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Message from the Chairman and Chief Executive 

We are pleased to present our Annual Plan for the 2010/11 financial year.  This document reflects our continued 
commitment to improving the health and wellbeing of the Canterbury population in line with the strategic priorities set in 
our District Strategic Plan.  It also reflects our commitment to clinical leadership and to ǿƻǊƪƛƴƎ ŎƻƭƭŀōƻǊŀǘƛǾŜƭȅ ŀǎ ΨƻƴŜ 
health systemΩ, with the patient at the centre. 

Population growth, the increasing burden of long-term conditions, the current fiscal environment and the ageing of our 
population are placing significant pressure on our capacity to deliver services.  With the growing demand for more 
complex health services and the corresponding ageing of our health workforce, there are major risks around the future 
viability of a range of services, particularly more specialised services and those used predominately by our older 
population groups. 

If we make no change to the way we fund or deliver services, population growth and demand projections indicate that by 
2020 - just to stand still - Canterbury will need an additional hospital the size of Christchurch Hospital, 2,000 additional rest 
home beds and a 20% increase in the number of Canterbury GPs.   

Knowing these challenges lie ahead, we have embarked on a collaborative journey with clinical leaders, stakeholders and 
consumers from across the system and agreed on a Ψwhole of systemΩ approach to a sustainable future.  Acting on our 
collaborative vision, we are transforming the way we work; developing alternative models of care, reconfiguring 
traditional models and redesigning patient pathways.  Through this transformation, we are building the capacity required 
to meet the future needs of our community and improve health outcomes for our population. We have achieved a number 
of significant successes over the past year, which are highlighted throughout this document.  These initial successes are 
only the beginning of a much longer journey.  Over the coming year we will build on this momentum to redefine the way 
we deliver services to our community. 

There are changes in emphasis throughout this document, which reflect both what we have learnt over the past two years 
and the priorities of a new GovernmentΦ  ¢ƘŜǊŜ ƛǎ ƳƻǊŜ ƻŦ ŀ ŦƻŎǳǎ ƻƴ ǇǳǘǘƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘ ŀǘ ǘƘŜ ŎŜƴǘǊŜ ǎƻ ǘƘŀǘ Ψthe right 
person receives the right care and support, from the right person, at the right time and in the right placeΩΦ 

The development of joint pathways across primary and secondary services has been prioritised to improve the patient 
journey and reduce duplication and delay across the whole of the health system.  Clinical quality is also a key focus and 
improves the flow ƻŦ ǇŀǘƛŜƴǘǎ ǘƘǊƻǳƎƘ ƻǳǊ ǎŜǊǾƛŎŜǎΦ  ¢Ƙƛǎ ŀǇǇǊƻŀŎƘ ƛǎ ŦƻǳƴŘŜŘ ƻƴ ǘƘŜ ǊŜŎƻƎƴƛǎŜŘ ǇǊƛƴŎƛǇƭŜǎ ƻŦ ΨƭŜŀƴ 
ǘƘƛƴƪƛƴƎΩ ŀƴŘ ǘƘŜ ōŀǎƛǎ ǘƘŀǘ ŘŜƭŀȅǎ ƛƴ ǇŀǘƛŜƴǘ ŎŀǊŜ ŀǘ ŀƴȅ ǎǘŀƎŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘ ƧƻǳǊƴŜȅ ŎǊŜŀǘŜ Ǌƛǎƪ ŀƴŘ ǇǊƻǾƛŘŜ ǇƻƻǊŜǊ ƘŜŀƭǘƘ 
outcomes, in addition to higher costs.  Our shared decision making, achieved through partnerships between clinical 
leaders and management, will ensure that strategic and operational decisions are as effective as possible. 

To further support our transformation of service models and patient pathways we have begun a major facilities redesign; 
embracing the opportunity to combine capital investment and effective service planning to significantly improve the 
performance of our health system.  The key focus of this redesign will be the co-location of inter-related services to 
improve patient flow and the quality of care, take advantage of service delivery efficiencies and make better use of our 
valuable workforce. 

This facilities redesign will sit alongside national momentum for change in primary care service delivery models and the 
ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ΨBetter, Sooner, More Convenient Health CareΩ ŘƛǊŜŎǘƛƻƴΦ  In response to the Minister 
of HealthΩǎ ǊŜǉǳŜǎǘ, the Canterbury Clinical Network, supported by the DHB, has submitted a business case for the 
transformation of health services in Canterbury.  We recognise that this is not just about primary care, but is part of the 
whole direction for Canterbury, and supporting the implementation of the business case will be a major priority for us in 
2010/11. 

We recognise the need to work closely with our regional DHB partners to address the challenges facing the health sector.  
We are formalising our long-standing clinical partnership arrangements with the West Coast DHB, along with joint CEO 
arrangements, clinical appointments, service development and service planning and shared back-office services.  This 
closer collaboration will provide greater certainty in terms of both the planning and delivery of health services for the 
population of both DHBs, as well as supporting the development of a more appropriate workforce in both locations.  Over 
the coming year, we will also make some key decisions around how we organise services across the whole of the South 
Island in order to ensure our wider population has access to sustainable services in the future.   

The following document provides an overview of the busy life and exciting developments for the coming year. Compared 
to the activity of all the people working day and night for our patients and community, this is a small snapshot.  The Plan is 
focused on the delivery of significant projects and transformation, in line with the priorities established in our District 
Strategic Plan and the expectations of the Minister of Health and our community. 
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As we move forward with the transformation of our health system, we expect to engage with our stakeholders, clinical 
partners and workforce and to consult our community on significant changes to service delivery models, land disposals and 
on the future direction of health services in Canterbury through the review of our District Strategic Plan.  

We believe that the Canterbury health system has the foundations for a sustainable future, and while things are good, we 
want to keep making them better.  We are proud of the partnerships we have established and the improvements we have 
achieved for our community over the past year.  Thank you to all those people who have worked alongside us to make 
success possible.  We look forward to another year of achievement to further improve the delivery of health and disability 
services to our community. 

 

Signatories 

 

 

 

 

Alister James      David Meates         Honourable Tony Ryall  
Chairman CDHB     Chief Executive CDHB         Minister of Health 

 

 

 

   
 

Alister James (Chairman) at the opening of the 
Kaiapoi Dental Clinic, one of a network of new 
clinics that will improve the oral health of 
children and young people across both 
Canterbury and South Canterbury.  

 David Meates (CEO) receives 
/ŀƴǘŜǊōǳǊȅ 5I.Ωǎ /ŜǊǘƛŦƛŎŀǘŜ ƻŦ 
Accreditation from Peter Rose, Chief 
Executive, Quality Health New Zealand. 

 David Meates helps lay the concrete for 
the bunker housing our new Linear 

Accelerator which will reduce radiation 
treatment wait times across the South 

Island. 
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άaŜƳōŜǊǎ ƻŦ ǘƘŜ Ǉǳōƭic are welcome 
to attend, and observe, any Board or 
Statutory Committee meeting where 
decisions will be made.  Meeting 
ƴƻǘƛŎŜǎ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴ ǘƘŜ 5I.Ωǎ 
ǿŜōǎƛǘŜ ǿǿǿΦŎŘƘōΦƎƻǾǘΦƴȊΦέ  

ALISTER JAMES 
Chairman, Canterbury DHB  

1 Introducing the Canterbury DHB 

The Canterbury DHB is the second largest by population of the twenty-one DHBs established in 2000 under the New 
Zealand Public Health and Disability Act (NZPHD Act), and the largest by geographical area.  Our region extends from 
Kekerengu in the North, to Rangitata in the South and Arthurs Pass in the West and comprises the six Territorial Local 
Authorities of Kaikoura, Hurunui, Waimakariri, Christchurch City, Selwyn and Ashburton. 

We collaborate with other health and disability organisations, stakeholders and our community to decide what health and 
disability services are needed and how to best use the funding we receive from Government to improve, promote and 
protect the health, wellbeing and independence of our population.   

Through this collaboration, we ensure that services are well coordinated and cover the full continuum of care, with the 
patient at the centre.  These collaborative partnerships also allow us to share resources and reduce duplication, variation 
and waste across the whole of the health system to achieve the best health outcomes for our community. 

As the Canterbury DHB we: 

Á Plan the strategic direction for health and disability services in Canterbury, in partnership with clinical leaders, 
stakeholders and our community and in consultation with other DHBs and service providers; 

Á Fund the majority of health and disability services provided in Canterbury, through relationship and service contracts 
with other health and disability service providers; 

Á Provide health and disability services primarily for the population of Canterbury, but also for people referred from 
other DHBs where more specialised or highly complex services are not available; and 

Á Promote, ǇǊƻǘŜŎǘ ŀƴŘ ƛƳǇǊƻǾŜ ƻǳǊ ǇƻǇǳƭŀǘƛƻƴΩs health and wellbeing through health promotion, health education and 
the provision of evidence-based public health initiatives.  

In addition to these responsibilities, we are the largest employer in the South Island, with over 8,000 staff employed across 
our fourteen hospitals and numerous community bases.  There are also a similar number of people employed in delivering 
health and disability services through the rest of the Canterbury health system, funded either directly or indirectly by the 
Canterbury DHB. 

 

 

 

 

 

 

 

 

 

 
 

1.1   Organisational Structure 

We have an established governance and organisational structure, based on the 
requirements of the NZPHD Act, through which the DHB functions (Appendix 1 
provides an organisational chart of the Canterbury DHB). 

Governance and Corporate Division - the Management of the DHB 

The Board assumes the Governance role and is responsible to the Minister of Health 
for the overall performance and management of the DHB.  Its core responsibilities are 
to set the strategic direction for the DHB and to develop policy that is consistent with 
Government objectives and improves health outcomes for our population.  The Board 

also ensures compliance with legal and accountability requirements and maintains 

OUR VISION 
¢' a'¢h¦ a!¢!YL¢9 

OUR VALUES 
' a'¢h¦ ¦!w! 

OUR WAY OF WORKING 
Y' I¦!wL a!IL 

To promote, enhance and facilitate 
the health and wellbeing of the 
people of Canterbury. 

Ki te whakapakari, whakamaanawa 
me te whakahaere i te hauora mo te 
ƻǊŀƪŀǇŀƛ ƻ ƪņ ǘņƪŀǘŀ ƻ ǘŜ ǊƻƘŜ ƻ 
Waitaha. 

Care and respect for others. 
Manaaki me te kotua i etahi atu. 

Integrity in all we do. 
IŀǇŀƛ ƛ ŀ Ƴņǘƻǳ ƳŀƘƛ ƪŀtoa i ruka i te pono. 

Responsibility for outcomes. 
YŀƛǿƘŀƪŀǊƛǘŜ ƛ ƪņ ƘǳŀΦ 

 

Be people and community focused. 
!ǊƻǘŀƘƛ ŀǘǳ ƪƛ ƪņ ǘņƪŀǘŀ ƳŜƪŀΦ 

Demonstrate innovation. 
Whakaatu whakaaro hihiko. 

Engage with stakeholders. 
Tu atu ki ka uru. 
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relationships with the Minister of Health, Parliament and the Canterbury community.  Seven Board members are elected 
ōȅ ǘƘŜ /ŀƴǘŜǊōǳǊȅ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ŦƻǳǊ ŀǊŜ ŀǇǇƻƛƴǘŜŘ ōȅ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΦ  ¢ƘŜǊŜ ŀǊŜ ŎǳǊǊŜƴǘƭȅ ǘǿƻ aņƻǊƛ ƳŜƳōŜǊǎ 
on the Board and three practicing clinical members. 

Three statutory (mandatory) advisory committees and three non-statutory committees have been established to assist the 
Board to meet its responsibilities.  The membership of these committees is comprised of a mix of Board members and 
community representatives who meet regularly throughout the year. They include both ŎƭƛƴƛŎŀƭ ŀƴŘ aņƻǊƛ ƳŜƳōŜǊǎ, who 
contribute clinical and cultural experience and understanding to decision making.  As part of CanterburyΩǎ commitment to 
shared decision making, front-line staff and clinical leaders also regularly present to the Board and Committees to provide 
a working perspective and technical advice to members.1    

Á The Hospital Advisory Committee - monitors the financial and operational performance of our hospital and specialist 
services, assessing strategic issues relating to those services and providing advice to the Board. 

Á The Community and Public Health Advisory Committee and the Disability Support Advisory Committee (delivered 
through the same body of membership) - provide the Board with advice on the health and disability needs of our 
population, assess how the services we fund or provide and the policies we adopt will impact on our population and 
promote the inclusion, participation and independence of people with disabilities.   

Á The Quality, Finance, Audit and Risk Committee - enhanŎŜǎ ǘƘŜ .ƻŀǊŘΩǎ ƎƻǾŜǊƴŀƴŎŜ ŦǳƴŎǘƛƻƴ ōȅ monitoring and 
providing advice on the financial operation of the DHB and monitoring quality and clinical risk issues. 

Á The Remunerations and Appointments Committee - manages the employment of the Chief Executive and other 
specific industrial and employment matters. 

Á The Facilities Development Project Committee - monitors and reviews the overall planning, progress and direction of 
the Canterbury DHB Facilities Development Programme. 

²ƘƛƭŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜ 5I.Ωǎ ƻǾŜrall performance rests with the Board, it has a delegation policy assigning 
operational and management matters to the Chief Executive.  The Chief Executive is supported by an Executive 
Management Team, which includes General Managers of Planning and Funding, Community and Public Health, Finance, 
Communications, Human Resources and Corporate Services, along with the 9ȄŜŎǳǘƛǾŜ 5ƛǊŜŎǘƻǊ ƻŦ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ IŜŀƭǘƘΣ 
the Chief Medical Officer, the Director of Allied Health and the Executive Director of Nursing, who provide cultural and 
clinical leadership, input into Board and Committee decision making and oversight of patient safety and quality. 

Planning and Funding Health and Disability Services 

The Planning and Funding Division of the DHB is responsible to the Chief Executive for planning and funding health and 
disability services in Canterbury and determining how best to invest the funding we receive from Government to meet the 
health needs of our population.  The core responsibilities of the Planning and Funding Division are: 

Á Assessing our populationΩs current and future health needs; 

Á Determining the best mix and range of services to be purchased; 

Á Building partnerships with service providers, Government agencies and other DHBs; 

Á Engaging with our stakeholders and community through participatory consultation; 

Á Leading the development of new service plans and strategies in health priority areas;  

Á Prioritising and implementing national health and disability policies and strategies in relation to local need; 

Á Undertaking and managing contractual agreements with service providers; and 

Á Monitoring, auditing and evaluating service delivery. 

Through our Planning and Funding Division, we enter into service agreements or arrangements with the organisations or 
individuals who can best provide the health and disability services required to meet the needs of our population, achieve 
the objectives of the DHB and enhance efficiencies across the whole of the health system. This includes an internal service-
level agreement with our Hospital and Specialist Services and over 1,400 service-level agreements with external providers.   
 
Providing Health and Disability Services 

As well as being responsible for planning and funding the health and disability services that will be delivered in Canterbury, 
we also provide a significant share of those services ŀǎ ǘƘŜ ΨƻǿƴŜǊΩ of hospital and specialist services.  These services are 

                                                
1  There are 5 clinical members on the Hospital Advisory Committee and 4 on the Community and Public Health and Disability Advisory Committee. 
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ά9ƳǇƻǿŜǊƛƴƎ ƻǳǊ population to 
make healthy lifestyle changes relies 
heavily on a comprehensive cross-
sector approach and a true 
partnership, not just with other 
community organisations, but with 
ǘƘŜ ŎƻƳƳǳƴƛǘȅ ƛǘǎŜƭŦΦέ 

EVON CURRIE 
GM Community and Public Health 

provided through our Hospital and Specialist Services Division, which consists of six service divisions: Medical and Surgical 
Services, Mental Health Services, Rural Health Services, ²ƻƳŜƴΩǎ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ, Older PŜǊǎƻƴǎΩ Health and 
Rehabilitation Services, and Hospital Support and Laboratory Services (Appendix 2 provides an overview of the hospital 
and specialist services provided by the Canterbury DHB.) 

Our fourteen hospitals are also managed by the Hospital and Specialist Services Division, and while the majority of hospital 
and specialist services are provided from these hospitals, some specialist services are delivered from community bases or 
through outreach clinics.  A significant proportion of specialist mental health services are provided in community settings. 

Because of the size of the Canterbury DHB, we provide an extensive range of higher level hospital and specialist services.  
While our responsibility is primarily for the population of Canterbury, many of our services are also provided to people 
referred from other DHBs where more specialised or higher level services are not available.  We are the major tertiary 
provider in the South Island and have established a formal arrangement with the West Coast DHB for closer clinical 
collaboration and service provision.   

Some of the services we provide on a regional basis include: brain injury rehabilitation; pain management; eating disorder 
services; child and youth inpatient mental health services;  forensic services; fetal medicine; gynaecology oncology 
services; cervical cytology services; paediatric neurology and respiratory services; endocrine and diabetes services for 
children; paediatric surgery; neonatal transport and retrieval services; haematology/oncology services, cardiothoracic 
services, gastroenterology, respiratory medicine, neurosurgery, plastic surgery and ophthalmology services.  

We also provide services on a national or semi-national basis, where we are the only provider, or one of only two 
providers in the country, including endocrinology services, spinal services, paediatric oncology and laboratory services, 
including providing specialist referral laboratory services for all of the South Island and lower half of the North Island, 
national Gynaecology Cytology Training and being the national Measles Laboratory and the tertiary hub for Labnet.2 

Other DHBs who refer people to Canterbury are responsible for meeting the costs of the services provided to their 
population, ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ΨƛƴǘŜǊ-ŘƛǎǘǊƛŎǘΩ ǎŜǊǾƛŎŜǎ ƻǊ LƴǘŜǊ-District Flows (IDFs).  Likewise, for those few services that cannot 
be provided in Canterbury, we have funding arrangements in place enabling Canterbury residents to travel outside the 
region.  We also deliver against service delivery contracts with external funders, such as the Accident Compensation 
Corporation (ACC).  We closely monitor IDFs and ACC volumes to ensure our ability to provide for our own population is 
not adversely affected by demand from outside the region. 

Promoting Community Health and Wellbeing 

Good health is also determined by many factors, or social determinants of health, which sit outside of the traditional 
health system (e.g. education, housing and income).  Our partnerships with other agencies ς including local and regional 
councils, Mental Health Commission, Child Youth and Family, Police, Housing NZ, the Ministries of Education and Social 
Development and ACC ς  are therefore vital in creating and supporting social and physical environments that prevent 
illness and reduce the risk of ill health. 

Our Community and Public Health Division provides regional public and population health services on behalf of the 
Canterbury, West Coast and South Canterbury DHBs, and covers the largest geographic area of any public health service in 
the country.  We also share Healthy Eating, Healthy Action (HEHA) resources between Canterbury and the West Coast with 
joint service development management in place.  

Through our Community and Public Health Division and our HEHA contracts we support 
collaborative ventures and initiatives that focus on the reduction of behavioural and 
environmental risk factors to reduce long-term conditions and injury.  This includes 
improving nutrition, increasing physical activity and reducing tobacco smoking, alcohol 
ŎƻƴǎǳƳǇǘƛƻƴ ŀƴŘ ƻǘƘŜǊ Ǌƛǎƪ ōŜƘŀǾƛƻǳǊǎΦ  ²ƻǊƪƛƴƎ ŎƻƭƭŀōƻǊŀǘƛǾŜƭȅ ǘƻ ǇǊƻǾƛŘŜ ΨǎŀŦŜΩ 
social and physical environments for our younger populations is also a focus, and 
strategies to reduce inequalities in health outcomes prioritise work in areas of high 
need, such as education settings, worƪǇƭŀŎŜǎ ŀƴŘ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŎƻƳƳǳƴƛǘƛŜǎΦ   

Our Community and Public Health Division also delivers population and public health 
services and supports the development of healthy and safe physical and social 

ŜƴǾƛǊƻƴƳŜƴǘǎΣ ǿƛǘƘ ŀ ŦƻŎǳǎ ƻƴ ƳŀƪƛƴƎ ΨǘƘŜ ƘŜŀƭǘƘȅ ŎƘƻƛŎŜ ǘƘŜ Ŝŀǎȅ ŎƘƻƛŎŜΩ ǘƘǊƻǳƎƘ ƘŜŀƭǘƘȅ ƘƻǳǎƛƴƎΣ ǎƳƻƪŜŦǊŜŜ 
environments and encouraging physical activity.  This Division also leads collaboration on safeguarding water quality, 
biosecurity (protecting people from disease-carrying insects and other pests) and the control of communicable diseases 
and emergency planning to ensure preparedness for a natural or biological emergency. 

                                                
2 Labnet is an alliance of public sector pathology laboratories who work together to benefit from common systems and economies of scale and 
currently includes: the Canterbury DHB, Taranaki DHB, Hawkes Bay DHB and Nelson Marlborough DHB. 
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άtŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǇƭŀƴƴƛƴƎ ƘŜŀƭǘƘ 
services should be a partnership 
between the DHB and consumers at 
all levels.  We are expecting the 
Consumer Council to take an active 
role in influencing policy to better 
reflect consumer needsΦέ  

DAVID MEATES 
Chief Executive, Canterbury DHB 

1.2 Shared Decision Making Approach  

²ƘƛƭŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜ 5I.Ωǎ ƻǾŜǊŀƭƭ ǇŜǊŦƻǊƳŀƴŎŜΣ ƻǇŜǊŀǘƛƻƴ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ǊŜǎǘǎ ǿƛǘƘ ǘƘŜ Board and Chief 
Executive, both ensure that their strategic and operational decisions are fully informed, with appropriate support at all 
levels of the decision making process including the following.  

Clinical Governance 

A commitment to quality and patient safety places responsibility on the DHB to have effective mechanisms in place for 
planning, monitoring and managing the quality of clinical care provided.  Our Clinical Board is a multidisciplinary clinical 
forum, whose membership includes representatives from the primary, secondary and community sectors.  There are 26 
members on the Clinical Board, 17 of whom are elected, and tƘŜ .ƻŀǊŘ ƛǎ ŎƘŀƛǊŜŘ ōȅ ǘƘŜ 5I.Ωǎ /ƘƛŜŦ aŜŘƛŎŀƭ hŦŦƛŎŜǊΦ 

The Clinical Board oversees ǘƘŜ 5I.Ωǎ ŎƭƛƴƛŎŀƭ ŀŎǘƛǾƛǘȅΣ ǇǊƻǾƛŘŜǎ ŀŘǾƛŎŜ to the Chief Executive on clinical issues and takes a 
proactive role in setting clinical policy and standards and encouraging best practice and innovation.  Members support and 
ƛƴŦƭǳŜƴŎŜ ǘƘŜ 5I.Ωǎ Ǿƛǎƛƻƴ ŀƴŘ ǾŀƭǳŜǎ ŀƴŘ play an important clinical leadership role, leading by example to raise the 
standard of patient care.  

Clinical input into decision making is further facilitated by a model of shared management and clinician leadership at all 
levels within the DHB.  This model is replicated across the whole of the Canterbury health system, with a framework of 
primary/secondary clinical leadership driving the transformation needed to improve the delivery of health services and to 
ensure change is sustainable long-term. 

aņƻǊƛ tŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ 5ŜŎƛǎƛƻƴ aŀƪƛƴƎ 

We engage informally ŀǘ Ƴŀƴȅ ƭŜǾŜƭǎ ǿƛǘƘ aņƻǊƛ ǇǊƻǾƛŘŜǊǎ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ƎǊƻǳǇǎ ǘƻ facilitate genuine participation in the 
ǇƭŀƴƴƛƴƎ ŀƴŘ ŘŜƭƛǾŜǊȅ ƻŦ ƘŜŀƭǘƘ ŀƴŘ Řƛǎŀōƛƭƛǘȅ ǎŜǊǾƛŎŜǎΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ŀǎ ǘƘŜȅ ŀŦŦŜŎǘ /ŀƴǘŜǊōǳǊȅΩǎ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴΦ  The 
Board also has a formal Memorandum of Understanding with Manawhenua Ki Waitaha όǊŜǇǊŜǎŜƴǘƛƴƎ ǘƘŜ ǎŜǾŜƴ bƎņƛ ¢ŀƘǳ 
wǹƴŀƴƎŀ) as a further step to enhance aņƻǊƛ participation in decision making. 

Our aņƻǊƛ IŜŀƭǘƘ tƭŀƴΣ ŀǇǇǊƻǾŜŘ ƛƴ нллуΣ commits us ǘƻ ŜǎǘŀōƭƛǎƘƛƴƎ ŦƻǊƳŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ ƻǘƘŜǊ aņƻǊƛ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ 
groups.  We continue to explore mechanisms to facilitate these ŦƻǊƳŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ŀƴŘ ƎǊŜŀǘŜǊ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƻŦ aņƻǊƛ ŀǘ 
an executive and governance level, as a pathway to shared decision making. 

Consumer and Community Input 

We also have links with a number of consumer and community reference groups, 
advisory groups and working parties.  Their advice and input assists in developing DHB 
plans and strategies to improve the delivery of health and disability services and to 
reduce inequalities in health status within our population. 

Our Consumer Council provides input into decision making as a permanent advisory 
group for the Chief Executive and supports a partnership model that provides a strong 
and viable voice for the community and consumers in health service planning and 
service delivery. 

The Council consists of 15 representatives nominated by consumers and consumer lobby and advocacy groups and covers 
10 key areas: family healǘƘΣ ƻƭŘŜǊ ǇŜǊǎƻƴǎΩ ƘŜŀƭǘƘΣ ŘƛǎŀōƛƭƛǘƛŜǎΣ aņƻǊƛ ƘŜŀƭǘƘΣ tŀŎƛŦƛŎ ƘŜŀƭǘƘΣ ƭƻƴƎ-term conditions, mental 
health, rural communities, primary health care and refugees.  Networks support each representative in their role and 
facilitate wider communication across the Canterbury community. 

 

1.3 Clear Prioritisation and Decision Making Principles  

Supported by the Clinical Board, Consumer Council and Executive Management Team, the DHB has an established 
prioritisation framework and a set of prioritisation principles.  Based on best practice and consistent with our strategic 
direction, these principles assist us in making decisions about which competing services or interventions to fund, with the 
limited resources available. 

The prioritisation principles that guide our decision making are: 

Á Effectiveness: Services should be effective, producing more of the outcomes desired, such as a reduction in pain, 
maintenance of daily activity, greater independence and the prevention of premature death. 

Á Equity: Services should reduce significant inequalities in the health and independence of our population. 
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Á Value for Money: Our population should receive the greatest possible value (in terms of effectiveness and equity) 
from public spending on health and disability services. 

Á Whņnau Ora: Services should have a positive impact on the holistic health and wellbeing of the person and their 
family and whņƴŀǳΦ  ¢Ƙƛǎ Ƙŀǎ ǇŀǊǘƛŎǳƭŀǊ ǎƛƎƴƛŦƛŎŀƴŎŜ ŦƻǊ aņƻǊƛΣ ōǳǘ ǊŜƭŜǾŀƴŎŜ ŦƻǊ ŀƭƭ ŎǳƭǘǳǊŜǎΦ 

Á Acceptability: Services should be consistent with community values.  Consideration will be given as to whether 
consumers or the community have had involvement in the development of the service. 

Á Ability to implement: Our ability to implement the service is carefully considered, including the impact on the whole 
system, workforce considerations and any risk and change management requirements. 

Because the health sector is continually evolving with changes in health need, clinical practice and technology, the decision 
to develop or implement new services requires robust review.  The prioritisation principles are also applied when we 
review existing health investments and provide the opportunity to reallocate funding, on the basis of evidence, to services 
that are more effective in improving health outcomes and reducing inequalities.   

We do not see these prioritisation principles as the only criteria in the decision making process; however, starting with a 
base of analysis against the principles improves the quality of decision making. 

 

1.4 Unleashing Our Health System 

We believe that to build a clinically and financially sustainable Canterbury Health System we cannot focus on just cutting 
costs and implementing small line-by-line detailed savings programmes.  Instead, we have invested our energy into 
working together as a whole system to make sure that we do the right thing for the right person in the right place at the 
right time, using the right workforce and resources.   

To achieve this, we have removed the artificial barriers to clinically appropriate patient flow created by traditional 
organisational structures, funding mechanisms and contracts.  We have focused on building capability and capacity 
through integrated teamwork based on what is best for the patient and what is best for the system as a whole.  

The reorientation of our health system around the patient has major implications for service design, professional roles, 
technology, information management and infrastructure design. Our vision is one health system oriented around a 
primary point of continuity for the patient.  This direction is consistent with international research, evidence and 
ŜȄǇŜǊƛŜƴŎŜΦ  Lǘ ŀƭǎƻ ƳŜŜǘǎ ǘƘŜ ŎƭŜŀǊ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘ ŦƻǊ 5I.ǎ ǘƻ ǇǊƻǾƛŘŜ Ψbetter, sooner, more 
ŎƻƴǾŜƴƛŜƴǘ ƘŜŀƭǘƘ ŎŀǊŜΩ for their populations. 

At a Board level, we have focused on allocating resources to the right activity for our populations (buying the right things) 
and releasing our clinical workforce to take a lead in establishing the best way of delivering services (doing things the right 
way).  The consequence of our transformational focus has been a significant increase in productivity, as evidenced by our 
reductions in waiting times, increases in direct care time on wards, increases in virtual activity (such as First Specialist 
Assessment), increased access to services across the community (such as spirometry, sleep assessments, skin lesion 
removals, specialist advice and diagnostics without the need for a hospital appointment) and $35 million worth of costs 
avoided through our whole of system approach to delivering more within the same resources. 

In the coming year we will develop new approaches that better support our partnerships and treat the Canterbury health 
system as a whole.  At the core of the new approach is a decision making process where the Government/DHB retains the 
right to define what is to be funded and the outcomes that need to be achieved with public funds; but as many decisions as 
possible are moved into the hands of clinicians or providers by devolving the determination of how the required outcomes 
should be achieved.  Clinicians and providers in the front line of health care provision are in the best position to improve 
technical efficiency (doing things the right way for the patient) and thereby releasing resources to increase overall capacity 
across the system.  

This decision making approach will involve less detailed specification and more of a reliance on transparency of 
information, quality processes and agreed outcomes to ensure accountability and best value for investment.  It aims to 
align the interests of all parties to facilitate the delivery of the best possible services for the population and supports the 
opportunity to jointly decide where resources released due to improved efficiency could best be invested.  This new 
approach allows efficiencies from partnerships to be realised and will inform the contractual relationship between the 
DHB and relevant provider organisations. 
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1.5 Achieving Service Coverage and National Consistency 

We recognise the need for national consistency across services, and in all of our work we comply with key Government 
policies, including the National Service Framework and Service Coverage Schedule, which set out expectations around 
minimum service delivery requirements for our population. 

While we expect to meet the national service coverage requirements for our population in the coming year, there are a 
ƴǳƳōŜǊ ƻŦ ǎŜǊǾƛŎŜǎ ǿƘƛŎƘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ΨǾǳƭƴŜǊŀōƭŜΩΣ ǿhere challenges such as workforce shortages, private profit 
margins or quality and patient safety issues may put service delivery at risk.  These services include but are not limited to: 
paediatric diabetes, paediatric oncology, dermatology, community services for older people, neurosurgery and maternity 
services (particularly in rural areas).   

There are also a number of areas where our transformation work is providing a clearer picture of future need and the 
growing demand for services and where IDFs are increasing as other DHBs refer their more complex patients to 
Canterbury, such as cancer services, respiratory services and mental health services.  

All six South Island DHBs collaborate to support services that are identified as being potentially at risk of service failure, 
whether short to medium term or through an unexpected event.  Mitigation strategies for those services seen as most 
vulnerable will be further progressed as part of the development of the South Island Regional Clinical Services Plan which 
will be completed in June 2010.  We also expect there will also be some adjustment with the establishment of the National 
Health Board and National Shared Services Agency and through our closer collaboration with the West Coast DHB. 
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2 Our Environment - Identifying the Challenges   

 

2.1   Major Drivers: Demographics, Mortality and Risk Factors 

2.1.1 Demographics 

The Canterbury region is home to 510,915 people, representing 12% of the population of New Zealand and making 
Canterbury the second largest DHB in terms of population.  The need for change is starkly apparent in the future 
demographic projections for the Canterbury population and the resulting impact of these demographic changes if we do 
not alter our current approach to health service delivery.3 

Á There has been 10% growth in the total Canterbury population between the 2001 and 2006 Census, and our 
population is projected to grow a further 15% by 2021.   

Á Between 2001 and 2006 the total Canterbury population aged over 65 increased by 11%.  The proportion of our 
population aged over 65 is projected to further increase from 13% in 2006 to 18% by 2021.  Every day in Canterbury 
13 people turn 65. 

Á The total Canterbury population aged over 85 increased by 21% over the same period, and the proportion of our 
population aged over 85 is projected to increase from 1.6% to 2.5% by 2021.  5 people turn 85 every day. 

Á The proportion of our older aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴ ƛǎ ŀƭǎƻ ƛƴŎǊŜŀǎƛƴƎ ǎƛƎƴƛŦƛŎŀƴǘƭȅΣ ŀƴŘ ǘƘŜ ǇǊƻǇƻǊǘƛƻƴ ŀƎŜŘ ƻǾŜǊ ср ƛǎ 
projected to grow from 3.3% in 2006 to 6.5% by 2021. 

Á Our Asian population is proportionally our fastest growing demographic, and we will need to further consider the 
needs of this population, as well as the needs of other ethnic groups, in future planning; 

Á 12.5% of the Canterbury population live within more deprived areas, and while this is less than the national 
population, it is still associated with a number of significant inequalities. 

Á Much of our total population growth will occur within Christchurch City and the surrounding Waimakariri and Selwyn 
districts.  However, the proportion of the population aged over 65 is higher in rural areas, with 15% of the population 
in Kaikoura and 16% of the population in Ashburton, aged over 65. 

 

 

 

 

 

 

 

 

 

 

These demographics have a number of significant implications for the provision of health care services in Canterbury and 
across the wider South Island region; particularly the age, ethnicity and economic status of our population. 

Age is a strong indicator of the need for health services.  As we age, we often have more complicated health needs and co-
morbidities (multiple health conditions) than people in younger age groups and therefore consume more health resources.  
This is influenced by growing trends in a number of long-term conditions that become more common with age including: 
heart disease, stroke, cancers, respiratory disease and dementia.  Health expenditure increases from an annual mean per 
person of $674 for the 5-9 age group, to $977 for 15-19 year olds, $1,292 for 35-39 year olds, $3,321 for those 65-69, 
$8,981 for 80-84 year olds and $21,738 for those aged 95+.4  This is particularly relevant in Canterbury where the demand 

                                                
3 Data in this section based on 2001 Census and actual population projections from the 2006 Census information from Statistics NZ. 
4* Figures from 2001 year - Population Ageing and Health Expenditure: New Zealand 2002-2051. Wellington: Ministry of Health 2004. 
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for services used predominately by our older population groups is growing at an even faster rate than the growth in our 
population and in rural areas where our populations are older.   

aņƻǊƛ are also over-represented in terms of long-term conditions, which they develop at an earlier age than non-aņƻǊƛ.  
aņƻǊƛ have higher rates of preventable hospital admissions, and with a growing younger aņƻǊƛ population (54% under 25 
compared to 34% of our total population), this will place additional demand on our child and youth services.  Unless health 
inequalities are actively addressed, our growing aņƻǊƛ population will add to demand growth.   

In Canterbury, socio-economically deprived people are hospitalised with potentially preventable conditions at almost 
twice the rate of those less deprived.  A significantly higher proportion of aņƻǊƛ and Pacific people live in our more 
deprived areas.  This is particularly relevant in that the larger proportions of our aņƻǊƛ and Pacific populations are under 
25; therefore, more of our younger populations are living in areas of higher deprivation.  

2.1.2 Key Health Trends - Mortality and Morbidity 

Approximately 3,481 people die in Canterbury each year, and the top three causes of death are consistent with those at a 
national level.5  Diseases of the circulatory system, including ischaemic heart disease and cerebrovascular diseases (e.g. 
heart attack and stroke), account for the majority of deaths in Canterbury (40%).  Cancers are the second most common 
cause of death (28%), followed by diseases of the respiratory system, which include Chronic Obstructive Pulmonary 
Disease (COPD). Diabetes is an underlying causative factor in a significant proportion of people dying of circulatory 
diseases, as well as being the seventh highest cause of death in Canterbury, and therefore contributes significantly to 
mortality in Canterbury. 

Long-term conditions, such as those associated with cardiovascular disease (CVD), cancer, respiratory disease and 
diabetes, are significantly affected by the age, ethnicity and deprivation of our population. 

Hospital discharge rates can be used to estimate the presence or frequency of illness or disease (level of morbidity) within 
the population, and analysis of this data identifies a strong association between age and the rate of hospital discharge.  
Discharge rates for CVD and cancers are very low before 45 years of age, after which they increase dramatically, reaching a 
peak in the over 65 age range.  A similar pattern is observed for diseases of the respiratory system, although an additional 
peak is apparent in the 0-4 age range.   

Compared to national averages, our hospital discharge rates are lower for all ages and all conditions.6  Although 
encouraging, the morbidity associated with these conditions still presents a significant burden on our health system.  
aŀƴȅ ƘƻǎǇƛǘŀƭ ŀŘƳƛǎǎƛƻƴǎ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ΨŀǾƻƛŘŀōƭŜ ƘƻǎǇƛǘŀƭƛǎŀǘƛƻƴǎΩ ǘƘŀǘ ŎƻǳƭŘ ƘŀǾŜ ōŜŜƴ ƛŘŜƴǘƛŦƛŜŘ ŀƴŘ ǘǊŜŀǘŜŘ ŜŀǊƭƛŜǊΣ 
thereby preventing the deterioration that resulted in hospital admission.  Examples include respiratory infections, asthma, 
complications of diabetes and vaccine-preventable diseases.  

2.1.3 Health Behaviours and Risk Factors 

While the negative health outcomes associated with poor health behaviours and risk factors represent a significant burden 
on the health system, they also present an opportunity to significantly improve the health and wellbeing of our population 
and to reduce health expenditure and the demand for more complex care.  Social and economic factors, such as 
education, housingΣ ŀƴŘ ƛƴŎƻƳŜΣ ŀǊŜ ƴƻǿ ǿƛŘŜƭȅ ŀŎŎŜǇǘŜŘ ŀǎ ŎƻƴǘǊƛōǳǘƛƴƎ ƎǊŜŀǘƭȅ ǘƻ ŀ ǇŜǊǎƻƴΩǎ ƘŜŀƭǘƘΦ  ¢ƘŜǎŜ 
determinants of health form the environment within which our populationΩǎ health can be improved and health 
expenditure can be reduced.   

Health behaviours and risk factors, such as a sedentary lifestyle, obesity, poor nutrition, hazardous drinking and tobacco 
smoking, are known to be significant contributors to poor health outcomes.  Compared to the national average, 
Cantabrians have lower obesity levels, eat more fruit and vegetables and are less likely to be regular smokers.  Despite 
this, we exercise slightly less regularly than the national average and almost a quarter of our population over the age of 15 
are obese, with a body mass index (BMI) of 30.0 kg/m2 or more.7  

Child and adolescent obesity has increased dramatically over recent years and is associated with several important chronic 
diseases such as diabetes, asthma and sleep apnoea, as well as social discrimination, poor self esteem and depression.  
More than 5,700 children in Canterbury were classified as obese in 2007/08.8 

When it comes to alcohol, our population is as likely as other New Zealanders to drink in a hazardous manner (21% of both 
populations).  However, this corresponds to over 103,000 people in Canterbury, constituting a major public health 
concern.  Hazardous drinking has a wide range of adverse effects on health, including cirrhosis of the liver, pancreatitis, 

                                                
5 The data in this section is from Mortality Demographic Data 2006 NZ Health Information Service, 2009. 
6 The exception is neoplasms (cancers) in the 5-14 age range, where Canterbury rate is slightly higher than the national average. 
7 Obesity in New Zealand: How obesity is measured, Ministry of Health, 2009. 
8 Obesity: Genetic, molecular and environmental aspects, Barness LA, Opitz JM, Gilbert-Barness E ς A J of Med, Genet Part A 143A:3016-3034. 
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high blood pressure, haemorrhagic stroke, and a range of cancers.  It also contributes to death and injury on the roads, 
suicide, assaults and domestic violence and some mental health disorders and sexual health problems.  If consumed in a 
hazardous manner during pregnancy, alcohol can also lead to birth defects in infants, including foetal alcohol syndrome.  

It is tobacco smoking however, that is the single most preventable cause of death.  It is a major risk factor for all four of 
our disease priorities: cancer, CVD, diabetes and respiratory disease.  Tobacco also disproportionately imǇŀŎǘǎ ƻƴ aņƻǊƛ 
and Pacific people, and is seen as a substantial contributor to socio-economically based inequalities in health.  Despite the 
prevalence of smoking amongst our population (18.3%) being lower than the national prevalence (19.9%), over 71,500 
people in Canterbury were regular smokers in 2006.9 

 

2.2 Operating Pressures 

2.2.1 Demand Growth 

As our population and the burden of long-term conditions increase, so too does the demand for health services.  Currently, 
demand for many of our services is growing at a faster rate than the growth in our population, particularly for those 
services used by our older population groups.  Any increase in demand requires an increase in capacity, in terms of both 
infrastructure and workforce.  Innovative solutions to address demand and make the best use of current resources have 
allowed us to increase capacity across most of our services.  However, this demand growth is steady and significant and 
the current economic climate dictates that new health dollars are limited. 

In 2006/07, there were 95,946 inpatient and day case discharges from our hospitals and 628,352 outpatient attendances.  
By the end of 2008/09, the corresponding number of discharges had increased to 101,074 and the number of attendances 
to 664,900.  Not only do we need extra medical and surgical beds for those patients, but also the associated staffing and 
consumables.  Assuming that we do nothing to change service delivery models, population forecasts indicate a 22% 
increase in medical and surgical demand by 2021.  

Inpatient discharges for acute (urgent/emergency) services have also increased; 9% over the last four years.  Acute 
demand is an area particularly driven by demographic changes and by the increase in long-term conditions and is also 
reflected in increasing presentations to our Emergency Department (ED).  Per head of population, Canterbury has the third 
lowest ED presentations in the country, partially due to our general practice-run 24 hour services (including the 24 Hour 
Surgery, which sees over 74,000 people every year).  However, ED attendances have still increased 11% in the past four 
years.  79,317 people presented at the Christchurch Hospital ED last year and 64,885 in the first nine months of 2009/10.   

 

  Volume Growth of Key Canterbury DHB Services ς at all Canterbury DHB sites 10 

  2005/06 2006/07 2007/08 2008/09 4 year variance 

New Out Patient Attendances 127,039 131,895 140,119 144,287 14% 

Follow-up Out Patient Attendances 459,591 455,244 456,308 465,631 1% 

Total Outpatient Attendances 617,513 628,352 650,364 664,900 8% 

Day Case Discharges 27,894 32,412 31,267 34,566 24% 

Inpatient Discharges Elective 8,404 8,600 8,888 9,061 8% 

Inpatient Discharges Acute 52,903 54,934 55,682 57,447 9% 

Main Theatre Visits 21,779 23,630 25,044 26,855 23% 

Total Surgery Time minutes 1,312,710 1,415,050 1,493,721 1,586,712 21% 

ED Attendances 71,278 71,946 73,691 79,317 11% 

24 Hour Surgery Attendances 66,770 70,482 71,156 69,011 3% 

GP Consults 1,116,122 1,200,298 1,227,925 1,229,962 10% 

 

Because acute services often take priority and use the same resources as elective (planned) services, any increase in acute 
demand puts at risk our ability to deliver elective services to our population.  We delivered 1,740 additional elective 
services discharges in 2008/09, increasing from 11,500 in 2007/08 to 13,240. Nine months in to 2009/10, we have 
delivered 11,282 - well on track to deliver 14,369 discharges, a 1,129 increase on last year.11  Our ability to continue to 

                                                
9 Public Health Information Online, www.phionline.moh.govt.nz. 
10 Source: CDHB Measures Cube February 2010 ς including SAP data, therefore all CDHB activity including ACC, SMH and OPH. 
11 These elective surgical discharges are aligned to the national health target definition and exclude elective cardiology and dental procedures. 
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increase our electives delivery is of particular relevance, as we need to achieve compliance with national electives 
indicators and the national health target to maintain access to a number of significant funding streams that enable us to 
direct funding into other priority areas. 

 
Demand for Primary and Community Services 

Population growth, the increasing burden of long-term conditions and the changing demographics of our population place 
similar demand pressures on primary and community services.  Canterbury residents visit their General Practitioner (GP) 
on average 2.5 times a year, with people attending more regularly as they get older.  Assuming current attendance 
patterns and models of care, we will need 20% more GPs by 2021 to meet the demands of population growth. 

Demand pressure is also evident in the aged residential care sector.  Compared to other DHBs, we already have the fifth 
highest utilisation of aged residential care services and a higher than national average utilisation of home-based support 
services (age-standardised per capita).  In 2008/09, 8% of people over 65 received a residential care subsidy in Canterbury 
(for rest home, long-stay hospital or dementia care).  LŦ ǿŜ ŘƻƴΩǘ ŎƘŀƴƎŜ current admission practices, future forecasts 
indicate that we will need to fund and staff an additional 2,000 residential care beds in Canterbury by 2021.12   

 

 

 

 

 

 

 
 

Demand for Regional Services 

These local pressures are further intensified by the growing demand for an extensive range of specialist services that 
Canterbury provides on a regional basis.  We currently provide a significant share of the tertiary services in the South 
Island and a significant volume of higher level secondary care services.   

Our ability to provide highly specialised and complex services to a growing number of people (and to intervene successfully 
at older ages) is a significant driver of regional demand, which will continue to grow in the future.  This regional reliance 
and the viability of services in neighbouring DHBs are a risk for us.  In the event of a service failure in another DHB, more 
people will be referred into our services which will impact dramatically on our ability to provide for our own population. 
Coupled with local demand growth, our role as a regional provider of last resort is simply not sustainable. 

Vulnerable service risks are being managed through active engagement with neighbouring DHBs, regional clinical health 
services planning and through sector-wide negotiations around IDF pricing.  In the coming year formal arrangements will 
need to be put in place to carefully manage regional demand and to ensure services are available for the population of the 
wider South Island while avoiding adverse effects on service delivery for our local population.   
 

2.2.2 Workforce Pressures 

Our ability to meet demand for services is also heavily reliant on having the right people, with the right skills, in the right 
place.  As the greater proportion of our population reaches traditional retirement age, it presents us with concerns over 
the availability of sufficient workforce capacity to continue to meet predicted increases in demand for services.  The 
impact of demographic changes is more significant in rural areas, where isolation makes recruitment more difficult and 
where the average age of our workforce is higher.  Workforce pressures will have the greatest effect on our current clinical 
working models, as clinical staff make up 80% of our total workforce. 

This is a significant issue for the whole of the health sector.  National and international competition for scarce workforce 
resources in some clinical specialties and nursing areas, coupled with a decreasing working age population, makes it 

                                                
12 Age Related Residential Care services are provided to individuals, usually over the age of 65, who have been assessed as being unable to care for 
themselves at home. It includes four levels of care: rest home, hospital, dementia (secure) resthome and psychogeriatric care and does not include 
services provided by retirement villages under license to occupy arrangements. 

FIG 5: CANTERBURY DHB HEALTH SERVICES PLAN 

PROJECTED SUBSIDISED RESIDENTIAL CARE BEDS 

 
 
 
 
 
 
 
 
 
 

Major Diagnosis Code Discharges Actual (06/07) and Projected (2021) 

for Canterbury DHB, age 15 years and older
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increasingly difficult to recruit and retain health professionals.  To address this, we are taking a strategic approach to 
planning and sourcing workforce across the whole of our health system. 

We are fortunate that our staff turnover rates are relatively low; the average time spent in Canterbury DHB services is 9.2 
years, compared to an average of 7.3 years across all DHBs.  We will continue to strive to provide a rewarding and positive 
environment that supports the retention of our workforce, and to identify areas of improvement.  However, as demand 
increases, workforce predictions emphasise the sense of urgency in transforming the way we work and developing 
alternative models of care, to ensure we can continue to provide quality patient care in the future.  If we do not work to 
address the workforce challenge we face, we will simply not have enough clinical staff to provide services to our 
population.13  

Workforce pressures pose a relatively greater challenge to smaller primary and community health service providers.  We 
must also consider the workforce pressures on smaller DHBs in the South Island, particularly in terms of the viability of 
ǎǇŜŎƛŀƭƛǎǘ ƻǊ ΨǾǳƭƴŜǊŀōƭŜΩ ǎŜǊǾƛŎŜǎ ƛƴ ƴŜƛƎƘōƻǳǊƛƴƎ ǊŜƎƛƻƴǎ.  As the largest provider in the South Island, we acknowledge our 
critical role as a regional provider and our need to work collectively to respond to these workforce pressures. 

2.2.3 Fiscal Pressures  

Sitting alongside the increased demand for services and our workforce challenges, are the fiscal pressures facing the health 
sector.  Over the past ten years, an increasing share of national expenditure has been going into health.  Government has 
given clear signals that it is looking to DHBs, and the whole of the health system, to rethink how we deliver improved 
health outcomes in more cost effective ways, while managing within a more moderate growth platform now and through 
the medium-to-long term. 

Numerous factors contribute to the fiscal pressure on DHBs: the costs of meeting wage and salary increases; the demand 
for diagnostics and access to new technologies, laboratory services and residential care services; rising prices of treatment-
related costs such as pharmaceuticals, clinical supplies; and increased expectations from the Ministry of Health, our clinical 
staff and our community particularly around the availability of new and more technically advanced (but more expensive) 
treatments.   

In Canterbury, we are already committed to a number of mechanisms and strategies to minimise cost growth and achieve 
financial sustainability. These include lean thinking processes, clinically led service transformations and regional 
collaboration to share resources and reduce waste and duplication.  We also maintain a close focus on wage negotiations 
and employee management, given that salary and wage costs make up a major share of our total budget.  However, many 
of these costs are growing faster than our funding levels.  In several areas we spend relatively more than other DHBs, such 
as pharmaceuticals and aged residential care services.  Our current levels of expenditure and delivery are not sustainable. 

If an increasing share of our funding continues to be directed into meeting volume and cost growth, we will create a deficit 
position.  Not only will our ability to maintain current service delivery to our population be at risk, but also our ability to 
invest in capital, new initiatives and transformation of our services to meet future demand.   

Over the next year, we will take a significant step in our commitment to our collaborative way of working and embrace a 
new decision making approach to service design and delivery across the Canterbury health system.  Our new approach will 
support shared accountability arrangements and engage all relevant clinical professional and provider groups in 
prioritisation and service management decision making.  This is the logical consequence of cooperating on the 
development of patient pathways and working collectively to manage clinical and financial risk in a complex environment 
and will create a number of opportunities to improve health outcomes and make technical efficiencies across the system. 

 

2.3 Regional Collaboration - Provision of Services for the South Island  

The South Island DHBs collectively serve a population of over 1,039,400 and collaborate to improve service delivery, the 
patient experience and the health of the wider South Island population.14  It is clear to us all that continuing to provide and 
fund services as we do will not be clinically or financially sustainable.  Alongside demographic and demand changes, health 
sector costs have risen, and continue to rise, much faster than funding growth.  In order to deliver Government priorities 
while living within budget, and to reduce and control costs while ensuring that patient care is not compromised, the South 
Island DHB CEOs and Chairs approved a framework to support the delivery of clinically and fiscally sustainable health 
services into the future. 

                                                
13 Local DHB figures come from our Workforce Profile Report, as at 31 March 2008, with national figures from the DHBNZ Future Workforce Health 
Workforce Information Base Data Report as at June 2008. 
14 2010/11 projected population from the 2006 Census, Statistics NZ. 
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In considering the future, there were a number of concepts that needed to be agreed to enable individual DHBs and providers to 
plan and move forward while the formal South Island Health Services Planning was completed.  The collectively approved 
framework provides direction for the type and level of services required to best meet the needs of the South Island population; 
while allowing discussion and debate about how services can be configured and organised.     

The acknowledged concepts around which our collective health service planning is based include: 

Á Health professionals will need to work differently, in different settings, across different sectors to coordinate patient care and 
ensure smooth transition for patients to appropriate levels of care; 

Á Secondary and tertiary services need to be provided across a number of DHBs in a linear structure based on professional 
teams and collegial networks across DHB boundaries to provide services to local, sub-regional and regional populations; 

Á More health care will be provided at home and in the community for long term conditions and rehabilitation.  A highly 
developed primary care sector is fundamental to meeting the future demands on health services; 

Á Clinical networks will provide a more formal forum for clinical leadership and a partnership between management and 
clinicians across the service continuum to support delivery of a quality health service; 

Á Traditional facilities aligned with the levels of service delivered will continue to blur as services are delivered in a variety of 
places, including the home.  Models of care, clinical networks and new technologies will need to change to support service 
delivery in different environments to those traditionally recognised; and 

Á The current configuration of facilities across the South Island will need to evolve.  Traditional DHB boundaries and patient 
flows will need to be challenged to ensure services across the South Island are supported in a sustainable manner.  The 
structure of facilities across the South Island is likely to be a mix of Integrated Family Health Centres, Community Hospitals, 
Secondary Hospitals and Tertiary Centres. 

The goal is to have a collective regionally coordinated system of health service planning and service delivery that will deliver lasting 
improvements in the sustainability, quality and accessibility of clinical services.  Our agreed framework supports this by 
establishing agreed terms of reference that focus on decision making for the good of the South Island population as a whole and 
an agreed process for collective decisions making, which includes clearly defined principles, together with an escalation 
pathway where consensus cannot be reached.  The South Island DHBsΩ agreed principles are: Equity of AccŜǎǎΣ aņƻǊƛ 
Health Service Needs, Clinical Engagement, Patient-Centred Consumer Involvement, Community Acceptance, Quality and 
Safety, Continuum of Care, Fiscal Sustainability and Clinical Sustainability. 

Much of the work already undertaken regionally focused on greater sharing and optimal use of resources and the 
introduction of more flexible approaches.  Other work has been around planning and aligning resources to meet the future 
needs of the wider South Island population.   

A number of formal clinical networks operate in the South Island and help to drive regional planning and ensure the future 
sustainability of services.  These include the Southern Cancer Network, South Island Regional Mental Health Network and the 
Regional Health of Older Persons Network.  In addition, there are a number of service-related project groups established under the 
South Island Health Services Planning group to support regional delivery of services.  These groups include neurosurgery, child 
health and ophthalmology, as well as the surgical service clusters that are forming as part of the Elective Services Initiative. 

Through our joint South Island Shared Services Agency and with the support of our clinical networks, the South Island 
DHBs have used the framework and agreed principles to established clear agreed actions for collaboration and delivery 
over the coming year ŀǊƻǳƴŘ ŜƭŜŎǘƛǾŜ ǎŜǊǾƛŎŜǎΣ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΣ ƻƭŘŜǊ ǇŜǊǎƻƴǎΩ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΣ ŎŀƴŎŜǊ ǎŜǊǾƛŎŜǎ ŀƴŘ 
public health services.  These agreed actions are outlined in Appendix 3 and throughout the relevant sections of this 
document. 

We have also commenced a wider collaborative planning process around elective services.  We will deliver a Regional Electives 

Production Plan (August 2010) which over the next three years will: 

Á Improve equity and access to surgical services that contribute to improved health outcomes for our populations;  

Á Ensure we have the capacity to deliver the required levels of service to meet Government expectations; 

Á Ensure southern region DHBs provide efficient and effective delivery of services; and  

Á Monitor and evaluate the delivery of elective services and establish mechanisms to manage variance in performance. 

This will coincide with the delivery of our Regional Clinical Service Plan (September 2010) covering: 

Á A 10-year focus within a 20-year horizon; 

Á The regional and sub-regional work and activity undertaken in 2009/10; 

Á The gaps and potential future collaborative work streams and activity to meet these; 
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Á Services related to capital investment proposals that are expected in the next three years; and 

Á Configuration changes that will contribute to financial viability. 

Collectively, we will continue to support services that are identified as being potentially at risk of service failure, whether 
short to medium term or through an unexpected event.  Mitigation strategies for those services seen as most vulnerable 
will also be further developed as part of our South Island Regional Clinical Services Plan.  

As the major tertiary provider for the South Island, Canterbury has a lead role to play in supporting the sustainable delivery 
of services for the future, and we are committed to participating in this regional health services planning.  Alongside this 
work, we will also continue to take a lead in identifying efficiencies within the system and reducing duplication and waste.  
A number of positive successes have been achieved over the past year which we will build on in the coming year: 

Á Using teleconference technology, we support peer review and education forums to enable clinical support and shared 
learning between DHBs without the costs normally associated with conference attendance, or the wait times 
previously associated with providing specialist advice.   

Á Providing centralised laboratory systems for all of the South Island and the lower half of the North Island, we remove 
the need to replicate capability and infrastructure funding across multiple DHBs.  In terms of laboratory services, this 
also improves turnaround times, reduces variation and improves testing quality.   

Á Implementing joint ŀǊǊŀƴƎŜƳŜƴǘǎ ŦƻŎǳǎŜŘ ƻƴ ǘƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ŎƻƳƳƻƴ ΨōŀŎƪ ƻŦŦƛŎŜΩ ǎŜǊǾƛŎŜǎ, we reduce duplication 
and costs.  This includes our West Coast/Canterbury HR team with centralised recruitment, payroll, administration 
and health and safety services.  We also operate a financial management information system in partnership with the 
Bay of Plenty and Waikato DHBs. 

 

2.4 Key Risks 

We will meet and address ongoing challenges as we balance our populationΩǎ growing need and demand for services 
against increasing treatment-related costs and the need to support clinical quality.  Alongside the identified pressures 
above, the most immediate risks are: 
 

High Level Identified Risks Mitigation Strategies 

The Needs of Our Ageing Population 

Growing demand for ARC and Home Based Support (HBS) 
services is already outstripping the growth in funding.  
Workforce is also an issue with the average age of the 
workforce higher and a reliance on part-time, locum and 
agency staff placing pressure on quality, continuums of care 
and patient safety. 

 

Locally ς Continued work with ARC and HBS service providers 
to find effective solutions and support quality improvements. 

Regionally - Work with other DHBs to address wider aspects of 
demand related to our ageing populations and the cost of ARC 
services. 

Growing Demand for Acute Services 

Acute discharges have increased 17% over the past five years; 
a faster rate of increase than the growth in our population and 
in our funding.  Even if funding, bed space and resources were 
not limited, we could not find the workforce required to cope if 
acute demand continues to increase at current rates. 

 

Locally ς A ΨǿƘƻƭŜ ƻŦ ǎȅǎǘŜƳΩ ŀǇǇǊƻŀŎƘ ǘƻ ǊŜŘǳŎƛƴƎ ŀƴŘ 
managing acute demand: working with primary and secondary 
services on supporting people to stay well, better manage their 
long-term conditions and seek appropriate intervention early, 
reducing presentations to ED; improving the flow of patients 
through the hospital system; and better supporting hospital 
discharges back into the community. 

Sustained Capacity to Deliver Elective Services 

In 2008/09 we delivered 1,740 additional elective surgical 
services to our population, and we will deliver a further 1,129 
increase this year.

15
  We need to continue this positive 

momentum to keep pace with the demand driven by 
population growth, demographic changes and long-term 
conditions and to ensure service access levels for our 
population are equitable to those of those of other DHBs.     

 

 

Locally - Emphasis on internal production planning, reducing 
duplication and waste in our system and enhancing 
public/private partnerships to increase elective surgical 
volumes for our population. Continued development of 
clinically led primary/secondary patient pathways to improve 
our capacity to deliver the right services to the right people. 

Regionally - Formal partnership with the West Coast DHB to 
better plan the assistance we provide, help to build a more 

                                                
15 Elective Surgical Discharges are based on the national health target definition, which excludes cardiology and dental discharges.   
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appropriate workforce in both locations and improve 
continuums of care for the benefit of both populations.  
Progress of the Regional Clinical Services Plan to improve South 
Island planning and better ǎǳǇǇƻǊǘ ΨǾǳƭƴŜǊŀōƭŜΩ ǎŜǊǾƛŎŜǎ. 

Managing the Costs of Wages and Salaries 

Wage and salary settlement costs are a significant national 
challenge.  A number of wage negotiations will be completed 
in the next year, and the flow-on effect of DHB agreements 
into the primary and community sector is also a risk in terms of 
price increase expectations and the longer-term sustainability 
of smaller providers faced with similar wage expectations. 

 

Locally - Working smarter and supporting clinical governance 
and clinical leadership models to drive technical efficiencies 
and release clinical staff to provide more direct patient care. 

Nationally ς Supporting a strategic approach to remuneration, 
working collectively on sector-wide negotiations with different 
workforce groups and maintaining close communication with 
sector and clinical leaders.  

Continuing Momentum for Efficiencies and Change 

We have been successful in realising significant efficiencies as 
we implement new models of care across the system.  
However, ongoing management of resources and a continuing 
passion for improving outcomes is essential to ensure that we 
keep delivering services effectively and efficiently.  Objectives 
cannot be achieved unless there are continuing improvements 
in organisational culture, behaviour and capability. 

 

Locally - Clinical/management partnerships, clinical leadership 
and ongoing staff training and engagement in the future vision.  
Continued use of lean thinking principles for process 
improvements, embedding this way of working in internal 
training programmes and project methodologies, including the 
Improving the Patient Journey Programme and Xcelr8 and 
Partici8 programmes.

16
 

Recognising ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ Ψ²ƛƴǎΩ 

As we reorient the system so that our secondary services deal 
with more complex cases, the average length of hospital stay 
will increase and more of the less complex procedures and 
assessments will be done in primary care.  A risk exists around 
ǘƘŜ ΨŎƻǳƴǘƛƴƎΩ ƻŦ ǘƘŜǎŜ ǇǊƻŎŜŘǳǊŜǎ ŀƴŘ ŀƴ ŜȄǘŜǊƴŀƭ ǇŜǊŎŜǇǘƛƻƴ 
that less secondary care activity means a reduction in 
productivity.  An associated risk is that clinical staff will 
become disengaged from leading and supporting the changes 
required to ensure our longer-term sustainability. 

 

Locally - Demonstrating productivity and delivery across the 
whole of the Canterbury health system, rather than just at a 
hospital level, to support engagement with transformation and 
better recognise success.   

Nationally - Working with the Ministry to establish 
performance indicators that provide positive incentives for 
change and recognise the different approaches of DHBs.   

Maintaining Patient Safety and Clinical Quality 

Patient safety is a significant issue for all modern health 
services.  Adverse events occur at an unacceptable level which, 
as well as causing avoidable harm to patients, drives 
unnecessary costs. 

 

 

Locally - Genuine commitment to patient safety improvement 
through our Clinical Board, strengthening clinical governance 
and leadership to ensure a safe patient journey through the 
health system and a philosophy of Zero Harm.

17
 

Nationally - Active participation in Quality Improvement 
Committee programmes including Optimising the Patient 
Journey, the Incident Management Project, Infection 
Prevention and Control and Safe Medicines Management, as 
well as participation in the Health Round Table.   

Treatment-Related and New Technology Cost Pressures 

As activity increases, so does the consumption of treatment 
related items such as implants, instruments, blood products, 
patient food and referred services (pharmaceuticals, 
laboratory services and diagnostic services); significant 
pressure is placed on the DHB to meet these costs.   

Population growth and the changing demographics of our 
population influence this expenditure, as does new technology 
and changing expectations around clinical practice.  An 
increased national focus on population screening for diseases 
like HIV, diabetes and CVD risk assessment is a more recent, 

 

Locally - Work in partnership with clinicians, providers and 
referrers to develop new agreements for services, better 
manage the growth in demand for services and align clinical 
and financial accountability through a range of shared decision 
making mechanisms and processes.  Continue to implement 
purchasing initiatives to better manage costs. 

Regionally - Support clinical leadership around the introduction 
of new technologies, prioritisation of capital expenditure and 
investment and the evaluation of national programmes and 
initiatives that come with additional treatment related cost.  

                                                
16 The Improving the Patient Journey Programme and the Xcelr8 and Patic8 programmes have been established by the DHB to encourage 
participants to positively influence the effectiveness and efficiency of the organisation and to improve patient outcomes. 
17 Zero Harm, while ambitious, is a vision that requires a well planned methodological approach to system and culture change and strong clinical 
leaderships that doeǎ ƴƻǘ ŀŎŎŜǇǘ ŀ ŎǳƭǘǳǊŜ ǿƘŜǊŜ ΨƛƴŎƛŘŜƴǘǎ ƘŀǇǇŜƴΩΦ 
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but significant, driver of costs.   
Nationally - {ǳǇǇƻǊǘ ǘƘŜ bŀǘƛƻƴŀƭ {ƘŀǊŜŘ {ŜǊǾƛŎŜǎ !ƎŜƴŎȅΩǎ 
purchasing and procurement activity to help maximise cost 
benefits and enable more favourable supply contracts.   

Sector Reorganisation 

The establishment of the National Health Board and Shared 
Services Agency is likely to influence the way we work in the 
future.  Decisions about central versus regional funding may 
affect certain areas, such as public health and disability 
support services for people under 65.  Formal decisions are 
also likely to be made on a number of services considered 
vulnerable, due to the highly complex nature of the service and 
the shortage of resources available, such as paediatric 
oncology or neurosurgical services.  There are both risks and 
opportunities with a national approach.  

 

Regionally - Establish formal arrangements with regional DHB 
partners to ensure sustainable service provision and continue 
to support Clinical Networks, particularly around highly 
specialised services and when considering arrangements 
between South Island DHBs. 

Nationally - Support the involvement of clinical leaders in 
national discussions around service arrangements and work 
closely with the National Health Board, Shared Services Agency 
and the Ministry around any devolution of services.   

Integration of Primary and Secondary Services 

In line with our vision and with Government expectations, we 
are investing in the development of primary/secondary patient 
pathways and closer integration of services.  There are a 
number of barriers to successful and sustainable integration, 
such as the sharing of patient information which is currently 
fenced and sits with various providers rather than the patient.  
This and similar provider segregation and contractual barriers 
make shared clinical decision making difficult and increase 
bureaucracy, paper-loads and time delays for patients. 

 

Locally ς Continue to support clinical leaders to develop 
multidisciplinary primary/secondary pathways focused on the 
patient and not the provider.  Develop a shared Electronic 
Referral Management System as a base for primary/secondary 
activity to improve clinical decision making and better identify 
unmet need.  Engage clinical professional and provider groups 
in a new shared decision making approach to prioritisation and 
service management decisions to support shared 
accountability in a complex environment. 
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άThe vison of the Canterbury Health 
System puts the patient at the centre 
so the right patient receives the right 
care and support at the right time 
and from the right people.έ  

DAVID MEATES 
CHIEF EXECUTIVE 

3 Our Strategic Vision - Meeting the Challenges 

 

3.1 Developing the Vision 

Knowing from future population projections that our health system faces an unsustainable reality, we are making 
significant changes to the way we fund, provide and deliver health services to our population.  We are taking a 
collaborative approach to the planning of future health services and have collectively developed a Health Services Plan for 
the Canterbury region.  This Plan includes key directions and principles that will to be used to inform our service 
development activity and our physical infrastructure needs for the next twenty years.  Critically, these principles are 
enabling us to inform substantial capital works, including the redevelopment of our hospital facilities, without losing focus 
on the equally important development of primary and community services. 

Our health services planning process involved extensive participatory engagement with 
over 1,000 key stakeholders, consumers and clinical staff from across our health 
system.  With overwhelming consensus we began to enhance integration across the 
whole of the health system; reorienting the system around the needs of the person, 
rather than the needs of the provider. 

With strong clinical leadership and through our Improving the Patient Journey and 
Canterbury Initiative Programmes, we have already developed more innovative 
models of care, reconfigured traditional service delivery models and redesigned 

patient pathways.  This work has improved access to services and is supporting people 
to better manage their long-term conditions while at the same time allowing us to focus on service efficiencies; 
significantly reducing delays in the patient journey, improving the utilisation of our valuable clinical workforce and 
removing duplication, variation and waste from our system. 

In moving forward we are actively engaging and collaborating with our workforce and the whole of the Canterbury health 
system in the reorientation of the system around the needs of the patient, and breaking down traditional boundaries to 
achieve the best possible health outcomes.  Our central concept is to develop a holistic system of health, within which 
there is a flow of seamless care for an individual, rather than a series of episodic events. 

We are showcasing our vision to inspire participants with the transformation work that is being achieved, in order to 
support continued momentum in improving the delivery of health services in Canterbury.  This work is also supporting the 
review of our District Strategic Plan and setting of the strategic direction for Canterbury DHB for the next 10 years. 

 

CƛƎǳǊŜ сΥ /ŀƴǘŜǊōǳǊȅΩǎ ±ƛǎƛƻƴ ς hƴŜ IŜŀƭǘƘ {ȅǎǘŜƳ όŀŘŀǇǘŜŘ ŦǊƻƳ ¢ƘŜ YƛƴƎΩǎ CǳƴŘ ¦YΥ ǿǿǿΦƪƛƴƎǎŦǳƴŘΦƻǊƎΦǳƪύ 
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3.2 Service Planning Principles - Sustainable Transformation 

The reorientation of our health system around the patient and their journey is having major implications on service design, 
professional roles, technology, information management and infrastructure design.   

We are implementing three key service shifts in line with our future direction: 

Á The development of services that support people to take increased responsibility for their health and a change of 
approach within existing services to support this; 

Á The development of primary and community services to support people in a community-based setting and to provide 
a point of ongoing continuity; and 

Á The freeing up of secondary care and specialist resources to be responsive to episodic events, the growing complexity 
of cases and the provision of support and advice to primary care. 

The implication is that the health system will be oriented around a primary point of continuity for the patient, most likely 
based in the community with general practice.  The predominant focus of hospitals and specialist services will be to 
provide an episodic responsive point of inteǊǾŜƴǘƛƻƴ ƻǊ ŀŘǾƛŎŜ ŀǎ ǇŀǊǘ ƻŦ ŀ ǇŜǊǎƻƴΩǎ ǿƛŘŜǊ ƧƻǳǊƴŜȅ ǘƘǊƻǳƎƘ ǘƘŜ ǎȅǎǘŜƳΦ   

To support primary and community services to safely provide more appropriate services to individuals and their families in 
community settings, we are enabling rapid diagnosis by enhancing general practice access to diagnostics, simplifying the 
transfer of care between settings, improving discharge planning and providing access to specialist advice without the need 
for a hospital appointment. 

Population growth is increasing the demand for secondary care services, and as our population gets older and the burden 
of long-term conditions increases, people are presenting with more complex health issues that require a higher level of 
intervention.  By supporting the provision of less complex services in primary and community settings (through improved 
access to expert advice, diagnosis and treatment), we are freeing up our secondary care capacity to cope with the growing 
and increasingly complex demand. 

In achieving this service transformation, we are breaking down the traditional boundaries between providers, types of care 
and service delivery models.  In the Canterbury context, these changes are being clinically led, supported by collaborative 
partnerships between the DHB and other provider organisations and health professionals.   

The shift of less complex services out of hospital-based settings is a direction that is consistent with international research, 
evidence and experience.  It also meets the clear expectations of the Minister of HŜŀƭǘƘ ŦƻǊ 5I.ǎ ǘƻ ǇǊƻǾƛŘŜ Ψbetter, 
ǎƻƻƴŜǊΣ ƳƻǊŜ ŎƻƴǾŜƴƛŜƴǘ ƘŜŀƭǘƘ ŎŀǊŜΩ for their populations. 

 

3.3 Our Population Model of Care 

To supplement the direction and principles established during our health services planning process and the corresponding 
service shifts, we have developed a generic population model of care to ensure a consistent approach to understanding 
ǘƘŜ Ŧǳƭƭ ǊŀƴƎŜ ƻŦ ƘŜŀƭǘƘ ƴŜŜŘǎ ƻǾŜǊ ŀ ǇŜǊǎƻƴΩǎ ƭƛŦŜǘƛƳŜ ŀƴŘ to redesigning health care services accordingly. 

This model is based on similar national and international approaches and supports a united health system focused around 
patient services and quality clinical outcomes.  The model does not represent a health plan for individual people, but a 
simplified way of co-ordinating all the different parts of the health system so that we get the best results from the 
resources available.  We have a ŎƭŜŀǊ ŦƻŎǳǎ ƻƴ ǇǊƻǾƛǎƛƻƴ ƻŦ ŎŀǊŜ ƻǾŜǊ ŀ ǇŜǊǎƻƴΩǎ ƭƛŦŜǘƛƳŜ, aiming to reduce the burden of 
long-term conditions as our population ages. 

The model identifies a range of services (health promotion, protection and disease prevention; early intervention; 
management; treatment and support) that will be delivered by any number of providers on an individual or population-
wide basis.  It supports a flexible approach and can be applied to a specific group of people, a particular disease or 
condition or a type of service, and explicitly acknowledges the roles of other organisations, groups and individuals who 
have a key part to play in helping our population stay healthy.  

Because the model is based on the patient journey, it is inherently more robust and sustainable longer-term.  It is not 
reliant on any particular provider or organisation, but is centred on the patientΩǎ needs and what works for them and 
supports the right people receiving the right treatment, at the right time, from the right provider and in the right setting. 

CƻŎǳǎƛƴƎ ƻƴ ǘƘŜ ǇŜǊǎƻƴΩǎ ƧƻǳǊƴŜȅ, we start with health promotion and prevention and ask a series of questions: 

Á What do we need to do to keep people well in the community? 

Á What do we need to do to ensure early detection and early intervention? 
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Á What do we need to do to better manage people in the community to avoid unnecessary hospital admissions and 
improve their quality of life? 

Á What do we need to do to ensure that when people do require specific interventions, such as hospital care, specialist 
advice or diagnostics, they are available in the right place, at the right time and are provided by the right people? 

Á What do we need to do to provide appropriate and restorative support services so that people can quickly return to 
their normal lifestyles and avoid further complications? 

Á What do we need to do to respect people dying with dignity, to listen to and meet their needs? 
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Figure 7. Canterbury DHB Population Model of Care 

 

3.4 Partnerships - Working as One Health System 

The degree of change inherent within our new direction is significant.  While health service planning implicitly requires a 
degree of planned change, there is also a desire to allow change to emerge based on the energy and innovation of those 
providing services and the needs of our patients and consumers.  

We recognise that we cannot achieve this kind of transformational change across the whole of the system on our own.  
Our relationships with the organisations we fund are more than contractual relationships; they are partnerships based on 
a shared vision and transparent, open processes.  The involvement of consumers, clinical staff and operational teams 
across community, primary and secondary settings is critical to ensure the change we are making is sustainable.  This 
active involvement is facilitated through our model of shared management and clinical leadership at all levels throughout 
the Canterbury health system and is supported by our sector-wide engagement and partnerships. 

Cross sector clinical partnerships have already demonstrated their value with new service models for elective and acute 
management and the development of over 160 successful patient-focused pathways designed and agreed upon by clinical 
groups across the sector.  This collaboration has allowed us to share resources, combine effort and reduce duplication, 
variation and waste across the Canterbury system.  Our collaborative system-wide response to the H1N1 pandemic was an 
outstanding example of what can be achieved by combining resources and putting the patient first.  We were the only DHB 
to implement Community Based Assessment Centres where, on average, primary and secondary health staff collaborated 
to assess 117 people and answer 831 Flu Line calls every day.  The clinically led Canterbury H1N1 Pandemic response was 
rated as excellent by the Ministry of Health. 

We will further enhance our partnerships over the coming year to continue to improve the patient journey through our 
health system and ensure a seamless transition between primary and secondary services.  Consistent with this approach, 
we will introduce a new outcomes-based approach to decision making, support the implementation of the Better, Sooner, 
More Convenient Business Case and establish formal clinical and operational agreements with our regional DHB partners 
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The Canterbury Initiative ς Primary/Secondary Care Partnerships 

As part of our focus on the whole of the health system, our secondary care teams are working closely with primary care 
teams and General Practitioners (GPs) through the unique setup of the Canterbury Initiative, which is driving the 
development of new patient pathways that support integrated service delivery.  Pathway development brings together a 
range of clinical representatives from general practice, hospital specialities and the community and removes traditional 
boundaries by ensuring consistent services are delivered in the most appropriate and convenient settings.  

GPs and secondary care specialists are providing clinical leadership in the design and implementation of the new pathways 
and integrated models of care.  The focus on shared care, structured around the patient and supported by evidence-based 
practice, is helping to minimise waits and unnecessary hospital visits.  Supporting our hospital specialists to train and up-
skill GPs to remove skin lesions (skin growths, including skin cancer) has enabled the removal of over 500 subsidised skin 
lesions in primary care in the past six months, which would have otherwise required a hospital referral.  GPs can now also 
make referrals to their colleagues, rather than putting their patients on hospital waiting lists, and the service is on track to 
treat 2,300 patients in its first year. 

The face of the Canterbury Initiative is presented online via a website www.healthpathways.org.nz that contains 
information and resources specifically developed to help general practice navigate the established patient pathways, 
including information on referrals, specialist advice, diagnostic tools, GP to GP referral and GP procedure subsidies. 

The Canterbury Clinical Network ς Whole of System Partnerships 

More recently, we have supported the establishment of the Canterbury Clinical Network (CCN), an alliance of CanterburyΩǎ 
health professionals including GPs, secondary care specialists, practice nurses, community nurses, physiotherapists, 
community pharmacists, aņƻǊƛ and Pacific health provƛŘŜǊǎΣ tIhǎΣ LƴŘŜǇŜƴŘŜƴǘ tǊŀŎǘƛǘƛƻƴŜǊǎΩ Associations (IPAs) and the 
DHB.  The Network has been established with the explicit inclusion of the DHB (as the funder) as a key partner to enable a 
ΨǿƘƻƭŜ ƻŦ ǎȅǎǘŜƳΩ ŀǇǇǊƻŀŎƘ ǘƻ ǎŜǊǾƛŎŜ ǇŜǊŦƻǊƳŀƴŎŜ ŀƴŘ provides a genuine alliance between clinical leaders and 
management which will develop solutions and drive change and transformation in our health system over the next few 
years. 

The CCNΨǎ current focus is the development and implementation of the Better, Sooner, More Convenient Business Case, 
which is being supported by the Canterbury DHB.    Transparent two-way communication on issues such as the ethnical 
use of finite resources will be inherent in the way in which the CCN will operate, supported by an outcomes-based 
approach to joint decision making.  The agreed implementation plan for the Business Case is outlined in section 5.2. 

Canterbury and the West Coast DHB - Regional Partnerships  

As part of our focus on integrated service delivery and a seamless transition between services for patients, our Board has a 
commitment to the development of formal clinical networks and to regional health services planning.  Through this 
commitment, the collective South Island DHBs will implement solutions that will improve the patient experience and the 
health of our wider populations and reduce and control costs, while ensuring that patient care is not compromised. 

In line with this commitment, and after a recent report into the future provision of health services by the West Coast DHB, 
Canterbury and the West Coast have mutually agreed to formalise long-standing clinical partnership arrangements and 
work together to plan sustainable and effective services for our regions.18  This collaboration is a natural progression of the 
long-standing links that we have had with each other.  However, formalising our partnership will allow us to more actively 
plan the assistance we provide, help to build a more appropriate workforce in both locations and improve patient safety; 
without having any detrimental affect on services provided to our own population. 

As part of our active engagement, Canterbury will provide chief executive services to the West Coast for the next five 
years, and our CEO will lead both the Canterbury and West Coast management teams effective from 1 July 2010.  
Formalising our clinical arrangements will also mean future specialist clinical staff appointments, such as the recent 
appointment of a Director of Allied Health, will now be joint appointments between both DHBs.   

¢Ƙƛǎ ŀǇǇǊƻŀŎƘ ŀƭƭƻǿǎ ǳǎ ǘƻ ǎƘŀǊŜ ΨōŀŎƪ ƻŦŦƛŎŜΩ ǎŜrvices, workforce resources, experience, knowledge and understanding 
without increasing wage and salary costs and will reduce duplication and waste between the two DHBs.   

Human Resources and Payroll functions are amongst the functions where considerable progress has already been made, 
and this work is being undertaken with little additional resources.  Both DHBs are also committed to working closely on the 
implementation of our Better, Sooner, More Convenient Business Cases, particular the rural health components, to ensure 
a consistency of approach across the wider region and alignment between our services. 

                                                
18 Analysis of options: Models of Care for West Coast District Health Board, by Law and Economic Consulting Group (LECG). 
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The following table outlines the agreed timeframes for progression of our active partnership with the West Coast DHB.  

 

Area of Activity Action Timeframe 

Governance 
Arrangements 

West Coast DHB Board to adopt Canterbury standing orders, committee 
structure and terms of reference to harmonise governance practice and 
reduce administration cost. 

Effective March 2010 

CEO to assume joint responsibility for Canterbury and West Coast DHBs. Effective 1 July 2010 

Formal integration of the Planning and Funding teams of both DHBs with 
focus on joint appointments, service planning and work plans, sharing data 
sets and introducing common process and tools. 

Effective 1 July 2010 

Clinical Partnership 
Arrangements 

Including: joint 
appointments of 
clinical staff and 
clinically led work 
streams at speciality 
and service levels to 
develop models of care, 
standard protocols, 
patient pathways and 
shared education 
programmes. 

Agreement by both Boards to formalise clinical partnership arrangements 
and move to joint clinical governance framework. 

Effective March 2010 

Joint Paediatrician SMO appointment to improve functional linkages 
between nursing and midwifery services on West Coast and neonatal and 
paediatric service in Canterbury. 

Commenced Feb 2010 

Joint Director of Allied Health appointment to improve professional input, 
leadership and direction for both DHBs.  

Commenced April 2010 

Obstetric and Gynaecology work stream to ensure 24/7 senior medical 
cover for West Coast women. 

Commencing Dec 2009 

Urgent Care (ED) work stream established to improve functional linkages 
and support West Coast clinical teams. 

Commencing July 2010 

Mental Health work stream focused on joint appointments, workforce 
planning, sharing data sets and common processes for serious incidents.  

Commencing April 2010 

Canterbury Initiative work stream to support the development of clinically 
led patient pathways and HealthPathways site for West Coast. 

Commenced May 2010 

Better, Sooner, More Convenient Business Case work stream focused on 
coherent strategy for rural services development including clinical and 
financial sustainability. 

Effective Sept 2010 

Back Office Service 
Arrangements 

Occupational Health and Safety - single safety team with focus on 
standardising processes and systems for workplace safety. 

Effective 1 July 2010 

Human Resources - single team with focus on standard processes, joint 
appointments and digital recruitment processes to reduce time and costs.  

Commenced Sept 2009 

Payroll System - Alignment of systems and joint appointments. Commenced Sept 2009 

Effective April 2010. 

Finance Systems - Implementation of the Convergence Project R12 upgrade 
for the Oracle finance system to enable sharing of procurement policies, 
ordering of supplies and financial functions. 

Commenced Feb 2010 

Information Systems ς Investigate integration of laboratory information 
systems as a first step in a common information systems environment. 

Commenced 
September 2009 

 

3.5 Transforming Our Facilities - Supporting the Change  

It is clear that the environment in which the health and disability sector operates is not static, but subject to the constant 
changes in population demographics, technological advancements, models of care and the expectations of communities 
and funders.  The redesign of our health facilities is essential to support the ongoing implementation of our patient-
centred models of care ς models that are collaborative, integrated with primary care, interdisciplinary, anticipatory and 
focused on the patient journey through the whole of the system. 

In transforming the way we work, our current facilities configuration has proven to be a block that has to be worked 
around.  Our new patient pathways highlight the inefficiency of current and traditional service models that deal in terms of 
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άWe aim to support the current 
momentum and to fully capture the 
opportunities of our system-wide 
transformation through the 
substantial redesign of our hospital 
facilities.έ  

DAVID MEATES 
Chief Executive, Canterbury DHB 

fragmented services stretched across multiple locations.  The physical geometry of our facilities provides no opportunity 
for co-location of services, current facilities do not meet current health facility guidelines or seismic requirements, and we 
have exhausted expansion capabilities on our Christchurch Hospital site.   It is imperative that the transformation we are 
delivering is underpinned by a hospital system that is responsive and supports flexibility of service provision. 

In redesigning our facilities, we will co-locate inter-related services, take advantage of 
workforce and service delivery efficiencies and make better use of our valuable 
resources.  Facilities will be anticipatory and will have the flexibility to allow alteration 
of their use in the future to meet the challenges of an ever-changing health sector.  
Most importantly, by removing current constraints, we will be able to further improve 
patient pathways and continue to remove duplication and waste from our system.  The 
solutions we will implement include a move to ambulatory care models of practice 
(separating planned day-only activity from acute), diversion of patients away from 
emergency care, improved clinical synergies and more interdisciplinary models of care. 

We have reviewed the configuration on each key site, identified the best potential 
alignment of services and assets and adopted a progressive redevelopment of our facilities in line with our service 
transformation.  We have completed a Strategic Stage Analysis, a Ministry of Health requirement to show what we plan to 
do and how we plan to do it; and an independent review has endorsed our proposed direction of travel.  The first two of a 
series of national ΨƎŀǘŜǿŀȅ ǊŜǾƛŜǿǎΩ ƘŀǾŜ ōŜŜƴ ŎƻƳǇƭŜǘŜŘ, and business cases for the first stage of development at 
Christchurch Hospital and the development of Health Services for Older People are underway.  

During the next stages of the project, a range of frameworks are being established to oversee all the activity that is 
occurring. This includes a Clinical Services Reference Group to provide clinical oversight for the project and a wide range of 
clinical service work streams to ensure that there is broad engagement and that the facilities developed are appropriate 
for modern models of care and capture opportunities around co-location of services to improve clinical synergies.   

Public consultation will take place in April on the proposed land swap and Stage One of the Christchurch Hospital 
redevelopment, and we will work alongside the Christchurch City Council in this process.  We will also provide updates on 
our website on what is happening with our facility redevelopment. 
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Figure 7: Proposed Capital Works Process 

 

3.6 Service Redesign and Reconfiguration 

Over the coming year, we will continue to collaborate closely with clinical leaders, stakeholders, consumers and the 
Ministry of Health to transform the way the Canterbury Health System works.   

Alongside service transformation, we will continue to make efficiency gains by delivering the same service in more 
productive ways and by reducing duplication between services and providers.  Quality improvements will standardise 
processes, reduce variation and waste and improve patient outcomes by freeing clinical staff for more direct patient 
contact time.  Production planning will also improve our use of staff and resources and reduce costs in our hospital and 
specialist services. 

We will ensure value for our investment through the regular review and evaluation of current services and by using our 
prioritisation principles and new contracting frameworks to question whether we can improve outcomes by delivering 
services in different ways.  We will also continue to implement Government policy and national strategies and meet the 
expectations of the Minister of Health, particularly in regards to the delivery of national health targets and the integration 
of primary/secondary services. 
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It is anticipated that new models of care and patterns of service delivery will emerge as this work progresses, and it is 
possible that this will result in service change or changes to service arrangements, the extent of which is unknown at this 
stage. In most instances we anticipate that the changes will be in funding models, models of care or service delivery 
methods, aimed at ensuring the right person is seen at the right time, by the right person and in the right place.   

It is noted that, in line with legislation and the clear expectations of our Board, any significant reconfigurations will be 
preceded by consultation with the affected resident population groups and the Ministry of Health.  We have a policy of 
participatory engagement and will endeavour to keep a steady steam of information flowing across the sector on the 
direction and planned transformation of Canterbury health services.  We will also consult with our regional DHB partners 
where service redesign or reconfiguration may affect their populations and as we work to implement relevant 
recommendations from regional reviews and plans.  The Canterbury DHB will follow the requirements of the Operational 
Policy Framework in relation to all service changes signalled. 

Service changes anticipated over the coming year fit into five categories: 

Á Redesign of service delivery models as a result of internal reviews, initiatives or reconfigurations to reduce 
bureaucracy and improve productivity, value for investment, patient safety and clinical quality; 

Á Redesign of service and delivery models across the whole of the Canterbury health system to ensure continuation of 
service delivery, build capacity to meet future population growth, improve health outcomes and reduce inequalities in 
health status; 

Á Redesign of service and delivery models across our Hospital and Specialist ServicesΩ Surgical and Medical Divisions, 
Older PersonsΩ Health Services and Mental Health Services to be more responsive and to ensure the DHB can continue 
to provide services to those most in need, within available resources;  

Á Redesign of service and delivery models across primary care services as a result of the implementation of the Better, 
Sooner, More Convenient Business Case; and 

Á Implementation of external national policy, reviews or strategy to ensure consistency across the sector, provide 
equity of access to service and improve health outcomes. 

The key areas of focus are outlined in this document ŀƴŘ ƛƴ ƻǳǊ ǇǊŜǾƛƻǳǎ ȅŜŀǊΩǎ 5ƛǎǘǊƛŎǘ Annual Plan.  Our Statement of 
Intent also provides clear expectations around the outcomes we expect to deliver for our population.  It is recommended 
that these documents be read together.  All of our accountability documents can be found on our website 
www.cdhb.govt.nz. 
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4 The Fit with the National Direction 

 

4.1 ¢ƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ 9ȄǇŜŎǘŀǘƛƻƴǎ 

When planning actions and activity for the coming year, we Ƴǳǎǘ ŎƻƴǎƛŘŜǊ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎ ǿƘƛŎƘ ŀǊŜ 
highlighted each year in the Planning Package (between the Ministry and DHBs).  This Package provides annual 
expectations, priorities and parameters and helps to maintain consistency across the sector.  

In setting expectations for 2010, a clear signal has been given that DHBs must deliver services and achieve national health 
targets within existing resources and within budget.  The Minister of Health wants the public health system to deliver 
Better, Sooner, More Convenient health care by focusing on enhancing performance, increasing outputs, improving quality 
and effectively managing resources.  There is also a strong focus on improving front line services and operating within 
approved financial budgets. 

The Minister continues to support strengthened clinical leadership and constructive staff engagement, and expects to see 
improvements in hospital productivity, patient safety and quality.  The Minister has also signalled a commitment to 
Whņnau Ora and expectations that DHBs will work to improve aņƻǊƛ health status. 

¢ƘŜ aƛƴƛǎǘŜǊΩǎ ǎǇŜŎƛŦƛŎ ǇǊƛƻǊƛǘƛŜǎ ŦƻǊ нл10/11 are to: 

Á Improve service delivery and reduce waiting times - increased elective surgery and first specialist assessments and 
reduced emergency department and cancer treatment waiting times. 

Á Implement the next steps in the Primary Health Care Strategy - closer integration of services across the care 
continuum to improve convenience for patients and reduce pressure on hospitals.  Specifically: 

Work with community and hospital clinicians to provide a wider range of service in community settings; 

Provide these services at no cost to patients; and 

Actively investigate and facilitate the opportunities that exist to consolidate PHOs where appropriate. 

Á Improve clinical leadership - strengthened clinical engagement from governance level throughout the organisation. 

Á Regional cooperation - accelerated collaboration between neighbouring DHBs to maximise clinical and financial 
resources and evidence of real gains from this collaborative endeavour.  

Á More unified systems - working constructively with the National Health Board and Shared Services Board to ensure 
public health services are not reinventing the wheel 21 times. 

 

4.2 Achieving National Health Targets 

To measure progress against national priorities and the Minister ƻŦ IŜŀƭǘƘΩs expectations, a set of national health targets 
has been established, with the anticipation that collaborative focus will drive performance improvement across the sector.   

WhƛƭŜ ǘƘŜ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎ ŎŀǇǘǳǊŜ ǇŜǊƘŀǇǎ ƻƴƭȅ ŀ ǎƳŀƭƭ ǇŀǊǘ ƻŦ ǿƘŀǘ ƛǎ ƴŜŎŜǎǎŀǊȅ ŀƴŘ ƛƳǇƻǊǘŀƴǘ ǘƻ ƻǳǊ ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘ, 
they do provide a focus for action and improved performance across a range of areas, from prevention and early 
intervention through to access to hospital and secondary services.  In this sense, achievement of the targets is a reflection 
of how well the health system is improving the lives of New Zealanders.19  

We are committed to making continued progress towards achieving the national health targets, and the goals we intend to 
reach over the coming year are set out in the table below.  If factors beyond our control prevent anticipated gains, we will 
take appropriate corrective action to achieve the best possible outcome and to meet the MinisǘŜǊΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎΦ  ¢ƘŜ 
activity planned to deliver on these health targets is outlined in sections 5-7. 

 

                                                
19 Information regarding the health targets can be found on ǘƘŜ aƛƴƛǎǘǊȅΩǎ ǿŜōǎƛǘŜ ǿǿǿΦmoh.govt.nz. 
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National Health Target DHB Target - by July 1st 2011 Section 

Shorter stays in Emergency 
Departments. 

95% of people presenting at a Canterbury Emergency Department will be 
admitted, discharged or transferred within six hours. 

5.5 

Improved access to elective 
surgery.

 20
 

A total of 15,478 elective surgery discharges will be delivered. 7.1 

Shorter waits for cancer 
treatment.

 21
 

100% of people needing radiation oncology treatment will receive it within four 
weeks of the decision to treat.  

6.4 

Increased Immunisation rates.  91% of all two year olds in Canterbury will be fully immunised. 6.1 

Better help for smokers to quit.
 

22
 

90% of hospitalised smokers provided with advice and help to quit smoking. 

80% of smokers attending primary care provided with advice and help to quit 
smoking. 

6.3 

Improved diabetes and 
cardiovascular services. 

An increased percentage of the eligible adult population will have had their CVD 
risk assessed in the last five years.  

      aņƻǊƛ      Pacific      Other      Total 

      62.9%      60.1%      73.9%      73.0%    

6.5 
 

An increased percentage of people with diabetes will have received a free 
annual diabetes check. 

      MņƻǊƛ      Pacific      Other      Total 

     >44%       >40%        >53%      >52%   

6.6 

An increased percentage of people with diabetes will have improved diabetes 
management (HbA1c8% or less). 

      aņƻǊƛ      Pacific      Other      Total 

     >70%       >56%         >80%      >79% 

 

4.3 Our Local Priorities 

Alongside national expectations, the DHB will continue to be guided by its District Strategic Plan (adopted in 2006) and 
pursue the overarching priorities and directions outlined in this Plan in a way that best meets the needs of our local 
community and maximises health gain for our population.  Added to this is the imperative that any initiatives or 
programmes developed will enable the Canterbury health system to build the foundations essential to drive 
transformational change and improvements in our challenging environment. 

The District Strategic Plan sets out nine priority areas for improving health and reducing inequalities in Canterbury: Older 
PŜǊǎƻƴǎΩ Health, Child and Youth Health, Mņori Health, Primary Care, Disease Prevention and the Management of Chronic 
Conditions, Cancer, Cardiovascular Disease, Diabetes and Respiratory Disease.   

From these national and local priorities, we have identified several for particular focus in 2010/11; areas we believe will 
provide us with the best opportunity to improve service delivery and health outcomes and to meet the immediate 
challenges we face in terms of increasing demand, cost pressures and Government expectations.  These are: Making Our 
Hospitals Work, the Delivery of Better, Sooner, More Convenient Primary Care, Older PŜǊǎƻƴǎΩ Health Services, Mental 
Health Services, Urgent Care and Quality and Patient Safety.  We have also identified three areas of additional focus to 
address specific Ministerial priorities: Elective Services Delivery, Workforce and Maternity Services. 

Our strategic vision and our chosen priorities for 2010/11 fit well with the current national direction, and Figure 8 on the 
following page demonstrates the significant cross-over of local and national priorities and the alignment of our direction 
with achievement of the national health targets and the expectations of the Minister of Health. 

                                                
20 Elective surgical discharges exclude elective cardiology and dental procedures.  
21 This target excludes Category D patients, who have scheduled treatment start dates. 
22 Similar targets for primary care will be introduced nationally from July 2010 through the PHO Performance Programme (PPP). 
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Figure 8.  Alignment of Local and National Priorities. 

 


