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Messagdrom the Chairman and Chief Executive Wy éfe%e{

We are pleased to present our Annual Plan for the 2010/11 financial year. This document reflects our continued
commtment to improvingthe health and wellbeing adhe Canterbury populatiomm line with the strategic priorities set in

our District Strategic Plan. It also reflectsr commitment toclinical leadership and tg 2 NJ Ay 3 O2f€ f | 6 2 NI (A
health syster@with the patient at the centre.

Population growth, the increasing burden of leteym conditions the current fiscal environmerdand the ageing of our
population are placing ggnificant pressure on our capacity to deliver sersiceVith the growing demand for more
complexhealth services and the corresponding ageing of our heatifkforce there aremajor risks around the future
viability of a range ofservices particularly more specialised services and those used predominately by our older
populationgroups

If we make no change tine way wefund or deliver services, population growth and demand projections indicatelthat
2020- just to stand stilk Canterburywill need an additional hospital the size of Christchurch Hospital, 2,000 additional res
home beds and a 20% increase in the numbeCafiterburyGPs.

Knowingthese challenge lie ahead we haveembarked on a collaborative journey withinical leaders, stakeholdeesd
consumersfrom across the systerand agreedon aWhole of systenQapproach toa sustainable future.Acting on our
collaborative vision we are transforming the way we work develogng alternative models of care, reconfigng
traditional models and redesigmg patient pathways Through tlis transformation we are building the capacity required

to meet the future needs obur communityandimprove health outcome$or our population Wehave achieved a number

of significant successes over the past yeahich are highlighted throughout this documenthese initial successage

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 documeshich reflect both what we have learover the past two years
and the priorities of a new Governmebt ¢ KSNB A& Y2NB 2F | F20dza 2 yhetightl G A y 3
person receives the right care and support, from the ngdnison at the right time and in the right pla€e®

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 flow2 ¥ LI GASyGa GKNRdzZZK 2dz2NJ aSNBWAOSaod ¢KA& | LILINE I C
GKAY1TAY3IQ YR (KS o6lFlaAra GKFEG RStFrea Ay LIGASYyd OFNB Fid |
outcomes, in addition to highecosts. Our shared decision making, achieved through partnerships between clinical
leaders and management, will ensure that strategic and operational decisions are as effective as possible.

Tofurther supportour transformation of service models and pattgpathwayswe have begura major facilitiesredesign
embradng the opportunity to combine capital investment and effective service planning to significantly improve the
performance of our health systemThe key focus of this redesign will be thelocation 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.

Thisfacilitiesredesignwill sit alongside national momentum for change in prima&are service delivery models and the
AYLX SYSy il GA2y 2Betteli RoBnehMoeShidyeriigaltnCare) W R A NJB @spangeyffoithe Minister
of HealtQ &  NBthedZSataibury Clinical Network, supported by the DH&s submitted a businesscase for the
transformation ofhealth services in Canterbury. We recogntbat this is not just about primary caybut is part of the
whole direction for Canterburyand supportingthe implementation of thebusinesscasewill be a major priorityfor usin
2010/11.

We recognisethe need to work closely witbur regional DHB partner® address the challenges facing the health sector
We are formalisng our long-standingclinical partnership arrangements with the West Coast Daddg withjoint CEO
arrangements, clinical appointments, service development and service planninghamdd bacloffice services. This
closer collaboration wilprovide greater certaintyin terms of both the planning and delivery of health servit@sthe
population of boh DHBsas well asupporing the development ofa more appropriate workforce in both locationQver
the coming yearwe will alsomake some key decisisraround how we organiseservicesacross thewhole of the South
Islandin order to ersureour wider population has access Bustainableservicedn the future

The following document providesaverviewof the busy life and exciting develments for the coming yeaCompared

to the activity of althe people working day and night for our patients acmmmunity, this is a small snapshot. The Plan is
focused on the delivery of significant projects amansformation in line with the priorities established iour District
Strategic Plamndthe expectatons of the Minister of Healtand our community
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As we move forward with the transformation @iur health systemwe expect to engage with our stakeholders, clinical
partnersandworkforce and to consult our community on significant changes to service delivery models, land disposals and

onthe 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 fandenhile things are goqdave
want to keep makinghem better. Weare praud of the partnerships we have established and ifmprovementswe have
achieved for our community over the past yeafhank you to all those people who have worlk@dngside ugso make
success possibléNe look forward to another yeasf achievemento further improwe the delivery othealthand disability

services to our community

Signatories

# .

/e

b, 4 & / LSS

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

Alister James (@irman) 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.
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Approval of theMinister of Health

Office of Hon Tony Ryall

Minister of Health
Minister of Stale Services

71 SEP 200

Mr Alister James

Chair

Canterbury District Health Board
PO Box 1600
CHRISTCHURCH 8140

Dear Mr James
Canterbury District Health Board: 2010/11 District Annual Plan

This letter advises you that | have signed Canterbury District Health Board's (DHB)
2010/11 District Annual Plan (DAP) for three years and that the Board has my full
support for implementing this plan.

Clinical and Financial Sustainability

| appreciate the efforts your Board and management have put in over the past year to
manage your DHB in a sustainable manner. More work lies ahead to achieve long
lasting sustainability, while ensuring that New Zealanders get an improved delivery of
services. The challenge for us all is to achieve this.

All DHBs must budget within their allocations and improve financial performance. | note
your planned financial position which incorporates cost avoidance in 2010/11. This
covers areas such as Inter-District Flow revenue, procurement and results of a single
system approach to delivering healthcare within available funding. The DHB's actions to
achieve this and control costs will be important in the current fiscal environment in
2010/11 and the out years. | expect the DHB to provide the NHB with greater details of
this plan by 30 September 2010.

My approval of your DAP does not mean acceptance of your assumptions in the out
years.

Health Targets

The Ministry of Health has advised that it considers there are heightened risks
associated with your achievement of the agreed health targets for Shorter Stays in
Emergency Departments (ED)s, Improved access to Elective Surgery and Shorter Waits
for Cancer Treatment. | require your DHB to focus on the achievement of the four week
wait target for Cancer treatment, including the use of private capacity where appropriate.
| expect that your DHB remains committed to improving performance in this and other
health target areas, and that it will work closely with the Ministry of Health, and in
particular, the Health Target Champions, to ensure good progress is made.

Between 2008/09 and 2010/11, ED attendances increased by 22.5 percent. In the
2010/11 DAP | note that the DHB intends to maintain ED attendances near its 2009/10

levels. | expect primary care to have a role in managing ED attendances. Please keep
the Ministry of Health updated on the DHB's plan to manage its ED attendances levels.

Private Bag 18041, Parliament Buildings, Wellington 6160, New Zealand. Telephone 64 4 817 6804 Facsimile 64 4 817 6504
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Mental Health Ring-Fence

While | am not viewing your mental health ring-fence spending as an impediment to the
overall approval of your DAP, | expect the DHB to work with the Ministry during 2010/11
to ensure my expectations regarding the mental health ring-fence are met. This includes
ensuring that funding not allocated in accordance with ring-fence expectations is tagged
for mental health and addiction services, to be allocated in out years.

This should include your DHB working with the Ministry's Mental Health Group to
determine the appropriate level of service delivery for the DHB’s population; and in
2011/12 and out years, allocating sufficient funding to support this. The NHB will ensure
that this work is undertaken as it forms part of my agreement to your 2010/11 DAP.

As part of this discussion, it will be important to establish whether any proposed changes
to mental health service models, including integrating primary and secondary mental
health services, should be considered under the service change protocols outlined in the
2010/11 Operational Policy Framework (OPF).

Policy Priorities

New Zealanders want better access to a wider range of services closer to home. |
expect your DHB to make substantial progress with integrating hospital services into
community settings in 2010/11. The DHB and the wider Canterbury Clinical Network
have made a strong start to this work through the Better Sooner More Convenient
business case. The DHB will need to keep the Ministry of Health well informed of its
progress in this priority area.

| note that your Board has significant plans for closer working with West Coast DHB
which is commendable. | also expect greater levels of collaboration and evidence of
effective decision making across the South Island DHBs, focused on planning for
vulnerable services and a shared approach to future capital planning. As the major
tertiary centre, | expect your DHB to provide stronger leadership in regional planning. |
would like to know by the end of July 2010 details of how your DHB intends to work with,
and provide stronger leadership for, regional collaboration with the South Island DHBs.

DAP Approval

The approval of your DAP does not constitute approval of proposals for service changes
or service reconfigurations. You will need to comply with the requirements of the
Operational Policy Framework and advise the Ministry of Health where any proposals
may require my approval.

My approval of your DAP does not mean approval for any capital projects requiring
equity or new lending, or self-funded projects that require the support of the Capital
investment Committee. Approval of such projects is dependant on both completion of a
sound business case, and evidence of good asset management and health service
planning by your DHB. Approval for equity or new lending is also managed through the
annual capital allocation round.

| wish you, your Board and management every success with the implementation of your
2010/11 DAP, and thank you for your contribution and efforts towards a unified health
system.

Finally, please ensure that a copy of this ietter is attached to the copy of your signed
DAP held by the Board and to all copies of the DAP made available to the public.

Yours sincerely

kg an

Hon Tony Ryall
Minister of Health
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1 Introducing the Canterbury DHB

The Canterbury DHB is the second largest by populaifothe twenty-one DHBs established in 2000 under the New
Zealand Public Health and Disability Act (NZPHD &md),the largest by geographicatea. Our regionextends 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 wih other health and disability organisatigrstakeholdersand our communityto decide what health and
disability services are needed and howhest use the funding we receivifom Governmentto improve, promote and
protect the health wellbeingand indep@&dence ofour population.

Through this collaboratiorwe ensure that services are well coordinated and cover the full continuum of wétte the
patient at the centre. Theseollaborative partnershipalso allow us to share resourcasdreduce dupliction, variation
and wasteacross thewhole of thehealth systento achieve the best hedth outcomes for our community

As he Canterbury DH®e:

Plan the strategic direction for health and disability services in Canterbury, in partnership with cliniderdea
stakeholdes and our community and in consultatievith other DHBs and service providers;

Fundthe majority of health and disability services provided in Canterbury, through relationship and service contracts
with other health and disability serviggoviders;

Providehealth and disability servicggimarily for the population of Canterburyput also for people referred from
other DHBs where more specialised or highly complex services are not ayaitatle

Promote LIN2 G SO0 I Yy R A Y Li@RafBandvelideindtifoudtizhehlth prémétdn, health education and
the provision of evidencbased public health initiatives

In addition to these responsibilitieae arethe largest employer in the South Islawdth 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 servicabrough the rest of theCanterbury health systepfundedeither directly or indirectly by the
Canterbury BIB

OUR VISION
¢' a'¢h!

OUR VALUES

OUR WAY OF WORKING
al ¢!y ' a' ¢h! '

L owl Y ' 1wl a!l L

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

Care and respect for others. Be people and community focused.
Manaaki me te kotua i etahi atu. INRGFKA dadz 1A ]

Demonstrate innovation.

Ki te whakapakari, whakamaanawa
me te whakahaere i te hauora mo te

Integrity in all we do.
I LI A A |

tani fulgadze pohoK

Whakaatu whakaaro hihiko.

2NF 1 FLIA 2 1n dn L Engage with stakeholders.

Waitaha. Responsibility for outcomes. Tu atu ki ka uru
YFEASKETFINRGS A 1n K '

1.1  Organisational Structure

We have an established governance and organisational structure, based on the
requirements of the NZPHD Adhrough which the DHB functionfAppendix 1
providesan organisational chart of the Canterbury DHB

/daSY() S N& iea?emz‘elﬁc@

to attend, and observe, any Board o
Statutory Committee meeting where
decisions will be made. Meeting
y2iA08a Oly 68§

$S0aArAlS 666 PORK

.

Gowernance and Corporate Divisiorthe Management of the DHB

o -+

The Board assumes the Governance role and is responsible to the Minister of Health
for the overall performance and management of the DHi8.core responsibilities are

to set the strategic direatin 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

ALISTER JAME|
Chairman, Canterburyjy
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relationships with the Ministeof Health, Parliament and the Canterbury communi§even Board members are elected
68 GKS /FyGSNDdzNE O2YYdzyAidGeé |yR F2dz2NJ FNB | LIWRAYGISR o6& (K
on the Boardand threepracticing clinical members

Three statutory (mandatory) advisory committees athlee nonstatutory committeeshave beenestablished to assishe

Boardto meet its responsibilities. The membership of these committees is comprised of a mix of Board members and
community representative who meet regularly throughout the yeafhey includédothOf A y A Ol f | Y Rwhan 2 NRA Y
contribute clinical and cultural experience andderstandingo decision making Aspart of Canterburf2 @mmitment to

shared decision making, frofine staff and clinical leadeadsoregularly present to the Board and@mittees to provide

aworking perspetive and technical advice®> members'

The Hospital Advisory Committeenonitors the financial and operational performanceafr hospital and specialist
services, assessing strategic issues relating to thosecesrand providing advice to the Board.

The Community and Public Health Advisory Comméieethe Disability Support Advisory Committégelivered
through the same body of membershipprovide the Board with advice on the health and disability needs of ou
population,assesiow the servicesve fund or provideand the policies we adopt will impact on our population and
promote the inclusion, participation and independence of people with disabilities.

The Quality, Finance, Audit and Risk CommitteenharOS & G KS . 2 NRQa J@adidmly band OS T dz
providing advice on the financial operation of the DHB and monitoring quality and clinical risk issues.

The Remunerations and Appointments Committemanagesthe employment of the Chief Executive anther
specific industrial and employment matters.

TheFacilities Development Project Committemonitors and reviews the overall planning, progress and direction of
the Canterbury DHB Facilities Development Programme.

2 KAfS NBalLRyaAaoA traliparforfghdd) redtK Bith the Board, it ha8 S delegation policy assigning
operational and management matters to th€hief Executive. The Chief Executive is supported by an Executive
Management Teamwhich includes General Managers of Planning and Fgnddommunity and Public Health, Finance,
Communications, Human Resources and Corporate Seraices) withthe 9 E S Odzi A S 5ANBOG2NI 2F an?2
the Chief Medical Officerthe Director of Allied Healtand the Executive Director of Nursingho provide cultural and

clinical leadershipinput intoBoard and Committedecision makingnd oversight of patient safety and quality.

Planning andFundingHealth and Disability Services

The Planning and Funding Division of the DHB is responsible ©hiie¢ Executive for planning and funding health and
disability services in Canterbury and determining how bestvest thefundingwe receivefrom Governmento meet the
health needs of our populationThe core responsibilities of the Planning and Fngdivision are:

Assessingur populatior® current and future health needs

Determiningthe bestmix and range of services be purchased

Building partnerships with service providers, Government agencies and other DHBS;

Engaging witlour stakeholders ad community through participatry consultation;

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

Prioritising and implementing national health and disability policies and strategies in relation to local need;
Undertakng and managing contractual agreements with service providers; and

Monitoring, auditing and evaluating service delivery.

Through our Planning and Funding Divisior, emter into service agreements or arrangements with the organisations or
individuals whacan 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 sybkteimcludes an internal service

level agreement with our ékpital and Specialist Services and over 1,400 selmwe 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 deliGznegtibury,
we also provide a significant share of those services @ & $ SfNi@ispital and specialist service These services are

! There ares clinical members on the Hospital Astbry Committee and on the Community and Public Health and Disability Advisory Committee.
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provided through our Hospital and Specialist Services Divigibich consists of six service divisions: Medical andi&al

Services Mental Health ServiceRural Health Serviced 2 YSY Q& | YR / K Old& NESNBEOR¢aRIDEMIIIA OS &
Rehabilitation Servicegnd Hospital Support and Laboratory Servipgspendix 2providesan overview of thehospital

and specialisservices providethy the Canterbury DHB

Ourfourteen 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 servidetivamed from community bases or
through outreach clinics. A significant proportionspicialist mental health servicase provided in community settings.

Because of the size of the Canterbury DB provide an extensive range of higher level hodptad specialist servise

While our responsibility is primarily for thegopulation of Canterbury, many obur services are also provided to people
referred fromother DHBs wheremore specialied or higher level services are not availabl&Ve arethe mapr tertiary
provider in the South Islandnd have established a formal arrangement with the West Coast DHB for closer clinical
collaboration and service provision

Some of theserviceswve provide on a regional basisclude 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 neurobryy respiratory services endocrine and diabete services for
children; paediatric surgery; neonatal transport and retrieval seryit@gmatologybncology services cardiothoracic
services gastroenterologyyespiratorymedicine,neurosurgery plasticsurgeryand ophthalmologyservices

We also prowde serviceson a national or semmational basiswhere we arethe only provider or one of only two
providers in the countryincludingendocrinology services, spinal services, paediaicology and laboratory services
including providing specialist fexral 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 fof Labnet

Other DHBs who refer people to Canterbury are wagpble for meeting the costs of the services provided to their
population NB ¥ S NNB R -Ri 2 GIN& OW Qy @SMaErFows]IDFsRikéwvide ifrith®deFew services that cannot

be provided in Canterburywe havefunding arrangementsin place enablingCanterburyresidents 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 IDFand ACC volumese ensure our abilityd provide for our own population is

not adversely affected by demaricbm outside the region

Promoting Community Health and Wellbeing

Good health is also determined by many factors,social determinants of health, which sit outside of the traditional

health system (e.g. education, housing and income). Our partnerships with other ageneasding local and regional
councils, Mental Health Commission, Child Youth and Family, Police, Housing NZ, the Ministries of Education and Social
Development and AC¢ 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 deglopment management in place.

collaborative ventures and initiatives that focus on the reduction of behavioural and
environmental risk factors to reduce lostigrm conditions and injury. This includes

/ \ Through our Community and Public Health Division and our HEHA contracts we support
a9 YLR g S Mdpyldion® dzNJ

make healthy lifestyle changes relie!

heavily on a cmprehensive cross i[nproving nutritign, increasing pr]ysical gctiv[ty and reducing tobagco smgking, alcohol
sector approach and a true O2yadzyLJuAzy |'yR 20KSNJ NRAAaIJ 0SKI @A 2 dzNA @
partnership not just with other social and physical environments for our younger poparet is also a focus, and
community organisationsut with -~ | strategies to reduce inequalities in health outcomes prioritise work in areas of high

vks ozviyayhue AUL peed such as education settings, WokJt | O5& FyR an2NR YR tFOA

EVON CURRI| : . I . . .
K GM Community anﬁ’ublicHeeW Our Community and Public Health Division also delivers population and public health

services and supports the development of healthy and safe physical and social
SY@ANRYYSyiGasz gAGK | F 20Kd2aA OBy (KIS AS/ T & WiIAKKSR A OSIQf (KKeNR dz3 K
environments and encouraging physical activity. This Division also leads collaboration on safeguarding water quality,
biosecurity (protecting people from diseasarrying insects and other pestahpd the control of communicable diseases

and emergency planning to ensure preparedness for a natural or biological emergency.

Zabnet is an alliance of public sector pathology laboratories who work together to benefit from common systems and ecbscafiéeand
currently includesthe CanterburyDHB TaranakDHB Hawkes BafpHBand Nelson Marlborough DHB.
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1.2 Shared Decision Making Approach

2 KATS NBalLlRyaroAftAde F2N GKS 51 .0a 2@SNI ff Boadd &l ENsY | v OS =
Executive, both ensure that their strategic and operational decisions are fully infonvigrdappropriate support at all
levels of the decision making processludingthe following.

Clinical Governance

A commitment to quality and patiensafety placesresponsibility on theDHB to have effectivenechanisms in place for

planning, monitoring and managing the quality of clinical care providedr Clinical Boards a multidisciplinary clinical

forum, whose membership includes representativirom the primary, secondary and community sectors. There are 26
members on the Clinical Board, &7whomare electedandtK S . 2+ NR A& OKIFANBR o6& (GKS 51 .Q

The Clinical Boardverseedi KS 51 . Qa Of Ay A Ol fto the Chief ExgciitieSon tliNGal BauBsSaikesa RJIA OS
proactive role in setting clinical policy and standards and encouraging best practice and innoWioierssupport and
AYyTFtdzSy 0SS G(KS 51 . Qagalay gahiimpbriagt clihicdl Read@rshipaeSlgéadink YyRexample to raistne

standard of patient care.

Clinical input into decisiomaking is further facilitated by a model of shared management and clinician leadership at all
levels within the DHB. This model is replicated across the wHdleeoCanterbury health systemwith a framework of
primary/secondary clinical leadershiivingthe transformation needed to improve the delivery of health services and to
ensure change is sustainaliegterm.

an2NA tFNIAOALI} GA2Yy Ay 580A&A2Yy al | Ayd

Weengage informally i Yl ye fS@Sta 6A0GK an2NA fadNRtegerRiBeNBrticibatidR in@a Y Y dzy A
LEFYYAY3a FyR RSEAGSNE 2F KSIEGK FyR RAAN oar ANJS LOEBENGHA OB
Boardalso has dormal Memorandum of Understanding with Manawhenua Ki WaitahdB LINB A Sy i Ay 3 GKS &S
w n Yy |)¢dsHlurther step to eancea n 2pgddicipation indecision making

Ouran2NRX | S+t aGK tf FcgnmmitdudIINESAEAIIR oMYA KWy F2 NI NBfF A2y aKa
groups. We continue to explore mechanisms to facilithiesseT 2 N £ NBfF A2y aKALA | yR 3INBL
an executive angjovernance levehs a pathway to sired decision making

/ \ Consumer and Community Input
Gt b NIAOALI GAZY Al We also havdinks with a number of consumer and community reference groups,

advisory groups and working partie§ heiradvice and input assists in developing DHB
between the DHBNnd consumers at | d strategies to i the di f health d disabilit . dt
all levels. We are expecting the plans and strategies to improve the dairy of health and disability services and to
Consumer Council to take an active| réduce inequalities in health status within our population.

role in influencing policy to better
reflect consumer needsé

services should be a partnership

Our Consumer Councjirovides input into decision making as a permanent advisory
group br the Chief Executive arglipporss a partnership model that qovides a strong
DAVID MEATES  and viable voice for the community and consumers in health service planning and

Chief Bxecutive Canterbury DH . .
service delivery.

The Council consists of 15 representatives nominated by consumers and consumer lobby and advocacy groups and covers
10 key areasfamily heali KX 2 f RS NJ LIS NE 2 yaan(® N&S | K Sil-K (1 KREA AdrhoCovidibine, SefEl  § K X
health, rural communities, primary health care and refugees. Networks support each representative in their role and
facilitate wider communicationacrosshe Canterbury community.

1.3 Clear Prioritigtion and Decision Making Principles

Supported bythe Clinical Board, Consumer Council and Executive Management, TeanDHB hasan established
prioritisation framework anda set of prioritisation principles. Based on best practice and consistent withstategic
direction, these principleassistusin making decisions about which competing services or interventions tq fuitldl the
limited resources available.

The prioritisation princifes that guide oudecision making are:

EffectivenessServicesshould be effectiveproducingmore of the outcomes desired, such as a reduction in pain,
maintenance of daily activity, greater independence and the prevention of premature death.

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

Whnnau Ora:Services should have a positive impact on the holistic health and wellbeing of the person and their
family and wiy” | dz® CKAA KIFa LI NIAOdzZ NI AAIYAFTAOFYOS T2NJ an2NAR

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

Ability to implementOur aility to implement the servicés carefully considered, includirige impact on thewhole
system workforce considerationand any risk and change management requirements.

Because the health sector is continuayolvingwith changes in health need, clinical practared technology the decision

to develop or implement new services reqgs robust review. The prioritisation principles are also applied when we
review existing health investmengnd provide the opportunity to reallocate funding, on thasis of evidence, to services
that are more effective in improving health outcomes aeducing inequalities.

We b not see these prioritisation principles as the only criteria in the decision making prboessver, starting with a
base of analysis agairtte principles improvethe quality of decision making.

1.4 Unleashing Our Health S35

We believe that to build a clinically and financially sustain&adaterbury ldalth System we cannot focus opust cutting
costs andimplementing smalline-by-line detailed savings programmesinstead we have invested our energynto
working togethe as awhole system to make sure that we do the right thing for thight person n the right place at the
right time, using the right workforce and resources.

To achieve thiswe have removed the artificial barriers tdinically appropriate patient flov created bytraditional
organisational structures, funding mechanisms and contractWe havefocused on buildingcapability and capacity
throughintegrated teamwork based on what is best for the patient and what is best for the system as a whole.

Thereorientation of our health system around the patiehas major implicationsfor service design, professional roles,
technology, information management and infrastructure desi@ur vision is one health system oriented around a
primary point of continuity dr the patient. This direction is consistent with international research, evidence and
SELISNARSYOSo LG Ffaz2 YSSia GKS Of SI NJ SELIDENEr) shonet, yimpre 2 T (i K
02y @Sy A Sy liforkn&ipopiilation® I NB Q

At a Board levelwe have focused on allocating resources to the right activity for our populatmngng the right things

and releasing our clinical workforce to tali¢ead in establishing the best way of delivering servidein@ things the right

way). The consequence of our transformational focus has been a significant increase in prodwdietydenced by our
reductions in waiting times, increases in direct care time on wards, increases in virtual activity (such as First Specialist
Assessment),ncreased 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) &mdil@n worth of costs
avoidedthrough our whole of systerapproach to delivering more withithe same resources.

In the coming year we will develop new approaches that better support our partnerships and treat the Canterbury health
system as whole At the core of the new approach is a decision making progbsse the Government/DHB retains the

right to definewhat is to be funde@nd theoutcomesthat need to be achieved with public fundsut as many decisions as
possible are moved into the hands of clinicians or providers by devolving the determinatiow tiie required outcomes

should be achieved. Clinicians and providers in the front line of health care provision are in the best position to improve
technical efficiencydoing things the right way for the patienand thereby releasing resources to ingse overaltapacity

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 antestinaims to

align the interests of all parties to facilitate the delivery of the best possible services for the populaticugpatts the
opportunity to jointly decide where resources released due to improved efficiency could best be investednewhis
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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Integrated \
/g Canterbury’s Vision for Collaborative
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health care
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* Less bureaucracy, * Access to appropriate

simpler diagnostics, earlier diagnoses,
« Flexibility of models of quicker treatment
care * More consistency

CAIdzNBE MY /FyUiSNDbdZNEQa xAaizy F2NIISIEOGK /NS {@adSYy ¢NIryat

1.5 Achievingservice CoveragamdNational Consistency

We recognise the need for national consistency across servigesin all of our work we comply with key Government
policies including the National Service Framework and Service Coverage Schebide set out &pectations around
minimum service delivery requirements for our population.

While we expect to meethe national service coverage requiremerfts our population in the coming yeathere are a

YdzYo SN 2F aSNBAOSa g KAOK |hedchéliengesd suehSidlEorkiordeshohagesateporit y S NI 0 f
margins or quality angatient safety issues may put servideliveryat risk. Theseservices includéut are not limited to

paediatric diabetes, paediatric oncology, dermatology, communityisesfor older people, neurosurgergnd 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 whelBFsare increasing as other DISBefer their more compx patients to
Canterbury such as cancer services, respiratory services and mental health services.

All sixSouth Island DHBs collaborate to support services that are identified as being potentially aits&skice failure,
whether short to medium term or through an unexpected eveditigation strategies foithose servicesseenas most
vulnerable will be furtheprogressedas part of thedevelopment of theSouth IslandRegionalClinicalServices Plawhich
will be completed in June 201@We also expectitere will also be some adjustment with tlestablishmemof the National
Health Boarcand National Shared Services Ageany through our closer collaboration with the West Coast DHB
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2 Our Environment Identifying the Challenges

2.1  Major Drivers DemographicdMortality and Risk Factors

2.1.1 2mographics

The Canterbury region is home 10,915people, representing 12% of the population of New Zealand and making
Canterbury the second largest DHBterms of population. The need for change is starkly apparent in the future

demographic projections for the Canterbury population and the resulting impact of thesegraphicchanges if we do
not alter our current approach to health service delivéry.

Thee has been 10% growth in thiotal Canterbury populatiorbetween the 2001 and 2006Census and our
population isprojected to grow durther 15% by 2021

Between 2001 and 2006 the total Canterbury population aged over 65 increased by 11%. The prapfodio

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.

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 Z)2dople turn 85 every day.

The proportion of our oldem n 2 NA LJ2 LJdzf  GA2y A& Ffaz2z AyONBFaAAYy3I EAATYA
projected to grow from 3.3% in 2006 to 6.5% by 2021.

Our Asian population is proportionally our fastest growing demograrnd we will need tdurther consider the
needs of this populationas well as the needs of other ethnic grouipsiuture planning;

12.5% of the Canterbury population live within more deprived areasl while this is less than the national
population, it is stilassociated witta number of signif@ntinequalities.

Much of our totalpopulation 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 aredth 15% of the population
in Kaikoura and 16% of the population in Ashburton, aged over 65.

FIG 2: PROJECTED POPULATIONS BY AGE BAND FIG 3: POPULATION HEALTH EXPENDITURE*
CDHB POPULATIONS 2010/11 VS 2021 MEAN ANNUAL PER CAPITA HEALTH SPEND 2001
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These demographics have a number of significant implications for the provision of health care services in Caarterbury
across the wider South Island regjgrarticularly the agegthnicity and economic status of our population

Age is a strong indicator of the need for health services. As wenageften have more complicated health needs and co
morbidities (multiple health conditions) than people in younger age groups and tirerebnsume more health resources.
This is influenced by growing trends in a number of erg conditions that become more common with age including:
heart disease, stroke, cancers, respiratory disease and dementia. Health expenditure increasesdromahmean per
person of $674 for the ® age groupto $977 for 1519 year olds, $1,292 for 33 year olds, $3,321 for those 69,
$8,981 for 8884 year olds and $21,738 for those aged 95Fhis is particularly relevant in Canterbury where the dethan

® Datain this sectiorbased or2001 Census and actual population projections fron20@6 Census information from Statistics NZ.
“ Figures from 2001 yeaPopulation Ageing and téh Expenditure: New Zealand 262@51. Wellington: Ministry of Health 2004
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for services used predominately by our older population groups is groatirag even faster rate than the growth in our
populationand in rural areas where our populations are older

a n 2 &ddalsoover-represented in terms ofongterm conditions which theydevelop at an earlier age than nenn 2 NJA
a n 2Hd¥e higher rates of preventable hospital admissja@ml with a growing youngex n 2 péfulation(54% under 25
compared to 34% of our total populatigrihis will place additional demand avur child and youth services. Unlelssalth
inequalities are actively addressealr growinga n 2 gegulation will add to demandrowth.

In Canterbury sociceconomicallydeprived people are hospitalised with potentially preventable conditions at almost
twice the rate of those less deprivedA significantly higher proportion cd n 2 &# Pacific people live in our more
deprived areas.This is particularly relevant in th#te largerproportions of oura n 2 ad Pacific populations atender

25; therefore, more of our younger populatiosareliving in areas of higher deprivation.

2.1.2Key Health TrendsMortality 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 levé® 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%), foll@d 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 cafiskeath in Canterbury, and therefore contributes significantly to
mortality in Canterbury.

Longterm conditions such as those associated with cardiovascular dis&3¢D) cancer, respiratory disease and
diabetes are significantly affected bihe age,ethnicity and deprivatiorof our population.

Hospital discharge rates can be used to estimate the presence or frequency of iliness or disease (level of morbidity) within
the population and analysis of this data idengfk a strong association betweege and the rate of hospital discharge.
Discharge rates fo€VDand cancers are very low before 45 years of age, after which they increase dramatically, reaching a
peakin the over65 agerange A similar pattern is observed for diseases of the respiratgstem, although an additional

peak is apparent in the-8 age range.

Compared to national averagesur hospital dischargerates are lowerfor all agesand all conditions: Although
encouraging the morbidity associated with theseonditionsstill presents a significant burden oour health system.

alye K2aLWAGFEt FTRYAaaA2yad INB O2y3aARSNBR WI@2ARFOfS K2aLJ
thereby preventing the deterioration that resulted in hospital admission. Examptksdm respiratory infections, asthma,
complications of diabetes andhccinepreventable diseases.

2.1.3 HealthBehaviours and Risk Factors

While the negative health outcomes associated with poor health behaviours and risk factors represent a signifazmt b

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.cabecial and economic factors, such as
education, housing FyR Ay 02YS> IINB y2¢ o6ARSte | OOSLIWISR la Ozyi
determinants of health form the environment within whichur populatiorQ &ealth can be improvedand health
expenditure can be reduced

Health behaviours and ridlctors, such as a sedentary lifestyle, obesity, poor nutrittmzardousdrinking and tobacco
smoking, are known to be significant contributors to poor health outcomes. Compared to the national average,
Cantabrians have lower obesity levels, eat morgtfand vegetables and are less likely to be regular smokers. Despite
this, we exercise slightly less regularly than the national average and almost a quader pdpulation over the age of 15

are obesewith a body mass index (BMI) of 30.0 kg/m2 oreno

Child and adolescent obesity has increased dramatically over recent years and is associated with several important chronic
diseases such as diabetes, asthma and sleep aprsewell as social discrimination, poor self esteem and depression
More than 5,700 children in Canterbury were classified as obese in 2067/08.

When it comes to alcohohur population isas likely as other New Zealanders to drink in a hazardous md2h%of both
populationg. However, his corresponds to over 103,008o0ple in Canerbury, constituting a major public health
concern. Hazardous drinking has a wide range of adverse effects on health, including cirrhosis of the liver, pancreatitis,

®The data in this section is frolfortality Demographic Data 2008Z Health Information Service, 200

® The exception is neoplasms (cancers) in thd Bge range, where Cantarry rate is slightly higher than the national average.

" Obesity in New Zealand: How obesity is measured, Ministry of Health, 2009.

8 Obesity: Genetic, molecular and environmental aspects, Barness LA, Opitz JMB@&itiess € A J of Med, Genet Partl43A:30163034.
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high blood pressure, haemorrhagic stroke, and a range of cancers. It also otagrib 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, incletihglfmohol syndrome.

It is tobacco smoking howevethat is the single most preventable cause of death. It is a major risk factadlffour of

our disease prioritiescancer, CVD, diabetes and respiratory diseasebaccoalsodisproportionately iniJ- Ot a 2y an 2
and Pacific people, and is seen as a substartiatibutor to socieeconomicallybased inequalities in health. Despite the
prevalence of smokingmongst our populatior(18.3%) being lower than ¢hnational prevalenc€19.9%),over 71,500

people in Canterburyere regular smokers in 2006.

2.2 Operating Pressures

2.2.1 DemandGrowth

As our population and the burden of lotgrm conditionsincrease so toodoesthe demand for health services. Currently
demand for many of our services is gragiat a faster rate than the growth in our populatigmarticularly for those

services used by our older population groupsny increase in demand requiras increase in capacity, in terms bbth
infrastructureand workforce Innovative solutions to abitess 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 thaéw health dollars are limited.

In 2006/07 there were95,946inpatient and day casdischargegrom our hospitalsand 628,352 outpatient attendances
Bythe end 0f2008/09, the correspondinghumber of dischargesadincreased tal01,074and the number of attendances

to 664,900 Not only do we need extra medical and surgical beds for those patiéuisalso the associatestaffing and
consumables. Assuming that we do nothing to change service delivery models, population forecasts indicate a 22%
increase in medical and surgical demdryd2021.

Inpatient discharges for acuteufgent emergency) services hawdso increased 9% over the last four years. Acute
demand is an area particularly driven by demographic changes and by the incrdaserierm conditionsand isalso
reflected inincreasng presentations to ouEmergency Department (EDJer head of populatiorCanterbury hashe third
lowest ED presentations in the country, partially due to our general praatice24 hour services (including the 24 Hour
Surgery which sees over4,000 people every yepr However, ED attendances have still increased 11% in the past four
years. 79,317 people presented at the Christchurch Hospital ED lasin@é#,885 in the first nine months of 2009/10.

Volume Growth of Key Canterbury DHRerviceg; at all Canterbury DHB site'$
2005/06 2006/07 2007/08 2008/09 4 year variance

New Out Patient Attendances 127,039 131,895 140,119 144,287 14%
Followup Out PatientAttendances 459,591 455,244 456,308 465,631 1%
Total Outpatient Attendance 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 acutservices 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 @809, 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 Iasfly@wr ability to continue to

° Public Health Information Online, www.phionline.moh.govt.nz.
1 Source: CDHB Measures CHbbruary 201@ including SAP dat¢herefore all CDHB activity including ACC, SMH and OPH.
" These elective surgical discharges are aligned tmdtienal health target definition and exclude elective cardiology and dental procedures.
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increase our electives delivery is of partmulrelevance, 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 Primaryrad Community Servise

Population growth, the increasing burden of letegm conditions and the changing demographics of our populapiace
similar demand pressures on primary and community sesvi€ganterbury residents visit their General Practitiof@&iP)
on average 2.5 times a year, wiffeople attending more regularlyas they get older Assuming current attendance
patterns and models of cargve will need 20% more GPs by 2021 to meet the demands of population growth.

Demand pressure ialsoevidentin the aged residential care secto€Compared to other DHBwe alreadyhave the fifth
highest utilisation of aged residential care services and a higher than national average utilisdt@mmegbasedsupport
serviceqagestandardised per capita)in 208/09, 8% of people over 65 received a residential care subsidy in Canterbury
(for rest home, longstay hospital or dementia care)l ¥ 6 S R 2 gu@tént alnidsisigh PBicticeduture forecasts
indicate that we will need to funend staffan addition4 2,000 residential care beds in Canterbbgy2021

FIG 4: CANTERBURY DHB HEALTH SERVICES PLAN FIG 5: CANTERBURY DHB HEALTH SERVICES PLAN
MAJOR DIAGNOSTIC DISCHARGES (2006 VS 2021) PROJECTED SUBSIDISED RESIDENTIAL CARE BEDS
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Demand for Regional Services

These local pressures are further intensified by the growing demand for an extensive rasgecidlistservices that
Canterbury provides on a regional basid/e arrently provide a significant sharef the tertiary servicesn 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 (aedvene 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 DHB=sa risk for us. In the event of a service failurenother 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 sectwide negotiations around IDF pricing. In the coming year formal arrangements will
need to be put in placeotcarefully 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 seices 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 workfore 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 high@forkforce pressures will have ttgreatesteffecton our current clinical
working modelsas clinical staff make u0% of ourtotal workforce.

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

' Age Related Residential Care services are provided to individuals, usually over the age of 65, who have beers dmsegaathble to care for
themselves at homdt includes four levels of care: rest home, hospital, dementia (secure) resthome and psychogeriatric care and doek not incl
services provided by retirement villages under license to occupy arrangements.
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increasingly difficult to recruit ah retain health professionalsTo address thiswe are taking a strategic approach to
planningand sourcing workforce across the wholeooir 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 DMBsvill @ntinue to strive to provide a rewarding and positive
environment that supports the retention of our workforce, and to identify areas of improvemetawever, as demand
increases workforce predictionsemphasise thesense of urgencyn transforming the wg we work anddeveloping
alternative models of cardo ensure we can continue to provide quality patient care in the future. If waatavork to
address thlgworkforce challenge we facewe will simply not have enough clinical staff to provide serviaesour
population:

Workforce pressurepose a relatively greater challenge to smaller primary and community heafificegoroviders We

must also consider the workforce pressures on smaller DHBs in the South lsaticllarly in terms of the viabiljt of
ALISOALFEAAG 2NJ WOdzt y SNI o f Bsthe larGestpravidé in thé Soutly'|Slandd Kakrdwiedgeyod NS 3 A
critical role as a regional provider and our needvark collectively taespond to thesavorkforcepressures.

2.2.3HscalPressures

Sitting alongside the increased demand for servicesamdvorkforcechallenges, are thedtalpressures facing the health
sector. Over the past ten yeam@n increasing share of national expenditure has been going into health. Governngent ha
given clear signals that it is looking to DHBs, and the whole of the health sytstesthink how we deliver improved
health outcomes in more cost effective wayghile managing within a more moderate growth platform now and through
the mediumto-long erm.

Numerous factors contribute to thesitalpressure on DHBs: the cesif meetingwage and salary increasdbe demand
for diagnosticsand access to new technologjésboratory serviceandresidential care servicessingprices of treatmenrt
related costs such as pharmaceuticals, clinical suppliesjramdased expectations from the Ministry of Health, our clinical
staff and our communityarticularly aroundthe availability of newand more technically advancgdut more expensive)
treatments

In Canterburywe 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 shareasources 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. ,Hwmmgver

of these costs are growing faster than ounéling levels. In several areas spendrelatively more than other DHBSs, such

as pharmaceuticals arebedresidential care services. Our current levels of expenditure and delivery are not sustainable.

If an increasing share of our funding continues &odirected into meeting volume and cost growthe will create a deficit
position. Not only wilbur ability to maintain current service delivery to our population be at, tiek alsoour ability to
invest in capitglnew initiativesand transformatiorof our serviceso 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 §steraw 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
developmen of patient pathways and working collectivaly 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 CollaboratiotProvision of Services for the South Island

The South Island DHBs collectively serve a population of g9888,400 and collaborat® improve service delivery, the
patient experience and the health of the wider South Island populdfldhis clear to usll that continuing to provide and
fund services as we do will not be clinically or financially sustainable. Alongside demographic and demand luéttyes
sector costs have risen, and continue to rise, much faster than funding growth. In ordeivier d@bvernment priorities
while living within budget, antb reduce and control costs while ensuring that patient care is not compromisedsouth
Island DHB CE@nd Chairs approved a framework to support the delivery of clinically and fiscally sinéaimealth
services into the future.

¥ Local DHB figures come from our Workforceiler&feport, as at 31 March 2008, with national figures from the DHBNZ Future Workforce Health
Workforce Information Base Data Report as at June 2008.
42010/11 projected population from the 2006 Census, Statistics NZ.
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In considering the futurghere were a number ofoncepts thaheeded to beagreed to enable individual DHBs and providers to
plan and move forwardvhile the formal South Island Health Services Plannives 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.

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

A Health professionals will need to work differently, in different settings, across different sectors to coordinate patiemaare
ensure smooth transition for patiestto appropriate levels of care

A Secondary and tertiary services need to be provided across a number ofiDiiBsear structurébased onprofessional
teamsandcollegial networksicross DHB boundaritsprovideservices to local, sutegional and regisal populations

A 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

A Clinical networks will prade amore formalforum for clinical leadership and a partnership between management and
clinicians across the service continuum to support delivery of a quality health service

A Traditional facilities aliged with the levels of service delivered will camie to blur as services are delivered in a variety of
places, including the home. Models of care, clinical networks and new technolljjiesed tochang to support service
delivery in different environments to those traditionally recognisaad

A Thecurrent 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 Thanner.
structure of failities 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 haveallectiveregionally coordinated system of health service planningsamdicedelivery that willdeliverlasting
improvements inthe sustainability quality and accessibility of clinical service©ur agreed framework supports this by
establishingagreed terms of reference that focus decision making for the good of the Soutlael population as a wholend

an agreed process for collective decisions makivigich includes clearly defirgeprinciples together with an escalation

pathway where consensus cannot be reachethe South Island DHBagreed principles are: Equity of && 8 X an 2 NA
Health Service Needs, Clinical Engagement, Pa@ientred Consumer Involvement, Community Acceptance, Quality and
Safety, Continuum of Care, Fiscal Sustainability and Clinical Sustainability.

Much of the work already undertaken regionafigcused on greater sharing andptimal useof resources andhe
introduction of more flexibe approackes Other work has been around planning and aligning resources to meéittive
needs of the wider South Island population.

A number of érmal clinical networks operate in the South Island and hdip drive regional planning and ensure the future
sustainability of services Theseanclude the Southern Cancer Netwpfouth Island Regional Mental Health Netwarld the
Regional Health of Older Persons Netkoin additionthere are a number of servigelated project groups established under the
South Island Health Services Planning grioupupport regional delivery of service§hese groups include neurosurgery, child
health and ophthalmologys well ashe surgical service clusters that are forming as part oEbetive Servicednitiative.

Through our joint South Island Shared Services Agandywth the support ofour clinical networksthe South Island

DHB haveused the framework and agreed priiglesto established clear agreed actions for collaboration and delivery

over the coming year N2 dzy R St SOGA PGS aSNWAOSaszs YSyidlrt KSItdK &aSNWAOS
public health services.Theseagreedactions areoutlined n Appendix 3and throughout the relevant secti@nof this

document

We havealsocommenceda wider collaborative planning process around elective servid&ewill deliver a Regional Electives
Production Plan (August 2010) which over the next three yedirs

A Improve equity and access to surgical services that contribuimpsovedhealth outcomes foour populations;

A Ensurewe have the capacity to deliver the required levels of service to nBmternmentexpectations

A Ensure southern region DHBs prowidfficient and effective delivery of servicesmd

A Monitor and evaluate the delivery of elective services and establish mechanisms to manage \iargrt@mance
This will coincide with the delivery of oRlegional Clinical Service P(&eptember 200) covering

A A 10-year focus within a 2@ear horizon

A The regional and sulegional work and activity undertaken in 2009/10;

A The gaps and potential future collaborative work streams and activity to meet these;
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A Services related to capital investment pragads that are expected in the next three years; and
A Configuration changes that will contribute to financial viability.

Collectivelywe 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 alsobe further developed as part @fur South Island Rgonal Clinical Services Plan.

As the major tertiary provider for the South Islaf@hnterbury has a lead role to play in supporting shistainable delivery

of services for the futureand we are committed to participating this regionalhealth services planningAlongside this
work, we will also continue tdake a lead indentifyingefficiencies 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:

A Using teleconference technologye support peer review and education forgo enable clinical support and shared
learning between DHBs without the costs normally associated with conference attendandbe wait times
previously associated with providing specialist advice.

A Providing centralisethboratory systems for all dhe South Island and the lower half of the North Islawe remove
the need to replicate capability and infrastructure funding across multiple DHB®rms of laboratory services, this
also improves turnaround times, reduces variation and improvesrtgstuality.

A Implementing jointt NNJ y3SYSyidia F20dzaSR 2y (KS LINPWEdusedyplicatian O2 Y'Y 2
and costs Thisincludes our West CoagiCanterbury HR team with centralised recruitment, payroll, administration
and health andsafety services We alsooperate a financial management information system in partnership with the
Bay of Plenty and Waikato DHBs

24 Key Risks

We will meet and addres®ngoing challengeas we balance oupopulationQ growing need and demand for services
against increasing treatmerrelated costsand the need tosupport clinical quality. Alongside the identified pressures
above the most immediaterisks are

High Level Identified Risks Mitigation Strategies

The Needs of Our Ageing Population

Growing @mand for ARC and é&ime Based Bpport (HBS)
services is already outstripping the growth in fundir
Workforce isalso an issue withthe average age of the

Locallyq Continuel work with ARC and HBS service provid
to find effective solutions and support quality improvements.

Regionally Work with other DHBs to address wider aspects

workforce higher and a reliance on pdiine, locum and
agency staff placingressure on quality, contuums of care
and patient safety.

demand related to our ageing populatie and the cost oARC
services.

Growing Demand for Acute Services

Aaute discharges hae increased 17% over the past five yea
a faster rate of increase than the growth in our population &
in our funding. Even if funding, bed space and resources \
not limited, we could not find the workforce required to cope
acutedemand continues to increase at current rates.

Locallyc AWgK2tS 2F aeaisSvyq | L
managing acute demand: working with primary and second
services orsupportingpeople to stay well, better manage the
longterm conditions and seek appropriate intervention ear
reducing presentations to ED; improving the flow of patiel
through the hospital system; and better supporting hospi
discharges back into the commumi

Sustained Capacity to Deliver Elective Services

In 2008/09 we delivered 1,740 additional electisrgical
services to our populatigrand we will deliver a further 1,12!
increase this yea’r5 We need to continue this positiv
momentum to keep pace Wi the demand driven by
population growth demographic changesand longterm
conditions and to ensure service access levels for i
population areequitableto those of ttoseof other DHBs.

Locally- Emphasis on internal production planning, reducil
duplication and waste in our system and enhanci
public/private partnerships to increase electiveurgical
volumes for our population. Continued development
clinically led primary/secondary patient pathways to impro
our capacity to deliver the righgtervices to the right people.

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

'®Elective Surgical Discharges aredshsn the national health target definition, which excludes cardiology and dental discharges.
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appropriate workforce in both locations and improy
continuums of care for the benefit of both population
Progresof the Regional Clinical Services Plan to impi®eath
Islandplanning andetter & dzLILJAAY SWP o6 £.5Q &

Managing the Costs of Wages and Salaries

Wage and salary settlementosts area significant national
challenge. A number of wagenegotiationswill be completed
in the next yearand the flow-on effect of DHB agreement
into the primary and community sector is also a risk in term
price increase expectations aride longerterm sustainability
of smaller providergaced with simér wage expectations

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

Nationally¢ Supporing a strategic approacho remuneration,
working collectivelyon sectorwide negotiations with different
workforce groups and maintaimg close communication with
sector and clinical leaders.

Continuing Momentum for Efficiencies and Change

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

Locally- Qinical/management partnerships, clinical leaderst
and ongoing staff training and engagement in the future visi
Coninued use of lean thinking principles for proces
improvements embedding this way of working in interna
training programmes and project methodologies, including
Improving the Patient Journey Programme and Xcelr8
Partici8 programme&’

Recognisingg NI yaFT2NX I GA2Yy W2 AyaQ

As wereorient the systemso thatour secondary services de;
with more complex cases, the average length of hospital ¢
will increase and more of the less complex procedures

assessments will be done in primary care. A risét®x@round
GKS wO2dzyiAy3aQ 2F (KSasS LINJ
that less secondary care activity means a reduction
productivity. An associated risk is that clinical staff w
become disengaged from leading and supporting the char
required to ensure our longeterm sustainability.

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

Nationally - Working with the Ministry to establish
performance indicators that provide positive incentives 1
change and recognise the different approaches of DHBs.

Maintaining Patient Safety and Clinical Quality

Patient safety is a significant issder all modern health
services. Adverse events occur at an unacceptable level w
as well as causing avoidable harm to patients, dri
unnecessary costs.

Locally- Genuine commitment to patient safety improvemer
through our Clinical Boardstrengthening clinical governanci
and leadership to ensure a safe patient journey through |
health system and a philosophy of Zero Hafm.

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

TreatmentRelated and New Technology Cost Pressures

As activity increases, so does the consumption of treatt
related items such as implast instruments, blood products
patient food and referred services (pharmaceutice
laboratory services and diagnostic servigcesjignificant
pressure is placed on the DHB to meet these costs.

Population growth and thechanging demographics of ot
population influence this expenditure, as does new technolc
and changing expectations around clinical practice.

increased national focus on population screening for disee
like HIV, diabetes and CVD risk assessmentn®r& recent,

Locally- Work in partnership with clinicians, providers ar
referrers to develop new agreements for services, bet
manage the growth in demand for services and align clin
and financial accountabilitthrough a range of shared decisic
making mechanisms and processes. Continue to implen
purchasing initiatives to better manage costs.

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

®The Improving the Patient Journey Programme and the Xcelr8 and Patic8 programmes have been established by the DHBeto encourag
participants to positively inflence the effectiveness and efficiency of the organisation and to improve patient outcomes.
7 Zero Harm, while ambitious, is a vision that requires a well planned methodological approach to system and culture clsarmgearidical

leaderships thatdae y 24 | OOS LI I+ Odzf G dzNB

Canterbury DHBDistrict Annual Plan 20101

GKSNBE WAYOARSyidGa KIFLLISyQod

Page22



but significant, driver of costs.

Nationally - { dzLJLI2 NI G KS bl A2yl ¢
purchasing and procurement activity to help maximise c
benefits and enable more favourable supply contracts.

Sector Reorganisation

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

Regionally- Establish formal arrangements with regional DI
partners to ensure sustainable service provision aodtinue

to support Clinical Networks, particulgr around highly
specialised serviceand when consideringarrangements
between South Island DHBs.

Nationally - Support the involvement of clinical leaders

national discussions around service arrangemesutsl work
closely with the National Health Board, Shared Services Ag
and the Ministry around any devolution of services.

Integration of Primary and Secondary Services

In line with our vision and with Government expectations, |
areinvesingin the development of primary/secondary patier
pathways andcloser integration of services There are a
number of barriers to successful and sustainable integrati
such as the sharing of patient information which is currer
fenced and sits with various prigers rather than the patient,
This and similar providesegregationand contractual barriers

Locally ¢ Continue to support clinical leaderto develop
multidisciplinary primary/secondary pathways focused on t
patient and not the provider. Develop a shared Electro
ReferralManagement System as a base for primary/second
activity to improve clinical decision making abelfter identify

unmet need. Engage clinical professional and provider grc
in a new shared decision making approach to prioritisation i

make shared clinical decision making difficult and incre| service management decisions to support shat
bureaucracy, papeloads and time delays for patients. accountability in a complex environment.
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3 Our Strategic VisiorMeeting the Chatinges

3.1 Developing thé&/ision

Knowing from future population projectionsthat our health systemfaces an unsustainable realitywe are making
significant changes to the way we fund, pravidnd deliver health services to our populationWe are takinga
collaborative approach to the planning of future health services aagecollectivelydeveloped a Health Services Plan for

the Canterbury region This Plan includekey directions and principles that will to be used to inform our service
development activig and our physical infrastructure needs for the next twenty years. Ciritically, these principles are
enabling us to inform substantial capital works, including the redevelopment of our hospital facilities, without losing focus
on the equally important dedepment 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
drhe vison of the Canterbury Healthl - gy siem  Withoverwhelmingconsensusve beganto enhanceintegration across the
System puts the patient at the ceatr L

so the right patient receives the righ whole of the health systenreorienting the system around the needs of the person
care and support at the right time rather than the needs of the provider

and from the right peoplé.

With strong tinical leadershipand through ourlmproving the Patient Journegnd
DAVID MEATEY Canterbury Initiive Programmes we have alreadydeveloged more innovative
CHIEFEXECUTIY  models of care, reconfiguce traditional service delivery models and redesidn
patient pathways This work hasnproved access to serviceand is supporting people
to better mana@ their longterm conditions while at the same timeallowing us to focus on service efficiencies;
significantlyredudng delays in the patient journgyimproving the utilisation of our valuable clinical workforaad
removing duplication variationand waste fronour sysem.

In moving forward w are actively engagirend collaborating withour workforce and the whole of the Canterbury health
system inthe reorientation ofthe system around the needs of thgatient, and breaking downtraditional boundaries to
achieve the bet possible health outcomesOur central concepts to developa holistic system of healftwithin which
there is a flow of seamless care for an individual, rather than a series of episodic events.

We are showcagng our visionto inspire participants withthe transformation work that is being achieveh order to
support continued momentum in improving the deliverytafalth servicesn Canterbury This work is alssupportingthe
reviewof our District Strategic Plaandsetting of the strategic direatin for Canterbury DHB for the next 10 years.
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3.2 Service Planning PrincipleSustainable Transformation

The reorientation of our health system arouttte 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:

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

The development of primary and community services to support people in a comrrhasgd setting and torpvide
a point of ongoing continuity; and

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 tadth 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 pointof NSy G A2y 2NJ F RGAOS +a LI NI 2F | LISNE2Y !

Tosupportprimary and community services to safely provide more appropriate services to individuals and their families in
community settings, were enabing rapid diagnosis byrédhancing general practice access to diagnossizaplifyingthe
transfer of care between settings, impriog discharge planning and prowidy access to specialist advice without the need

for ahospital appointment

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

In achieving this service transfornian, 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 provideganisations and health professionals.

The shift of less complex services out of hosgitaed settings is a direction that is consistent with international research,
evidence and experience. It also meets the clear expectations of the MinisteB 6f HG K ¥ 2 NJ 5 Ibettér, (2  LJIN
422y SNE Y2NB 02 yoptBef popufationsK S+ G K OF NBQ

3.3 Our Population Model of Care

To supplement thelirectionand principles established durirogr health services planning proceasd the corresponding
service skits, we have developed a generic population model of care to ensure a consistent approach to understanding
GKS FdzZ&t NIy3aS 2F KSI f (KtogdesSginghealtdGubervicdsIScbbdmgyQa f A FTSGAYS

This model is based on similar natioaald international approaches and supportsigited health system focused around

patient services and quality clinical outcomesie model does not represent a health plan for individual pepplg a

simplified way of ceprdinating all the different pag of the health system so that we get the best resdiftam the

resources availablewWe have &0t S NJ F2 Odza 2y LINR @A & A 2 yaimBdto rédudédhe Bu@énnd | LIS
long-term conditions as our population ages.

The model identifies a raje of serviceshgalth promotion, protection and diseasprevention early intervention
management treatment and support) that will be delivered byng number of providers on an individual or population

wide basis. It supports a flexible approach amh de 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 kg part to play in helping our populaticstay healthy.

Because the model is based on the patient journieyis inherently more robust and sustainable longerm. It is not
reliant on any particular provider or organisatidout is centred on the patief2 Beeds and what works for therand
supports the righpeople receiingthe right treatment, at the right time, from the right provider and in the right setting.

C20dzaAy 3 2y K Be starbwith fesltgromatidrdaNd/p&eention and ask a series of questions:
What do we need to do to keep peopleelivin the community?

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

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

What do we need to do tprovide appropria¢ and restorative support services 8wt people can quickly return to
their normal lifestyles and avoid further complications?

What do we need to do toespect people dying with dignityo listen to and meet their needs?

\—> Health Services Planning: Macro Map of Care Diagram May 2010
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Figure7. Canterliry DHB Population Model of Care

3.4 Partnerships Working as @e Health System

The degree of change inherent withour newdirection is significant.While health service planning implicitly requires a
degree of planned change, there is absdlesire 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 achietles kind oftransformational change across the whole of the system onawn.

Our relationships with the organisations we fund are more than contractual relationghimg are partnerships based on

a shared vision and transparerdpen processes The involvement of consumers, clalistaff and operational teams
across commnity, primary and secondarysettings is critical to ensarthe change weare makingis sustainable. This
active involvement is facilitated through our model of shared management and clinical leadership at all levels throughout
the Canterburyhealth systemand is supported by our sectovide engagement and partnerships.

Cross sectoclinical partnershipshave already demonstratedheir value with new service models foglective and acute
management and the development of ovE80 successfupatient-focusedpathways designed and agreed upon by clinical
groups across the sectorThis collaborationhasallowed us to share resources, combine effort and reduce duplication
variationand wasteacrosghe Canterburysystem. Our collaborativesystemwide responseto the HIN1 pandemic was an
outstandingexample of what can be achieved by combining resources and putting the patienMestvere the only DHB
to implement Community Based Assessment Centres where, on average, primary and secondary health statitedllab
to assess 117 people and answer 831 Flu Line calls every day. The dédidalinterbury HIN1 Pandemic response was
rated as excellent by the Ministry of Health.

We will further enhanceour partnerships over the coming ye&r continue toimprove the patient journey througlour
health system and ensure a seamless transition betwg@mary and secondargervices. Consistent with thispproach
we will introducea newoutcomesbasedapproach todecision makingsupport theimplementation of theBetter, Sooner,
More ConvenienBusiness Casad establish formal clinical and operatiorzareementswith our regional DHB partners
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The Canterbury Initiative; Primary'SecondaryCare Partnerships

As part of our focus on the whole of the health systermar secondary care teamare working closely withprimary care
teams andGeneral Pactitioners (GPs)through the unique setup of theCanterbury Initiative which is driving the
development ofnew patient pathways thasupportintegratedservice delivery.Pahway development brings together a
range ofclinicalrepresentatives from general practice, hospital specialities and the community and removes traditional
boundaries by ensuring consistent services are delivered in the most appropriate and converniagsset

GPs andecondary carspecialistare providing clinical leadership in the design and implementatioriraf new pathways
andintegratedmodels of care.The focus on shared care, structured around theipat and supported by evideneeased
practice, is helping to minimise waits and unnecessary hospital visiBipporting ar hospital pecialiststo train and up
skill GPsto remove skin lesions (skin grovethincluding skin cancebhasenabled the removal ofver 500 subsidisedskin
lesions in prary care in the pastix months which would have otherwise requiredrespital referral. GPs camow also
make referrals to their colleaguesather than putting their patients on hospital waiting listsxd the service is on track to
treat 2,300 patiets in its first year

The face of the Canterbury Initiative is presented online via a website www.healthpathways.tingtnzontains
information and resources specificallievelopedto help general practice navigate the establisheatient pathways
including information on referrals, specialist advice, diagnostic tools, GP to GP referral and GP procedure subsidies.

The Canterbury Clinical NetwokWhole of System Partnerships

More recently we have supported the establishment dfetCanterbury Clinical éwork (CCN)an allianceof Canterbur a

health professionals includin@GPs secondary care specialists, practice nurses, community nurses, physiotherapists,
community pharmacistsa n 2 aid Pacific health prdvRSNAR X t 1 ha X L Yy R SAk3SEtienS (Rhs) andth®© i A G A 2
DHB The Network has been established with the explicit inclusion of the DHB (as the funder) as a key partner to enable a
WgK2fS 2F a2adSYQ I LILINEI (ividés2a gendinelaliadc® behi@avIciningdy lead@<sSand y R
managementwhich will develop solutions and drive change and transformation in our health system over the next few
years.

The CCNY éurrent focus is the development and implementation of tBetter, Sooner, More ConvenidBtisiness Case
which is being spported by the Canterbury DHB Transparent twavay communication on issues suak he ethnical

use of finite resources will be inherent in the way which the CCNwill operate supported by an outcomesased

approach to joint decision making he ageed implementation plarfior the Business Caseoutlined in section 5.2.

Canterbury and the West Coast DHRBRegional Partnerships

As part of our focus on integrated service delivery and a seamless transition between services for patients, our Board has
commitment to the development of formal clinical networksid to regionalhealth services planning. Through this
commitment the collective South Island DHBs wilplement solutions that willmprove the patient experience and the
health of our wider ppulations and reduce and control costghile ensuringhat patient careis notcompromised

In line with thiscommitment and after a recent report into the future provision of heal#ervices by the West Coast DHB,
Canterbury andhe West Coashave mutually agreedio formalise longstanding clinical partnership arrangements and
work together to plan sustainable and effective services for our redibiihis collaboration is a natural progressiufithe
long-standing links thatve have had witteach othe. Howevey formalising our partnershiwill allow us tomore 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 tw own population.

As part of our active engagemer@anterbury 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.
Formaligng 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.

CKAA& | LILINBFOK | ff 24 4& rvides, warorcd iédoNdds, eRgetieGce, kibWiddgeGrSdQundar&anding
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 considexagresp has already been made
and this work is being undertaken with little additional resourcBsth DHBs aralsocommitted to working closely on the
implementation ofour Better, Sooner, More Convenid@diisiness Casgparticular the rural health coponents,to ensure
a consistency of approach across the wider regionaighment between our services

'8 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 ofotive partnershiwith the West Coast DHB.

Area of Activity Action Timeframe
Governance West Coast DHB Board to adopt Canterbury standing orders, committeq EffectiveMarch2010
Arrangements structure and terms of reference to harmise governance practice and

reduce administration cost.

CEO to assume joint responsibility @anterbury and West Coast DHBs.

Effective 1 July 2010

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

Effectve 1 July 2010

Clinical Partnership
Arrangements

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

EffectiveMarch2010

Including: joint
appointments of
clinical staff and

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

Commenced Feb 2010

clinicallyled work
streams at speciality
and service levels to

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

Commenced April 2010

develop models of care
standard protocols,

Obstetric and Gynaecology workeam to ensure 24/7 senior medical
cover for West Coast women

Commencing Dec 20

patient pathways and
shared education
programnes.

Urgent Care (ED) work stream establisheéhprove functional linkages
andsupport West Coast clinical teams.

Commencing July 2010

Mental Health work stream focused ¢mint appointments, workforce
planning, sharing data sets and common processes for serious incident

Commencing April 201(

Canterbury Initiative work stream to support the development of clinicall
led patient pathways and HealthPathways site for W@sast.

Commenced May 2010

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

Effective Sept 2010

Back Office Service
Arrangements

Occupaional Health and Safetysingle safety team with focus on
standardising processes and systems for workplace safety.

Effectivel July 2010

Human Resourcessingle team with focus on standard processes, joint
appointments and digital recruitment processt® reduce time and costs.

Commenced Se 009

Payroll SystemAlignment of systems and joint appointments.

Commenced Sept 2009
Effective April 2010.

Finance Systemdmplementation of the Convergence Project R12 upgra|
for the Oracle finance syain to enable sharing of procurement policies,
ordering of supplies and financial functions.

Commenced Feb 2010

Information Systems Investigate integration of laboratory information

systems as a first step in a common information systems environment.

Canmenced
September 2009

3.5 Transforming Our FacilitieSupporting the Change

It is clear that tle environment in which the health and disability sector operates is not staticsubject tothe constant

changes in population demographics, technologichlaancements, models of care and the expectations of communities
and funders. The redesign of our health facilities is essential to support the ongoing implementatioorqgfatient
centred models of carg models that are collaborative, integrated withigrary care, interdisciplinary, anticipatory and
focused on the patient journey through the whole of the system.

In transforming the way we worlqur current facilities configuration has proven to be a block that has to be worked
around. Our new patient ghways highlight the inefficiency of current and traditional service models that deal in terms of

Canterbury DHBDistrict Annual Plan 20101 Page28



fragmented services stretched across multiple locatiofite physical geometry of our facilities provides no opportunity
for colocation of services, curreriacilities do not meet current health facility guidelines or seismic requiremants we
have exhausted expansion capabilities on our Christchurch Hospital Kifs.imperative that the transformation we are

deliveringis underpinned by a hospital stem that is resporigse and supports flexibility of service provision.
/ \ In redesigning our facilitiesve will celocate interrelated servicestake advantage of
dWe aim to suppdthe current workforce and service delivery efficienciesd make better use of our valuable
momentum and to fully capture the | resources. Facilities will be anticipatory and will have the flexibility to allow alteration
opportunities of our systemwide of their use in the future to meet the challenges of an ewbanging health sector.
transformation through the Most importantly, by removing current constrainise will be able tofurther improve
f;ct?ﬁti’;ia' redesigofourhospital 1 patient pathwaysand continue toremove duplication and waste froour system. The
solutions wewill implement include a move to ambulatory care models of practice

DAVID MEATEY (separating planned dagnly activity from acute), diversion of patients away from
K Chief Bxecutive Canterburyw emergency are, improved clinical synergies and more interdisciplinary models of care.

We have reviewedhe configurationon each key siteidentified the best potential
alignment of services and asseasd adoped a progressive redevelopment of our facilities inelimith 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 dit; and anindependent review has endorsed our proposed direction of travidiefirst two of a

series ofnational WA G Sg & NBGASHaQ, akd bisBessociss/for he fitdtIst&é 6f Rlevelopment at
Christchurch Hospital and the development of Health Services for Older People are underway.

During the next stages of the project, ange of frameworks are being established to oversee all the activity that is
occurring. This includes a Clinical Services Reference Group to provide clinical ofar#ighproject anda wide range of

clinical service work streante ensurethat there isbroad engagement anthat the facilities developed are appropriate
for modern models of care and capture opportunities arowoedocationof services to improve clinical synergies.

Public consultation will take placein April on the proposed land swapnd Sage One of the Christchurch Hospital
redevelopment and we will work alongside the Christchurch City Council in this pro&®ewill alsoprovide updates on
our website on what is happening witlour facility redevelopment
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Figure7: Proposed Capital Works Process

3.6 SrviceRedesigmand Reconfig@tion

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

Alongsideservice 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 standardis
processes reducevariation and wasteand improve patient outcomes by freeing icical staff for more direct patient
contact time. Productionlpnning will alsamprove our use of staff and resoursend redue costs in our hospital and
specialist services.

We will ensure value for our investment through the regular review and etialuaf current services and by using our
prioritisation principlesand new contracting framework® question whether we can improve outcomes by delivering
services in different waysWe will also continue to implement Government policy and nationaltsgaes and meet the
expectations of the Minister of Healtparticulaty in regards to thedelivery of national health targets and tltegration

of primary secondary services
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It is anticipated that new models of care and patterns of service delivehyemiérge as this work progressemd it is
possible that this will result in service change or changes to service arrangerenextent of which is unknown at this
stage In most instances we anticipate that the changes will be in funding models, mafielare 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, m line with legislation and the clear expectations of our Boamty significant reconfigations will be
preceded by consultation with thaffected resident population groupsnd 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 servicége will also consult with our regional DHB partners
where serviceredesign orreconfiguration may affect their populationand as we work to implement relevant
recommendations from regional rexws and plans. The Canterbury DHB will follow the requirements of the Operational
Policy Framework in relation to all service changes signalled

Service changeanticipated over the coming year fit infove categories:

Redesign ofservice delivery modsl as a result ofinternal reviews, initiatives or wdnfigurations to reduce
bureaucracyandimprove productivity, value fonvestment patient safety and clinicajuality;

Redesign ofervice and delivery mode&ross the whole of the Canterbury heafthstemto ensure continuation of
service delivery, build capacity to meet futysepulation growth, improve health outcomesd reduce inequalities in
health status

Redesign ofervice and delivery models across ¢imspital and Specialist Servi@Ssirgcal and Medical Divisions,
Older Person@Health ®rvices 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

Redesign of service and delivery modelsoas primary care services as a result of the implementation oBiter,
Sooner, More ConvenieBusiness Casand

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

The key areas of focus are outlined in this documienf R Ay 2 dzNJ LINS @dngatRian. 8O8riStiarient ®fA & G NR
Intent also provides clear expectations around the outcomes we expect ieeddbr our population It is recommended

that these documens be read together. All of our accountability documents can be found on our website
www.cdhb.govt.nz

Canterbury DHBDistrict Annual Plan 20101 Page30



4 The Fit witithe NationalDirection

4.1 ¢KS aAyAadsSNI2F |1 SIHfUiKQa 9ELISOGIGAZY A

When planning actions and activity forettoming yearweY dza i O2 Yy AARSNJ G KS aAyAadSNI 27
highlighted each yearin the Planning Package (between the Ministry and DHBS)lis Package providegnnual
expectations, priorities and parameteasid helps to maintain constency across the sector.

In setting expectations fa2010Q a clear signahas been gien thatDHBsmust deliverservicesand achieve national health
targets within existing resources andithin budget. The Minister of Health wants thpublic health systm to deliver
Better, Sooner,More Gonvenienthealth care by focusing on enhancing performance, increasing outputs, improving quality
and effectively managing resourcesThere 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 engagemeetxpects to see
improvements inhospital productivity, patient safety andjuality. The Minister has also signalledcammitment to
Whnnau Ora andXxpectations that DH8will work toimprovea n 2Hheaiith status.

¢tKS aAyAadsSNna auwiSlake®dA O LINA2NRGASA F2N wn
Improve service delivery and reduce waiting timdacreased electivesurgeryand first specialist assessments and
reducedemergency department and cancer treatment waiting times.

Implement the next steps in the Primary Health Care Strategjoser integration of services across the care
continuum to improve convenience for patients and reduce pressure on hospitals.fi&kyci

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 consolidatesRHi@re appopriate.

Improveclinical leadership strengthered clinical engagement frogovernancdevel througlout the organisation.

Regional cooperationr accelerated collaboration between neighbouring DHBs to maximise clinical and financial
resources and evidena# real gains from this collaborative endeavour.

More unified systems working constructivelywith the National Health Board and Shared Services Board to ensure
public health services are not reienting the wheel 21 times.

4.2 Achieving National Health Trts

To measure progress against national priorities and the Min&t&r | § éxpedtdi@hsa set of national health targets
hasbeen establishedyith the anticipation that collaborative focus will drive performance improvement across the sector.

WhitS GKS KSIEGK GFNBSGa OF LWidNB LISNKE LA 2yta | avket LI

they do provide a focus for action and improved performance across a range of areas, from prevention and early
intervention through to acess to hospital and secondary services. In this sense, achievement of the targets is a reflection
of how well the health system improvingthe lives of New Zealandet3.

We are committed to makg continuedprogress towards achieving the national héalargets andthe goals we intend to
reach overthe coming yeaare set out in the table below. If factors beyond our control prevent anticipated gaiaswill

PN

)

take appropriate corrective action to achieve the bestssibleoutcome and to meet the Minis SN & SELISOGI (A 2

activity planned to deliver on these health targets is outlined in sectiens 5

9 Informationregarding the health targets can be found@rKk S a A y A & (i NEn@Bgowdtx0 A A0S 666 @
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National Health Target DHB Target by July 1st 2011 Section

Shorter stays in Emergency 95% of people presenting at a CanterburyeEgency Department will be 5.5
Departments. admitted, discharged or transferred within six hours.
Improved access to elective A total of15478elective surgery dischargesll bedelivered. 7.1
surgery?°
Shorter waits for cancer 100% of people needingdiation oncology treatment will receive it within fou 6.4
treatment.?! weeks of the decision to treat.
Increased Immunisation rates., 91% of all two year olds Canterburywill be fully immunised. 6.1
Better help for smokers to quit, 90% of hospitalised smolkeprovided with advice and help to gsinoking 6.3
22
80% of smokers attending primary care provided with advice and help to qu
smoking.
Improved diabetes and An increased percentage of the eligible adult population will havetheid CVD | 6.5
cardiovascular services. risk assesseih the lastfive years.

a n 2 NRacific  Other Total
62.9% 60.1% 73.9% 73.0%

An increased percentage of people with diabetes will have received a free | 6.6
annual diabetes check.

Mn 2 NRacific  Other  Total
>44% >40% >53%  >52%

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

a n 2 NRacific  Other  Total
>70% >56% >80% >79%

4.3 Our LocdPriorities

Alongside national expectationthe DHB will continue to be guided by its DistittategicPlan(adopted in 200 and
pursue the overarching priorities and directions outlined in this Plan in athatybest meets the needs of our local
community and maximisehealth 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 essentialveo dri
transformational change and improvements in our challenging environment.

The District Strategic Plan sets out nine priority areas for improving health and reducing inequalities in Can@daury:
PS NE HgalhChild and Youth HealftMnori Health Primary CareDisease Prevention and the Management of Chronic
Conditions CanceyCardiovascular DiseasPiabetes and Respiratory Disease.

From these national and local prioritiesevihave identifiedseveralfor particular focus in 2010/%1areaswe bdieve 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 pressureSaminmentexpectations These areMaking Our
Hospitals Workthe Delivery ofBetter, Sooner, More ConvenieRrimary CargOlder B5 NB& HgadthOServicesMental
Health ServicedJrgent Care and Quality and Patient Safe¥y/e have alsoidentified three areas of additional focus to
addressspecificMinisterial priorties: Elective Services Delivery, Workforce and Maternity Services.

Our strategic vision and our chosen priorities for 2010fitiwell with the current national direction and Figure8 on the
following pagedemonstratesthe significantcrossover of localand national priorities and the alignment of our direction
with achievement of the national health targeasd the expectations of the Minister of Health

?Elective surgical discharges exclude elective cardiology and dental procedures.
ZThis target excludes Category D patiemtso have scheduled treatment start dates.
2 Similar targets for primary care will be introduced nationally from20m0 through the PHO Performance Programme (PPP).
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Figure8. Alignment of Local and National Priorities.
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