Revenue from ACC recoveries and capital charges from DHBs is recognised when earned and is 
reported in the financial period to which it relates. 

Debtors and rece�vables 
Receivables from ACC recoveries are recorded at the value of the contract with ACC. Receivables 
from capital charges are recorded at estimated realisable value. 

Advances 
Advances are recorded at cost to providers of residential care. 

Investments 
Investments are recorded at cost of capital contributions, adjusted by the revaluation of land and 
buildings and the net worth of Crown entities at the year end. 

Payables and prov�s�ons 
Payables and provisions are recorded at the estimated obligation to pay. 

Accrued expenses 
Accrued expenses are recorded at the value of funding entitlements owning under the Crown 
Funding Agreements and the estimated value of the contracts started but not completed. 

F�nanc�al �nstruments 
Crown Vote Health is party to financial instruments as part of its normal operations. These financial 
instruments include bank accounts, short-term deposits, debtors and creditors. All financial 
instruments are recognised in the Schedules of Estimated Non-Departmental Assets and Estimated 
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Non-Departmental Liabilities and all revenues and expenses in relation to financial instruments 
are recognised in the Forecast Schedules of Non-Departmental Revenue and Non-Departmental 
Expenses. 

Goods and serv�ces tax (GST) 
The Forecast Schedule of Non-Departmental Assets and Liabilities is exclusive of GST except where 
creditors and payables and receivables, which are GST inclusive. All the other forecast schedules 
are GST exclusive. 

The Crown does not pay GST to Inland Revenue, except for ACC revenues received. The 
representative amount of GST owning at balance date is included in the creditors and payables. 
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Statement of Forecast Service Performance 

Statement of objectives 
The generic quantity, quality and timelines performance measures for all policy advice and 
briefings supplied by the Ministry of Health follow. 

Quantity 
Policy advice and briefings will be supplied on the basis agreed between the Minister of Health and 
the Director-General of Health.  Unanticipated briefing requests will be supplied to the minister as 
requested. 

Quality 
Policy advice will comply with the Ministry of Health’s standards for policy advice.  Briefings an 
advice will: 

• be clear, concise and logical 

•	 be factually accurate, practical and complete 

•	 have a clear statement of purpose 

•	 be presented in the correct format 

•	 consider options and implications 

•	 consider legal, financial and health service implications 

•	meet Cabinet Office requirements where relevant 

•	 comment on intersectoral implications 

•	 be peer reviewed 

•	 follow quality processes for briefings, recorded through the use of audit trails. 

The quality assurance procedures followed for ad-hoc ministerial advice will depend on the type of 
advice and the timeframe in which it is requested.  All advice will be signed out in accordance with 
delegated authority. 

•	 Feedback from Cabinet office on compliance with standards for Cabinet papers.
 

•	 Peer review to ensure that standards for policy advice are met.
 

•	 Feedback from the Minister on specific advice tendered.
 

•	 Regular meetings between the Minister and senior staff, and quarterly reports to the Minister 
on the Ministry’s progress against project outputs. 
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Timeliness 
Timeframes for policy projects will be met as agreed between the Minister of Health and the 
Ministry, unless modified with the Minister’s agreement. Short-term and ad hoc ministerial 
requests will be supplied within the required timeframes. The Ministry manager who is responsible 
for preparing the request monitors timeliness. 

Cost 
The out-turn for the year is within budget, in accordance with the Financial Statement of Objectives. 
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Departmental Output Expense: 
Administration of funding and purchasing of 
health and disability support services on behalf 
of the Crown 
This output expense provides interventions planned by the Ministry to deliver on a core operating 
function for the Ministry, that is funding and purchasing of health and disability support services 
on behalf of the Crown. 

The planned interventions allow funding and purchasing of some health and disability support 
services, the roll out of the national foundation certificate for home-based support service workers, 
and post-clinical education and training. 

The services funded and purchased will include some disability support services, public health 
services, specified screening services, mental health services, national personal health services 
and Māori health services. 

In relation to these services, this departmental output expense provides for the Ministry to: 

•	 plan for and undertake developments to improve the benefit of services funded by the Ministry 
of Health, including cross-agency co-operation and collaboration where appropriate 

• 	 fund services, including negotiating service agreements, provider audit and monitoring against 
contracts and national quality standards 

• 	 pay claims from people with a disability 

• 	 ensure the effective utilisation of services funding and analyses expenditure and service 
trends to inform budget monitoring. 

Performance measures 

Disability support services 
The Ministry will plan and fund disability support services specific to people with sensory, physical 
or intellectual disabilities (generally under 65 years old). This includes funding services such as 
community residential services, home support, respite, carer support and environmental support 
services.  Performance against an estimated 1200 service agreements will be monitored including 
(if applicable) the promotion of service quality in the health and disability workforce. 

The Ministry will ensure consumer and provider participation in developing and improving  
disability support services including nationwide consumer forums, representation of consumers on 
advisory groups and selection panels, and provider networks including Māori provider networks. 

The Ministry will implement ongoing development and enhancement programmes to improve 
disability support services including: 

•	 Environmental Support Services – accessibility and eligibility issues 

•	 Autism Spectrum Disorder (ASD) services including release and impact assessment of the ASD 
guidelines 

•	 workforce development for targeted groups such as home-based support service (HBSS) 
workers and needs assessment and service co-ordination (NASC) 
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•	 transparent and fair funding models 

•	 implementing a disability information system for NASCs. 

Public health  
Performance against an estimated 450 service agreements relating to public health will be 
monitored including collaborative planning and purchasing of Public Health Programmes  from 
DHBs, NGOs and Crown Entities to: 

• 	 strengthen the national alignment group model 

• 	 adapt public health services to the diversity of needs in the DHBs 

• 	 change the contracting approach to one of partnership – and for DHB public health funding, 
including public health unit activity, to be part of the Crown Funding Agreement. 

National Screening Programme 
Performance against an estimated 100 service agreements for the delivery of national screening 
programmes will be monitored. 

Mental health 
The Ministry will plan, fund, purchase, monitor and evaluate 102 contracts of mental health and 
addiction services in workforce development, research and development, provision of sector 
intelligence, problem gambling, alcohol and other drug services and primary mental health 
initiatives as part of implementing Te Kōkiri. 

Non-devolved health and disability services 
The Ministry will fund and purchase of a range of non-devolved personal health and clinical 
training services and contract the components of the child and adolescent oral health workstream, 
including the Clinical Training Agency. 

The Ministry will also administer: 

•	 the High Cost Treatment Pool (HCTP) 

•	 the contract with the Central Northern Adelaide Health Service, Australia, providing the 
administration and management of the Australia and New Zealand Dialysis and Transplant 
Registry (ANZDATA), the Australia and New Zealand Organ Donor Registry (ANZOD) and the 
Living Kidney Donor Registry (LKDR). 

The Ministry will implement the agreed hepatitis C no-fault proposal. 

All service agreements will be managed in accordance with the Ministry’s contracting standards. 

A quarterly report will be provided to the Minister on the Ministry’s performance as a funder in 
relation to the service agreements as specified. 

Administration of the Māori Provider Development Scheme 
Decisions on the allocation of funds will be in line with guidelines. The relevant DHB and Māori 
provider organisations will be involved in decisions where appropriate. Funds will be allocated to 
successful applicants across four categories.  Requests for applications, assessments, advice and 
payment of funds will meet the timeframes stated for the 2006/07 funding round. 
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Administration of funding and purchasing of health and disability 
support services 
Year Revenue Crown Revenue Department Revenue Other Total Expense 

$000 $000 $000 $000 

2007/08 31,993 - - 31,993
 

2006/07 - - - -
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Departmental Output Expense: 
Administration of legislation and regulations 
This output expense provides interventions planned by the Ministry to deliver on a core operating 
function for the Ministry, that is administration of legislation and regulations and meeting 
legislative requirements. 

These interventions are to administer and enforce statutory obligations, and meet health-specific 
legislative requirements that include: 

• 	 promoting improvement in public health and safety through statutory obligations set out in 
the Health Act 1956 (and to be strengthened by the development of the Public Health Bill), the 
Radiation Protection Act 1965, the Medicines Act 1981, and other public health statutes that 
provide for communicable disease control, and environmental health (including border control) 

• 	 leading the whole of government response in preparing for, and responding to, health 
emergencies requiring a government (national) response as described in the Civil Defence and 
Emergency Management Act 2002 

• 	 discharging the obligations and meet the health-specific requirements of  statutes 

• 	 implementing Te Kōkiri through the administration of legislative and statutory obligations and 
the protection of human rights for those affected by mental illness 

• 	 promoting continuous improvement in providing safe and quality-focused health and disability 
services through statutory obligations set out in the Health and Disability Services (Safety) Act 
2001 

• 	 promoting improvement in health and disability outcomes for people with intellectual 
disability through statutory obligations set out in the Intellectual Disability (Compulsory Care 
and Rehabilitation) Act 2003 

• 	 maintenance and review of the regulatory framework for quality and safety. 

Performance measures 

Radiation protection services and emergency management 
The Ministry will: 

• 	 provide an emergency response service 24 hours, seven days a week with regards to the 
harmful effects of ionising and non-ionising radiations 

• 	 provide training for those who respond to incidents involving ionising radiations, at a 
frequency and level determined by consultation with emergency response services 

• 	 publish the Annual Report on Environmental Radioactivity Monitoring in 2007. 

The delivery of the Ministry’s emergency management responsibilities (derived from the Civil 
Defence and Emergency Management Act 2002) will be measured through monitoring the 
delivery of the Ministry’s Emergency Management Work Programme. This will include monitoring 
the progress on projects planned for completion in 2007/08, emerging issues and emergency 
management workstreams continuing into outyears. 
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Environmental health, including border control and drinking-water 
• 	 Drinking-water quality management capacity building programmes started in six Pacific 

Islands. 

• 	 International ship sanitation regime implemented. 

• 	 A health support service framework developed for dioxin-exposed populations. 

• 	 Two hundred small water supplies are involved in the technical assistance programme. 

• 	 Revised lead, spraydrift, asbestos guidelines will be provided to DHB public health units. 

• 	 Implementation of Government’s decision on the sanitary works subsidy scheme. 

• 	 Health protection practitioner competency framework promulgated to DHBs. 

• 	 Training designated officers to dispense their statutory obligations. 

Regulation of medicines and medical devices and establishment of 
the ANZTPA and a new joint regulatory scheme with Australia 
Approximately 1525 new and changed medicines will be evaluated for their safety, effectiveness 
and quality. 

Approximately 43 audits will be undertaken for licences to manufacture medicines and licences 
to pack as required under the Medicines Act 1981, wholesalers, retailers, pharmacies, companies 
possessing and dealing in controlled drugs.   

The Ministry will: 

• 	 investigate complaints about medicine quality and breaches of the legislation 

• 	 monitor adverse reactions to medicines and provide updated prescribing advice 

• 	 evaluate and approve/reject clinical trial applications 

• 	 monitor aberrant prescribing 

• 	 enforce border control activities 

• 	 develop a new regulatory scheme to be administered by ANZTPA 

• 	 provide regulatory advice for the complementary medicines and medical devices sector to 
enable them to understand the new requirements and facilitate their transition into the new 
scheme. 

Administration of mental health legislation 
Produce the Office of the Director of Mental Health’s annual report and produce statistics on the 
use of Electroconvulsive Therapy annually by 30 June 2007. 

Administering public health legislation 
• 	 Report produced on the public health role of local government by 30 June 2008. 

• 	 Train statutory officers for legislative functions relating to public health. 

• 	 Public Health Bill select committee report back (contingent on LEG and introduction in April 
2007). 
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HealthCert 
The Ministry will review work carried out by designated audit agencies to ensure compliance with 
the standards that are approved under the Health and Disability Services (Safety) Act 2001. 

• 	 Certificates will be issued within 15 working days of receiving all the information that is 
required. 

• 	 Complaints will be responded to within seven working days of receipt. 

• 	 Reports will be completed within 15 working days of an investigation audit being completed 
and obtaining all relevant information. 

Administration of legislation and regulations 
Year Revenue Crown 

$000 
Revenue Department 

$000 
Revenue Other 

$000 
Total Expense 

$000 

2007/08 

2006/07 

5,439 

-

1,903 

-

8,342 

-

15,684 

-
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Departmental Output Expense: 

Funding and performance of Crown entities
 
This output expense provides interventions planned by the Ministry to deliver on a core operating 
function for the Ministry, that is achieving the Ministry’s outcomes at the system and societal level 
by providing advice on the ownership and performance of Crown entities. 

DHB and Crown entity ownership advice 
• 	 Developing funding advice to DHBs, incorporating interdistrict flows, and National Pricing and 

the population-based funding formula. 

• 	 Developing funding advice to other Crown health entities. 

• 	 Developing the planning and reporting requirements for DHBs and other Crown entities, 
managing the DHBs’ Crown Funding Agreements, and reviewing the performance reports on 
each DHB and other Crown entities. 

• 	 Advice on the performance of DHBs and other Crown health entities in delivering the 
Government’s New Zealand Health Strategy and New Zealand Disability Strategy. 

• 	 Advice on ministerial appointments to the governing bodies of the DHBs and other Crown 
entity boards and on the expectations of board members. 

• 	 Advice on industrial relations across the sector. 

• 	 Advice on best practice and policy for DHB elections, and assisting DHBs to meet their 
legislative obligations around DHB elections. 

• 	 Support and training for Māori participation in DHB decision-making. 

• 	 Leading the negotiations working towards the resolution of contemporary Treaty of Waitangi 
claims. 

• 	 Co-ordination of sector capital investment plans through the National Capital Committee and 
the assessment and management of sector capital business cases. 

• 	 Advice on governance issues affecting DHBs and other Crown entities, including conflicts of 
interest, succession planning, codes of conduct, delegation policies and approvals for 
co-operative and collaborative arrangements. 

DHB and Crown entity performance management 
• 	 Using the Monitoring Intervention Framework (MIF) for evaluating, recognising and encouraging 

improved DHB performance. 

• 	 Assisting DHB boards with the resolution of governance issues affecting board performance 
and the promotion of best governance approaches. 

• 	 Reviewing ongoing financial and non-financial performance of DHBs and Crown entities and 
the consideration of any appropriate interventions to achieve performance improvement. 

• 	 Aligning DHB accountability and monitoring arrangements with the work of the performance 
management and assessment steering group. 
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Performance measures 

Quantity 
The Ministry, via the National Pricing Programme (NPP), will provide analytical resources and 
project management support so that a National Price Book is produced, including a revised 
tertiary adjuster, in time for the 2007 funding programme. The NPP allows for a common process 
to develop national prices and hospital benchmarking information in a co-ordinated manner, 
reducing transaction costs in the sector and improving productivity through the development of 
best practice tools. 

The Ministry will maintain the Nationwide Service Framework so that the sector can take a 
consistent approach to methodologies and processes when analysing, funding and monitoring 
services. 

The Ministry will provide input in Pay and Employment Equity initiatives to ensure that sector views 
are considered. 

The Ministry will provide support, advice and information to DHBs to assist them to implement 
their Pay and Employment Equity action plans. 

Advice will be provided to the Minister regarding the 21 DHB District Annual Plans. 

The Ministry will conduct focused publicity campaigns aimed at encouraging candidates to stand 
for DHB elections and for the public to vote that allows for representation that better reflects the 
composition of DHBs’ populations. 

The Ministry will provide advice to the Minister on the 2007 DHB elections, including a breakdown 
of successful candidates, and recommendations for future election. 

The Ministry will conduct a centralised induction of board members.  

Advice with recommendations on any changes to the PBFF will be provided to the Minister of 
Health. 

Advice with recommendations on 2008/09 service agreements will be prepared for the Minister of 
Health. 

An evaluation of options to investigate a different method of collecting monthly financial 
information will be complete. 

Quality 
Advice will be provided in accordance with the Statement of Objectives. 

A survey of sector representatives shows satisfaction with the process and outcome of the review 
of DHB accountability arrangements. 

Timeliness 
Formal Monitoring Intervention Framework response occurs within eight weeks of confirmed 
material deterioration in performance to ensure reasons for deterioration are identified and 
corrective action taken. 
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Funding and performance of Crown entities
 
Year Revenue Crown Revenue Department Revenue Other Total Expense 

$000 $000 $000 $000 

2007/08 7,982 - - 7,982
 

2006/07 - - - -
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Departmental Output Expense: 
Information services 
This output expense provides interventions planned by the Ministry to deliver on a core operating 
function for the Ministry. 

These interventions provide for the collection and analysis of health information, including: 

• 	 Health Information and Strategy – custodianship of the Health Information Strategy for New 
Zealand (HIS-NZ). 

• 	 National Collections – custodianship and operational responsibility for national collections of 
health and disability information on behalf of New Zealanders. 

• 	 Health Records – custodianship and operational responsibility for national health event 
summaries on behalf of all New Zealanders. 

• 	 Data Quality and Analysis – the collection, processing, maintenance, analysis and 
dissemination of health data, public health intelligence (PHI), statistics and information 
including strategies to improve data quality and methods to improve data analysis. 

• 	 Information Access – responsibility for provisioning health information to the sector and 
appropriate information to wider stakeholders. 

• 	 National Systems – the maintenance and ongoing development of key national systems. 

• 	 Anchoring Framework – the maintenance and ongoing development of national indexes (ie, 
National Health Index and Health Practitioner Index) to ensure connectivity to data stored 
across national collections. 
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Performance measures
 
National Health Information Services 2005/06 Actual 2007/08 Estimate 

Quality 

Quantity 

Timeliness 

Quality 

Quantity 

Timeliness 

Development, maintenance and continuous
 
improvement of key national collections systems. 


Data loads for mental health information national
 
collection (MHINC), breast cancer screening & 

treatment (BCST), national minimum data set (NMDS) 

and national booking review system (NBRS) are 

processed (within 2 days of receipt). 


Availability of national health index (NHI) reporting to 

the sector. 


Progressively populate Health Practitioner Index (HPI) 

with practitioner level data from contracted registration 

authorities. 


Utilising data collected and stored within national
 
collection system to deliver a minimum of six statistical
 
health information published publications. 


The national health index (NHI) & medical warning 

system (MWS) availability (of time). 


Register cancers reported to NZHIS in accordance with 

the NZ Cancer Registry Act 1993 and Cancer Registry
 
Regulations 1994.
 

Code underlying cause of deaths for deaths and 

stillbirths registered in New Zealand, that are reported 

to NZHIS.
 

Requests for information from the clinical coding help 

desk are delivered as agreed with clients. 


National health index (NHI) technical help desk
 
availability. 


Request for information from client stakeholders are 

delivered as agreed with clients. 


Project outputs will meet quality standards, timelines
 
and costs as set out in the project plans as agreed 

between the Minister and Ministry.
 

Quarterly 

2 days 

Monthly 

N/A 

7 

98% 

New 

New 

64% 

24/7 

95% 

New 

Quarterly 

2 days 

Monthly 

100% pa 

6 

98% 

100% 

28,500 pa 

95% 

24/7 

95% 

Completed within 
timeframe 

National Systems Development Programme 2005/06 Actual 2007/08 Estimate 

Information services
 
Year Revenue Crown Revenue Department Revenue Other Total Expense 

$000 $000 $000 $000 

2007/08 43,097 126 - 43,223
 

2006/07 - - - -
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Departmental Output Expense: 
Payment services 
This output expense provides for the administration and monitoring of service agreements and 
payments for health benefits and service agreements. 

These services include: 

• payment and administration of agreements 

• payments to health providers for contracted services 

• payment clinical data collection from health provider claims 

• provision of information and reports relating to payment and other health data 

• audit and counter-fraud methodologies to ensure that health funds are applied legitimately 
and appropriately 

• patient eligibility administration. 

Heath sector payments and administration 2005/06 actual 2007/08 estimate 

70,000,221 90,000,000 

10,181 11,000 

13,974 14,000 

238,777 280,000 

100% 100% 

99% 100% 

64% 95% 

99% 99% 

Quality 

Timeliness 

Quality 

Claims (including capitation) and invoices
 
processed and paid. 


Agreements produced and processed. 


Monitoring reports loaded into the contract
 
management system. 


Applications for eligibility processed. 


Percentage of applications for eligibility processed 

within agreed timeframes.
 

Percentage of correct claims and invoices will be 

paid within agreed timeframes. 


Percentage of client calls answered successfully
 
(measured as an abandonment rate of no greater 

than 5 percent) by the call centre. 


Percentage of approved agreements issued to 

providers within five working day of approval. 


An audit programme will be conducted as specified in the Ministry of Health – District
 
Health Boards’ Memoranda of Understanding and monitored by the Information Liaison 

Group. 


A Memorandum of Understanding with the DHBs will be undertaken.
 

Agreements will be peer reviewed prior to issuing to providers. 


Payments of claims and invoices will be according to business rules within agreements.
 

Payment services
 
Year Revenue Crown Revenue Department Revenue Other Total Expense 

$000 $000 $000 $000 

2007/08 21,340 - - 21,340
 

2006/07 - - - -
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Departmental Output Expense: 

Servicing of Ministers and Ministerial committees
 
This output expense provides interventions planned by the Ministry to deliver on a core operating 
function for the Ministry, that is to provide Servicing of the Minister of Health, Associate Ministers 
of Health and Parliament. This includes: 

• 	 advice to ministers not related to interventions planned for the other departmental output 
expenses but which is either requested by ministers or is of such significance that a minister 
would be at risk if s/he was not briefed on the matter at hand 

• 	 the preparation of draft responses to ministerial correspondence, parliamentary questions, 
requests for briefing reports and speeches, the provision of replies to questions asked 
by the Health Committee in respect of the Estimates and Financial Review examinations, 
appointments to ministerial and occupational statutory bodies and committees, responses 
to petitions, select committee inquiries, and acting as advisor to select committees in their 
consideration of bills 

• 	 the provision of administrative and advisory services to Ministerial advisory committees 
serviced by the Ministry. 

Performance measures 

Policy advice 
Quantity Quality Timeliness 

As agreed between the 
Minister and the Ministry. 

All advice and briefings will meet 
the quality standards set out in the 
Statement of Objectives. 

Advice and briefings completed 
within the requested time frame. 

Ministerial correspondence 
This output concerns the provision of draft replies to Ministerial correspondence received by the 
Minister of Health and the Associate Ministers of Health. 

Quantity Quality Timeliness 

Provision of an estimated All draft replies peer reviewed and 90% of draft replies completed 
4500 draft replies. signed out in accordance with within 10 or 20 working days as 

delegated authority. requested. 

93% of replies signed off at first draft. 
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Parliamentary Questions 
This output concerns the provision of draft replies to oral and written Parliamentary Questions for 
the Minister of Health and the Associate Ministers of Health. 

Provision of an estimated All draft replies peer reviewed and 100% of draft replies to Questions 
3000 draft replies to  signed out in accordance with completed within the required 

Parliamentary Questions
 delegated authority. time frame. 

Quantity Quality Timeliness 

Briefing papers and preparation of speeches 
This output concerns the provision of briefing papers and draft speeches to the Minister of Health 
and Associate Ministers of Health. 

Quantity Quality Timeliness 

Provision of an estimated 
500 briefing requests and 
speech requests from the 
Minister of Health 

All advice and briefings will meet the 
quality standards for the provision of 
policy advice and briefings set out in 
the Statement of Objectives. 

100% completed within the 
required time frame. 

All draft replies peer reviewed and 
signed out in accordance with 
delegated authority. 

Official Information requests 
This output concerns the provision of advice on the interpretation and application of the Official 
Information Act 1982 and the provision of draft replies to requests for official information received 
by the Minister of Health, Associate Ministers of Health and the Director-General of Health. 

Quantity Quality Timeliness 

Provision of an estimated 
850 responses to requests 
for official information 

All decisions made in accordance 
with the provisions of the Official 
Information Act 1982. 

100% of requests for Official 
Information  completed within the 
required time frame. 

All draft replies peer reviewed and 
signed out in accordance with 
delegated authority. 
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Select Committee requests 
This output concerns the provision of written responses to written questions from the Health 
Committee relating to the Financial Review and Estimates examinations. 

Quantity Quality Timeliness 

Provision of 350  responses 
to written questions from the 
Health Committee relating 
to the Financial Review and 
Estimates examinations 

All draft replies peer reviewed and 
signed out in accordance with 
delegated authority. 

100% of written responses 
provided within the time frame 
requested by the Minister of Health 
and the Health Committee. 

Provision of advice and 
written reports to select 
committees 

All draft replies peer reviewed and 
signed out in accordance with 
delegated authority. 

Within the time frame requested by 
Select Committee. 

Appointments to Ministerial committees and statutory bodies and 
committees 
This output concerns the provision of support services to the Minister of Health in respect of his 
appointments to the following Ministerial committees and statutory bodies and committees. 

• Advisory Committee on Assisted Reproductive Technology 

• Cancer Control Council of New Zealand 

• Child and Youth Mortality Review Committee 

• Ethics Committee on Assisted Reproductive Technology 

• Health Information Strategic Action Committee 

• Health Practitioners Disciplinary Tribunal 

• Medical Council of New Zealand 

• Medical Laboratory Science Board 

• Medical Radiation Technologists Board 

• Medicines Adverse Reactions Committee 

• Medicines Classification Committee 

• Medicines Review Committee 

• Mental Health Commission 

• Midwifery Council 

• Health and Disability Ethics Committees 

• National Health Committee 

• National Kaitiaki Group 

• New Prescribers Advisory Committee 

• Nursing Council of New Zealand 

• National Ethics Advisory Committee 

• Occupational Therapy Board 
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• Optometrists and Dispensing Opticians Board 

• Osteopathic Council 

• Perinatal and Maternal Mortality Review Committee 

• Pharmaceutical Management Agency 

• Pharmacy Council 

• Physiotherapy Board 

• Plumbers, Gasfitters and Drainlayers Board 

• Podiatrists Board of New Zealand 

• Psychologists Board 

• Public Health Advisory Committee 

• Radiation Protection Advisory Council 

• Quality Improvement Committee (formerly EpiQual) 

Quantity Quality Timeliness 

An estimated 200 
appointments. 

All appointments to Ministerial 
Committees and Statutory Bodies and 
Committees made in accordance with 
the New Zealand Public Health and 
Disability Act 2000 and DPMC and 
SSC requirements. 

90% of appointments to statutory 
bodies and committees made 
prior to expiry of the term of 
appointment, except where the 
incumbent ceases to hold office 
prior to the expiry of their term. 
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Statutory and Ministerial Advisory Committee Support 

Quantity and quality 
The Ministry will provide secretariat support to the following committees in accordance with 
Ministry standards and committee expectations in accordance with the committee’s annual work 
plans: 

• Cancer Control Council of New Zealand 

• Quality Improvement Committee 

• Child and Youth Mortality Review Committee 

• Perinatal and Maternal Mortality Review Committee 

• National Ethics Advisory Committee 

• New Prescribers Advisory Committee 

• Advisory Committee on Assisted Reproductive Technology 

• Ethics Committee on Assisted Reproductive Technology 

• National Health Committee 

• Public Health Advisory Committee 

• Health and disability ethics committees 

• Health Information Strategic Action Committee 

• National Screening Advisory Committee  

• National Kaitiaki Group. 

Timeliness 
All milestones and timeframes as agreed between the statutory and ministerial committees and 
the Minister in annual work plans will be met. 

Servicing of Ministers and Ministerial Committees 
Year Revenue Crown Revenue Department Revenue Other Total Expense 

$000 $000 $000 $000 

2007/08 12,886 - - 12,886
 

2006/07 - - - -
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Departmental Output Expense: 

Strategy, policy and system performance
 
This output expense provides interventions planned by the Ministry to achieve progress on the 
current priorities of chronic disease, child and youth services, elective services, primary health 
care, health of older people, infrastructure and value for money. 

Reducing inequalities is a focus in each of these priorities to meet the Government’s expectations 
that the Ministry leads the ‘Better Health for All’ subtheme of the ‘Families – young and old’ theme 
in its transformative social policy. 

This output expense also provides interventions to develop the long-term sector strategic plan and 
monitoring the performance of the health system. 

Performance measures 

Minister’s priorities 

Reducing inequalities 
Four workshops, with a particular focus on the four regional cancer networks, will be conducted by 
30 June 2008 to raise awareness of the need to reduce inequalities. 

The Health Equity Assessment Tool with be reviewed by 30 June 2008 and a guide to its use will be 
developed to improve its uptake. 

The Pacific Health and Disability Action Plan will be reviewed by 29 February 2008 and 
implementation of the action plan for the next period will commence to improve Pacific health and 
to reduce inequalities. 

Chronic disease 

• 	 The Healthy Eating–Healthy Action (HEHA) social marketing campaign will be in place by 
31 August 2007 to facilitate progress on promoting the key messages from the HEHA strategy. 

• 	 The HEHA strategy evaluation will be in place by 31 December 2007 to determine the 
effectiveness of HEHA implementation and the future direction for the HEHA Strategy. 

•	 The first phase of the project to assess national capacity and capability required to meet 
future demand for cancer services, and address geographic and ethnic inequalities in access 
(including for Māori), will be completed by 30 September 2007 (Whakatātaka Tuarua). 

• 	 Four regional cancer control networks will be established with reporting frameworks by 
31 October 2007. 

•	 Intensive tobacco control programmes will be implemented in four high-needs DHBs 
(Whanganui, Tairawhiti, Lakes and Northland) by 31 December 2007. 

•	 DHB co-ordination pilots on suicide prevention that include contributing to the reduction of 
Māori suicidal behaviour, will be established by 31 March 2008 (Whakatātaka Tuarua). 

• 	 Update of the framework for the provision of forensic mental health services will be completed 
by 30 November 2007. 
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• 	 A breastfeeding social marketing campaign will be in place by 31 March 2008 to facilitate 
progress on the breastfeeding health target. 

• 	 All BreastScreen Aotearoa lead providers will migrate to one software system, namely the Orion 
Soprano BreastScreening system, by 30 June 2008 in order to address performance issues 
with other existing information systems, and to meet the accreditation requirements of the BSA 
Data Management Manual version 4.0. 

The actions of the National Screening Unit Reducing Inequalities Action Plan completed by 
30 June 2008: 

– 	 review the funding and contracting arrangements with independent service providers and 
other providers 

– 	 develop measurable and meaningful performance indicators to incentivise providers 

– 	 strengthen the focus of screening in DHB District Strategic Plans and District Annual Plans. 

• 	 The first year of the three-year joint work programme (with DHBs) for Te Kōkiri: The Mental 
Health and Addiction Plan will be implemented by 30 June 2008 including: 

– 	 completion of phase 1 of the update of the Mental Health Service Coverage Schedule 
including clarifying the existing document and establishing minimum access levels 

– 	 the development of a new framework for the Mental Health service specifications and the 
application to at least one service area 

– 	 the development of a monitoring framework 

– 	 review of Te Puawaitanga: Māori Mental Health National Strategic framework. 

• 	 The review and update of the Opioid Treatment Guidelines will be completed by 30 June 2008. 

• 	 The first phase of the project to assess national capacity and capability required to meet 
future demand for cancer services, and address geographic and ethnic inequalities in access 
(including for Māori), will be completed by 30 September 2007 (Whakatātaka Tuarua). 

• 	 DHB co-ordination pilots on suicide prevention, that include contributing to the reduction of 
Māori suicidal behaviour, will be established by 31 March 2008 (Whakatātaka Tuarua). 

Child and youth services 

• 	 The ‘Ready for School’ pilot will be in place by 31 August 2007, with the ‘Ready for School’ 
check national implementation phased in from 29 February 2008. 

• 	 The well child service review, which will promote whānau ora and improve the delivery of well 
child services to tamariki Māori, will be completed by 29 February 2008 (Whakatataka Tuarua). 

• 	 Guidelines for targeted chlamydia testing will be completed by 29 February 2008.  

• 	 Public health education and media campaign on safe sex will be under way by 31 May 2008 to 
follow up the ‘Hubba’ campaign of 2004–05. 

• 	 Implementation of a Family Violence death review process will be completed by 30 June 2008. 

• 	 The policy environment for maternity services in a devolved DHB context will be completed by 
30 June 2008. 

• 	 The review and update of the child and youth mental health and addiction policy and service 
delivery framework will be completed by 30 June 2008. 

• 	 The National Immunisation Schedule, including the pneumococcal vaccine, will be 
implemented by 30 June 2008. 
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Elective services 

• 	 Formal Monitoring Intervention Framework response will occur within eight weeks of confirmed 
material deterioration in performance. 

• 	 Contracts for new initiative money will be monitored throughout the financial year. 

Primary health care 

• 	 Stronger PHOs, as evidenced by: 

– 	 production of a good governance guide by 30 September 2007 

– 	 participation in governance workshops and training by PHO board members so that they 
better understand their roles and obligations. At least four courses/sessions during the 
2007/08 

– 	 description of the key capabilities required of PHOs to assist DHBs and PHOs with their 
planning and capability development by 30 June 2008. 

• 	 A chronic disease focus in primary health care, as evidenced by: 

– 	 findings from the evaluation of the mental health initiatives completed by 30 June 2008 

– 	 completion of review of best practice guidelines for the management of depression in 
primary health care settings by 30 December 2007 

– 	 a reviewed scope for the Care Plus Programme by December 2007.  

• 	 Better alignment of accountabilities and funding as evidenced by next stage of funding formula 
review completed by 30 December 2007. 

Health of older people 

• 	 A Cabinet paper updating progress and advising on next steps on community-based aged care 
and funding of aged-care services in support of the Minister’s priority for the health of older 
people will be completed by 10 December 2007. 

• 	 Report on gaps in services supporting continuum of care for older people will be completed by 
30 May 2008. 

Infrastructure – National Systems Development Programme 
The National Systems Development Programme has been implemented as agreed between the 
Minister and Ministry. The programme consists of six workstreams, 28 portfolios and within these 
portfolios are 129 projects. By June 2008 this progressive programme will have completed some 
key stabilisation and standards projects that will provide foundation capability for enhancing 
sector-wide health information, connectivity and systems. The remainder of the deliverables will be 
achieved by June 2010. 

The programme will monitor all programme costs on a weekly basis against forecast and report 
monthly as per its governance framework.  Timeliness performance will be measured by measuring 
percentage of on-time deliverables against the plan. 
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Infrastructure – workforce 
• 	 New Zealand’s Health Career framework, in partnership with District Health Boards New 

Zealand, will be published and disseminated by 31 October 2007 to map health and disability 
careers to support staff retention and innovations in workforce planning and development. 

• 	 A Cabinet paper to implement the Workforce Taskforce (advisory to the Minister of Health) 
recommendations on streamlining medical education and training to produce medical 
practitioners who are fit for purpose and for practice in the minimum time period, will be 
completed by 29 February 2008. 

• 	 Under the Health Practitioners Competence Assurance Act 2003, the Ministry is required to 
commence a review of the operation of the Act. This review will be commenced by 
30 November 2007 with a view to completion by December 2008. 

• 	 The development of a Mental Health and Addiction Core Competencies Framework will be 
completed by 30 June 2008. 

• 	 The development of a National Training Plan for Mental Health and Addiction workers will be 
completed by 30 June 2008. 

• 	 A Public Health Workforce Development Implementation Plan will be completed by 
30 June 2008. 

• 	 A national body to co-ordinate public health workforce development established by 30 June 2008. 

Value for money 
• 	 Dependent on the output of health sector survey about multiple audits in the health and 

disability sector (June 2007), a Cabinet paper on implementing specific feasible solutions to 
improve efficiency in health provider audits will be completed by 31 August 2007. 

• 	 National Service and Technology Review Advisory Committee (NSTR) analyses, reviews, ranks 
and makes recommendations on business cases submitted to the committee by 
30 September 2007. 

• 	 The review of the mental health sector service standards will be completed by 
30 November 2007. 

• 	 A health impact assessment unit will be established within the Ministry of Health by 
31 May 2008.  

• 	 The development of DHB key mental health performance indicators will be developed by 
30 June 2008 

• 	 Two DHB reviews relating will be undertaken by 30 June 2008. 

Long-term sector plan development 
• 	 A long-term sector strategic plan will be completed by 4 December 2007. 

• 	 Implementation of government decisions on allocating funding responsibility for long-term 
support services for people with chronic health conditions will be completed by 30 June 2008. 
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System performance 

• 	 The Director-General’s annual report on the state of the public health will be completed 
by 30 September 2007. 

• 	 The Minister’s report on the implementation of the New Zealand Health Strategy will be 
completed by 14 December 2007. 

Strategy, policy and system performance 
Year Revenue Crown Revenue Department Revenue Other Total Expense 

$000 $000 $000 $000 

2007/08 70,560 365 - 70,925
 

2006/07 - - - -
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