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EXECUTIVE SUMMARY

The Canterbury District Health Board is responsible for determining the health needs of
the 420,000 people who live within the boundaries of the district and determining how
health monies will be spent to meet these needs.  About  16% (68,595 people) of
Canterbury’s  population is rural, living in rural towns (e.g. Kaikoura, Darfield), rural
centres (e.g. Cheviot, Rakaia) and wider areas (e.g. Hurunui, Malvern).   About 7000 of
these people live in remote areas, and have to drive for more than an hour to see a doctor
or nurse.

Overall the health of rural Canterbury residents is considered good compared with the rest
of New Zealand, although there are pockets of need in some areas.

Rural health is one of the five priority service areas in the New Zealand Health Strategy.
Rural populations are mainly serviced by primary  providers, and there are implications in
the NZ Health Strategy and the Guidelines for Establishing Primary Health Organisations
for rural populations.    Canterbury DHB has proposed ‘primary health’  as one of its
health gain priority areas in its strategic plan.

In late 2001, the Ministry of Health  announced a three-year funding package for health,
which included a fund to be held centrally for primary care.  Exact details are still not
known, however monies will be available to DHBs to fund a range of primary care
proposals to address health inequalities and lead to population health gain.  Specific
criteria and eligibility for access to this funding is yet to be announced by the Ministry of
Health

Rural people have similar health needs to their urban counterparts.  However it may be
more difficult for them to reach health services because of distance, cost, geography,
communication,  or availability of services.  Rural communities point out also that
communication with secondary services needs to be improved, for example,  appointments
should not be scheduled for 8:30am for people who live two hours away from
Christchurch, and discharge planning should be comprehensive.

The history of issues in Canterbury rural areas is complex, and action needs to be taken
now to address  problems that will escalate in the next five years given such issues as the
ageing rural health workforce and ageing rural population.

A  major  concern for many Canterbury communities is attracting and retaining General
Practitioners. A particular difficulty is the issue of on call rosters. Some rural General
Practitioners are on call every night (1:1 roster), or every second night (1:2 roster).  As
well, they are frequently on call every weekend.  This level of ‘on call’  is considered too
high for one person to cope with.  It may lead to  General Practitioners leaving small
communities due to stress and overwork.   A 1:3 or 1:4 roster is recommended by rural
health advisors.

General Practitioners are integral components of any rural health service, but it may not
always be possible to have doctors available 24 hours, seven days a week, in some small
Canterbury rural communities, because there is often not enough daytime work to
generate business for two or more doctors.  Canterbury DHB is working to develop
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immediate options for locum support for rural General Practitioners, especially those
working 1:1 or 1:2 rosters.

It is necessary to explore alternative models of care, and the range of services, providers,
and facilities in each rural area.   Solutions must be acceptable to the communities, and
will in many cases take time to implement.

This paper –

�  gives the background on rural health,

�  notes particular issues faced by rural areas today

�  describes the way rural health services have been supported in the past, and the
benefits and constraints of various funding packages

�  recommends Key Actions  for Canterbury DHB to be undertaken now, while
working on longer term solutions.  In summary, these are:

�  CDHB Corporate – support rural services through improving communication
and information technology, human resources, and workforce development

�  CDHB In-house provider –  improve access to CDHB services,  work closely
with rural practitioners, and support rural hospitals using information
technology and staff training.

�  CDHB Planning and Funding – work with rural communities to implement the
primary care strategy and to progress Primary Health Organisation
development.  Plan service delivery for the longer term, and integrate health
with other sector services.

�  Areas that the CDHB can work on over the next 12 to 18 months to support
rural areas under pressure, while  longer-term solutions are developed, agreed,
and implemented.

Once these recommendations are agreed, an implementation plan will be developed.
Progress against this will be reported to the Board by March 2003 or sooner.  An
update on the situation and issues associated with  Primary Health Organisations in
Canterbury will be given to the Board in July 2002.
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1.0         INTRODUCTION

General

The New Zealand Health Strategy (December 2000) is the framework within which
District Health Boards (DHBs) operate, and one of the service priorities which
DHBs must concentrate on is ensuring accessible and appropriate health services
for people living in rural areas.

As well as the over-arching NZ Health Strategy, there are a large number of other
national strategies which DHBs have to consider when developing regional and
local health plans.  These include the NZ Disability Strategy, the M� ori Health
Strategy He Korowai Oranga, the Primary Health Care Strategy, the Pacific Health
and Disability Action Plan,  and the Health of Older People Strategy.   For each of
these national strategies, Canterbury DHB will be developing its own action plans
to implement the strategies and improve the health of particular groups of people.

This Canterbury DHB Rural Health Plan has been developed with other CDHB
action plans in mind.   All  CDHB strategies need to be consistent/cross-referenced,
so that actions to improve rural health, primary care,  child health, health of older
people, M� ori health, Pacific Peoples’  health, and so on will be coordinated, and
the health needs of people throughout Canterbury addressed in an equitable manner.

As the first step in developing a comprehensive plan to improve rural health
services Canterbury DHB has written this paper to:
�  record current issues facing rural communities
�  provide background information about how existing rural health services are

provided and funded
�  outline steps which Canterbury DHB can take in the short and long term to

improve rural health services
�  report the latest demographic information about rural Canterbury (2001 NZ

Census)
�  detail the health services currently available in nine rural communities

Canterbury

It has previously been estimated that 25% of Canterbury’s population is rural,
however, using national definitions, this is not strictly accurate.  People who live in
Christchurch City, its main urban area, and the secondary urban areas of Ashburton
and Rangiora comprise almost 84% of Canterbury’s population, according to the
2001 national census.

This means that about  16% (68,595 people) of Canterbury’s  population is actually
rural, living in rural towns, centres, and wider areas – see Appendix 1.  About 7000
of these people live in remote areas, and have to drive for more than an hour to see
a General Practitioner, or for several hours to get to a hospital.

Within the Canterbury District Health Board area there are several types of rural
communities to consider when  planning a way forward.  Some communities with
small populations are supported mainly by primary health care workers, for
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example Hanmer Springs, Methven, and Rotherham. Small isolated communities
are particularly vulnerable to difficulties in attracting and retaining health services
at all levels.  Other small towns and rural centres, such as Kaikoura, Oxford, and
Akaroa, have small CDHB hospitals as well as General Practitioners, nurses, and
other primary services.  Ashburton, Canterbury’s second-largest urban area, serves
a surrounding rural population with primary and secondary health services.

The issues faced by Canterbury’s rural population have been well documented over
the past years.  Access to specialist hospital services, and a shortage of rural
General Practitioners continue to be concerns for rural residents.   The Canterbury
DHB recognises that in several rural communities the most pressing issue is the
shortage of General Practitioners, the lack of locum support for General
Practitioners, and the fact that many GPs are working on call rosters at a much
higher level than is recommended.

Retaining local hospitals is often a major concern for rural communities.
Canterbury rural hospitals have low occupancy rates but are sometimes used to
house other services.  Communities must be prepared to consider the best ways to
allocate scarce health resources and provide the services which are needed by local
residents.

The demographics of rural areas are changing, and the ageing population will have
implications for the type of health services required by communities.  It is clear
that the health sector must work more closely with local governments, social
support agencies, and education providers to maintain the health of rural
communities.

In Section 9 of this plan, Canterbury DHB outlines the actions it plans to take to
improve access to health services for rural residents.  Some of these actions are
immediate, including working with General Practitioners and communities to
identify ways to provide more locum support and on call assistance for rural
doctors.  Other actions are longer term, and involve improving access to
technology for all rural health services, developing the rural health workforce,
using rural hospitals as fully as possible, and improving links between DHB city
hospital services and rural health services.

2.0 PROCESS OF DEVELOPMENT

There has been a vast amount of work completed on rural health issues by
previous and current health administrations.  Rather than reinvent issues and
solutions, documents were reviewed from the former Canterbury Area Health
Board, Southern Regional Health Authority, and Health Funding Authority.  The
South Island Shared Services Agency (SISSAL) compiled rural health background
information for each South Island DHB in December 2001.  A stocktake of
existing health services was completed, and a series of meetings was held with key
stakeholders in rural communities to highlight their concerns and potential options.
Information is incomplete, because of the different systems used to collect data.
We have a considerable amount of information, but acknowledge that we will
never have the complete picture.
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The needs assessment process underway for the development of the Strategic Plan
has identified specific issues for rural communities within the Canterbury district.
Finally, a review of the context within which health services are delivered was
considered including national health policy developments such as the Primary
Care strategy and the rural premium payments.

3.0 RURAL HEALTH NEEDS

It is apparent that the issues facing rural people are largely similar to those for
Canterbury as a whole.

Rural Canterbury is not seriously disadvantaged in terms of income levels,
unemployment rates,  educational achievement, home and car ownership, or single
parent families.  An ‘ index of deprivation’  which measures and ranks areas on
these indicators shows that rural Canterbury has no areas in the most deprived
deciles.  Compared with rural Northland, the Gisborne-East Cape area, and parts of
the West Coast, rural Canterbury does not have many residents whose health may
be compromised because of their low socio-economic status.  (See deprivation
index maps, Appendix 2).

Rural areas have been affected in the past decade by drought, economic hardship
and high unemployment which in turn impact on the socio-economic
characteristics of those  areas and place the population at health risk.    Cycles of
employment and unemployment, along with reduced transport, create geographical
and financial barriers to obtaining medical care and means that the problem of
access, which is already critical for persons living in rural areas, can become a
major health issue.  Right now, some rural areas are experiencing an economic
upturn, and these cyclical trends in rural economies have to be factored into rural
health planning.

Other key health issues which need to be addressed include motor vehicle crashes,
farm accidents, maternity services, mental health services, and suicide.

Needs of par ticular  groups in the rural population

The ageing population is generating its own health needs.  In most rural areas, the
number of over 65s has increased by 1.5 – 2.0% in the past five years.  There will
be an increasing demand for services catering for the health needs of the elderly,
including disability services, because more than 50% of New Zealanders over the
age of 65 have a disability.

M� ori account for about 5.5% of the population in most of rural Canterbury,
except in the Kaikoura District, where 15% of residents are M� ori. Throughout
New Zealand, M� ori experience poorer health than do people of other ethnic
groups, and this is probably also true in rural Canterbury.   Health services must be
able to respond to M� ori needs.
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Pacific and Asian peoples are represented in smaller numbers throughout rural
Canterbury (average about 1% for each group), and again, will have their own
unique health needs and solutions.

Disability affects one in nine children in New Zealand.  Rural health services need
to be able to help children who experience physical, sensory, or intellectual
disability.  This help often means working cooperatively with education and
disability support services.  Cooperation between services is also vital for adults
with disabilities.

Rural Community Issues

Themes to emerge from literature reviews, interviews, and advice, which may be
used as indicative of guidelines for good service provision include:

�  Ensuring access to services, including primary health care services as well
as more specialised services, to meet  identified needs.

�  Better integration of rural services, given that the rural health system is
dependent on a network of various health providers and volunteers (some
rural, some in urban areas)

� Services which meet the  needs of an ageing population, such as relief,
convalescent and community care, as well as home support, Meals on
Wheels, and hospice services.

�  Better linkage of urban hospital services with rural health services - the
need to ensure continuity of care, particularly with respect to community
support services and follow-up subsequent to hospital discharge.

�  Better information management, so that various providers of services are
able to share patient/client information to facilitate continuity of care.

�  Opportunities for community participation in the management of local
health services.

� Recognition of the extensive community support for local hospitals, which
is reflected in the significant voluntary input to hospital service provision
and to community care.

�  Attracting and retaining rural General Practitioners and other skilled health
professionals

4.0 EXISTING RURAL SERVICES

Primary care includes a wide range of community and domiciliary services, such as
general practitioners, dental care, pharmacies, Plunket nurses, district nurses, rural mental
health services, public health nurses, home support, physiotherapy, relief care, meals on
wheels, and long-term care for the elderly.
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About 60 General Practitioners work in rural Canterbury.  Practice Nurses are associated
with most of these general practice serivces.

Specialists such as midwives, dietitians, optometrists, podiatrists, medical specialists, or
occupational therapists may hold clinics in rural areas on a regular schedule, or be
available as needed to small communities.   In some communities these services are based
at the local hospital, in others they operate independently.  Some specialist services are
publicly funded, others are privately funded, and there is a very uneven spread of such
services around rural Canterbury.

There are nine primary labour and birth facilities in the region.  Antenatal care and
education,  birthing services, and postnatal care and education are provided through Lead
Maternity Carers, hospitals, General Practitioners, District and Plunket nurses, and
education providers.

In 1993-94, the Southern Regional Health Authority consulted with rural residents about
what health services communities expected to be able to access within certain travel times.
Based on this consultation, the Southern RHA developed a ‘ levels of care’  purchasing
framework, with the basic premise being that most people in an area should be able to
reach primary health services within 30 minutes.  A summary of the levels of care
framework is in Appendix 3.

Disability support services are provided in rural communities.  Responsibility for funding
these services has remained with the Ministry of Health.  Provision of disability support
services may or may not be an issue in rural communities – many areas have evolved their
own way of meeting the community’s needs.  The CDHB is working to determine all the
funding streams which contribute to disability support services in rural areas, and
indirectly to health

5.0 ISSUES FACING RURAL COMMUNITIES

5.1 Accessibility  (distance, communication, availability, cost)
With the changing nature of rural communities and the closure of institutions like
the local Post Office and bank, rural areas may lose other support services such as
pharmacies, dentists, and allied health professionals.  People in remote areas may
also have difficulty travelling to the doctor or nurse, and primary care facilities and
services may be a long way from any base hospital.  Communication with a health
care practitioner covering vast geographical distances may also be difficult where
cellphone coverage is not available, although radio contact may be used in some
areas.  The choice of health services in rural areas is often limited and services
may be fragmented and inaccessible.  Limited public transport in rural areas
contributes further to inaccessibility.

When rural people use secondary or tertiary hospital services in towns, the issue of
time off work for the patient and family members or support people must also be
considered.  Cost of travel and a place to stay in town is often an issue.  There are
travel and accommodation allowances available, but people may not realise that
assistance is available, or, upon application, they may find they do not meet the
criteria for assistance.
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In some rural areas the practitioner/patient ratio can be such that practitioners
cannot always see patients in an acceptable or appropriate time frame.  Sometimes
patients have to wait a number of days to get an appointment, or endure extended
waits at the clinic, especially if the sole General Practitioner is away on an
emergency call.

In some areas the practitioner (e.g. the pharmacist) has left the area permanently
and has not been replaced.

Midwives, Physiotherapists, and Occupational Therapists may visit only on a
periodic or ad hoc basis, and the frequency may be such that the patient needs to
access services elsewhere in order to receive an appropriate level of treatment.

In 1993, the Southern Regional Health Authority surveyed South Island rural
communities and asked what they considered to be reasonable travel times for
particular health services (Access to Care project, 1993-94).  The greatest volume
of submissions came from the Ashburton and North Canterbury areas.  The travel
times which rural residents considered to be reasonable for a variety of primary,
medical, and surgical services are listed in Appendix 1.

5.2.  Workforce
Primary health care workers include General Practitioners, practice nurses, nurse
practitioners, pharmacists, Maori health providers, dentists and allied health
professionals.  The recruitment, retention and ongoing education and support of
rural health professionals continues to provide a challenge for rural communities.
Because of these difficulties rural health requires an innovative and flexible use of
the health workforce.

There has been a continuing decline in health workers in rural areas, particularly
General Practitioners.    Canterbury communities will be encouraged to investigate
other ways of providing 24-hour health services, if it proves impossible to attract a
General Practitioner to a particular area.  In parts of Southland, specialised
community nurses work very successfully, providing a valuable resource for
members of their communities, with telephone back-up from doctors as required.
All primary health practitioners who  live and work rurally must be supported to
find locum support,  take time off, and access continuing education.

� Recruitment
Little training on rural health is given in the training of any primary health
care professionals.  Recruitment can be encouraged partly through increasing
the exposure of under-graduate and post-graduate practitioners in training to
rural practice experiences.

Spouses may have to give up their own career if moving to a rural area and
concerns may arise for families about access to a choice of education
particularly when a child reaches secondary or tertiary levels.

� Retention
Onerous on-call rosters, isolation from peers and professional support, and a
blurring of personal, social and professional boundaries when living within a
small community may all contribute to health care professionals moving on
from rural communities.  A General Practitioner, for instance, may be
reluctant to buy a practice because they risk being ‘ trapped’  if unable to on-
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sell the practice at a later date.  Some rural areas have had a series of overseas
doctors who only stay for a limited time reducing the opportunity for patient
confidence and trusting therapeutic relationships to develop.

There can be significant pressure on the families of rural practitioners due to
limited educational and employment opportunities.  Another issue for families
is the amount of time the practitioner spends away from the family due to call
outs, travel for education and general pressure of work.

� Locums
Access to regular time off is essential to the rural practitioner.  Locums can be
hard to get for pre-planned occasions such as education or vacation, and even
harder for short term or emergency situations such as illness or bereavement
There are difficulties for any General Practitioner service (whether rural or
urban) to find locums particularly during school holidays or when key
conferences are on.  This is, however, more of an issue for rural practices
given the concerns around lack of back-up, distance to support or hospital
services, on-call rosters, Lead Maternity Carer commitments, etc.
Additionally locums can earn more in urban practices so rural General
Practitioners may have to pay more for the locum than is earned through the
practice.

Pharmacists, Practice Nurses,  District Nurses,  and medical staff from rural
hospitals are affected by the non-availability of locums.

5.3 Professional Education and Support
Living in rural areas means large distances to travel to attend continuing medical
education sessions which are frequently held in Christchurch city at breakfast or
evening times.  Travel time to Continuing Medical Education (CME) may take
longer than the educational session itself.  CME is an important part of General
Practice.  Rural practitioners benefit from CME within a rural context, rather than
an urban focus, where health support is more easily accessed.

Doctors working in similar rural situations are scattered throughout the country,
separated by vast geographical barriers.  Without colleagues close by to relate to,
the rural General Practitioner may find it difficult to find people to confide in.
Equally, with a lack of other professional support, the General Practitioner may
need to provide significant mentoring support to practice nurses and other health
professionals involved in key service delivery.  Rural practice nurses who are often
called upon when the General Practitioner is absent and pharmacists providing
services in rural communities may also experience feelings of professional
isolation.

5.4       Viability of Services

� Clinical Viability
The quality of clinical services provided in any community, rural or urban, is
dependent on the skill and expertise of staff, on effective communication and
linkages between service providers.  Providers also need access to technology
to provide appropriate information, including discharge information, services
available for patients, easy and timely communication with colleagues.
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Professional isolation and poor access to ongoing education is a problem for
rural health professionals.  Attention must be given to ensuring continuing
professional development for all rural health practitioners.

Service and information linkages are also critical.  Rural practitioners need to
be able to exchange information in a timely way with secondary specialist
services as well as diagnostic services such as radiology and laboratories.

� Management Viability
With frequent and significant changes to the infrastructure of New Zealand’s
health system there is a need for additional management support for health
practitioners.  This is to ensure that the service claims adequately and
appropriately entitlements from all funders, and that reporting requirements
and quality standards are appropriately met.  Failure to do so can affect the
financial and clinical viability of services.

� Financial Viability
Many rural areas would support more than one General Practitioner but are
not large enough to support two, yet two practitioners may be required to
ensure clinical sustainability of the service.  Where there is a rural hospital an
appointment as medical officer can supplement income, but it is coupled with
the time and responsibilities involved.

5.5       Rural Hospitals
In some communities, a major concern with the changes in health structures has
been the retention of rural hospitals.  Hospitals may serve as a base for core health
and other social services, as well as provide professional support for health care
practitioners. The important aspect, however, is to ensure that services are
available whether or not the hospital facilities (bricks and mortar) are required.

In general, occupancy rates for rural hospitals are low (see Appendix 6), bearing in
mind that the Christchurch Hospital  occupancy rate has averaged 76% over the
past three years.  Low use of designated maternity beds may skew occupancy rates
to make rates appear artificially low.  As well, some rural hospitals close wards or
beds on weekends, which results in reduced occupancy rates.  In some rural
hospitals, general beds have high usage.  Other rural hospitals provide mainly
long-term care for older people, which results in 100% occupancy rates for some
beds.

5.6. Peak Visitor  Per iods
Some rural Canterbury communities experience seasonal influxes of holiday
makers, tourists, and other visitors.  Visitor  numbers, particularly in the summer
months, can cause populations to swell to many times normal levels, which puts
great pressure on personal health services, emergency services, police services, and
search and rescue operations.

Public health concerns may also arise, around drinking water quality, and sewage
and rubbish disposal.    Local doctors, nurses, dentists, and pharmacists may find it
difficult to cope with large numbers of casual patients requiring medical treatment.
Adventure-based tourist activities also contribute to increased weekend call-outs
for rural practitioners and emergency services.  (See also Trauma, section 5.8
below.)



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
9

5.7      Communication with Specialist/Secondary Services
Rural people may receive assessment,  specialist, secondary, or tertiary services in
Christchurch, and then return home for ongoing care or observation from their
local practitioners.   Good discharge planning from the specialist or hospital
service is necessary.  Health information about an individual should be shared
between the urban and rural services, to facilitate proper care, avoid repetitions of
tests and interviews, and provide constant updates on the person’s health.  Lack of
communication causes difficulties for the individual patient and family, the
General Practitioner and hospital staff in rural communities, and home support
workers.  Rural people often cite difficulties with transport and the time it takes to
travel to Christchurch Hospital for post-surgical or post-treatment check-ups with
a specialist, which often could just as efficiently and safely be carried out by the
local General Practitioner.

5.8 Trauma
Rural primary health care professionals and volunteers have to be prepared to deal
with any emergency, including motor vehicle and rail crashes, farm vehicle
accidents, and incidents associated with high risk or adventure-based activities.
Trauma, especially motor vehicle crashes, may occur in remote and difficult
situations.   There may be considerable delays before victims can be transferred to
the hospital.

Ongoing training is necessary to keep health workers competent in emergency
situations.  In many communities, volunteers are relied on for emergency duties.
Voluntary workers need training, and must be able to be released from their paid
employment for emergency duties.  Rural health services also need to own and
maintain expensive emergency equipment, some of which is seldom used.  In a
recent rural health survey, more than half the respondents considered that distance
was a difficulty in accessing emergency services, and that accident and emergency
services need to be better managed and coordinated.

5.9 Maternity
General Practitioners and Midwives provide maternity services in rural areas.

There are about 75 independent midwives in Canterbury.  They provide antenatal,
birthing, and postnatal care to rural women, often travelling long distances to care
for their clients, and sometimes crossing DHB boundaries.

Pregnancy and parenting classes are held in most of the rural centres in
Canterbury, and are available at rural hospitals which have maternity services.

Primary birthing facilities are available in 7 rural hospitals in Canterbury, and
some women choose to give birth at home, attended by a Lead Maternity Carer.
For complicated births or secondary services, rural women  must travel to
Christchurch, which may mean a drive of some hours. Instead of  facing the
potentially lengthy drive to the facility while in labour, some women choose to
stay with friends, family or in motel/hotel accommodation prior to due date.  Rural
communities are concerned about maternity cover as rural General Practitioner
numbers decline and/or General Practitioners cease their involvement in obstetrics.
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An issue faced by some Midwives and General Practitioners in their roles as Lead
Maternity Carers, is that the volume of births in some rural areas is low.   As a
result some midwives combine general/practice nursing and midwifery, while
others work part time.  Other midwives find there is more than enough work  in
rural areas.

5.10   Volunteers
Health services in rural areas are dependent on a network of support and often
volunteer help.  Volunteer support is varied and extends to ambulance and fire
services, home support, counselling services, nursing support groups and local
friends of the hospital groups.  There are many voluntary organisations such as
Plunket, Federated Farmers, Red Cross and church groups to name a few which
contribute to health care in the form of time, equipment or services.  With changes
in the workforce (many women having full time employment), and demographics
(aging population) of many rural communities, volunteer services are decreasing,
as they are across the whole of New Zealand.

6.0  SUMMARY OF PARTICULAR ISSUES RAISED IN LOCAL
COMMUNITIES

The people in rural Canterbury have plenty of good ideas about how to deliver health
services in their communities.  While rural health issues are similar within the district,
each community is unique.  One community may have a shortage of General
Practitioners, another may have difficulty accessing secondary services.  There may be
short-term and long-term solutions to the problems.  In the short-term, basic health
services must be sustained.  In the long term, communities, funders, and providers
need to plan services to best meet the projected health needs of their communities.  In
all cases,  services need to be planned and delivered with  input from local people.

Rural health services in Canterbury can be grouped into geographical categories,
where practitioners may share on-call rosters, or where a rural hospital is the base for
health services.  For example, in the Ashburton region, there are General Practitioners
and health services in Methven, Rakaia, and Ashburton.

Selwyn has services in Lincoln – Leeston – Rolleston – Templeton.  Akaroa and
surrounding Bays are rather isolated on Banks Peninsula, cut off from other rural areas
and Christchurch by geography.   Diamond Harbour, also on Banks Peninsula,  has
slightly easier access to secondary services.  Waimakariri has urban and semi-rural
services, and a hospital in Rangiora.   Amberley, Rotherham, Waikari and Cheviot
have General Practitioners who share rosters, and Kaikoura has a country hospital,
GPs,  and other primary providers.

  6.1.  Hurunui

There are eight General Practitioners based in the Hurunui-Kaikoura Districts  They
work closely together, and are managed (since 1994) by the same practice manager,
under the auspices of Hurunui-Kaikoura Rural Health Ltd..  The Hurunui-Kaikoura
District covers almost 10,000 square kms, from Kekerengu in the North, to Saltwater
Creek in the south, and inland to the mountains.



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
11

Hanmer Spr ings was previously a Special Area but its status changed in 1995 when
the Special Area Scheme (which guaranteed General Practitioner salaries) was
discontinued.  Since then the Hanmer Springs practice has struggled to recruit and
retain a General Practitioner.   The Hanmer Springs community has moved to support
primary health care by setting up the Hanmer Springs Health Centre, a primary nurse
led service which employs  a General Practitioner for two days per week.  For after-
hours services, Hanmer patients have the option of travelling to Waikari or Rotherham
Doctors from Amberley, Waikari, Cheviot, and Rotherham provide on-call after hours
services from Waikari.

Waikari has a new health centre with facilities for two General Practitioners.  The
health centre was paid for by the District Council.  The council also owns the medical
centres in Cheviot and Rotherham, a doctor’s home in Cheviot, and has allocated
funds for a new doctor’s house in Rotherham.

Hanmer Springs is the site of the privately-operated Queen Mary Centre, for treatment
of drug and alcohol addiction. No other health services are offered by the Centre.

6.2.  Kaikoura

As mentioned above, the four General Practitioners in Kaikoura work closely with
Hurunui doctors in shared roster areas, and support the hospitals in their areas.
Currently there are insufficient General Practitioners working in Kaikoura to give a
1:3 roster, and there is some difficulty with recruitment and retention.

6.3.  Oxford

In 2000, the Oxford Community Health Centre signed a contract with the Health
Funding Authority which provided transition funding to allow the Medical Centre to
increase from 2 FTE General Practitioners to 3 FTE GPs.  This contract (still with the
Ministry of Health) expired in February 2001, and has been extended to June 2002.

6.4.  Dar field

One General Practitioner, one locum GP, and practice nurses work from a privately-
owned medical centre.  Malvern Health and Community Welfare Trust provides home
support services.  Palliative care nursing is provided free of charge by another
community Trust.

Malvern Health and Community Welfare Trust members believe the delivery of health
services could be better supported through an integrated approach  that utilises nurses
and allied health workers (based at Darfield Hospital), GPs and practice nurses,
District Nurses, Home Support Workers, and specialist staff at Christchurch Hospital.

Current strengths – community interest in health, adequate nurse workforce, pharmacy
in community, hospital.

Current problems – locum and on-call coverage for General Practitioners, difficulty
attracting new General Practitioners if one or both leave for any reason, difficulty in
communicating with Christchurch Hospital staff about discharge planning and after-
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care, uncertainty about future funding, for example, when home care contracts come
up for renewal.  Emergency response to remote areas is difficult.

6.5.  Akaroa

A  problem is the shortage of GP locums, and the two General Practitioners routinely
working  a 1:2 on-call roster.

Akaroa has a wide range of primary health providers, many based at the hospital site.
According to one of the General Practitioners in Akaroa, services which are provided
by  health workers far exceed what is actually paid for.  Opportunities for health
promotion and illness prevention are lost due to inadequate resources.

Health workers in Akaroa have said that cooperation and information sharing between
Christchurch Hospitals and Akaroa Hospital could be improved.  Palliative care
services are a problem in Akaroa.

The local community supports the move toward better access to health information
and technology, and last year raised money to buy a computer for Akaroa Hospital,
but the offer was not taken up.  As well, community and hospital health workers are in
favour of community-wide  initiatives to promote healthy lifestyles, such as a
swimming pool or gym.   Canterbury DHB should consider the role of these projects
in contributing to health gain in the national health priority areas.

6.6.  Ellesmere

Two General Practitioners work from Leeston.

Ellesmere Hospital used to be the base for district nursing services, but this has moved
to Lincoln.  There has been a reduction in linkages between the community and the
hospital recently. The hospital does not offer maternity services:   women tend to use
other options such as Lincoln maternity hospital, Christchurch facilities, or home
births.    Ellesmere Hospital provides accommodation for on-call doctors.

6.7.  L incoln

Lincoln township itself is just outside the Christchurch urban area, has good coverage
of primary health services, and secondary health services are easily accessible.

The CDHB maternity hospital at Lincoln has had an occupancy rate of about 30% for
the past three years.   The hospital has 7 maternity beds, and about 90 women choose
to give birth at Lincoln each year; the remainder of women who use Lincoln Hospital
transfer there (usually from Christchurch Women’s Hospital) for post-natal care.

6.8.  Waimakar ir i

A portion of  Waimakariri comes within the Christchurch urban zone, and rapid
population increases in the district are putting pressure on community infrastructure,
including health services. The District Council has several groups, including the Safer
Community Council,  actively involved with community health promotion, accident
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prevention, and drug and alcohol issues.  Rangiora Hospital provides maternity
services and country hospital services for about 400- 450 people each year.

6.9. Ashbur ton

Ashburton Hospital sometimes has difficulties recruiting medical specialists, and the
population in the region is not large enough to support certain specialist services.
Ashburton Hospital works collaboratively with Christchurch Hospitals, e.g.,   in order
to provide women in the region with specialist Obstetric and Gynaecology Services,
the CDHB Women’s Health Division Christchurch staff  hold clinics in Ashburton.

At the moment, there are adequate numbers of General Practitioners and other primary
health providers in Ashburton.

7.0    POLICY CONTEXT

7.1 Histor ical

In 1999 the then Minister of Health released a policy document acknowledging the
special needs and difficulties of rural communities in accessing health care (Rural
Health Policy:  Meeting the needs of rural communities, Wyatt Creech, Minister of
Health, July 1999).  Key aspects of that Rural Health Policy included

� enabling rural people to receive effective front-line care in their own community
� organising services around people and their needs, not around bricks and mortar
� using technology when possible to reduce isolation
� establishing effective alliances and networks between providers.

Previously, financial incentives such as the Special Area Medical Officers Scheme in
Hanmer Springs (ceased in 1995) offered General Practitioners guaranteed salaries (as
an employee of the hospital service) to provide free services to small remote
communities.  There was no need for practitioners to purchase premises and they were
entitled to six weeks annual leave and a three month sabbatical every five years.

Some rural hospitals receive extra funding to reflect their diseconomies of scale,
where facilities such as theatres, emergency departments, radiology and laboratory
equipment, critical care facilities, and information technology are required to be
maintained at an optimum level, but are under-utilised because of the catchment
population.  Costs of staffing rural facilities may also be higher per patient than in
urban hospitals, due to on-call cover, locums, and rostering.

7.2 Pr imary Care Strategy

A key focus of the New Zealand Health Strategy is the Primary Health Care Strategy,
which was released by the Minister of Health in February 2001.  Primary care is seen
as being central to improving health and tackling inequalities in health.  At present, the
Ministry of Health is developing draft guidelines titled Implementing the Primary
Health Care Strategy in Rural New Zealand, which will be circulated for consultation
and comment in early 2002.

The goal of the rural primary health strategy is -
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·  Accessible and appropriate primary health care services for all people living in
rural NZ

There are three aims:
·  Equitable and effective access
·  Co-operative, collaborative, and co-ordinated workforce
·  Sustainable and professionally fulfilling service delivery involving the community

Services in rural areas are based around primary care as the key delivery model.
Government has released its Primary Health Care Strategy with the following vision

� People will be part of local primary health care services that improves their health,
keeps them well, are easy to get to, and coordinate their ongoing care.

� Primary health care services will focus on better health for a population, and
actively work to reduce health inequalities between different groups.

The strategy identifies six key directions for primary health care which will achieve
this vision:
� working with local communities and enrolled population
� identifying and removing health inequalities
� offering access to comprehensive services to improve, maintain and restore

people’s health
� coordinating care across service areas
� developing the primary health care workforce
� continuously improving quality using good information.

To achieve a move towards a system where services are organised around the needs of
a defined population ‘primary health organisations’  (PHOs) will form the local
structures to support this.  People will be encouraged to join a PHO by enrolling with
a provider.

Key points about PHOs are as follows:
� Funded by DHBs for the provision of a set of essential primary health care

services to those people who are enrolled.
� Directed towards improving and maintaining the health of the population, as well

as first-line services.
� Expected to involve their communities in their governing processes.
� All providers and practitioners involved in the organisation’s decision-making.
� Established as not for profit bodies
� While primary health care practitioners will be encouraged to join PHOs,

membership will be voluntary.

Within Canterbury DHB, Primary Health Organisations will take a few years to
develop, and may eventually only be established where there is community support.

7.3 Nurse Prescr ibing

Amendments to the Medicines Act 1981 will provide for health professionals other
than Medical Practitioners, Dentists and Midwives to prescribe ‘prescription only’
medicines.  The intention is to allow health professionals such as Nurses to prescribe
where the benefits of doing so can be clearly established, and where it is demonstrated
that the health professional has the skills to do so safely.  Nurses in rural practices may
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be one area where granting limited prescribing rights may be a useful adjunct to
improve accessibility of appropriate rural health services.

7.4 Rural Directors

In 1998, the position of Rural Health Director for the South Island was established.
The Director is currently Dr Pat Farry, based in Dunedin at Te Waipounamu Rural
Health Unit, University of Otago.  A North Island Rural Health Director’s position
was established in 2000, and is shared (half time each) between a nursing director and
a medical director.  These positions are funded by the Ministry of Health,  to provide
strategic leadership in rural health, and to work with the Ministry to provide input and
assistance in the development of rural policy.

The role of the Directors of Rural Health is to:

�  adopt a leadership role in the promotion and coordination of rural health
�  work to improve the health of rural Maori
�  promote continuing development in educational programmes in rural health
�  work with rural health service providers to ensure the continuation and

improvement of coordinated health services in rural areas
�  promote research in rural health
�  work with training institutes to promote training in rural areas and present

rural practice as an attractive career option

7.5 Pharmacies

The Pharmacy Guild is currently developing a paper pertaining to the issues facing
rural pharmacies.  Several of the key considerations are:

�  The rural pharmacist population is ageing.  There is potential for a shortfall in
work force numbers within the next 10 years.

�  Pharmacies must, under current legislation, be owned by Pharmacists.  This means
that Councils, community trusts etc are unable to own a pharmacy and employ a
pharmacist.  Proposed legislation will allow pharmacies to be owned by other
people, and employ qualified pharmacists.

�  In several areas, e.g. Hanmer Springs,  the pharmacy has closed and prescriptions
are being filled in other centres and dispatched to a local pharmacy depot for
collection.

     7.6.  Hear tland Services

Heartland Services, like Strengthening Families, is an interagency collaboration
initiative.  It consists of two components:
� establishment of service centres in smaller provincial centres
� outreach services to remote rural settlements.

A coordinator will provide a link between local people making enquiries and
Government agencies.  The programme aims to restore face to face access to a range
of Government services such as WINZ, ACC, Housing New Zealand, etc, in rural
communities.  Service Centre introduction will depend on community interest, the
availability of a suitable base and the capacity of the various Government agencies to
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participate.  Bases being offered to date for the periodic delivery of outreach services
include iwi social service offices, medical centres, an area school community library,
community resource centre, and district council service centre.

The implementation of a Heartland Service initiative in any area is dependent on
district council and community support. There are currently 23 steering groups
considering the potential for either a service centre or outreach service in their areas.
These groups are working at their own pace and implementation will occur as and
when communities are ready for it to happen.

8.0        RESOURCES FOR RURAL HEALTH SERVICES

  8.1   Sources of funding for  rural services

Health in rural areas is funded in a variety of ways, and comes from Vote Health, Vote
Welfare, ACC, private sources, Territorial and Regional Authorities, and patient
payments.  The diagrams below outline some of the funding available to providers.

8.1.1

Primary health providers, including
General Practitioners, Practice
Nurses, District Nurses, Lead
Maternity Carers, Pharmacists, etc

Rural GP
premiums

Rural
Pharmacy
Allowance

Lead
Maternity
Carer Rural
Allowance

Telephone
Consultation
subsidy

Local or regional
councils

Travel
Allowances

General Medical
Subsidy for
children under 6,
CSC holders,
High Users Card
holders

Direct
payment
from
patients

Disability
Support
Services
Payments

ACC
payments

Locum
Support
Scheme

Child
immunisation
payments

Maternity
Benefits

PRIME payments

Some of the funding sources for  rural pr imary practitioners
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8.1.2

8.2 Rural Practitioner  Premiums

8.2.1  General Practice Rural Ranking Scheme (Rural Bonus)

The NZ Rural General Practitioners Network developed a rural ranking scale (RRS) as a
measure of rurality which the former HFA used as a basis for allocating rural bonuses.
The RRS allocates rural General Practitioners a score according to the scale.  Rural
General Practitioners with a score of 35 or more are paid a rural bonus.  The score is based
on the following criteria:

� Travelling time from the surgery to major hospital
� Number of General Practitioners available to take part in an on-call service
� On-call for major trauma
� Travelling time to nearest General Practitioner colleague at place of work
� Travel time to most distant practice boundary
� Regular peripheral clinics

The yearly rates per General Practitioner range from $3,000 to $29,000, based on the
number of ‘ rural’  points assessed.  Appendix 7 shows the amount paid in Canterbury in
rural premiums to General Practitioners each year.

Benefits and constraints of rural ranking scheme :

Benefits

·  A useful determinant of “ rural”  for General Practitioner services has been developed.

·  The financial resource available is distributed in a way that recognises the degree of
rurality.

CDHB Rural Hospitals

Ministry of
Health

District Health
Board

Donations from community trusts,
voluntary groups, individualsACC

Disability
Support Services

Sources of Funding for CDHB Rural Hospitals
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Constraints

·  The rural ranking points are awarded according to an arbitrary formula, and while
discretionary points can be awarded, the basis for that is usually difficulty in retention
or recruitment.

·  The rural ranking scale does not take into account the ease of access to major centres –
for example the road from Cheviot is easy to drive and takes about 1.25 hours while
the road from Akaroa is difficult to navigate and takes about the same period of time.
Cheviot receives 90 points,  Akaroa receives 75 points.  Additionally Cheviot has an
ambulance located in the area, while Akaroa must access a Christchurch based
ambulance.

·  The rural ranking scale does not take into account the FTE ratio so a 2/10 General
Practitioner will receive the same payment as a 9/10 General Practitioner.

·  The Rural Ranking scale is specific to General Practitioners, therefore is not available
to Rural Nurses working in a solo capacity

·  The Rural Ranking Scale does not consider the demographics of the area.

8.2.2.   Telephone Consultation Subsidy

Payable for General Medical Services when General Practitioners conduct a medical
consultation with a patient who is 16 kilometres or further away from the practice at the
time of the telephone consultation.  This is considered to be a full medical consultation
and can result in the patient receiving sufficient advice at the time of consultation and/or
a prescription being provided, and/or a referral for further treatment.

8.2.3    Rural Pharmacy Allowance

Additional payments for a Rural Pharmacy Allowance may also be made to pharmacies
that meet specific eligibility criteria as well as a remote location allowance for those
pharmacies providing a service to areas more than 15 minutes away from the nearest
pharmacy.

8.2.4   Maternity care at home

 Lead Maternity Carers (LMCs) are paid an additional $150 per woman for post natal
home visits to rural locations and an additional $100 per woman for remote rural
locations.  Rural has been categorised according to whether there is a secondary
maternity service in the locality.

8.3      Rural Practice Support (One-off contract, Oxford Community Health Centre)

In 2000, several rural general practices which were recognised as being in danger of
closing because the service demands (usually on-call rosters) were too great for the one or
two doctors in the practice.  At the same time, there was not enough work to employ
another full-time doctor.  In Canterbury, the HFA offered a financial support package to
the Oxford Community Health Centre.  The contract enabled the GP owners of the
practice to employ other practitioners to share the on-call rosters. The Oxford contract
began in March 2000, and expired in February 2001.  Following negotiations, it is being
extended to June 2002.
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 8.4. Rural Locum Support Scheme

Traditionally, locum services in New Zealand have been fragmented, uncoordinated and
not as accessible to rural practitioners as their urban counterparts.  For rural practitioners,
two key issues emerge:  firstly, difficulty in the supply of locums and attracting locums
willing to support rural practitioners;  secondly, difficulties in financially supporting the
locum, including salary costs, accommodation, travel and transport.

A new rural locum support scheme, is administered from the College of General
Practitioners, in Wellington,  and is part of the broader national strategy to improve access
to primary health care services.  The objective of the service is to provide eligible rural
General Practitioners with access to a minimum of 14 days locum relief per 1.0 FTE
practitioner per annum.  It should be up and running in early 2002. Government funding
($1 million per year) is available for a period of two years after which the scheme is
expected to be self sustaining.

Benefits and constraints of the locum support scheme:

Benefits

·  The rural General Practitioner is able to book regular, reliable time off with a minimum
of difficulty.

Constraints

·  There is currently no commitment to any further funding for the scheme past the 2
years currently funded.  The risk is that funding will be spent to develop and
implement the required infrastructure, only to have it collapse at the end of the 2-year
period

·  A pool of qualified locums has to be available for rural General Practice.

·  Rural General Practitioners with a rural ranking score of more than 35 points are
eligible for the support scheme.  General Practitioners with the highest rural ranking
score should, theoretically, have first access to the locums.  However, in practice this
may be difficult to manage.   Doctors who are working high on call ratios and long
clinic hours are potentially the least likely to be able to plan holidays or CME in
advance or to complete the necessary application/paper work required.

·  The scheme will only provide locums for pre-planned breaks.  The issue of lack of
readily available locums to fill in where a General Practitioner is sick, bereaved or
otherwise suddenly unavailable is not addressed.

·  The Rural Locum Support scheme is dedicated to General Practitioners only. There is
no such support available for Pharmacists who, while not coping with on-call ratios,
do face similar issues with locum availability for education/vacation requirements.

·  Nurses who may be sharing an on-call roster with a General Practitioner have no
access to the scheme.

·  Locums from overseas have little or no cultural knowledge about New Zealand,
particularly M� ori culture, and  orientation and training will be necessary.
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8.5.   PRIME

The PRIME (Primary Response in Medical Emergencies) scheme aims to ensure high
quality access to medical emergency treatment.  The scheme funds General
Practitioners and Practice Nurses to attend emergencies, and gives them extra training,
emergency equipment and supply kits.  The scheme is supported by the Ministry of
Health, ACC, the NZ Rural General Practitioner Network, and the Order of St John,
which has done most of the training and orientation.

PRIME is currently operating in Akaroa, Amberley, Ashburton, Cheviot, Culverden,
Darfield, Hanmer Springs, Kaikoura, Leeston, Lincoln, Oxford and Waikari.  The cost
of the PRIME programme in the Canterbury DHB district is $390,000.  The MoH is
currently managing this contract and its funding.

Benefits

·  The person(s) suffering the emergency receives care from well-trained and highly
skilled practitioners.

·  The practitioners receive appropriate training that better equips them to deal with
medical emergency situations involving trauma.

·  The practitioners receive remuneration in recognition of the service delivered.

Constraints

·  The PRIME system creates potential difficulty for practitioners who are working alone
or with a small number of other practitioners.  While the system does provide relevant
training to PRIME practitioners and additional income per call, the issue of staffing
levels may be compounded.  When the practitioner responds to the call out during
working hours s/he is no longer available to continue with their normal work.  The
clinic will not be held and the patients will not be seen.  This has potential to
compound during the course of 24 hours, as a day time patient who could not be seen
becomes the after hours call out.

·  Ongoing training could potentially be compromised due to the difficulties the
practitioner may experience in obtaining locum cover for the training time.

8.6  Workforce Training Programmes

The Christchurch School of Medicine’s Department of Public Health and General
Practice, supported by the Clinical Training Agency, is offering a post-graduate inter-
disciplinary certificate and diploma in primary rural health care.

The training is specific to rural health care, including primary and emergency care.
The courses are designed to be clinically focused and to provide doctors and nurses
with the advanced knowledge and skills needed in rural primary care.  The national
programme comprises a mixture of distance learning and block courses.  Along with
the academic study is a practical hands on component, mentorship and supervision in
the students own practice, or area of work.
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8.7        Rural Hospital Premiums

Darfield, Ellesmere, Kaikoura, and Ashburton Hospitals receive a rural premium
which reflects diseconomy of scale, increased travel distances for district nurses, and
the smaller population which results in reduced bed-usage rates.  The current bed
occupancy rates for rural Canterbury hospitals are listed in Appendix 6.

8.8 Dental Services

In New Zealand, everyone under the age of 18 is eligible for free dental care.   In rural
communities, these services may be provided by private practitioners, or through the
school dental service.  There is no bonus or premium paid to providers of rural dental
services.  In some communities, schools and private practitioners work together to
make the most efficient use of dental clinics and equipment for community residents
of all ages, e.g. in Akaroa,  the dentist works from the school dental clinic and treats
children (free) and adults (who pay themselves on a fee for service basis).

9.0     THE WAY FORWARD

  9.1    Canterbury DHB’s Directions 2006 and Rural Health

Where do we want to be in five years’  time?  The following proposed directions for the
Canterbury DHB provide a framework to plan for rural health in Canterbury

�  Improving health status across the community

�  Developing Canterbury’s healthcare workforce

�  Better ways of working:  developing effective policy and funding frameworks

�  Working together:  developing innovative models of service integration

�  Becoming a leader in hospital and health services

In the first instance, opportunities for action need to concentrate on working closely
with local communities/providers and on innovative models of service integration.
Initiatives in these two directions will could improve access and communication
immediately, and will begin to address workforce issues.

9.2.    Opportunities for  action

9.2.1 Corporate Division

The corporate division can help improve rural health services through support with
information technology, human resources and workforce planning.
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�  Access to Technology

The use of computer and video technology provides significant opportunities to rural
hospitals and health centres.   Rural hospitals need  access to information technology,
such as e-mail,  and linkages to the wider CDHB information network.  This has not
been a priority for CDHB Information Technology services.

Installation of on-line communication to all rural hospitals by the end of 2002 is
recommended.

Telemedicine is increasingly being used to allow specialist expertise to be more
widely accessible, and is being trialled in several rural areas including Kaikoura.
Increasingly, it allows specialist expertise to be more widely accessible and available
to support rural doctors, nurses, and other staff. Reading x-rays remotely can be of
particular value in determining whether or not a patient needs to be transported to
another facility or not.  As well as diagnosis, telemedicine can include distance
prescribing, continuing professional education, and clinical supervision.

Installation of telemedicine in rural areas to be investigated by March 2003.  Planning
must include telemedicine training for CDHB hospital specialists, and time allowed
for specialists to use telemedicine to communicate with rural health care providers.

�  Workforce

One of Canterbury DHB’s proposed strategic directions is to ‘develop Canterbury’s
health care workforce’ .  The overall Canterbury DHB human resources strategy  will
incorporate rural workforce needs,  in particular –

�  Support retention and recruitment of rural health workers
�  Support continuing education to improve services, encourage staff

retention, and reduce professional isolation
�  Support delivery of information systems to enhance service efficiency,

and offer educational options
�  Investigate new workforce solutions to resource services

9.2.2  In-house Provider

At consultation forums with communities, the following have been suggested for the
DHB in-house provider, to assist rural populations in accessing secondary services,
returning to primary care services, or returning home.

To assist rural patients

�  investigate setting up 0800 freephone number, so rural people can call CDHB
services to check on appointments, speak to staff, etc (with no toll charges)

�  investigate a designated  ‘ rural liaison’  staff member who specialises is dealing
with rural residents’  access to CDHB services
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�  provide training to  CDHB administration staff about appointment times,
accommodation, transport etc for rural people who use CDHB city services

�  ensure discharge planning is carried out effectively, so that adequate supports
are in place for rural people who leave hospital.  (Incorporate this into the
accreditation process currently underway for the in-house provider.)

�  ensure that Crown Public Health is involved with community health initiatives
run by rural communities

To assist  rural primary practitioners

�  investigate further usage of space in rural hospitals as base facilities for
nursing services (district, public health, child health, etc), dental services, other
primary health services.  Alternatively, it may be more appropriate for these
services to be housed in rural health centres (some of these are provided by
local District Councils in Canterbury)

�  provide access to CDHB training opportunities, including ‘ return to nursing’
programmes which are accessible to rural residents (delivered in part on line or
via teleconference or videoconference)

�  provide easier access to hospital specialists for telephone advice about patients
�  investigate the feasibility of visiting specialist clinics in rural centres, and

implement where appropriate
�  investigate the feasibility of rural health practitioners coming into city

hospitals to meet specialists, do ward rounds, develop professional contacts

To assist  rural hospitals

�  support rural hospitals in using relevant information technology systems
�  develop efficient patient record access systems between hospital/providers
�  review facilities utilisation of rural hospitals – are there alternatives?
�  easy access to specialists for telephone advice
�  improve access to CDHB training opportunities for rural hospital staff

9.2.3  Planning and Funding

�  Overall Approaches

The Planning and Funding team are involving rural health allies such as the
Canterbury DHB in-house provider, community health trusts, central government
integration projects, national education and training programmes, and national
practitioner subsidy programmes in rural health planning.

The Planning and Funding team are beginning work with local communities to
identify acceptable and affordable  solutions, which will include workforce issues.
The Canterbury DHB Human Resources group will also be involved.  We have started
to –

�  Bring together a representative group from each community to discuss
issues

�  Identify support that they need to solve problems, and facilitate
solutions
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�  Discuss prospects and possibilities of a rural Primary Health
Organisation with rural representatives

�  Work with District Councils, in terms of accommodation for
practitioners, premises for health centres, developing community trusts,
student scholarships, and so on.

A group of rural people, including rural health providers, District Councils, M� ori, and
community groups met last week and a working group will be set up to progress
issues.  Solutions will  have to be acceptable and will take time.

�  Pr imary Health Organisations

As part of looking at the issues above the working group will progress the
concept of Primary Health Organisation development in rural Canterbury.  The
establishment of Primary Health Organisations is government policy and may
provide a solution to parts/all of rural Canterbury.  An update will be provided
to the Board in July 2002.

�  Other  work

Support  PRIME training for rural practitioners.

Investigate whether or not mobile surgical services are suitable for Canterbury.

Continue to support developments across other social services, such as
‘Heartland’  (services about to be set up in Kaikoura).

Work to ensure that the free dental service entitlements (for children and
young people under the age of 18) are accessible to rural residents.

Consider consequences of the rural hospitals’  facilities utilisation review.

9.3. Immediate issues

The immediate issues relate principally to General Practitioners who find it difficult to
get cover for on-call rosters, study leave, or holiday time.

Currently a number of rural areas are under pressure, with General Practitioners
especially working 1:2, or 1:1 rosters.  This is not ideal, and puts communities at the real
risk of reduced General Practice coverage in the next 3 – 6 months.

The Canterbury DHB is drawing up options for locum support, which will cover
�       shared roster areas
�  use of national rural GP locum scheme
�  encouraging nurse practitioners to become part of on-call rosters.
�  using existing schemes managed regionally or nationally
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10.     IMPLEMENTATION PLAN

An implementation plan will be put together once the recommendations in this paper are
agreed. The plan will detail who will be responsible for each action and timeframes.

A report on the  progress of the Rural Implementation Plan will be produced by  Planning and
Funding in March 2003.
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Appendix 1 .  Canterbury* :  Rural and urban populations, 2001 Census.

Population

(% of total)

Rural areas
(scattered population)

Census area units such as:

Kaikoura rural, Amuri, Hurunui, Loburn,
Ashley Gorge,  Malvern, Springston,
Okains Bay, Mount Somers, Hinds

48,474

(11.4 %)

Rural centres
(populations 300 – 999)

Includes:
Hanmer Springs, Cheviot, Culverden,
Amberley, Cust, Southbrook, Waikuku,
Southbridge, Taitapu, Dunsandel,
Akaroa, Rakaia

5,205

(1.2 %)

Rural towns
(populations 1,000 – 9,999)

Kaikoura, Woodend, Oxford, Leeston,
Burnham Military Camp, Lincoln
Darfield, Rolleston, Methven

14,916

(3.5 %)

Secondary urban areas
(population 10,000 –
29,999)

Ashburton and Rangiora 24,348

(5.7 %)

Main urban area
(outer suburbs of city)

Camside, Pines-Kairaki Beach,
Clarkville, Kaiapoi, Lyttelton, Governors
Bay, Diamond Harbour, Prebbleton

17,916

(4.2 %)

City
(population greater than
50,000)

Christchurch 316,227

(74.0 %)

Total Canterbury
Population
(usually resident population
count, NZ 2001 Census)

427,086

(100 %)

*  Canterbury District Health Board district comprises 7 Local Territorial Authorities:
Kaikoura, Hurunui, Waimakariri, Christchurch City, Banks Peninsula, Selwyn, Ashburton.
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Appendix 3

� � � � � � � � � � � �	 
 � � � 
�	 �� � � ��� 
 �� � � 
	 � �� � 
 � �� � �

Developed by the Southern RHA as a result of public consultation in 1993
(Southern Regional Health Authority – Access to Care project)

Level A – within 30 minutes travel time

90% of the population should have access to the following primary care services, within 30
minutes travel time:

·  General Practice, family doctor or practice nurse (24 hours, 7 days a week for larger
population concentrations, or 9am – 5pm for smaller population concentrations)

·  Locally available physiotherapy, occupational therapy, dietary help, and disability
support aids and appliances

·  Dental nurse service

·  Pharmacy, 9-5 weekdays for routine medicine dispensing

·  Laboratory or general practice to take routine tests, weekdays

·  Child health services – immunisation, advice on health, health checks, vision and
hearing tests, school health services

·  Pregnancy services – routine prenatal and postnatal care

·  Primary mental health services – advice and help, referrals, advice on drug and alcohol
problems

·  Initial emergency response – ambulance, helicopter, trained local team

Level B – within 60 minutes travel time

90% of the population should have access to the following services, within 60 minutes travel
time of their place of residence:

All level A services, as well as -

·  Urgent pharmacy dispensing (24 hours) by a chemist or GP
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·  Urgent lab tests and X-rays

·  Sexual health and contraceptive services

·  Child health services – advice for parents on behavioural problems

·  Pregnancy services - normal labour and birth in hospital

·  Mental health services – community-based counselling and support from specialised
team

·  Disability services – hospital outpatient clinics and day services

·  Age related services – outpatient clinics, long-stay residential care, assessment,
rehabilitation, respite

·  Medical and surgical services – visiting specialist clinics, medical and surgical
diagnosis and procedures for day patients

Level C – within 90 minutes travel time

90% of the population should have access to the following services, within 90 minutes travel
time of their place of residence:

All of the above services, as well as -

·  Child health services- specialist

·  Pregnancy services – specialist

·  Mental health services – hospital admissions, some drug and alcohol services,
community residential services

·  Disability support services – needs assessment, more specialised services

·  Medical and surgical services – hospital emergency, intensive care, specialist
outpatient clinics, general hospital inpatient service for full range of specialties,
complex day patient services

Level D – specialised services which should be available at one or
two locations within the South Island

·  Pregnancy services – very specialised (neonatal unit, genetic screening, advanced
infertility treatment, etc)
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·  Mental health services – long-term hospital care, specialist units

·  Intellectual and physical disability – specialist hospital services

·  Age related services – specialist hospital services

·  Medical and surgical services – advanced emergency care, advanced tests and
treatment in specialist units
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Appendix 4 – Distr ict populations, and stocktake of services in rural
Canterbury, centred on areas where there are rural hospitals

page

Banks Peninsula Distr ict Akaroa 33

Ashburton Distr ict Ashburton 38

Selwyn Distr ict 42

Darfield 44
Ellesmere 46
Lincoln 48

Kaikoura Distr ict Kaikoura 50

Waimakar ir i Distr ict 54

Oxford 56
Rangiora 58

Hurunui Distr ict Waikar i 62
Amber ley 64
Hanmer Spr ings &
Rotherham 65

The information in the following tables was updated in January 2003, using data
supplied by TLA health committees and local providers.
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2001 Census of Population and Dwellings
Census Usually Resident Population Count for Area Units

in the Banks Peninsula District, 1991, 1996 and 2001

Area Unit 1991 Census
Usually Resident
Population Count

1996 Census
Usually Resident
Population Count

2001 Census
Usually Resident

Population Final Count

Lyttelton 2,931 3,090 3,045

Diamond Harbour 879 1,071 1,266

Governors Bay 609 702 795

Quail Island - - -

Port Levy 78 81 84

Akaroa 606 642 576

Okains Bay 1,125 1,086 1,092

Little River 711 858 960

Inland Water-Lake Ellesmere South - - -

 Inlet-Port Lyttelton 45 48 15

Inlets-Banks Peninsula Bays - - 3

Total 6,984 7,581 7,833

The population of Banks Peninsula District has been gradually increasing over the past 10
years.  More people are settling in Diamond Harbour, Governors Bay, and Little River, while
Akaroa township has experienced a slight decrease in population.

While Akaroa has lost a few permanent residents since 1991, the town experiences large
influxes of visitors and temporary residents during the summer months, and at weekends.
This fluctuating population can put pressure on general practitioners and emergency health
services.

General Practitioners in Akaroa, Lincoln, Diamond Harbour or Lyttelton are within half an
hour’s drive of most of the district’s population.  People in Okains or neighbouring  Bays, and
Little River, have to drive for up to an hour to see a doctor.  There is an ambulance in
Lyttelton, and all other ambulances are based in Christchurch.
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Akaroa (Banks Peninsula Distr ict)

Akaroa township has a resident population of  576, with influxes of tourists and holiday home
owners, particularly in the summer months.  There are 2070 people living in the areas and
bays of Banks Peninsula near Akaroa (not the Lyttelton side of the Peninsula).  Akaroa itself
is 82 kilometres and about 1¾ hours’  from Christchurch.  Most people in the Akaroa region
live within a one hour’s drive of primary health services.

Ambulance:  No ambulance is based in Akaroa, but the Volunteer Fire Service personnel
operate a First Response vehicle which is available to transport accident victims and medical
patients to the Akaroa Hospital and transfer on, as required,  meeting ambulances coming
from Christchurch.   The community has recently funded the replacement vehicle, which will
in future be funded by St John Ambulance services.

Akaroa Hospital:
�  7 beds:  maternity, acute medical, convalescent, palliative and relief

care.
�  After hours primary and emergency care
�  Pregnancy-related domiciliary visits
�  Telephone triaging for primary health care providers after hours
�  loan equipment
�  venue for meetings of various health support groups
�  Rooms used for Plunket Nurse.
�  Physiotherapist practice in room rented from Hospital
�  Health Centre attached to end of Hospital building (part CDHB, part

Banks Peninsula District  Council rental)

Akaroa Hospital had an occupancy rate of 49% last year, down on 73% in
1999, and 63% in 2000.  79% of the patients get general country hospital
services there, while 15% of people receive rest and relief services.  6% of
patients are women using maternity services.  The reduced occupancy rate for
2001 was due to a reduction in general beds with only five, rather than six,
being available for use.  The other bed has become a second dedicated
maternity bed.

In 2000-2001, most patients at Akaroa Hospital came from Akaroa itself (28%)
or nearby parts of Banks Peninsula (46%).  (Akaroa District includes Eastern
Bays, Inner Harbour through to Wainui, and the Southern Bays, north to
Hilltop.)  The remainder of Akaroa Hospital’s patients (26%) were from
Christchurch.

General Practice:
� 2 General Practitioners – in facility alongside hospital
� Practice Nurses (4 part time)
� District Nurse/services through the Akaroa Health Centre
�  Other domiciliary services – physiotherapist (private), occupational therapy

(CDHB);  speech therapy (CDHB and volunteer local)
�  Home Support – personal care and domestic help through Access Home Help

via the Akaroa Health Centre.
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Other health services:
�  Plunket Nurse (0.5 FTE)
�  Public Health Nurse (0.5 FTE)
�  Dental Services – 1 dentist -  private practice and emergency dental care in

cooperation with school Dental Clinic at Akaroa
�  Pharmacy - one
�  Pompallier Rest Home
�  Mental Health services – provided from Christchurch via visiting rural mental

health team.
�  Podiatrist - private, 2-monthly at the Health Centre
�  Optometrist - private, 3-4 times per year (at Hospital or Health Centre)
�  PRIME operates out of Akaroa.

See table next page.
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2001 Census of Population and Dwellings
Census Usually Resident Population Count for

Area Units in the Ashburton District, 1991, 1996 and 2001

Area Unit 1991 Census
Usually Resident
Population Count

1996 Census
Usually Resident
Population Count

2001 Census
Usually Resident

Population Final Count

Methven 975 1,074 1,134

 Fairton 990 1,059 1,185

Plains Railway 315 333 393

Mt Somers 2,316 2,292 2,307

Hinds 3,363 3,291 3,348

 Chertsey 1,755 1,854 1,923

Rakaia 762 882 960

Allenton 4,941 5,133 5,172

Central Ashburton West 1,107 1,098 1,053

Netherby 1,590 1,560 1,461

 Central Ashburton East 1,617 1,581 1,485

 Hampstead 2,490 2,433 2,325

 Tinwald 2,475 2,586 2,703

Total 24,705 25,176 25,446

The population of the Ashburton District is increasing slowly.  The number of people in
Ashburton itself (last 6 area units above) has decreased slightly since 1996.  Everyone is
within a half-hour’s drive of General Practitioner services, except for about 100 people in
remote areas such as the Ashburton and Rakaia Gorges.  There are ambulances based in
Ashburton.
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Ashburton (Ashburton Distr ict)

Ashburton and surrounding communities has a population of about 14,200 people.  The
district as a whole, including Methven, Mt Somers, etc., is home to 25,446 people.

Ashburton is about 100 kms south of Christchurch, and a one-hour drive.  Most people in the
region live within a one-hour drive of primary health services.

Ashburton Hospital – 104 beds (includes Tuarangi Home).

Provides for secondary acute medical and surgical hospital services supporting
a range of community services (medicine/surgery, rehabilitation, maternity,
District Nursing, long-term care for the elderly, palliative care, community
services).  The hospital is also supported by visiting specialist clinics from
Christchurch including respiratory medicine, ENT, Nephrology, Oncology,
Ophthalmology, Orthotics, Paediatrics and Urology.
Ashburton Hospital is the base for Meals on Wheels.

Ashburton Hospital had an occupancy rate of 48% in the last financial year.
Most inpatients (83%) were admitted for medical and surgical reasons.  8% of
inpatients received assessment and rehabilitation services, 6% maternity
services, and 3% palliative care.

Occupancy rates may not accurately reflect the usage of the hospital or the
services it provides, for several reasons:
�  The obstetric unit has four beds that may only be used for maternity.

Bed utilisation is controlled by Lead Maternity Carers.
�  Ward 3, general surgery, is closed at weekends and other times when

surgeons are on leave.
�  Surgical Day Patient beds are only resourced on 4 or 5 days per week

The  majority of people who use Ashburton hospital are from Ashburton (65%)
or its environs (20%).  Last year, Christchurch residents made up 8% of the
hospital’s inpatients, and another 7% were from other parts of the South Island.

General Practice:
14 General Practitioners (3 part time) working in Ashburton, 2 in Methven, 2 in
Rakaia.(2 rural GPs are part time)
7 pharmacies in Ashburton, including a hospital pharmacy.
Methadone maintenance treatment available.

5 rest homes (including Tuarangi Home)in Ashburton, 1 in Methven
6  dentists or dental services
Mental Health Services
Plunket nurse
Physiotherapy
Public Health nurse (1.5 FTE)
Home support services through both Access Homehealth and Ashburton Hospital

PRIME operates in Ashburton, Methven and Rakaia.

See table next page.
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2001 Census of Population and Dwellings
Census Usually Resident Population Count for

Area Units in the Selwyn District, 1991, 1996 and 2001

Area Unit 1991 Census
Usually Resident
Population Count

1996 Census
Usually Resident
Population Count

2001 Census
Usually Resident

Population Final Count

Darfield 1,164 1,296 1,404

Kirwee 1,680 2,253 2,646

Burnham Military Camp 1,335 1,464 1,137

Malvern 2,373 2,517 2,595

 Prebbleton 1,515 1,674 1,836

West Melton 3,492 4,113 4,647

Taitapu 435 453 417

Lincoln 1,629 2,319 2,142

Leeston 1,110 1,230 1,200

Southbridge 636 672 720

Rolleston 1,044 1,050 1,974

Dunsandel 312 387 402

Springston 2,142 2,607 3,042

Inland Water-Lake Ellesmere North - - -

Selwyn-Rakaia 2,457 2,748 3,159

Total 21,321 24,783 27,312

Selwyn district extends 150 kms westward from the summit of the Port Hills to the crests of
the Southern Alps.  It is bounded north and south by the the Waimakariri and Rakaia rivers
respectively.  Its population is sparsely distributed over farms, lifestyle blocks, small towns
and hamlets, with an above average proportion engaged in agricultural occupations.

The population is rising steadily, at a rate of 2 percent per annum, fuelled by people moving
to areas such as Rolleston, West Melton, and Springston.    Most people live in the south-east
of the district (©Lower Selwyn©) and have access to three medical centres (Leeston, Rolleston,
and Lincoln, the latter including a weekly clinic at Burnham) and two out-of-district medical
centres (Templeton and Rakaia).  The three Lower Selwyn medical centres combine with
Templeton to form the Selwyn Health Group IPA, which runs a 24-hour roster.

Further inland, the 7,000 residents of ©Upper Selwyn© are mostly serviced by the Darfield
Medical Centre though some residents attend out-of-district health centres at Methven in the
south, or Oxford in the north, or drive to Christchurch.

Several thousand people living in more distant parts of Ellesmere and Malvern must travel an
hour of more to reach a doctor.  Elsewhere, most people in the district have to travel no more
than 30 minutes to reach General Practitioners in Lincoln, Rolleston, Ashburton, Darfield,
Rakaia, Burnham, Templeton, or Christchurch.  About 3000 people in the Malvern,
Ellesmere, and Southbridge areas have to drive an hour or so to see a General Practitioner.

Ambulances are based in in Darfield, Leeston, and Christchurch.  PRIME operates in
Darfield.  There are primary birthing facilities at Lincoln and Darfield hospitals, and rest
homes in Darfield and Leeston.
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Darfield (Selwyn distr ict)

Darfield township has a population of about 1,400 and is located 45 kilometres west of
Christchurch, about 45 minutes drive.  It is the main town and only medical centre in
the Malvern ward, which extends to the Southern Alps and has a total population of
6,030 in the last Census.  About 300 Malvern residents would be 1-2 hours away from
primary health services.

Darfield Hospital – 10 beds.  Services available at the hospital:
�  short-term, GP referral
�  post acute convalescence and post operative care
�  rest and relief – carer support
�  long stay
�  terminal care
�  maternity (some ante-natal classes, delivery and post partum care)
�  day patients
�  meals on wheels base
�  office facilities for counselling service.

Maternity activity is low (7% of patients)– most births are in Christchurch, and
a few women opt for post partum care at Darfield, though there is a recent
increase in independent midwives using the facility.   45% of Darfield Hospital
patients are using country hospital services, 41% are in long term care, and 7%
get rest and relief care.  37% of patients are from Darfield itself, with 29%
more from nearby rural areas.  29% of Darfield Hospital’s patients are from
Christchurch, with 5% from other parts of rural Canterbury.

General Practitioners
Two General Practitioners at Darfield Medical Centre employ Practice Nurses and
Receptionists.  Local General Practitioners value support and back-up of hospital,
particularly when they are called out to emergencies.

� Plunket Nurse
� Dentist – private Dentist has rooms in Darfield Medical Centre
� Pharmacy – one in Darfield
� Physiotherapy – private in Darfield
� Westmar Rest Home
�  Meals on Wheels delivered by community volunteers coordinated by Red Cross
�  Malvern Home Nursing Trust – works in connection with the Cancer Society – 24

hour home nursing especially palliative care
�  Also Malvern Cancer Support Group and Malvern Counselling Group
�  Public Health Nursing – provided from Christchurch
�  School Dental Services – Dental Nurse base for the district
�  Malvern Health & Community Welfare Trust - District Nursing and home support

services
�  Domiciliary Physiotherapy and Occupational Therapy provided from

Christchurch.

PRIME operates in  Darfield,  Leeston, Lincoln, and Rakaia.

See table next page.
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Ellesmere (Leeston) – Selwyn Distr ict

Leeston is located in the Ellesmere ward, approximately 45 minutes from
Christchurch.  Leeston has a population of 1200, and the surrounding rural areas and
townships, including Southbridge, Rolleston, Dunsandel, contain another 3000 people.
Most of the population has to travel no more than one hour to access primary health
services.

Ellesmere Hospital – 10 beds.

Services available at hospital:
� short-term,  GP referral
� post acute convalescence and post operative care
� rest and relief
�  long stay
�  terminal care
� day patients
�  physiotherapy
�  meals on wheels
�  base for District Nursing service (mainly run from Lincoln now)
�  office facility for counselling service
�  accommodation for on-call doctors

Ellesmere Hospital’s occupancy rate was 83% in 2001.  The hospital provides for an
elderly client group – 70% of patients are in long term care.   6% of patients use the
hospital for rest and relief, and 24% for general country hospital services.

Most of Ellesmere’s patients (63%) come from Christchurch.  35% come from the
immediate area around Leeston, and 2% from other areas.

�  Ellesby House 10 bed rest home in Leeston
�  Ellesmere District Nursing Association affiliated to Nurse Maude – hospital used

as base
�  Public Health Nursing – provided from Christchurch
�  School Dental Clinics at schools
�  Personal care and domestic assistance -  Nurse Maude
�  Domiciliary physiotherapy and OT from Christchurch.
�  District nursing  - Nurse Maude

General Practice:
2 General Practitioners working in Leeston
1 pharmacy in Leeston
1 dentist (based in Lincoln, has rooms in Leeston)
 Mental Health Services – CDHB rural mental health team
1 Plunket nurse

see table next page.
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Lincoln - Rolleston (Selwyn Distr ict)

The population of the area is about 15,000.  Both Lincoln and Rolleston (each with a
population of about 2,000 people in 2001) are about 20 minutes by car to
Christchurch.  Actual patient catchment of the Lincoln maternity hospital includes
suburban Christchurch, particularly southern suburbs, e.g. Halswell, Hoon Hay and
Hornby.  Local catchment would be Lincoln-Prebbleton, Rolleston and West Melton
and Wairewa (Tai Tapu - Little River).

L incoln Hospital – 7 maternity beds, parent education classes (6-week courses
throughout the year) and post natal get togethers incorporated with other classes, e.g.
CPR.

Lincoln Hospital has had an occupancy rate of between 28% and 34% over the
past three years.   Since 1999, about 280 women per year have used Lincoln
Maternity Hospital.  Only about 90 each year actually give birth at Lincoln –
the majority have their babies in Christchurch, and go to Lincoln to spend a
few days after the birth.

The average length of stay there is 2.5 days, and 51% of the women who use
the hospital are from rural areas around Lincoln.  Another 26% are from the
nearby southwest suburbs of Christchurch, and 19% are from other parts of
Christchurch.  The remaining 4% of patients come from elsewhere in
Canterbury.

The Public Health Nurse has rooms in the hospital. Independent Lead Maternity
Carers also use Lincoln as a base for their clients

Meals on Wheels are provided through Lincoln & Districts Community Care
Association

Lincoln & Districts Community Care Association (in association with Nurse Maude
Association) provides district nursing and other services from a separate base.

There are 6 General Practitioners in Lincoln and 2 in Rolleston.

� Plunket – Lincoln and Leeston areas have a Plunket Nurse, who goes as far as
Motukarara

� Dentist – private dentist in Lincoln
� 2 Pharmacies – in Lincoln and Rolleston
� Physiotherapy – private physiotherapists are available
� No older persons residential facilities
� Public Health Nursing – 1 FTE, provided from Christchurch
� School Dental Clinics at number of schools
� Mental Health – covered from Christchurch
�  Services at Lincoln University – student health centre:

 - 0.65 FTE General Practitioner services during term time, free
for students (contract with Lincoln Medical Centre)
- 1.8 FTE nurses (2 nurses), free to students and staff
- 0.6 FTE Counselling service, free to students and staff

See table next page
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2001 Census of Population and Dwellings
Census Usually Resident Population Count for

Area Units in the Kaikoura District, 1991, 1996 and 2001

Area Unit 1991 Census
Usually Resident
Population Count

1996 Census
Usually Resident
Population Count

2001 Census
Usually Resident

Population Final Count

Kaikoura Township 2,037 2,217 2,103

Kaikoura Rural 1,236 1,299 1,377

Total 3,273 3,516 3,480

All cells in this table have been randomly rounded to base 3.

Kaikoura’s usually resident population has dropped slightly since 1996, but the region
experiences large numbers of tourists and holiday-makers during the summer and at
weekends. Visitor numbers have increased dramatically over the past ten years, due to
successful adventure-based tourist ventures.

About 200 people in the Clarence area would have to travel an hour or so to get to primary
health services in Kaikoura township.  (People in Kekerengu tend to use Marlborough DHB
services.  There is a toll charge to telephone Kaikoura from Kekerengu).  There is an
ambulance based in Kaikoura, and PRIME operates in Kaikoura.
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Kaikoura

The Kaikoura region has a permanent population of approximately 3,480 people, with
large numbers of tourists seasonally. Kaikoura township had 2103 people on census
night in March 2001.  The town of Kaikoura is 2½ hours north of Christchurch.
Kaikoura Hospital continues to offer a broader range of medical services than its
population size would call for because of its relative isolation.  Kaikoura Hospital is
part of the regional trauma plan network.  For most people in the region, a one-hour
drive would put them in touch with primary health care services.

Kaikoura Hospital  –  26 beds : continuing care/respite beds
General Practitice and maternity beds

Kaikoura hospital had an occupancy rate of 58% in 2001.  73% of patients
were there for long term care, 24% for general country hospital services, and
2% for obstetrics.

Outpatient services include x-ray, needs assessment and service coordination,
plastering, meals on wheels and physiotherapy.  Blood donation is a
community collection.

The hospital is also the base for the 2-3 General Practitioners, therapeutic
procedures, District Nurse, Dentist, and Physiotherapy clinic.

General Practice, District Nursing and Home Care services are paid through the
CDHB  contract with Hurunui-Kaikoura Rural Health Limited.

One pharmacy in Kaikoura
Methadone maintenance treatment available
No rest homes, only hospital rest home beds
Mental Health Services are provided by the visiting rural team, and are based at the
hospital site.
The Public Health nurse includes the Well child component and Vision and Hearing
testing, 0-18 years.
Physiotherapy is provided at Kaikoura Hospital.
Kaikoura township has a new Heartland service, based at Te Whare Putea.
M� ori Health and Social Services - Te Tai O Marokura. based at Takahanga Marae

See table next page.
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2001 Census of Population and Dwellings
Census Usually Resident Population Count for Area

Units in the Waimakariri District, 1991, 1996 and 2001

Area Unit 1991 Census
Usually Resident
Population Count

1996 Census
Usually Resident
Population Count

2001 Census
Usually Resident

Population Final Count

Sefton 438 489 501

Okuku 267 342 408

 Loburn 864 1,026 1,197

Ashley 576 696 759

Camside 210 204 213

 Pines-Kairaki Beach 609 648 669

 Waikuku 540 690 738

Cust 453 363 399

Mairaki 198 228 249

Fernside 759 909 954

Tuahiwi 882 1,059 1,179

Coldstream 510 549 615

Woodend 1,236 1,563 2,241

Rangiora North 3,507 4,281 4,704

Rangiora West 3,420 3,606 3,906

 Rangiora East 1,461 1,521 1,539

Southbrook 378 456 651

Kaiapoi North 3,519 3,507 3,522

Kaiapoi South 2,319 3,534 4,611

 Clarkville 690 732 804

Kaiapoi West 1,059 1,056 1,125

 West Eyreton 603 837 1,146

Eyreton 1,104 1,518 2,142

 Ashley Gorge 927 1,053 1,053

Oxford 1,356 1,476 1,581

Total 27,876 32,346 36,900

Waimakariri has a relatively rapid growth rate of 2.7 percent per annum,  with many people
moving to its smaller communities north of Christchurch.  No one in this area has to drive
more than half an hour to see a general practitioner, in Rangiora, Oxford, Kaiapoi, or
Christchurch.  Ambulances are based in Rangiora and Christchurch.  PRIME operates in
Oxford.
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Oxford (Waimakar ir i Distr ict)

The wider Oxford area has a population of about 3,000.  Oxford itself (population
1581)  is 60 kilometres or about an hour’s drive from Christchurch.

Oxford Hospital provides a total of 15 beds (8 long term geriatric beds, 3 respite care
and low technology medical care beds, and 4 post-operative rehabilitation and
terminal care beds).  In addition to inpatient care, day care and day hospitalisation
services are provided.

The hospital has a 92% occupancy rate:  58% of patients are long-stay elderly, 6% use
the hospital for rest and relief, and 36% of patients receive general country hospital
services.

A range of community support services are provided from the hospital, including
meals on wheels,  loan of equipment (community wheel chair, bed cradles etc).   The
hospital also provides a base for District Nurses, and podiatry services.   The Local
GPs are on call 24 hours for the hospital.

There are 2.5 General Practitioners in Oxford, and a pharmacy.  District Nursing is
funded through the GPs’  medical centre.

Palliative care is provided through Karadean Court.

See table next page.
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Rangiora (Waimakar ir i Distr ict)

The town of Rangiora (population 10,149) is approximately 35 minutes from
Christchurch .  The section of the Waimakariri region including Rangiora, Kaiapoi,
Woodend, Loburn, and Tuahiwi is growing very rapidly as the northern suburbs of
Christchurch expand.  The Waimakariri District increased by almost 10,000 from
1991 to 2001 (currently 36,900 people live in the whole region).  Most are within one
hour of primary health services.

Rangiora Hospital:
� 13 beds including General Practitioner beds and maternity
� Ante and post natal classes one a month
� Once a month CPR classes for mothers and babies
� Grief support class once per month
� Physiotherapy – weekly sessions for pregnant women
� Meals on Wheels
�  Counselling
�  Continuing care midwives use hospital as base.

District Nursing  - Nurse Maude, based in Rangiora.

Public Health Nurses - based at Rangiora Hospital

Rangiora Hospital had a 50% occupancy rate in 2000-2001.   45% of the
inpatients were there for general country hospital services, and 55% for
obstetric care.

29% of Rangiora Hospital’s inpatients are from Rangiora itself, and another
54% are from nearby towns and rural areas.  12% of patients are from
Christchurch, and 5% from other South Island locations.

Other services available in Rangiora:
8 General Practitioners (also 6 General Practitioners in Kaiapoi and Woodend)
3 Dentists and 3 in Kaiapoi
4 community pharmacies in Rangiora and Kaiapoi and one in Woodend.
Methadone maintenance treatment available
Private physiotherapy
Two private rest homes in Kaiapoi, at least one in Rangiora, plus Holmwood.
Public Health nurse (2.0 FTE)

See table next page.



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
59

� � � � � � ��� 		
 � � 
�� 	� � �
� � � �� 
	� � �� �� � �

4 � �� � � � ����	� �� � 	0
� � � � �� �� 2	� � �� +� �2
4 � � � � � �


 ( � ' $
 	&	� � � #� ' 	� ( � ) #� ( �
� � �� �� � � �� � �� � � * � � � � � * � � �
��� 	� � � � �� �

+�� � �� � � 	,�� �
* �� - � � � � � 	� ,

� � �� �� �
� � � � � � ��

#� � � � �
� � ��� �� � 	
 ��� � �����
 
 � 	�� � �
 � �
� � � � 
 
 ���� " �#
 	� �� 
 
 � 	�� � �
 <� 	�� � 
 8� � " �� 	� �&� 
 � ( 
 �	
 )
%� ! �� � 	

$
 � 
 	� ��� 	� � ��� 
 �B�� � � �� 	
 ?� �??$� 
 ��� �8� � " �� 	� �

� �K�$� ��� �A� �� � � �
� %&' �� � ��
 � ��( � � � �� 	� � ��� 
 
 �8� � " �� 	� ���

� 	� � ��� 
 
 �A� �� � � �
( 
 �	
 ) ?�� 	� � ��� 


� � 
 �� �4	� � � �
�� �- � � � 
 � �

$
 � 
 	� ��� 	� � ��� 
 �B�� � 	
 
 
 &
 � ��� �� 
 � �	
 
 � %&' &
 � ��� �� 
 � �	
 

&� � 
 �&
 �� ���%� � �( 
 
 �
 �� � � 
 <� 	�� � 
 �� 	� � �� 
 	
 <� 	�� � 
 9� 	
 
 ��� � � � 
 �8" � ( 
 �	
 )
� 
 � ��� � �- � 
 
 �
 � %&' � %&' �� � ��
 � � 8� � " �� 	� �&� 
 � %� ��!
0� � � � � ��� � � ��1� 
 	� � ! 9� 	
 
 �� � � � 
 <� 	�� � 
 8� � " �� 	� �&� 
 � ( 
 �	
 )
0� �� � ��
 � ��� ��
 � � � � � 
 
 9(
� 
 	
 � � � ��&� � 
 �� � 	
 ���#
 	� �� 
 
 9� 	
 
 �� � � � 
 � %&' 9� 	
 
 �� � � � 
 �8" � ( 
 �	
 )
� � ! 
 �� �� 
 	� � ! � 	�� � �

� �� � � 
 ��#
 	� �� 
 
 � �� � � 
 � � � & 8� � " �� 	� ( 
 �	
 )
%
 � ��
 � , �� 
 � ��
 �
 ��� �8� � " �� 	� ��� ��� �A� �� � � �
� � � 	� � � ! � �� � � 	� � � �
 
 �8� � " �� 	� �

�� �� � � 	� � � �
 
 �A� �� � � �
8� � " �� 	� ��A� �� � � ��

� 
 � �� ��&
 � ��� � %&' � %&' 8� � " �� 	� �&� 
 � ( 
 �	
 ) 0� �� � ��
 � �

#
 	� �� 


� � 4��� �&
 � ��� �9� 	
 
 
 � %&' � � &��� %&' 4� 
 
 � ��� �8� � " �� 	� A� �� � � ��� � �
- � � � 
 � � �3
 
 � �! �

� 	�� 
 �� 
 
 � 
 �

#
 	� �� 

� 	� � �� 
 �
�� 	� � " �


 � � � � �
 ��� 	
� � � 


%�
 �	�� ��9� 	
 �� " 9� 	
 
 �� � � � 
 � %&' 8� � " �� 	� �&� 
 � ( 
 �	
 )
� �� � � � � � � 	
 � �� �� 


( � �
 � � �� ��� �� 
 
 
 
 � %&' � %&' 8� � " �� 	� �&� 
 � ( 
 �	
 )
' �	�� �� " ��� � �����
 
 � %&' � %&' 8� � " �� 	� �&� 
 �

' �	�� �� " �
 
 	� �� 
 
 � %&' ��� 	�
 
 ���

 � � �� ! 
 � ��5� �

� � & &� � 
 ��� 	�� � 
 � ��� � � 
 �	
 ) � �	
 �

� � 
 ��� � �� ��� � 	
 � %&' ��� 	�
 
 ���

 � � �� ! 
 � ��5� �

� %&' �� � & &� � 
 ��� 	�� � 
 � ��� �

� �� � �	� � �� �� � �
� � � � � � ��! �� � ! 
 �� �� 
 	� � !
� � � 	� � 
 

� � ��� 
 9=�� � ��� 

�( � 4� �� � � 
 #�*�>� � � 4� 
 
 � ��� �8� � " �� 	�
� �� ! � 
 � �	
 ?� ��� �� 	
 �
� � � �� �	�
 � � � 
 8� � " �� 	�
%�
 ����� �
0� �� � 
 �	�
 � � ��� �� ���� 	�� � �
 8� � " �� 	� �� � � �A� �� � � �
0� � �� � �� � �� " �
 � � 	�� � �
 � � 	�
 �� � � 	� �

� � � � �� � � 	� � � �
$
 � 
 	� ��� � ��
 � �
 � %&' � 0& 8� � " �� 	� �&� 
 �

5� � " �1
 	� �� � 	
 �� ���� 
 �7�� 
 	�! � 	�� � �
 � 	�� � �

8
 
 ��/ �8
 ��
 � � %&' � 0& 8� � " �� 	� �&� 
 �

� � �
 	� ��! � %&' � 0& 8� � " �� 	� �&� 
 �
%� ! �� � ��
 � �



 � � � 	� �  � 	� � � �
8
 
 ��� � � 
 �� � 	
 � 	�� � �
 � �	
 
 ��� � � 
 
 ��� �A� �� � � ���, ��� �8� � " �� 	� ��?���

0� � � � ��?��� �- � � � 
 � �

8
 
 ��/ �8
 ��
 ��4
 � 
 � 	�� � �
 �� 	� � " � �	
 
 ��� � � 
 




G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
60

� � � � �	 �� 

' �

� � �

� � 
 � � � � �
� � �� � � 
 �
� � � �� �� � � !� � "
# � �� �
$ %&� 


� � �

� � �

� � �

� � �

� � � � � � �	 
 �

� � � � 
 �	 
 �

� � � � � �	 
 �

� � � 	 
 �

�  � � 
 � �� � �� � � �� 2� � �
�  � � � � � � �� � � 
 �� ( �) *
�  � � � � �	 � � � � � � � � � �# * - � 
 !� 	
�  � �� � � � 	 � � � � � � � � � � �� � 	 � � � 	 � � � � � ) *
�  � � 	 � � � � � �� 

�  � � � � � � 	 �� � � ��
�  � � � � � � � � 
 �� � �� � �� �0� � - � " � 1

� 
 � 
 � 
 ��� �
 �� �� �



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
61

2001 Census of Population and Dwellings
Census Usually Resident Population Count for

Area Units in the Hurunui District, 1991, 1996 and 2001

Area Unit 1991 Census
Usually Resident
Population Count

1996 Census
Usually Resident
Population Count

2001 Census
Usually Resident

Population Final Count

Lake Tennyson 3 3 -

Hanmer Springs 519 576 660

Amuri 1,506 1,602 1,620

Culverden 423 396 393

 Parnassus 1,005 966 900

Cheviot 468 441 390

Hurunui 2,613 2,511 2,565

Amberley 828 945 1,014

 Leithfield 1,551 1,968 2,340

Total 8,919 9,402 9,885

The number of people in Hurunui has increased over the past decade.   The ©usually resident©
figures listed above do not reflect the huge influx of visitors to the region in summer, on
holiday weekends, and for special events.  For example, the actual number of people in
Hanmer springs on Census night 2001 was 1,473, even though there are only 600 ©usual
residents©.  These influxes of visitors present problems for primary health services, because
there of the heavy weekend load of casual and emergency patients.

 About 700 people in the Amuri area have to travel for a long time (some up to two hours) to
reach general practitioners in Rotherham or Hanmer.  Travel to secondary services in
Christchurch  is a particular problem for older people, or those who do not have their own
transport.

 There is an ambulance is based in Culverden, and one in Hanmer Springs.

PRIME operates in  Amberley, Cheviot, Culverden,  Hanmer Springs, and Waikari.
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Waikar i (Hurunui Distr ict)

Waikari is approximately an hour’s drive north west of Christchurch.  The population
is scattered;  a total of 9,885 people live in the Hurunui district.  Some people,
particularly 700 or so in the remoter parts of Amuri, have to drive for up to two hours
to reach primary health services.

Waikar i Hospital:
�  acute medical care
�  convalescent care for surgical patients
�  respite care & carer support
�  long term care
�  terminal care
�  maternity (delivery, postnatal care, and some ante-natal classes)
�  day patients
�  outpatients

Occupancy rate – 58% in 2001.  The general bed occupancy rate is 78%, but
overall occupancy rate is brought down by the low rate of use of the 3
maternity beds

Most inpatients received general country hospital care, long-term care, or
respite care.  Ten women used the hospital for maternity care in 2001.

As well as inpatient services, Waikari Hopital provides day patient care, and
meals on wheels four days per week.

In 2000-2001, 68% of people discharged from Waikari hospital were from the
area around Waikari  (nearby towns and rural areas).  30% were from
Christchurch, and 2% from other parts of the South Island.

Hurunui-Kaikoura Rural Health Ltd holds the budget for District Nursing and Home
Aid services.

� Cheviot (volunteer) and Culverden (paid) have ambulances.  Amberley and
environs are served by a Rangiora ambulance

� Plunket Nurse
� Private Dentists in Culverden, Cheviot, Amberley and Hanmer
� Community Pharmacies in Cheviot, Waikari and Amberley
� Private physiotherapists in Cheviot, Waikari and Amberley
� No rest home or long stay beds in Rotherham or Hanmer Springs
� Access Home Health - home support
� Public Health Nurse – from Rangiora
� School Dental Clinics
�  Domiciliary physiotherapy from Christchurch
�  Mental Health – rural community team
�  Meals on wheels through Amberley Community Care Inc

See table next page.
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Appendix 5.  Ambulance, disease screening, telephone advice, M� or i services.

Ambulances

All rural areas have access to ambulance services, however in some cases the distance
the ambulance must travel may compromise effective service delivery.  There are 27
ambulances in total in Canterbury, all provided by St John Ambulance.  15 are in
Christchurch, 3 in Ashburton, and 1 or 2 in each rural centre.

A mixture of volunteer and paid officers staff rural ambulances.  Volunteer officers
must be adequately trained and must continue to participate in ongoing training.

The MoH is currently managing ambulance contracts nationally, and is working
toward developing nationally consistent service specifications.

Healthline

The Healthline Service is a pilot 0800 telephone service where people can phone and
receive medical advice from health professionals.  The Healthline services was
launched in May 2000 in four regions:  Northland, Gisborne/East Cape, Canterbury,
and West Coast. The pilot project is due to run for two years. The MoH has retained
this contract.

The service operates 24 hours per day and provides confidential, reliable and
consistent advice on health care so that callers can either deal with the problem at
home, or be advised where to go for the most appropriate care.  This service provides
a significant advantage for people who live some distance away from any health care
centre.  While Healthline is not a specifically rural initiative it adds to the services
available in rural areas.  Customer feedback from callers in rural areas indicates an
appreciation of the advice and that appropriate treatment given or sought as a result.

The pilot was last evaluated in September 2001.    So far, Canterbury is the region
making the most use of the service, with an average of 389 calls to Healthline per
week.  (Northland 122, East Cape 47, West Coast 27).  Rural people are responsible
for 17% of the Canterbury calls to Healthline.

For 46% of Canterbury callers, the Healthline nurse recommended self-care strategies.
25% of Canterbury callers have been advised to see a General Practitioner
immediately, and 22% to see a General Practitioner within a few days.  All people
who phone the Emergency Department of Christchurch Hospital are given the option
of speaking first to a Healthline nurse.

Mobile Breast Screening Services

Breast Screen South provides the Breast Screen Aotearoa programme ( a national
Breast Screening programme for women aged 50-64).   A bus delivers services to rural
areas.  This contract has remained with the MoH.

M� or i Health Services

Some health services specific to M� ori population operate in several rural areas.
These are entirely mental health services, plus Te Tai O Marokura in Kaikoura. Other
providers of M� ori health services are based in Christchurch.
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Appendix 6 – Utilisation of Rural Hospitals in Canterbury

(note – for comparison, the occupancy rate of Christchurch Hospital was 77%  in  2000-2001)

/ �� � � � �� � � 	. � 	
 � � +��� 
2	� � �� �� � �
( 3� 
� � �� � 	. � � �� � �� 2	� � � 	1� 

. � �� � 6

* �� � � � �� 
	%� � �

 � � +��� 
 � � �� �� � 7888 9: : : 9: : 7

� � � �� � � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
 ? . ??K ?� ?

. �4
 � 
 ��� �� � 0� � � � �
 � �4
 � �� � ! 
 ?� � � ?� +� KK�
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
  � ?, ?�

0� � � � �
 � �4
 � �� � ! 
 ?� � ?K� ?�  
04
 �
 �	�� 
 %�
 � � � 	" 
 
 ?+ ?. ?K

 �� � �
 	� ��! �4
 � 
 0� � � � �
 � �4
 � �� � ! 
 K� . � . +
1� �� ��%�
 � � � 	" 
 
 ��� 	�( � � 	� � ?++ ?� � ?+�
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�( � � 	� � ?� +? ?+ � ? � +
0� � � � � � � ! �8� �
 ��� 	�( � � 	� �

9: : : 09: : 7	� �� � � � �� � � 	. � 	� � � �� �
� 	� � � � � ��� � L
( � � 	� � ��, +L �� �� 
 	�' � � � 
 �� 
 � �� 
 � �� �� +L
� � 	�
 �� � � 	� �

. � L +� L , KL

/ � �,�� 
� � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
 ??. K � .

� �" 
 � 
 	� ��4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ? � � K. , K. K
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
 +� � . ?K

0� � � � �
 � �4
 � �� � ! 
 � . �  � K ?, ,
5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
 � � �

0� � � � �
 � �4
 � �� � ! 
 � � + � K� � K�
 �� � �
 	� ��! 04
 �
 �	�� 
 %�
 � � � 	" 
 
 � , � � , �

0� � � � �
 � �4
 � �� � ! 
 ??+ ? K ?� K
1� �� ��%�
 � � � 	" 
 
 ��� 	�%� 	��
 ��  ?? ?+. ?� ,
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�%� 	��
 ��   K   � �  ?.  
0� � � � � � � ! �8� �
 ��� 	�%� 	��
 ��

9: : : 09: : 7	� �� � � � �� � � 	. � 	� � � �� �
� 	� � � � � ���� . L
%� 	��
 �� �� KL �	� 	� ��
 � � �	� � 
 �� KL �� � 	�
 �� � � 	� � ��� L
� �� 
 	�	� 	� �

+� L +?L +� L

( 

� � � � �� � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
 ?� K +, �  

?� �" 
 � 
 	� ��4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ???� � ?. .  ,
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
 � � ?�  ?

0� � � � �
 � �4
 � �� � ! 
 �  +  � + ?. .
5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
    

0� � � � �
 � �4
 � �� � ! 
 ?++�  � � K  ? �
1� �� ��%�
 � � � 	" 
 
 ��� 	�7��
 
 � 
 	
   K � , . �
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�7��
 
 � 
 	
 � ?� , � ?K � �  ,
0� � � � � � � ! �8� �
 ��� 	�7��
 
 � 
 	

9: : : 09: : 7	� �� � � � �� � � 	. � 	� � � �� �
� 	� � � � � �
7��
 
 � 
 	
 ��5
 
 
 �� � ��#� � �� 4	�� " 
 �
 �� �� � L �
� � 	�
 �� � � 	� � �+� L ��� �� 
 	� L

� � L � . L � � L



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
68

&� 
 � ��� � #
 	� �� 
 ?KKK  � � �  � � ?

' �� � � 
� 04
 �
 �	�� 
 %�
 � � � 	" 
 
  K�  . ?  � ,

. �� � �
 	� ��! �4
 � 
 0� � � � �
 � �4
 � �� � ! 
 . � � � . � .  ?
1� �� ��%�
 � � � 	" 
 
 ��� 	�5�� � � ��  K�  . ?  � ,
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�5�� � � �� . � � � . � .  ?
0� � � � � � � ! �8� �
 ��� 	�5�� � � ��

9: : : 09: : 7	� �� � � � �� � � 	. � 	� � � �� �
� 	� � � � � ���5�� � � ��
� � � �	� 	� ��� 	
 � 
 �� ?L ��� � � � �#- �
 � 4� 	4
 � +L ��� �� 
 	

 � 4� 	4
 �?KL ��� �� 
 	�	� 	� ��, L

� ?L � , L  � L

� � � � �� �� � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
 K� � � ?� �

?� �" 
 � 
 	� ��4
 � 
 0� � � � �
 � �4
 � �� � ! 
 K� K K + ?� . .
04
 �
 �	�� 
 %�
 � � � 	" 
 
 � � � � � . � � ,

0� � � � �
 � �4
 � �� � ! 
 ? , � ?, � � ?� � �
1� �� ��%�
 � � � 	" 
 
 ��� 	�8� � " �� 	� � K� , , � , � ,
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�8� � " �� 	�   �   � � +  � � �
0� � � � � � � ! �8� �
 ��� 	�8� � " �� 	� �&� 
 � ��� �

9: : : 09: : 7	� �� � � � �� � � 	. � 	� � � �� �
� 	� � � � � �
8� � " �� 	� � KL ��� 
 � 	4! ��� 3� 
 �� � � �
 � � �	� � 
 �� , L �
� � 	�
 �� � � 	� � �? L ��� �� 
 	�� L

, . L � � L � � L

4 � �� � �� � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
 ??� ??K ? .

??�" 
 � 
 	� ��4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ??� + ? � ? ?� � �
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
 , � � �  ,

0� � � � �
 � �4
 � �� � ! 
 � � + � � K  ?+
5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
  ?  

0� � � � �
 � �4
 � �� � ! 
 � ?, ++� +K+
04
 �
 �	�� 
 %�
 � � � 	" 
 
 ?.  � ?�

0� � � � �
 � �4
 � �� � ! 
 +� . ? � +
1� �� ��%�
 � � � 	" 
 
 ��� 	�- � �� � 	� ?. , ?. � ?+�
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�- � �� � 	�  ?, +   . K  � � +
0� � � � � � � ! �8� �
 ��� 	�- � �� � 	�

/ �� � � � �� � � 	. � 	/ � � �� �
� 	� � � � � �F � � � �B� � � ?H�
2� � 
 � �� �
 �� 	
 � �+� L ��� � 	�
 �� � � 	� � �� � L ��� �� 
 	� L

� � L � . L � � L

� � �� � � �� � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
  � �  � + ?. .

 +�4
 � 
 ��� �� ���+�" 
 � 
 	� ��4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ?, � + ?� � � ?� � �
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
  + � K ? 

 �4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ?�  ?. � . �
5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
 . ?� .

?� ��� � " �
 �� ! ��	
 
 ��� � � 
 �4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ,  . � � . � � , �  .
04
 �
 �	�� 
 %�
 � � � 	" 
 
 � .  + � �

� �� � �
 	� ��! �4
 � 
 0� � � � �
 � �4
 � �� � ! 
 ?� . .  ??�
1� �� ��%�
 � � � 	" 
 
 ��� 	�A� �� � � 	�  . �  � ?  � ,
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�A� �� � � 	� +�  � � � � � � �  �
0� � � � � � � ! �8� �
 ��� 	�A� �� � � 	� +� L + L � � L



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
69

&� 
 � ��� � #
 	� �� 
 ?KKK  � � �  � � ?

� 3,� �� � � � � �	! �&� 
 � ��� � %�
 � � � 	" 
 
 � � � � � �

?� �4
 � 
 ��� �� ���, �" 
 � 
 	� � 0� � � � �
 � �4
 � �� � ! 
 ?+ , ?+. � ?� � +
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
 , �    �

� �	
 
 � ��
 �4
 � 
 0� � � � �
 � �4
 � �� � ! 
 � �  � � K � ?�
5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
 � � �

� ��� � " �
 �� ! �4
 � 
  K� ?  � K�  K� �
1� �� ��%�
 � � � 	" 
 
 ��� 	�0G�� 	� ?� ? ??� ???
1� �� ��� � � � � �
 � �4
 � �� � ! 
 ��� 	�0G�� 	� � � . . , � . . � �  ,
0� � � � � � � ! �8� �
 ��� 	�0G�� 	� K� L � KL K L

� � � . � ��� � ( 
 
 
 
 
 � 
 � ��8
 � � 4����� ��� � %�
 � � � 	" 
 
  . .  K� � � +

0� � � � �
 � �4
 � �� � ! 
 , , . + , +� K �  K?
%
 � �� � %�
 � � � 	" 
 
 , K ,

0� � � � �
 � �4
 � �� � ! 
 ? � ?
$
 � 
 	� ��� 
 � �� �� 
 %�
 � � � 	" 
 
 ?� � � ?� � . ?. ?K

0� � � � �
 � �4
 � �� � ! 
 � . � � +� K +� � K
$
 � 
 	� ��#� 	" 
 	! %�
 � � � 	" 
 
 ?.  �  � � ,  � K�

0� � � � �
 � �4
 � �� � ! 
  +, ? � ?� ? �  . �
$! � � 
 � � �� " ! %�
 � � � 	" 
 
  +.  +. ? ,

0� � � � �
 � �4
 � �� � ! 
  . �  � � � �
2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
  � �

0� � � � �
 � �4
 � �� � ! 
 K
5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
  � �

0� � � � �
 � �4
 � �� � ! 
  ??
04
 �
 �	�� 
 %�
 � � � 	" 
 
 � ?.  K,  K�

0� � � � �
 � �4
 � �� � ! 
 K+, K� � � K�
� � ���� ��� 
 �� � 	
 %�
 � � � 	" 
 
 ?�  ??? ? ,

0� � � � �
 � �4
 � �� � ! 
 � . � . , � ?� � �
( 
 � 4� 	�� � �#� � �� ��%�
 � � ,   ? , � K. , .  �
( 
 � 4� 	�� � �#� � �� ��' 
 � �%� ! 
 ?�  � � ?+ � � ?. ?, �
0� � � � � � � ! �8� �
 �( 
 � 4� 	�� � �&� 
 � ��� �

/ �� � � � �� � � 	. � 	/ � � �� �
� 	� � � � � �F � � � �B� � � ?H���( 
 � 4� 	�� � �+� L �
�2� � 
 � �� �
 �� 	
 � � � L ���� � 	�
 �� � � 	� � �� L ��� �� 
 	�. L

, � L , +L , � L

$� � �� � � �	
 � � �
�� � � . � ��� � �

$
 � 
 	� ��� 
 � �� �� 
 %�
 � � � 	" 
 

0� � � � �
 � �4
 � �� � ! 


 
� �

�
 � +

�
, , �

&� 
 � �� 
 �� � 	
 %�
 � � � 	" 
 
  , ?
0� � � � �
 � �4
 � �� � ! 
 ?K � � �

2� �
 	� ���
 � ��8
 
 ��/ �8
 ��
 � %�
 � � � 	" 
 
 ?� ??  ,
0� � � � �
 � �4
 � �� � ! 
 ?, � K?  +�

5� � " �1
 	� �� � 	
 %�
 � � � 	" 
 
 ?� ?� ?,
0� � � � �
 � �4
 � �� � ! 
 + +� +. � � . �  �

� 
 ! � � � " 
 	�� �	�� �51�� � 	
 %�
 � � � 	" 
 
 � + ?�
0� � � � �
 � �4
 � �� � ! 
 � , , �  , K? ?� K�

1� � 	� � " ��#� � �� ��%�
 � � � � ,  �  
1� � 	� � " ��#� � �� ��' 
 � �%� ! 
 K� K. K+� + K+� ?

�  L � � L � � L



G:\COMMON\P&FDiv\Internet\CDHB rural health final paper May02, revised Jan03.doc
70

Appendix 7

Rural Premium (bonus) payments to Canterbury rural General
Practitioners

The NZ Rural General Practitioner Network developed a rural ranking scale (RRS) as a
measure of rurality which the former HFA used as a basis for allocating rural bonuses.  The
RRS allocates rural General Practitioners a score according to the scale.  Rural General
Practitioners with a score of 35 or more are paid a rural bonus.   Rural premiums range from
$3000 for 35 points to $29,000 for 100 points, based on these criteria:

� Travelling time from the surgery to major hospital
� Number of General Practitioners available to take part in an on-call service
� On-call for major trauma
� Travelling time to nearest General Practitioner colleague at place of work
� Travel time to most distant practice boundary
� Regular peripheral clinics

District Town Rural
Ranking
Scale Score

Total
Premium

Amount

Number of GPs

(premium is shared
between them)

Kaikoura Kaikoura 50 $36,000 4

Hurunui Cheviot 90 $25,000 1

Amberley 55 $22,000 2

Rotherham 75 $34,000 2

Waikari 65 $30,000 2

Waimakariri Oxford 60 $26,000 2

Selwyn Darfield 65 $30,000 2

Leeston 35 $6,000 2

Lincoln 35 $18,000 6

Rolleston 35 $9,000 3

Templeton 35 $3,000 1

Banks Peninsula Akaroa 75 $38,000 2

Diamond Harbour 75 $19,000 1

Ashburton Methven 50 $18,000 2

Rakaia 50 $9,000 1

Total annual
rural premium
payments to  GPs

$285,000 33

Currently, rural premiums are paid by the M inistry of Health (not CDHB).


