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Statement of
Responsibility

The Canterbury District Health Board (DHB) is one of 20
DHBs, established under the New Zealand Public Health
and Disability Act in 2011. Each DHB is designated as a
Crown Agent under the Crown Entities Act 2004 and is
responsible to the Ministeof Health for a geographically
defined population.

This Annual Plan has been prepared to meet the
requirements of both governing Acts and the relevant

sections of the Public Finance Act. It sets 8ut s [

goals and objectives and describes what the DHB intends
to achieve in terms of improving the health of its

population, ensuring the sustainability of the health

system and delivering on the expectations of

Government

Following amendments to the Crown Entities Act,
sections of this Annual Plan are now extracted to form
two stand-alone documents; the Statement of Intent and
the Annual Statement of Performance Expectations, both
of which are presented to Parliament.

The Statement of Intent « E] <« $Z , drteohvP
strategic direction (focused on the next four years
2014/15 to 2017/18) While the Statement of
Performance Expectations describes the intended service
delivery in 2014/15 The Statement of Performance
Expectations is used at the end of the year to compare the

, [*planned and actual performance and the audited
results are the%o E « v8 Jv §Z , [* vvp o Z

The Plan also contains service and financial forecast
information for the current and three subsequent years:
2014/15 t02017/18

The Canterbury DHB has made a strong commitment to a
ZAZ}o }( *Ge3 u]
delivery. Clinically led local and regional alliances have
been established as vehicles for implementing system
change and improving health outcomes. This includes the
large-scale Canterbury Clinical Network (CCN) District
Alliance and the South Island Regional Alliance.

In line with this approach, the actions outlined in this

Annual Plan present a picture of the joint commitment

between the Canterbury DHB and its alliance partners to
improve the health of the Canterbury community and

deliver the expectations of Government. The full work
plans of the workstreams under the Canterbury Clinical
Network District Alliance can be found on the CCN
website: www.ccnweb.org.nz.

The actions the DHB will deliver as part of its commitment

to the South Island Regional Alliance are also highlighted
throughout this Plan. The full South Island Regional

Health Services Plan (of which the Canterbury DHB is a
signatory) can be found on the South Island Alliance

website: www.sialliance.health.nz.

%o % E} Z S} %0 VvV]VP v

The Canterbury DHB also h& }E&] , amd Public
Health Action Plans for 2013/14, both of which are
companion documents to this Annual Plan. These
documents set out further actions and activity to improve
population health and reduce inequalities. Both of these
documents are available on the Canterbury DHB website:
www.cdhb.health.nz.

In signing this Annual Plan, we are satisfied that it
represents the intentions and commitments of the
Canterbury DHB and the wider Canterbury health system
for the period 1 July 2014 to 30 June 2015.

Together, we will continue to demonstrate real gains and
improvements in the health of the Canterbury
population.

Murray Cleverley

Chairman Canterbury DHB

%o } & & X

Edie Moke
Board Member Canterbury DHB

. EA]

Honourable Dr Jonathan Coleman
Minister of Health

Honourable Bill English
Minister of Finance

Date: March 2015
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Minister of Health
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A message from the Chairman

& Chief Executive

Keeping Cantabrians well and healthy and in their own homes and caoitiezu

The Canterbury DHB is charged by Government with
overall responsibility for working within the funding
allocated to improve, promote and protect the health and
independence of the Canterbury populatioAs both the
major funder and provider of health and disability
services in Canterburye are strongly motivatd to do

the very best we can to deliver the most efficient services
possible and to ensur¢éhose services are effective in
improving the health and well-being of the people living
in our community.

Our vision is a truly integrated health system that keeps
people healthy and well in their own homes by ensuring
the right care and support is provided in the right place at
the right time by the right person.

§ 15 }JE U }JuE Ale]}v ]e % v V3§ }v
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systems works together to do the right thing for the
patient and the right thing for the system.

We collaborate withour health system alliance partners
under the Canterbury Clinical Network and work closely
with key stakeholders, agenciggrovider organisations
and our community to decide what services are needed
and how best to use the funding we receive to improve
the health of our population and enhance efficiencies
across the whole of the Canterbury health system.

We work closely with our five colleague District Health
Boards and support the work of the South Island Regional
Alliance in streamlining patient pathways, and improving
the quality and coordination of care Canterbury *
innovative electronic solutions for sharing clinical
information and connecting up the system; such as
HealthPathways and our electronic shared cared record
view and electronic referral management system are now
being extended to the whole South Island.

We have a particular focus on connecting Canterbury with
the West Coast DHB. Shared executive functions and an
integrated clinical workforce, enabled through the
development of Transalpe Services, will help to improve
the health of the West Coast population and enhance
efficiencies across both health system

We also work with the Ministry of Health and national
Entities including Health Workforce NZ, the Health
Quality & Safety Commission, National Health Committee
and Health Benefits Limited to develop and implement
national initiatives to improve outcomes for patients and
the system.

Our Reality

Like all health systems world-wide we are facing the
challenges of an increasing demand for services, rising
treatment costs and workforce shortages with ageing
population and an ageing work force.

Canterbury DHB Annual Plan 201%-

In Canterbury we are also contending with the
consequences of New Zeala[* o0 EP <5 v SucE o

The earthquakes have displaced people from their
homes, communities and usual support networks. Our
population and our workforce has experienced prolonged
levels of stress and anxiety. Poor living arrangements and
environments are exacerbating chronic illness and taking
a toll on the health of our population.

Three years on demand trends are changing, there are
worrying signs in terms of the mental health and
wellbeing of young people and families in Christchurch.
The long term impacts on ou%o } %o o S]}v[e Z
well-being cannot be accurately predicted because
v & PEC[* A% E] vV
¢ kipnéed ndtdvE diothe crisis we have faced.
What¥# do%no® &%ur health system is operating at full
capacity. Resources are stretched, and every day we
juggle reduced physical capacity with required repairs,
patient need and staff safety. The complexity of this will
increase markedly as the development of our new
hospital facilities accelerates. Our workforce is tired and
showing measureable signs of fatigue in the face of the
on-going pressures both at home and at work.

The unique circumstance created by the timing
differences between the recognition of insurance
proceeds and the eventual spend adds further
complexity. The total overall cost of the earthquakes is
still an unknown factor and we expect the cost impacts to
continue to influence and distort our financial results for
the next several years. These costs appear in various
types of expenditure, from the securing of external
capacity to support our service delivery through to
emergency repairs and maintenance.

Our Innovation

Responding to thge multiple challenges has required
Canterbury to focus on thshat term management of
the resources and capacity available - whilst maintaining
a longer term strategic vision. We have been able to
harness an internal capacity to innovate to meet the
immediate challenge of ensuring constrained resources
are utilisedto their maximum effectiveness. This has
required a vigilant focus on productivity and the contihu
improvement of systems and services to ensure the DHB
is achieving the highest level of output possible.

Other health systems and government organisations have
v (]8 (E}u
HealthPathways system is now being used in 17 health
systems across Australia and New Zealand. Our Design
Lab is used by many Canterbury based organisations and
government departments as a place to develop new ideas
v § ¢§ «}lopusS]}ve §Z S u § 8z
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Better Public Services. Visitors come from all over the
AJEo U ]Jv op JvP §Z hv]s <]vP }ule
Service, specifically to experience and learn from the
Canterbury Health SystemsWe were gratified to be
invited to present our approach at the first World Health
Organisation Forunf’WHO)on Innovation in Ageing in
Kobe, Japan late last year.

But while striving for greater productivity, the DHB must
also work towards the longer-term goal of reorienting the
health system to support our population to stay well, with
greater care delivered in community settings closer to
% }% 0 [+ }AV Z}u

Alongside the hospitatedevelopments at Christchurch
and Burwood we are working with general practices to
facilitate the development of number of integrated family
health centres that will bring a new range of services
closer to people and reduce the need for hospital visits
and residential care The communities of Kaikoura,
Rangiora and Ashburton are also looking forward to their
new purpose designed facilities that will better support
service delivery in their communities.

Overall we expect that a reorientation of service delivery
around a single point of continuity, which for most people
will be general practice, will enable us to deliver a health
system able to withstand future demand.

We can see the impact of our approach in the reduction
in numbers of older people requiring hospital and aged
residential care Last year more than 25,000 people
received acute care free in the community when they
would otherwise have gone to hospital. Analysis shows
that v§ E pa&u[hrospital admissions were 20,000
less than would be expected if we were at the New
Zealand average.

The Future

Canterbury has a unique opportunity to create a health
system that is purpose designed for our future and
consistent with our vision. Rarely has a whole health
system been given the opportunity to move past the
constraints of the past and build new infrastructure that
clearly supports future service models

t]3Z 8Z '}A Evu VS[e %%} ES $Z
facility capacity as an element of the wider plan for
moving the whole of the Canterbury health system to a
more productive and sustainable configuration. With
over 47,0004 of building space being demolished and
substantive repairs to be completed, we are also taking
the opportunity created by the insurance proceeds to
rebuild broken infrastructure in a way that supports our
vision. Our partner organisations in health care delivery
are equally focused on using this opportunity to build
infrastructure that supports an integrated health system
focused around the people we all support.

Pwlic health, primary care and community health
services provide the context in which hospital and
specialist services must operate. Equally, the provision of
modern, effective specialist care will support the ongoing
journey of transformation in community based health
services. We need the whole of the system to be working
for the whole of the system to work.

Canterbury DHB Annual Plan 201%-

dz , [Polistic approach to health service design
Emedrisvthat facilays 2development is an integral part of
the plan for the future of health care in Canterbury.

However, even as we focus on rebuilding our damaged
infrastructure we remain committed to improving our
performance, meeting national targets, living within our
means and, most importantly, ensuring the ongoing
delivery of efficient and effective health services.

Continuing to connect our system to improve the
continuity of care, minimise duplication and waste and
reduce the time people spend waiting remain key focus
areas for the Canterbury health system.

In light of our immediate challenges, we are increasing
our emphasis on vulnerable population groups
particularly children and young people, our older
population, those struggling with mental health issues

Vv }HE D }E] % Ve |ace £dllaborating with
education, social services and justice to wrap care around
those with more complex conditions, and lives, who need
more support and intervention. We are also working
across our system to achieve the expectations of
government for better public health services.

While we make these commitments, we are conscious of
the fragility of our system and the pressure we are under.
Now, more than ever, we will bmaking sure we are not
just delivering more services, but more of thight
servicest delivered in thaight placeat theright time by

the right person

Murray Cleverley
Chairman Canterbury DHB

]J*+ E A 0}%]vP

David Meates
Chief Executive Canterbury DHB

Date: March 2015



Introducing
the Canterbury DHB

The Canterbury DHB is the second largest DHB in the
country by both geographical area and population size -

serving 482,181 people (11.4% of the New Zealand
population) and covering 26,881 square kilometres and

six Territorial Local Authorities.

The DHB is the single largest employer in the South Island,
employing over 9,000 people acros$sZ , hespitals

and community bases. A similar number of people are
employed in delivering health and disability services in
Canterbury t either funded directly or indirectly by the
Canterbury DHB.

As a large tertiary DHB, Canterbury also has a significant
role to play as regional provider. Each year, close to 4,000
people from outside the region travel to Canterbury for
specialist services that other DHBs do not deliver.

1.1 Our role and function

The Canterbury DHB receives funding from Government
with which to purchase and provide health and disability
services for the Canterbury populationin accordance
with legislation, and the objectives of the DHB, we use
this funding to:

Plan the strategic direction of the Canterbury health

system and determine the services required to meet the
needs of our population, in partnership with clinical

leaders and our alliance partners and in consultation with
other DHBs, service providers and our community.

Fund the majority of the health services provided in
Canterbury, and through our collaborative partnerships
and relationships with service providers, ensure services
are responsivecoordinated and focused on what is best
for the patient and the system.

Providehealth and disability services for the population
of Canterbury, and also for people referred from other
DHBs where more specialised or higher-level services are
not available.

Promotg pE}S 8§ VvV Ju% E}A IUE %o} % poO

and wellbeing through health promotion, education and
evidence-based public health initiatives.

12 Our operating structure

Our Board is responsible to the Minister of Health for the
overall performance of the DHB and delivers against this
responsibility by setting strategic direction and policy that
is consistent with Government objectives, improves
health outcomes and ensures sustaif@bservice
provision. The Board also ensures compliance with legal
requirements and maintains relationships with the
Minister of Health and the Canterbury community.

! Refer to Appendix 2 for the legislative objectives of a DHB.
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Four advisory committees assist the Board to meet its
responsibilities. These committees are comprised of a
mix of Board members and community representatives.
As part of our commitment to shared decision-making,
external providers and clinical leaders also regularly
present and provide advice to the Board.

While responsibility fors Z , bverall performance
rests with the Board, operational and management
matters have been delegated to the Chief ExecutiVee
Chief Executive is supported by an Executive
Management Team, who provide clinical, strategic,
financial and cultural input into decision-making andda
oversight of patient safety and quality.

Since July 2010, Canterbury has formally provided
executive and clinical services for the West Coast DHB,
with a shared Chief Executive, a growing number of joint

appointments and shared corporate divisions including:

finance, human resources, information technology, public

health and planning and funding.

Planning and funding health services

The DHH sole includes determining how best to use the
funding we receive from Government to improve the
health, wellbeing and independence of our population. In
line A]3Z
isolation. We work with other providers, agencies,
organisations, stakeholders, consumers and our
community to understandt p E %o } %o pheeail} heéd.

Through this collaboration, we ensure that services are
people-centred, integrated and sustainable. Our
collaborative partnerships also allow us to share
resources and reduce duplication, variation and waste
across the whole of our health system to achieve the best
health outcomes for our community.

Our Planning and Funding Division holds and monitors
alliance agreements and service contracts with the
organisations and individuals who provide health services
to the Canterbu opulation. This includes an internal
s%}\}ige{'agzee gr# with our Hospital and Specialist
Services Division and almost 1,000 service contracts and
agreements with community providers, including the
three Primary Health Organisations (PHOSs), private
hospitals laboratories, mental health service providers,
home based support providers and rest homes.

Providing health and disability services

Ae v Z}Av E[ }( Z}*%]3 0 Vv ,#DHBo]*3 « EA]

directly provides a significant share of the health and
disability services delivered in CanterburWe provide
these services through our Hospital and Specialist

2Refer to Appendix 4 fof Z
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Services Divisiondledical and Surgical, Mental Health,
ZUWE o , 08SZU t}u v[e v Z]o € v[-U
Health and Rehabilitation, and Hospital Support and
Laboratory Services.

This is no small responsibilityn 2013/14 there were
94,010 presentations in our Emergency Departments,
116,167 inpatients discharged from our hospitals, 16,961
elective surgeries performed, 5,8 babies delivered
152,865 consultations with our community based
specialist mental health services an82B37 specialist
outpatient appointments.

While most of our secondary and specialist services are
provided out of our hospitals, some services are delivered
from community bases, through outreach clinics in rural
areas and in other DHB facilitie'he Canterbury DHB
currently own and manag#5 hospitals and more thah8
community bases.

Promoting } U E %o } %o plweadth}anflswellbeing

Our Community and Public Health Division provides
public and population health services and supports
initiatives that focus on keeping people wellhis work
includes improving nutrition and physical activity levels
and reducing tobacco smoking and alcohol consumption
through service contracts and collaborative ventures such
asZ, 0SZC ZE]*S ZpE Z[

Community and Public Health also provide health
protection services and lead collaboration on

safeguarding water quality, bio-security (protection from

disease carrying insects and other pests), the control of
communicable diseases and planning to ensure
preparedness for a natural or biological emergency.

However, good health is determined by many factors and
social determinants that sit outside the direct control of
the health system. Our partnerships with other agencies
(including local and regional councils, the Canterbury
Earthquake Recovery Authority, Housing thg Accident
Compensation Corporation and the Ministries of Justice,
Education and Social Development) are also \ital
supporting the creation of social and physical
environments that reduce the risk of ill health.
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While our responsibility is primarily for our own
population, the Canterbury DHB also provides an
extensive range of highly specialised and complex
services on a regional basis - to people referred from
other DHBs where these services are not available.

Our regional role

Thesespecialist services include: eating disorder services;
brain injury rehabilitation; child & youth inpatient mental
health services; forensic services; neonatal seryices
paediatric neurology; gynaecological oncology; specialist
diabetes and respiratory services; cardiothoracic;
haematology/oncology; neurosurgery; plastics;
gastroenterology; and ophthalmology services.

There are also some specialist serviagsprovide on a
national or semi-national basislaboratory services;
endocrinology; paediatric oncology; and spinal services.

3 Refer to Appendix for an overview of the services provided.
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In particular, Canterbury provides many services for the
population of the West Coast DHB. To formalise this
collaborative relationship, we have developed shared
service and clinical partnership arrangements that include
a number of clinically-led transalpine service pathways.

In total, Canterbury delivers nearly half of all the surgical
services provided in the South Island and provides over
$100m worth of specialist services to the populations of
other DHBs around New Zealand.

1.4

As a Crown entity, the DHB must have regard for
Government legislation and policy as directed by the
Minister of Health. As required by legislation, we will
engage with the Minister and seek prior approval before
making any significant service changapital investment

or disposing of Crown land. We will also comply with
consultation expectations communicated to us.

Our accountability to the Minister

The Crown Entities Act requires DHBs to report annually
to Parliament on their performance, as judged against our
Statement of Performance Expectations. We publish this
account as our Annual Report, available on our website.

In addition, DHBs have a number of other reporting
obligations under the Crown Entities Act and Operational
Policy Framework. This includes financial and non-
financial service performance reporting provided to the
National Health Board including:

Annual Reports and Audited Financial Statements
Quarterly non-financial performance reports
Quarterly health target reports

Quarterly reports on service delivery against plan
Biannual risk reports

Monthly financial reports

X X X X X X X

Monthly wait time and ESPI compliance reporting.

We also meet requirements with respect to the provision
of data for national collections, including: the national
health indexnational minimum datasenational booking
reporting system, national immunisation register,
national non-admitted patient collection and national
ethnicity reporting.

Nelson Marlborough
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Our Challenges

Analysing the demographics and health profile of our populahtieips us to predict the demand for services and influences
the choices we make when allocating resources across our hegalthins. This information also helps us to understand the
factors affecting our performance and to identify areas for focus and improvement.

2.1 Population profile

Canterbury remains the second largest DHB in New
Zealand by population and was home to a usually resident
population of 482,181 people at the 2013 CensWile
there was an initial drop in our population after the
earthquakes, the census shows that our population has
continued to grow. Our population was up from 466,404
in 2006 (an increase of 3.4%).

Our population also continues to age and this is the factor
that presents the biggest challenges to our health system.
While our younger population decreased slightly between
2006 and 2013, there was significant growth in our older
population groups.

IN2013 15% of our population (72,192 people) were aged
over 65 - higher than the national rate (14.3%) and 1.6%
higher than in2006 Of those, 7% (32,190) were over 75.

As we age, we develop more complicated health needs
and multiple conditions, meaning we consume more
health resources and are more likely to need specialised
services. Many long-term conditions become more
common with age, including heart disease, stroke, cancer,
respiratory disease and dementiaThe ageing of our
population will put significant pressure on our workforce,
infrastructure and finances.

Ethnicity is also a strong indicator of need for health
services and our population is becoming more ethnically
diverse. In 2013 8.2% of our population identified as
D }JE]JU 6XA9 ¢ ] v v TX09 W

We must consider the unique health needs of each of our
population groups in our planning for the futureQur

D }&] v Woppdtions, for example, are younger
and have a different age structure and growth pattern
with 43.7% of ouD } E] %o } %apnderD}years of age,
compared to 25.5% of the total population.

4 Unless referenced, data is based on Ministry of Health mortality
and demographic data and 2013 Census resulte Tensus
results slightly under-count the population, with final atfas
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2.2 Health profile

Although our population has a higher life expectancy than
other parts of New Zealand, the leading causes of death
in Canterbury are similar. Cardiovascular diseases

includingheart disease and stroke, are the leading cause
of death, followed by cancers and respiratory diseases
such as Chronic Obstructive Pulmonary Disease (COPD).

Diabetes is the ninth highest cause of death, but also an
underlying factor for cardiovascular disease and
contributes significantly to avoidable mortality.

In terms of demand for hospital services, there are many
conditions forwhich earlier identification and treatment
can prevent hospital admission. Reducing these
Z A}l o [ u]ee]}esoppdEdmtips to improve
THE %o } %o pheakl) pud ease demand.

vS§ & p@&lrg causes of avoidable hospital
admission are gastroenteritis/dehydration; angina and
chest pain; upper respiratory; and earose and throat
infections. Although lower than the national rate, falls are
also a major cause of avoidable admission.

Health behaviour and risk factors

The negative health outcomes associated with risk factors
such as poor diet, hazardous drinking and tobacco
smoking place considerable pressure on our health
system. Smoking is also a substantial contributor to socio-
economically based health inequalities.

The most recent New Zealand Health Survey found that:

f Over one quarter (27%9f our adult population are
classified as obese.

f  On average, our population is less likely to drink in a
hazardous mannerl(0% vs. 15% nationally), but this
still amounts to one in every 10 adults.

f  15% of our population currently smoke - lower than
the national average oi8%. However, smoking
ratesamovP+S D }E] & <]Pv](]

Social and economic factors, such as education, housing
and income, are also widely accepted as contributing
PE SoC 8} BaltE « }WhHe deprivation in
Canterbury appears to have lowered between the 2006
Census and the 2013 Censomany of the most deprived
suburbs were the hardest hit by the earthquakes -
displacing people from their usual support networks and
reducing housing options and the standard %6 }%c0 [*
living conditions.

population estimates due in August 2014 further summary on
the Census results is attached as AppeBdix

v§oC Z]PZ &



Household overcrowding is an area of concern, which can
lead to an increased risk of infectious illnesses such as
rheumatic fever, meningococcal disease, influenza and
ear, nose and throat infections. According to the 2013
Census, 3.2% of our households are overcrowded and
over 17% of our Pacific households are overcrowded.

2.3

The Canterbury earthquakes have signifitarsdltered
our operating environment.Capacity across our health
system has been reducetnot just physicdy, but also in
terms of time wasted as we work around damaged
infrastructure. This affects not just the DHBut almost
every health and social service provider in Canterbury.

Operating environment

Our population remains unsettled. Many people are still
living in temporary or crowded accommodation and
moving about the city while they wait for repairs or look
for permanent accommodation. Significant resources are
going into maintaining contact with vulnerable
population groups, and normal recall systems are not as
effective in this transient environment.

There is also uncertainty about the influx of people as the
rebuild brings workers into the city. Planning is
underway, but there are many questions around how
long these people will stay, whether they will bring their
families and what their health needs will be.

Demand pressures

Prolonged levels of stress, anxiety and poor living
arrangements are exacerbating chronic illness and
increasing demand for services. We can estimate future
demand based on known factors, but there is a high level
of risk in terms of unpredictable demand from a

vulnerable population.

Mental health and behavioural disorders are the sixth
most common cause of death in Canterbury, and the
prolonged stress of the earthquakes and ongoing
recovery issues is haviregmarked psychological impact
on our population.

We are beginning to see a significant increase in demand
for specialist mental health services, especially for young
people. In the last two years there has been: a 20%
increase in new presentation to specialist adult mental
health services, a 35% increase in new presentations to
psychiatric emergency services and a 40% increase in new
presentations to Child & Youth Specialist Services.

Cross-sector strategies are being put in place to address
this growing need. We are working closely with our
primary care partners and the Ministry of Education to
provide stress and anxiety support for young people in
our schools and increase access to brief intervention
counselling and support in the community.

Cross sector work is also focused on reducing alcohol
harm with a number of collective workplace initiatives
planned, inter-agency collaboration on alcohol harm
reduction and additional investment in alcohol
intervention counselling.
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Accommodation is also a critical factor for patient flow in
our services, with an increasing number of patients
(particularly mental health clieg) Z+3p I[ Jv « EA]
no place to go.

Workforce pressures

The prolonged stress of the past two years is also taking
its toll on our workforce. When surveyed, 63% of our staff

(0832 C}ESZ]E (ulo] *+ AGE Z+ E]}p-oC[

earthquakes, 869 Z Zu} @& § [ 8} Z« A & |
their home and 37% have had to move.

Recent staff survey results indieathat while people
want to be here, they are exhausted. More than 20% fee
their disrupted working environment is having a negative
impact on their wellbeing, and over 60% are still dealing
with EQC and insurance issues.

We are acutely aware that this is not just about our own

workforce. While the DHB employs over 9,000 people, we
indirectly rely on almost the same number of people in

public, private and charitable organisations to deliver

services to our population. Workforce pressures are
affecting our whole health system.

Facilities pressures

Canterbury has received approval for the Business Case
for the redevelopment of Christchurch and Burwood
Hospitals. However, it will be 2018 before the
redevelopments are complete. Despite converting office
space into wards, we are still operating with fewer beds
than before, and significant structural repairs are needed
across our facilities to maintain service delivery. This is no
small undertaking; ovet2,000 rooms were damaged.

There will be several years of major disruption as we shift
and relocate services to make required repairs and wait
for the redevelopment to bring additional capacity online.
This will continue to restrict our capacity, increase inter-
hospital patient transfers, fragment services and clinical
teams and put additional pressure on our workforce.

While the redevelopment process is underway, it is
important that we make carefully considered decisions on
the repair of current facilities to ensure safety and service
continuity t without over-investing in facilities that do not
have a future role.

There are also challenges in maintaining viable health
services (such as general practices and pharmacies)
where the population has dropped E $Z Z &
while in other areas demand is stretching capacity.

Fiscal pressures

Government has given clear signals that DHBs need to live
within their means and rethink how they deliver
improved health outcomes in more cost-effective ways.

Numerous factors contribute to fiscal pressures: the
increasing demand for services including diagnostics and
residential care; rising treatment related and

infrastructure costs and the rising costs of wages and
salaries. Our ability to contain cost growth within

affordable levels is made more difficult by increasing
public and government expectations, the costs of new
technology and demand for a seven-day-a-week service.

1}v [



The total overall cost of the earthquakes is also an
unknown factor. It is apparent that there is a significant
level of remedial work needed which will not be covered
by the insurance proceeds and we are still unable to
accurately determine the final interplay between repair
costs, insurance recoveryhe impact of new Building
Codes, construction inflation and cost escalations.

There are also complexities associated with the timing
differences between the recognition of insurance
proceeds and the actual spend in regard to repairs.

While fiscal pressures will be an increasing challenge, the
Canterbury DHB is committed to operating within our
funding allocations with reduced reliance on earthquake
funding support from the Ministry of Health.
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The following areas are where the greatest gains can be
made in improving health outcomes for our population
and the viability of our health system. They also
represent the major factors critical to our success, where
failure would significantly threaten the achievement of
the strategies and goals outlined in this plan.

Critical success factors

Connecting the system

The earthquakes identified a number of gaps and flaws in
our infrastructure, particularly the risk associated with
disconnected patient information systems.

It is critical that we continue to connect our system
electronically as well as organisationally to enable us to
identify and target populations with the highest need,
ensure continuity of care and the provision of care closer
to home to reduce acute events and hospital admissions
and reduce duplication and waste across our system.

Reducing acute demand

Acute (urgent or unplanned) admissions are the most
significant source of pressure on health resources.
Canterbury has already reduced the growth rate of acute
medical admissions to well below national ratagoiding
over 20,000 acute admissions into our hospitals. With the
loss of bed capacity after the earthquake we wobddin
real trouble had we not already madm-roads into
reducing acute demand; by recognising when people
need support earlier and providing appropriate
alternatives to a hospital admission, i } %0 owine
homes and communities.

Left unchecked, acute demand can quicidy G } A
elective (planned) services - increasing waitlists and
adversely affecting service quality.

Managing long-term conditions

A substantial portion of acute admissions are due to

exacerbation of a long-term condition. The prevalence of
long-term conditions (such as heart disease, diabetes and
respiratory disease and depression) continues to grow.
This is a worldwide pattern associated with an ageing
population and lifestyle choices.

It is critical that we continue get ahead of escalating
disease prevalence and support people to better manage
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their conditions and to stay well and healttiyntervening
earlier to reduce the need for complex intervention,
hospital admission or early entrytiresidential care.

Without improving the way long-term conditions are
managed, we simply will not have the workforce or
infrastructure to meet future demand.

Releasing workforce capacity

Our ability to meet immediate and future demand relies
heavily on having the right people, with the right skills,
working in the right place.

To make better use of our limited resources, it is critical
that we continue to engage our workforce in the

development of integrated models of care and break
down the barriers that prevent health professionals from
working to the full extent of their scope.

This includes developing a sustainable 24-7 health service
response to reduce delays in diagnosis and treatment and
to eliminate barriers to improved patient flow.

We also need to support staff wellbeing. Without a
motivated, engaged workforce committed to the future

of our health system, we cannot achieve genuine and
lasting transformation.

Reducing the cost of service delivery

If an increasing share of our funding is directed into
meeting cost growth, our ability to invest in new
technology and initiatives that allow us to respond to
increasing demand will be severely restricted.

It is vital that we contain the cost of delivering services
through improved efficiency and by focusing on
mechanisms that have proven successfilo
improved procurement arrangements, the engagement
of health professionals in prioritisation and service
improvements and the introduction of electronic and
technical efficiencies that reduce duplication and waste.

Making the most of rebuild opportunities

With damaged health facilities all across Canterbury, the
opportunity exists to make a step-change in our approach
to infrastructure and to ensure facilities support, rather
than hinder, future models of care.

The DHB now has approval for major redevelopment of
our Burwood and Christchurch Hospital sites. We are also
supporting primary and community facility rebuilds that
will enable the provision of services closer to horhe
including the development of Community Hubs and
Integrated Family Health Centres.

With major shifts in our population, following the
earthquakes and significant growth in Waimakariri,
Selwyn and Ashburton districts the DHB will also focus on
ensuring the provision of sustainable and integrated
services in these areas. Construction is about to begin on
a new Rangiora Community Hub and Ashburton
developments are also underway.

This is an opportunity that will not come again, and it is
critical that we step up and align our health facilities to
our models of care and the needs of our communities.

v §Z]vI]vP[U
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Our
Strategic Direction
What are we trying to achieve?

31

Although they may differ in size, structure and approach,
DHBs have a common goal: to improve the health of their
populations by delivering high quality, accessible health
care. With increasing demand for services, workforce
shortages and rising costs, this goal is increasingly
challenging and the whole of the New Zealand health
system faces an unsustainable future.

Our strategic context

In 2010 the National Health Board releas&cends in
Service Design and New Models of Cafais document
provided a summary of international responses to the
same pressures and challenges facing the New Zealand
health sector, to help guide DHB service planiing.

International direction emphasises that faced with
increasing demand, rising costs and workforce shortages;

v o]Pv U ZAZ}o approeCh & wejguired to
ensure service sustainability, quality and safety while
making the best use of limited resources. This entails four
major shifts in service delivery:

1. Early intervention, targeted prevention and self-
management and a shift to more home-based care.

2. A more connected system and integrated services,
with more services provided in community settings.

3. Regional collaboration clusters and clinical networks,
with more regional service provision.

4. Managed specialisation, with a shift to consolidate
the number of tertiary centre/hubs.

Hospitals continue to be a key support and a setting for
highly specialised care, with the importance of timely and
accessible care being paramount. However, less-complex
care (traditionally provided in hospital settings) is
increasingly being provided in the community.

To ensure the sustainability of the New Zealand health
system, DHBs need to shift thefo} % po S]}v[e Z
needs away from the complex end of the continuum of
care and support more people to staell and healthy.

These shifts can only be achieved with the support of
connected and integrated clinical networks and
multidisciplinary teams and are consistent with the
changes being driven across the Canterbury health
system to meet the needs of our population.

These shifts are also consistent with the changes being
driven across the South Island by the regional alliance of
the five South Island DHBs.

5 Trends in Service Design and New Models of Care: A Review,

2010, Ministry of Health, www.nationalhealthboard.govt.nz.
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3.2

The focus on a whole of system approach and an
integrated, connected system is not new in Canterbury.
Since 2007, health professionals, providers, consumers
and other stakeholders have been coming together to
find solutions to the challenges we face. We knew if we

] vi5 3]A oC SE v+ (}EuU 8Z A C A
by 2020 Canterbury would need 2,000 more aged
residential care beds, 20% more GPs and another hospital
the size of Christchurch Hospital.

The Canterbury vision

We began reorienting our health system around the
needs of the patient. In committing to this direction, we
recognised it was not just about our hospitals. At its core,
our vision is dependent on achieving a truly integrated,
approach where everyone in the health system works
together to do the right thing for the patient and the right
thing for the system.

Health professionals from across Canterbury are
redesigning the way we deliver health services, putting
the patient at the centre of everything we do, reducing
the time people spend waiting for treatment and
improving outcomes for our population.

With a foundation of strong clinical leadership and the
establishment of cross-sector alliances to support joint
planning (including the large scale Canterbury Clinical
Network District Alliance) we have been able to drive
considerable transformations across our health system.

Together we are focused on the delivery of a clear
direction and vision for our health system that includes:
087z
The development of services that support
people/AZ v po stay well and take greater
responsibility for their own health and wellbeing.

f  The development of primary and community-based
services that support peopléXZ v in the
community and provide a point of ongoing
continuity (which for most will be general practice).

f  The freeing-up of hospital-based specialist resources
to be responsive to episodic events, provide complex
care and provide specialist advice to primary care.



The integrated approach adopted across Canterbury has
demonstrated in a relatively short period of time how
effective a wholesf-system response cdre. The health
and system outcomes we are seeing as a result of our
commitment have been striking.

More people are healthier and take greater responsibility
for their own health.

f More eight-month-olds are receiving their primary
course of immunisations - 93% of all eight-month-
olds are fully immunised.

f More of our vulnerable populations are receiving
influenza vaccinations - 33% of under eighteen-year-
olds were vaccinated in 2013, up from 19% in 2012
and 75% of over 65-year-olds were vaccinated.

f More people are receiving advice and support to
stop smoking - 95% of all hospitalised smokers. In
primary care we are now reaching 65% of all current
smokers up from 34% last year.

More people are being supported to stay well in their own
homes and communities.

f Our Acute Demand Management Service is easing
pressure on our hospitals with 25,374 acute
episodes of care managed in the community rather
than in our hospitals in the last year.

f Our Community Rehabilitation Enablement and
Support Team (CREST) provides a range of home-
based rehabilitation packages to support people to
leave hospital sooner or avoid admission altogether.
In 2012/13, CREST supported close to 2,000 older
people in their own homes.

f Our Falls Prevention Service supports older people at
risk of falls and takes an integrated approach to
reduce harm and hospitalisation. The service
responded to 1,613 referrals in 2012/13.

f Our Brief Intervention Counselling Service meant
that more than 700 young people and 5,000 adults
were able to access mental health support from their
general practice in 2012/13.

More people are receiving timely and appropriate care
closer to their own home.

f More people are having skin lesions removed in
general practice rather than in hospital. Average
waits for skin lesion removal have dropped from 196
days in 2007 (when the service began) to under 53.
Over 2,000 people accessthe service in 2013/14.

f More people are accessing respiratory services in the
community rather than waiting for hospital
appointment.  Over 1,500 people received a
spiometry test and almost 200 people accessed
community-based pulmonary rehabilitation.

f Increasing numbers of people are also accessing
diabetes services in the community with over 700
people receiving additional diabetes = self-
management support and almost 6,000 diabetes
retinal screens being delivered.
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More people are receiving timely hospital care.

f More elective surgery is being delivered in
Canterbury than ever before, with 17,066 electives
delivered in 2013/14, up from 16,494 in the previous
year and 14,974 two years ago.

f  Fewer people are being acutely admitted to hospital,
with acute demand analysis showing 20,000 fewer
events that expected based on the national average.

f People are waiting less for treatment - 95% of
patients were admitted, discharged, or transferred
from our Emergency Departments within six hours
and 100% of patients waitl less than four weeks for
radiation therapy or chemotherapy treatment.

The system is better connected

f More than 600 clinically designed patient pathways
now provide links across primary and secondary care
to streamline referrals and improve outcomes for
patients. The HealthPathway system has been so
successful it is now being rolled out across 17 other
health system in New Zealand and Aus#ali

f Over 80% of our hospital referrals from general
practice are now received electronically through the
Electronic Referrals Management System.

f eSCRV now enables all of the health professionals
involved in a patients care to access important
information to improve clinical decision making and
reduce duplication across our system.

While the outcomes to date have been impressive, our
challenges are not short-term pressures to which there is
Z<«ul | (1£[ OGuw ha&dlihvsystem is operating at
full capacity. Resources are stretched, and every day we
juggle reduced physical capacity with required repairs,

patient need and staff safety.

While many of our challenges are the saasthose that
other DHBs face, the difference is the scale on which the
Canterbury health system operates (with the second
largest population and geographic area of all 20 DHBs)
and the fragility of our infrastructure and our population
in the wake of the earthquakes.

With capacitytightly restricted, we expect to contract
private capacity to deliver some elective surgical services
over the short term while we manage repairs to our
facilities and complete the redevelopment of our
hospitals. It is also likely that the way in which some
community services are delivered will be reconsidered to
00}A (}JE % E}A] E+[ % ]15C

In spite of our operating challenges, we will continue to
harness innovation and motivate our workforce to

improve productivity, systems and services and ensure
that we are achieving the highest level of output possible.

We are fortunate that Canterbury has a strong collective
vision and system-wide clinical alliances. These
collaborative partnerships kept our health system
together through one of the worst natural disasters in our

tuvSEC [+ abllngg &dconfident we can continue
to meet our challenges and take the next leap forward in
the transformation of our health system
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3.3

At the highest level, DHBs are guided by the New Zealand

, 08Z ~"SE& S PCU ]+ ]Jol]sC
Strategy (He Korowai Oranga) and by the requirements of
the New Zealand Public Health and Disability Act.

National direction

The ultimate health sector outcomes are that all New
Zealanders lead longer, healthier and more independent
lives and the health system is cost-effective and supports
a productive economy.

DHBs are expected to contribute to meeting health sector
outcomes and Government commitments to provide
Z 83 GEU +}}v EU ul}E WA vbys Z
increasing access to services and reducing waiting times;
improving quality, patient safety and performance; and
providing better value for money.

Alongside these longer-term national strategies and

commitments,$Z D]v]*S €& }@puaZZ[sS E }(

EA % S S]Jovsifnals annual priorities for the health
sector t most specifically with regards to the delivery of
better public services and performance against the
national health targets.

The Canterbury DHB is committed to making continued
progress against national prioritieéctivity planned over

the coming year to deliver on national expectatidsisart

of the focus of the Canterbury Clinical NetwoRQWN
District Alliance and prioritised by the Alliance
Workstreame v §Z , [+ » EA] JA]e1}veX

3.4

/v o]A E]vP ]3¢ }uheltty sodne} mare
convenient health servic§s3Z '}A Evu v§
expectations of increased regional collaboration and
alignment between DHBs.

Regional direction

The South Island Alliance was established in 2011 to
formalise the partnership between the five South Island
DHBs. In 2018 3Z & P]}vdgreed to further
develop ths approach with a framework that aligns all
regional activity to agreed goalsd Z beat for patients,
best for systeni (E u A}E!| Z - Best}far PEople,
Best for Systerh supporting a focus on the whole
population. The shared vision has also been revised to
include disability to ensure key population groups are
identified within the framework.

A sustainable South Island health and disability system

focused on keeping people well and providing equitable

and timely access to safe, effective, high-quality services,
e 0} 8} %o }%00 [¢ Z}u * < %o}ee] O

While each DHB is individually responsible for the
provision of services to its own population, working
regionally enablesus to better address our shared

challenges and support improved patient caiihe South

Island DHBs are committed through the Alliance to
makng the best use of all available resources,
strengthening clinical and financial sustainability and
ensuring equitable access to services for our populations.

6dZ D]v]e& E[e > &8 & (}E& 1ii8lifi |5 &3 Z
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The Canterbury, Nelson Marlborough, West Coast, South
Canterbury and Southern DHBs form the South Island
Alliance - together providing services for 1,004,380
people (23.7%) of the total NZ population.

The success of the Alliance relies on improving patient
flow and the coordination of health services across the
South Island - achieved by aligning patient pathways,
introducing more flexible workforce models and
improving patient information systems to better connect
§Z +« EA] + v o]v] 038 u-]vAloA

Closely aligned to the national direction, the shared
outcomes goals of the South Island Alliance are:

Improved health and equity for all populations.
Improved qualitysafety and experience of care.
o Ba:st value for public health system resources.

Regional activity is implemesd through service level
alliances and workstreams. There are seven priority
areas: Cancer, Child Health, Health of Older People,
Mental Health, Information Services, Support Services
and Quality and Safety.

Regional activity willis also focued on: cardiology
elective surgery, neurosurgery, public health, stroke and
major trauma services. Regional asset and workforce
planning, through the South Island Regional Training Hub,
will contribute to improved delivery in all service areas.

Canterbury DHB is contributing to the achievement of the
Regional Plan through membership of all activity streams
and clinical leadership of the Mental Health, Health of
Older People and Support Services streams.

Canterbury also contributes by leading the delivery of
regional activity including the continued rollout of
HealthPathways, Heath Connect South, the eReferrals
Management Solution, InterRAI assessment tool and the
development of regional care protocols.

Our commitment in terms of the regional direction is
outlined in the Regional Health Services Plan, available
from the  South Island  Alliance  website:
www.sialliance.health.nz.  Key deliverables are also
highlighted throughout this document.

° %D%DV]/CE
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Measuring
Our Progress

How will we know if we are making a difference?

DHBs are expected to deliver against the national health sector outso&le New Zealanders lead longer, healthier and
more independent livegind Zhehealth system is cost effective and supports a productive ecohomy éet Government
luu]ldu v3e §} betied s@ngér, more convenient health servipXs

As part of this accountability, DHBs need to demonstrate whethey #re succeeding in meeting those commitments and
in improving the health and wellbeing of their populationsief® is no single measure that can demonstrate the impact of
the work DHBs do, so a mix of population health and service ipegfioce indicators are used as proxies to demonstrate
improvements in the health status of the population and the effective=nef the health system.

In developing its strategic framework, the South Island DHBdifigehthree high-level strategic regional goals. To achieve
these goalswe have agreed a number of key strategies which will be achieved thrihwgdelivery of regional initiatives and
the collective activity of all five South Island DHBs. A compsieiindicator set is currently under development, to sit
alongside the regional strategic framework and enable evaluation ofmabactivity.

While the regional framework is developed, the South Islan@®Have identified four collective outcome goals where
individual DHB performance will contribute to regional succes®ng with a core set of associated outcomes indicators,
which will demonstrate whethewe are making a positive change in the health of our populatiortesd are long-term
outcome indicators (up to 10 years in the life of the health system) and as sudintigefor a measurable change in health
status over time, rather than a fixed target.

f Outcome 1: People are healthier and take greater responsibility for their own health.

A reduction in smoking rates.
A reduction in obesity rates.

f Outcome 2: People stay well in their own homes and communities.

A reduction in acute medical admission rates.

f Outcome 2: People with complex illnesses have improved health outcomes.

A reduction in avoidable mortality rates
A reduction in acute readmission rate

f Outcome 3: People experience optimal functional independence and quality of life.

An increase in the proportion of the population living in their own homes.

Each of the South Island DHBs has also identfsed of associated medium-term indicators of performance. Because change
will be evident over a shorter period of time, these impact meashees been identifiedasthd Z o]v [ } Bedsuréy [
of performance, and each DHB has set local targets in their AnnualtBlamaluate their performance over the next four
years. These indicators will sit alongside th , [« *$ § u Ws&rfgpimance Expectations and be reported against in the

, [* vwp o Z %}ES $8Z v }( AECC &

The following intervention logic diagram demonstrates the valbain: how the services that an individual DHB chooses to
fund or provide Qutputs) will have animpact on the health of their population and result in the achievemehtesired
longer-term regionabutcomesand the expectations and priorities of Governmént.

1}v Wo vU AZRWwZ V] 8§} ¥iBe WM 0 WO v Vv =« 3¢ }pdasur€s o E(}Eu v

7dz , Z+ D}E], 08Z &
S« VD }E] Z 08Z v E p v <pu ¢VEWeXv dZ Aijdli® DR, p§Z ]

*H% % }ES Ju% E}A U Vv

Canterbury DHB Annual Plan 2013}- 12



Overarching intervention logic
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STRATEGIC OUTCOME GOAL 1
4.1 People are healthier and take greater responsibility for their own health

Why is this outcome a priority?

New Zealand is experiencing a growing prevalence of long-tenditions such as diabetes and cardiovascular disease, which
are major causes of poor health and account for a significant numberestptations in primary care and hospital and
specialist services. We are more likely to develop long-termitiond as we age, and with an ageing population, the bard

of long-term conditions will increase. The World Health Oggtion (WHO) estimates more than 70% of all health funding
is spent on long-term conditions. Long-term conditions are alsre prevalentamongsb }E&] v Mélaijddrs and are
closely associated with significant disparities in health outcomes acrg@ssdgtion groups.

Tobacco smoking, inactivity, poor nutrition and rising obesitgs are major and common contributors to a number of the
most prevalent long-term conditions. These are avoidable risk facpoesentable through a supportive environment,
improved awareness and personal responsibility for health andoeielyy. Supporting people to make healthy choices will
enable our population to attain a higher quality of life and to avoid, delay or reducenthect of long-term conditions.

OUTCOME MEASUING TERM
We will know we are succeeding when there is:
A reduction in smoking rates. Outcome Measure: The percentage of the population (15+
who smoke.

f  Tobacco smoking kills an estimated 5,000 people in NZ ev

year, including deaths due to second-hand smoke expost o5
0

Smoking is also a major contributor to preventable illness a
long-term conditions, such as cancer, respiratory disease, he  20% ¥
disease and stroke.
age . . . 15‘%)
f  Inaddition, tobacco and poverty are inextricably linked. In sor
communities, a sizeable portion of household income is spent ~ 10%

tobacco, meaning less money is available for necessities suc
nutrition, education and health. Supporting our popiola to

5%

« C Zv}[ s} 8} } cu}l]lvP e }pE (JE 1 0%
reduce inequalities and target improvements in the health of o 2002/03 2006/07 2011/12 2011/13
population. mmmmm Canterbury South Island Nz

Data sourced from national NZ Health Sur¥ey.

A reduction in obesity rates. Outcome Measure: The percentage of the population (15+

f  There has been a rise in obesity rates in New Zealand in re« who are obese.

decades. The 2011/13 NZ Health Survey found that 30% of ac
and 10% of children are now obese. This has significi
implications for rates of cardiovascular disease, diabete  30% ’_/
respiratory disease and some cancers (the leading cause  25%
death in Canterbury), as well as poor psychosocial outcomes.  20%
reduced life expectancy. 15%

35%

f  Supporting our population to maintain healthier body weight ~ 10%
through improved nutrition and increased physical activity leve 5%
is fundamental to improving their health and wellbeing and t 0%
preventing and better managing long-term conditions an 2002/03 2006/07 2011/12 2011/13
disability at all ages.

= Canterbury South Island NZ

Data sourced from national NZ Health Surfey.

8 The NZ Health Survey was completed by the Ministry of Health il020@P06/07 2011/12 and 2012/13However results by region and
DHB are subject to availability. Results for 2011/12 and 2012/13 surveys were combined in ordedéoresalts for smaller DHBhence
the different time periods presented. Results are unavailable by ethnitiey2013 Census results for smoking (while not directly comparable)
UJVeSE § E §+ (JE D }JE]JU AZ]o Ju% E}A{VPWE E pEp® ZPEZYiAFsZ |WwWP6 EHR AB2% -u}l E- }A
in 2006.
9ZK ¢ [ 1 (lv « Z AlvP } C D e /v £ ~D/e }( ETIXIYBHEXTIXI (JE D }E] JE W 1(] %
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IMPACT MEASURIESUM TERM

Over the next four years, we seek to make a positive impact oneh#éthand wellbeing of the Canterbury population and
contribute to achieving the longer-term outcomes we seek. The vigHg headlines indicators will be used annually to
evaluate the effectiveness and quality of the services the prevention serliieiB funds and provides.

More babies are breastfed. The percentage of  Actual Target Target Target Target

[ Breastfeeding helps lay the foundations for a healthy lifi Dabies exclusivelgr  12/13 14/15 15/16 16/17 17/18
contributing positively to infant health and wellbeing anc fully breastfed at 6
potentially reducing the likelihood of obesity later in life. ~ Weeks. 66% 68% 70% 72%  74%

f  Breastfeeding also contributes to the wider wellbeing ¢ ggo -
mothers and the bonding of mother and baby.

[ An increase in breastfeeding rates is seen as a prc 60%-
measure of successful health promotion and engagemel
access to support services and a change in social ¢ 40% -
environmental factors that influence behaviour and suppo
healthier lifestyles. 20% -

Data sourced from Plunket via the Ministry of Heath.

0%

2009/10 2010/11 2011/12 2012/13
Maori Pacific N Total e———NZ (total)
Fewer young people take up tobacco smoking. The percentage of  Actual Target Target Target Target

Zv A E -u}l Q@ 2013 2014 2015 2016 2017
amongst Year 10
students. 74% 75% >75% >75% >75%

f  Most smokers begin smoking by 18 years of age, and t
highest prevalence of smoking is amongst younger peop
Reducing smoking prevalence across the total population
therefore largely dependent on preventing young peop
from taking up smoking.

80% -
70% -
f A reduction in the uptake of smoking by young people
seen as a proxy measure of successful health promotion ¢
engagement and a change in the social and environment
factors that influence risk behaviours and support healthic  40% -
lifestyles. 30% -

60% -
50% -

Data sourced from national Year 10 ASH Sutvey. 20% -
10% -

0% -
2004 2005 2006 2007 2008 2009 2010 2011 2012 201

= Canterbury NZ

10 This data is provide nationally from the Ministry of Health anBlunket only data. This does not include local WellTarariki Ora
breastfeeding results. The target is based on national Well-Child standati®éstfeeding at 6 weeks.

1 The ASH survey is run by Action on Smoking and Health andeprawi annual point prevalence data set: www.ash.org.nz. A national
result for 2013 was not available at the time of publication.
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STRATEGIC OUTCOME GOAL 2
4.2 People stay well in their own homes and communities

Why is this outcome a priority?

When people are supported to stay well in the community, they need fewer hospitell-de long-stay interventions. This is
not only a better health outcome for our population, but it reédscahe rate of acute hospital admissions and frees up health
resources. Studies show countries with strong primary and camitsnaare systems have lower rates of death from heart
disease, cancer and stroke, and achieve better health outcdoreewer cost than countries with systems that focus on
specialist level care.

General practice can deliver services sooner and closer to hom@raweént disease through education, screening, early
detection, diagnosis and timely provision of treatment. Theegahpractice team is also vital as a point of continuity and
effective coordination across the continuum of care, particularly imgeof improving the management of care for people
with long-term conditions and reducing the exacerbations of those itimm3 and the complications of injury and illness.

Supporting general practice are a range of other health professionals includimgu@s, community nurses, social workers,
personal health providers and pharmacists. These providershal@prevention and early intervention perspectives that
link people with other health and social services and support them to styan& out of hospital.

OUTCOME MEASU NG TERM
We will know we are succeeding when there is:

A reduction in acute medical admission mate Outcome Measure: The rate of acute medical admissions t

/  The impact long-term conditions have on quality of life ar NOSPital (age-standardised, per 100,000).

demand growth is significant. By improving the management
long-term conditions, people can live more stable, healthier liv
and avoid deterioration that leads to acute illness, hospit. 9%
admission, complications and death. 6,000

f Acute (urgent) medical admissions can be used as a pr 0%
measure of improved conditions management by indicating th 4,000 | I I I I I

8,000

fewer people are experiencing an escalation of their conditic 3,000
leading to an acute or complex intervention. They can also
used to indicateSZ %o } %o 1 aac883s/ fo appropriate and
effective care and treatment in the community.

2,000
1,000
0

f  Reducing acute hospital admissions also has a positive effec 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13
productivity in hospital and specialist services - enabling mc
efficient use of resources that would otherwise be taken up by mm— Canterbury SouthIsland ====Nz

reactive response to demand for urgent care.

Data sourced from National Minimum Data Set.
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IMPACT MEASURIESUM TERM

Over the next four years, we seek to make a positive impact oneh#éthand wellbeing of the Canterbury population and
contribute to achieving the longer-term outcomes we seek. Thieviimg headlines indicators will be used annually to
evaluate the effectiveness and quality of the early detection and manageseewices the DHB funds and provides.

People access care when they need it.

f  Supporting people to seek early intervention and providir
alternative urgent care pathways will ensure people ar
able to access the right treatment at the right time, whicl
is not necessarily in hospital Emergency Departments.

f Early and appropriate intervention will not only improve
health outcomes for our population, but will also reduc
unnecessary pressure on our hospitals.

f A reduction in the proportion of the population presentin
to the Emergency Department (ED) can be seen as a pr
measure of the availability and uptake of alternative car
options to more appropriately manage and support peopl
in the community.

Data sourced from individual DHBs.

Fewer people are admitted to hospital with conditions
lvel] & Z A}l o[ }E Z%E A v§

f A number of admissions to hospital are for conditions whit
are seen as preventable through appropriate earl
intervention and a reduction in risk factors.

o |

f  Areduction in these admissions provide an indication of tl
quality of early detection, intervéion and disease
management. It also frees up hospital resources for mc
complex and urgent cases.

f  The key factors in reducing avoidable admissions &
integration between primary/secondary services, access
diagnostics and the management of long-term condition:
Achievement against this measure is therefore seen as
proxy measure of a more unified health system, as well a:
measure of the quality of services being provided.

Data sourced from the Ministry of Healtf.

Children have improved oral health.

f  Oral health is an integral component of lifelong health an
impactsa%o E-e}v[e }u(}ES ]Jv S]JvP v
good nutrition, self-esteem and quality of life.

f Good oral health not only reduces unnecessa
complications and hospital admissions, but also signals
reduction in a number of risk factors, such as poor die
which has lasting benefits in terms of improved nutritio
and health outcomes.

f DJ}E] v W ]J(] Z]Jo Ev E u}E o
missing or filled teeth. As such, improved oral health is al
a proxy measure of equity of access and the effectivenes:
services in targeting those at risk.

f  The target for this measure have been set to hold the tot
population rate steady while placing particular emphasis c
bring the rates forD }@E&] v VWehildregh up.

Data sourced from Ministry of Health.

Actual Target Target Target Target
The percentage of

the population 12/13 14/15 15/16 16/17  17/18
presenting atED.  17¢y <1806 <18% <18% <18%
100,000 100%
90%

80,000 80%
70%

60,000 60%
50%

40,000 40%
30%

20'000 -ar ea» as e G o> o o o - 20%
10%

0 : : : : : 0%

2007/08 2008/09 2009/10 2010/11 2011/12  2012/13

ED presentations e =

% of population presenting

The ratio of actual ~ Actual Target Target Target Target

expected avoidable 12/13 14/15 1516 16/17 17/18

hospital admissions

for our population 87% <9506 <950 <95%  <O5%

(<75).
2,000 100%
1,800 80%
1,600 60%
1,400 40%
1,200 20%
1,000 0%

2009/2010 2010/2011 2011/2012 2012/2013

mmmm Canterbury rate per 100K Canterbury vs NZ rate

The percentage of  Actual Target Target Target Target
children caries-free 2012 2014 2015 2016 2017
at age 5 (no holes ol

fillings). 64% >63% 65% >65%  >65%
70% -

60%

50% A

40% -

30% A

20% A

10% -

0% . : : : : :

2006 2007 2008 2009 2010 2011 2012
Maori Pacific N Total —=——NZ (total)

2 The proportion of the populatiog E ¢ v § \EP[is defined by the Ministry of Health national ED health target.

13 This measure is based on the national performance indicator SI1 and boseitalisations for 26 identified conditions including asthma,
diabetes, angina, vaccine-preventable diseases, dental conditionsaatenteritis. It is defined as the standardised rate per 100,000
population, and the target is set to maintain performance at be®%% of the national rateThere is currently a definition issue with regards
to the use of self-identified vs. prioritised ethnicity, while lfais little impact on total population results it is havangignificant impact on

D } @nd Pacific results against this measure hence they have not beeaydisplThe DHB is working with the Ministry to resolve this issue.
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STRATEGIC OUTCOME GOAL 3
4.3 People with complex illness have improved health outcomes

Why is this outcome a priority?

For those people who do need a higher level of interventiomely access to high quality complex care and treatment is
crucial in supporting people to recover or in slowing theguession of illness and improving health outcomes by restoring
functionality and improving the quality of life.

As providers of hospital and specialist services, DHBs are ogetatder increasing demand and workforce pressures. At
the same time, Government is concerned that patients wait toa@léor diagnostic tests, cancer treatment and elective
surgery. Shorter waiting lists and wait times are seen asatide of a well-functioning system that matches capacity with
demand by managing the flow of patients through services and esidemand by moving the point of intervention earlier
in the path of illness.

This goal reflects the importance of ensuring that hospital getislist services are sustainable and that the South Island
has the capacity to provide for the complex needs of its poputatiow and into the future. It also reflects the importance
of the quality of treatment. Adverse events, unnecessary waitseadfecotive treatment can cause harm, resulting in longer
hospital stays, readmissions and unnecessary complications that have a negatt on the health of our population.

OUTCOME MEASU inG TERM

We will know we are succeeding when there is:

A reduction in avoidable mortality rates. Outcome Measure: The rate of all-cause mortality for peop!

f  Timely and effective diagnosis and treatment are crucial 29€d under 65 (age-standardised per 100,000).

improving survival rates for complex illnesses such as cancer
cardiovascular disease. Early detection increases the options
treatment and the chances of survival.

350 +
3004 TS eeemecmeeo__

f Premature mortality (death before age 65) is largely preventak 250 1
200 -

with lifestyle change, earlier intervention and safe and effecti
treatment. By detecting people at risk and improving th 150 1
treatment and management of their condition, the more 100 -
harmful impacts and complications of a number of comple 50 -
illnesses can be reduced.

0 . . .
f Areduction in mortality rates can be used as a proxy measure 2007 2008 2009 2010
responsive specialist care and improved access to treatment

. . South Island Maori = = e = . NZ Maori
people with complex illness.

South Island NON-Mao e NZ Non-Maori

Data sourced from MoH mortality collection 2010 updéte.

A reduction in acute readmission rates. Outcome Measure: The rate of acute readmissions to hosp

f Anunplanned acute hospital readmission may often (though r within 28 days of discharge.

always) occur as a result of the care provided to the patient

the health system. 9%

8%
f  Some acute readmissions can be prevented through improv =~ 7%
patient safety and quality processes and improved patient flc =~ 6%
and service integration - ensuring that people receive ma = 5%
effective treatment, experience fewer adverse events and ¢ 4%

better supported on discharge from hospital. &

2%

f  Reducing acute readmissions can therefore be used as a pr = 19
measure of the effectiveness of service provision and the qua 0%

of care provided. 2009 2010 2011 2012 2013

f  Acute readmissions also serve as a counter-measure to bala s Canterbury South Island  em—NZ
improvements in productivity and reductions in the length «
stay and provide an indication of the integration betwee
services to appropriately support people on discharge.

Data sourced from Ministry of Health.

1 The data presented is the most current available sourced from the national nyocwllgction which is four years in arrears.

15 This data is provided by the Ministry of Health and the DHB hasfiedrinumber of data inconsistencies compared to local calculations
particularly with regards to patient transfers between hospitals being codeebassnissions. The DHB is working to resolve this issue.
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IMPACT MEASURIESUM TERM

Over the next four years, we seek to make a positive impact oneh#éthand wellbeing of the Canterbury population and
contribute to achieving the longer-term outcomes we seek. Thieviimg headlines indicators will be used annually to
evaluate the effectiveness and quality of the intensive assessment and traasaprices the DHB funds and provides.

People have shorter waits for acute (urgent) care.

f

Emergency Departments (EDs) are important componer
of our health system and a barometer of the health of th
hospital and the wider system.

Long waits in ED are linked to overcrowding, longer hospi
stays and negative outcomes for patients. Enhance
performance will not only improve outcomes by providin
early intervention and treatment but will improve public
confidence and trust in health services.

Solutions to reducing ED wait times span not only tt
hospital but the whole health system. In this sense, tt
indicator is indicative of how responsive the whole system
to the urgent care needs of the population.

Data sourced from individual DHBs.

People have increased access to planned care.

f

Elective (planned) services are an important part of tt
Z 08Z E +Ce3 uW 8Z + « EA] -« ]
quality of life by reducing pain or discomfort and improvin
independence and wellbeing.

Timely access to services and treatment is considerec
measure of health system effectiveness and improv
health outcomes by slowing the progression of disease a
u A£Ju]e]vP % }%0 [* (pv S]}v 0o % ]

Improved performance against this measure require
effective use of resources so wait times are minimised, wt
a yearon-year increase in volumes is delivered. In th
sense, this indicator is indicative of how responsive tl
system is to the needs of the population.

Data sourced from Ministry of Health.

People stay safe in our hospitals.

The percentage of
people presentingit

ED - admitted,
discharged or

transferred within

six hours.

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

Wait time (months)

95%

Actud Target Target
12/13  14/15 15/16

95% 95%

Target Target

16/17 17/18

95% 95%

1T

2007/08

referral to First
Specialist
Assessment (ESBI <6

2008/09

= Canterbury

2009/10  2010/11  2011/12  2012/13

NZ

Actual Target Target

12/13  14/15 15/16

Wait time (months)
commitmentto
treatment (ESPI5).

100%

99%

98%

97%

96%

95%

<6

<4 <4

<4 <4

Target Target

16/17 17/18

<4 <4

<4 <4

2007/08  2008/09  2009/10  2010/11  2011/12  2012/13
within 6m  within 6m  within 6m  within 6m  within 6m  within 6m

e ESP| 2 ESPI5

The rate of SAC leve Actual Target Target

Target Target
16/17 17/18

0.06 0.06

2012/13

. . . . 1 and 2 falls in 12/13 14/15 15/16
f  Adverse events in hospital, as well as causing avoidal
. . ’ - Canterbury
harm to patients, reduce public confidence and driv -
. Hospitals. 0.07 0.07 0.06
unnecessary costs. Fewer adverse events provide
indication of the quality of services and systems ar ., _
improve outcomes for patients in our services.
f  The rate of falls is particularly important, as patients ar oy
more likely to have a prolonged hospital stay, loss + g .
confidence, conditioning and independence and &
increased risk of institutional care. 0.04 -
f  Achievement against this measure is also seen as a pri g -
indicator of the engagement of staff and clinical leaders i
improving processes and championing quality. 0.00 - T T T T
2008/09 2009/10 2010/11 2011/12
Data sourced from individual DHBs.
16 This measure is based onthe natioo , Z o0$Z § EP § ZNZ}ES € *$ C+ ]Jv u EGP v C

% ESu vSe[ JVSE} p

17 The Elective Services Patient Flow Indicators (ESPIs) have been edtabligmally to track system performance and DHBs receive
individual performance reports from the Ministry of Health on a mignitiasis. National average performance data is not made available.
The wait time target for 2014/15 is mixed - being a maximum of 5 months for Q1 and Q2 and a mafithmonths from January 2015.

18 The Severity Assessment Code (SAC) is a numerical score given to an incident, baseccom¢hefdbe incident and the likelihood that

it will recur. Level 1 and 2 incidents are those with highest consequentikedindod. Data reported is per 1,000 inpatient bed days. This
measure differs from previous years as quality initiatives are being introduced to prelieeint &l services, not just for those aged 65+.
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STRATEGIC OUTCOME GOAL 4
4.4 People experience optimal functional independence and quality of life

Why is this outcome a priority?

As well as providing early intervention and treatment, health servidag an important role in supporting people to regain
their functionality after illness and to remain healthy and independent. There are alsmldenwf services or interventian
that focus on improving quality of life, such as pain management or palliative services

With an ageing population, the South Island will require a girbase of primary care and community support, including
home-based support, respite and residential care. Theseicges support people to recover and rehabilitate in the
community, giving them a greater chance of returning to a state of d@adth or slowing the progression of diseadéven
where returning to full health is not possible, access tpoesive, needs-based services helps people to maximisgidun
with the least restriction and dependence. This is not onlgtéel health outcome for our population, but it reduces the rate
of acute hospital admissions and frees up health resources across the system

OUTCOME MEASU NG TERM

We will know we are succeeding when there is:

An increase in the proportion of the population living in their ov Outcome Measure: The percentage of the population (75+)
home. living in their own home.

f While living in Aged Residential Care (ARC) is appropriate f
*U 00 %o E}%}ES]IV }( JHE %o} %opo S]}HwU
services have shown a higher level of satisfaction and bet
long-term outcomes where people remain in their own home
and positively connected to their communities.

90% -
88% -

86% -

f  Living in ARC facilities is also a more expensive option, i
resources could be better spent providing appropriate levels g, -
home-based support to help people stay well in their ow
homes. 8206 -
f An increase in the proportion of people supported in their ov
80% - . . . . . .

homes can be used as a proxy measure of how well the he: 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13
system is managing age-related long-term conditions ar
responding to the needs of our older population.

H Canterbury = South Island
Data sourced fron€ient Claims Payments provided by SIAPO.

IMPACT MEASURIESIUM TERM

Over the next four years, we seek to make a positive impact oneh#thand wellbeing of the Canterbury population and
contribute to achieving the longer-term outcomes we seek. Thieviihg headlines indicators will be used annually to
evaluate the effectiveness and quality of the rehabilitation and suppoxices the DHB funds and provides.

People stay safe in their own homes. The percentage Actual Target Target Target Target
f Around 22,000 New Zealanders (75+) are hospitalised annui g];:)huelation 1213 Rl 1516 1617 17718

as a result of injury due to falls. Compared to people who do 1
fall, those who do experience prolonged hospital stay, loss
confidence and independence and an increased risk

institutional care.

(75+) admitted
to hospitalasa 82% 7.9% <7.9% <7.9% <7.9%
result of a fall.

f With an ageing population, a focus on reducing falls velph 10% -
people to stay well and independent and will reduce the dema
on acute and aged residential care services. 8% 1

f The solutions to reducing falls address various health issues 6% -
associated risk factors including: medications use, lack
physical activity, poor nutrition, osteoporosis, impaired visic =~ 4% 7

and environmental hazards. .
6 4

f Areduction in falls can be seen as a proxy measure for impro
health service provision for older people. 0% A

2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13

Data sourced from National Minimum Data Set. s Canterbury South lsland N2
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Our Organisational
Capacity and Capability

What do we need to deliver our vision?

Having already identified the challenges we face and set
a collective vision for the Canterbury health system, this
section highlights the strengths that we have, and will

continue to develop, over the next several years to

support our transformation and deliver orungoals.

5.1

Our culture is an important element in transforming and
integrating our health systemTo meet the needs of our
population and fully achieve our vision, we need to be
able to do things differently. We need a motivated
workforce committed to doing the best for the patient
and the system.We also need buy-in and support from
our community.

A patient-centred culture

Our weekly CEO messages and daily staff updates keep
staff and health professionals from across the system
engaged in developments in Canterburyace-2-Facp
rounds, community meetings and ouHealthFirst
community publications provide our community with
updates, as well as a chance to provide feedback and
inputintothe Z o038Z - C diectipn.

Over the last six years, we have invested in leadership and
engagement programmes that encourage our workforce
§} \What is best for the patientP v u %or}them
to make changes to improve the effectiveness and
efficiency of our health system. They
§Z W 8] vs Ju€EGv ¢[ v 8§z Z
programmes promote lean thinking approaches to service
and system redesign and support the development of a
HOSUE SZ § % E]}E]S] PaeipBlands [+ Vv
Z }oo nawé[S o}vPe] ,ZndalotiEe®[change
leadership programmes are open to anyone in the
Canterbury health system, not just DHB employees.

We further engage and empower the Canterbury health
workforce through our annual Quality Improvement and

Innovation Awards, which recognise excellence in quality
improvement across the system.

Investing in a patient-centred culture of participation,
innovation, clinical leadership and continuous quality
improvement, has helped us to build up considerable
momentum and support for transformation.We are
committed to maintaining this momentum as we
continue the transformation of our system.

5.2

To support good governance across our health system, we
have a clear accountability and decision-making
framework that enables our leaders and community to
provide direction and monitor performance.

Effective governance & leadership

Canterbury DHB Annual Plan 201%-

We are fortunate to have Board members who contribute
a wide range of expertise to their governance role. Their
governance capability is supported by a mix of experts,
% E}( **]}v 0 v }vepu €+ }v §Z
committees, and clinical and cultural leads attend Board
and committee meetings to provide advice and
consultation as required.

Our Board and Chief Executive further ensure their
strategic and operational decisions are fully informed at
all levels of the decision-making process, including the
following governance and advisory mechanisms.

Clinical participation in decision-making

Viewing clinical leadershipséntrinsic to our success, we
engage health professionals from across Canterbury in
service redesign and the development of integrated
patient pathways to improve the quality and
effectiveness of our services.

Clinical input into decision-making is embedded in the

, [ shared clinical/management model - in place
across all service divisions. This model is replicated across
the wider health system, with primary/secondary clinical
leadership helping to drive transformation through the
Canterbury Clinical Network District Alliance.

o]Jvl o P}YA Evv ] (LESZ E (

input into DHB decision-making at the executive level.

Thg( DHB also has a Clinical Board; a multidisciplinary
clinical forum that}A €&+ + §Z , [+ o]v] o
The Clinical Board advises the Chief Executive on clinical
issues and takes an active role in setting clinical standards
and encouraging best practice and innovation. Members

*U%o%}ES Vv Jv(op v §Z [

important role in raising the standard of patient care.

Consumer participation in decision-making

There are a number of consumer and community
reference groups, advisory groups and working parties in
place across the Canterbury health system. Their advice
and input assists in the development of new models of
care and individual service improvements.

The DHB also has a 16-member Consumer Council to
formally embrace the inclusion of those who use health
services in their design and development. As an advisory
group for the Chief Executive, the Consumer Council
supports a partnership model that ensures a strong and
viable voice for consumers in health service planning.
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Through its partnership and formal Memorandum of
Understanding with Manawhenua Ki Waitaha
(repres v8§]vP §Z
able to actively engag® } dalthe planning and design
of health services and the development of strategies to
improve D } (&dalth outcomes.

The DHB works closely with Tehkii o Papaki Ka Tai, the
primary careD } @lerence group, whose members are
focused on harnessing collective PHO activity to improve
outcomes forD } @rjd who provide advice and support
to the PHOs, DHB and the Canterbury Clinical Network.

Canterbury also has ab }®&] \acifisV Provider
Leadership Forum to improve collective planning and
delivery of services and provide advice and insight
support improved decision-making.

Tz , [+ £ p3lA JE 3}E }( D }E] v
provides further cultural leadership and input into
decision-making at the executive level of the DHB.

Decision-making principles

The input and insight of these groups supports good
decision-making, but the environment in which we
operate still requires the DHB to make some hard
decisions about which competing services or
interventions to fund with the limited resources available.

The DHB has a prioritisation framework and set of
principles based on best practice and consistent with our
strategic direction. These principles assist us in making
final decisions on whether to develop or implement new
services. They are also applied when we review existing
services or investments and support the reallocation of
funding to services that are more effective in improving
health outcomes and reducing inequalities.

Effectiveness:Services should produce more of the
outcomes desired, such as a reduction in pain, greater
independence and improved quality of life.

Equity: Services should reduce inequalities in the health
and independence of our population.

Value for money:Our population should receive the
greatest possible value from public spending.

tZ v p } @Seices should have a positive impact on
the holistic health and wellbeing of the person and their
(uJoClAZ v pX

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

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

19 Refer to Appendix 6 for an overview of the CCN structure. For
further information, refer to www.ccnweb.org.nz.
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53  Alliances & partnerships

Canterbury Clinical Network District Alliance

We recognise that our vision is wider than just the DHB
Working collaboratively has enabled us to respond to the
changing needs of our population (particularly in
response to the earthquakes) and is a critical factor in
achieving the objectives set out in this plan.

In 2009 we established the Canterbury Clinical Network

(CNN) District Alliance, a collective alliance of healthcare
leaders, professionals and providers from across the
health system. Under the umbrella of the District Alliance

the systems key healthcare organisations (including the
DHB) come together to improve the delivery of health

care in Canterbury and realise opportunities to transform

and integrate our health systera.

We q\(e]rarghirlg yrpose of tleCNis to provide people
with quality care closer to their own homes in a way that
allows them to play an active role in managing their
health. This incluels the establishment of Integrated
Family Health Centres and Community Hubs, the
development of integrated patient pathways and the
strengthening of clinical leadership as a fundamental
driver of improved patient care.

Under the CCN, we have established a significant array of
local service level alliances and workstreams to deliver
these goals. The alliance streams also support the
delivery of national expectations such as achievement of
the national health target.

The CNN Work Programme informs the direction of the
, [+ vvp o A}YEI %0 ve A EC QnthE v
, [+ vvPlan (Section 6 and Section 8).

Healthy Christchurch partnership

Healthy Christchurch is a DHB-led, inter-sectoral
partnership based on the World Health Organisation
Healthy Cities modelThe key idea is that all sectors and
groups have a role to play in creating a healthy city,
whether their specific focus is recreation, employment,
youth, environmental enhancement, transport, housing
or any other aspect of city life.

There are currently over 200 Healthy Christchurch
Charter signatories, ranging from government agencies
and business network® voluntary sector groups and
residents[associations.

Much of Healthy Christchurdghcurrent focusis on the
recovery of ChristchurchThis will involve support and
advice to policy and planning processes, community
resilience initiatives, and a sustainable and accessible
information portal for recovery practice and strategies -
all of which contribute to the overall vision of a healthier
Canterbury?°

20 For further information: www.healthychristchurch.org.nz.
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Health in All Policies partnerships

National collaboration

dZ }v %S }( Z, 0S8Z ]v oastibesjah <[ ~,AtWmational level, we work with the education, social

integrated and systematic method of including health in
all policy assessment and decision-making. The concept
involves working in partnership with other agencies and
sectors seeking common outcomes. The premise is that
health is greatly influenced by our lifestyles and the
environment in which we live, work and play.

The DHB provides leadership for the Canterbury HiAP
partnership with the local and regional councils and the
Canterbury Earthquake Recovery Authority (CERA). This
partnership uses health impact assessment and relevant
methodologies to assess policies and initiatives for their
potential impact on health outcomes - bringing in a health
focus early in the policy-making cycle.

This partnershipis ensuring coherent planning for
communities, and the DHB is committed to an ongoing
partnership role as the recovery gathers momentum.

Canterbury - West Coast transalpine partnership

The Canterbury and West Coast DHBs now share senior
clinical and management expertise including: a joint Chief
Executive, Executive Directors, Clinical Directors and
Senior Medical Officers, as well as joint planning and
funding, finance, human resources, information support
and corporate services teams.

Formalising our collaboration with shared services, joint
positions and clinical partnerships has allowed to
actively plan the assistance and services we provide to the
West Coast and to build the most appropriate workforce
and infrastructure in both locations.

Initial priorities have been to improve the use of video
and telemedicine technologies and to develop protocols
for the transfer of patients between the two DHBSs.

Since2010 more than 800 telehealth consultations have
taken place in a variety of specialties, including oncology,
paediatrics, general medicine, plastics, orthopaedics and
general surgeryt providing access to specialist advice
while saving many families the inconvenience of travelling
long distances for treatment.

A joint Specialist Recruitment Centre now providgsert
advice and resourcing for both DHBs and supports
training and secondment opportunities.

The West Coast has also goliee [with Health Connect
South, bridging the two DHBs with a single, shared clinical
record and enabling a much closer clinical partnership.
This software enables clinical records to be read by

o]v] ] ve ]JvA}oA v §Z 0]A EC }(
regardless of whether that care occurs on the West Coast
or in Canterbury.

In the next few years, the focus will be on transalpine
medical and surgical services, services for older people
mental health services and further investment in
telemedicine technologies to reduce the need for traiel.

21 For further detail refer to the West Coast Annual Plan, availabl
at www.westcoastdhb.org.nz.
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development and justice sectors to improve outcomes for
our population and achieve shared goaldzrom this

perspective we are committed to implementing national
cross-agency programmes including: the rollout of the

WE]Ju D]v]+& E[+ z}udZ D v,&he Chilb§Z W E}i

Health Action Plan and the nationatZ v p K&
programme.

Canterbury DHHBs working nationally alongside other
DHBs, the Ministry of Health and the Accident
Compensation Corporation (ACC) on a joint Spinal Cord
Impairment initiative. This is a major initiative seeking to
make improvements across all aspect of the patient
continuum for those with spinal cord injuries.

Our ongoing leadership role in the Adverse Drug Event
Collaborative in partnership with Counties Manukau and

Capital and Coast DHBs will help us identify opportusitie

to improve medication safety.

Canterbury will also continue to actively participate in the
development and delivery of national programmes led by
the National Health IT Board, Health Quality & Safety
Commission, Health Workforce NZ, the National Health
Committee, Health Promotion Agency, PHARMAC and
Health Benefits Limited - for the benefit of our population
and the wider health system.

54 Subsidiary companies

The Canterbury DHB has two operational subsidiary
companies, which as wholly owned subsidiaries have
their own Board of Directors (appointed by the DHB).
Both subsidiary companies report to the DHB, as their
shareholder, on a regular basis.

Brackenridge Estate Limitewas incorporated in 1998
and provides residential care, respite services and day
programmes for people with intellectual disability and
high dependency needs. Brackenridge operates a range
of houses on its site and in the community, with a third of
the clients living on the Brackenridge Estate. As at May
2014125 clients were being supported. Funding comes
from a number of sources with the main funder being the
Ministry of Health. The DHB currently owns all shares in
the company however, Brackenridge is working through
consideration of future ownership, with the view to
transitioning to non-DHB ownership in the future.

Canterbury Linen Services Limiteas incorporated as a
company in 1993 and provides laundry services to DHB
ho%itzg? apd ?,rang%@f external clients. The Canterbury
DHB owns all shares, as well as the land and buildings for
which the company pays a rental to the DHB. Plant and
equipment, motor vehicles and the rental linen pool are
the major fixed assets of the companythe }u%. vC|[e
key output for 2014/15is the processing (collection,
laundering and delivery) of 4.74 million kilos or 13.11
million items of laundry.
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Alongside the two operational subsidiary companies:

Canterbury together with Counties Manukau, Waitemata
and Auckland DHB is an equal partner inltieev Zealand
Health Innovation Hub The Hub works to engage with
clinicians and industry to develop, validate and
commercialise health technologies and services
improvement initiatives that will deliver health and
economic benefits to the whole of the New Zealand
health system.Structured as a limited partnership, with
the four foundation DHBs each having 25% shareholding,
the Hub produces its own Statement of Intent which can
be found at www innovation.health.nz.

Canterbury is lso joint shareholder in theéSouth Island
Shared Services Agency Limjtetlich is wholly owned by
the five South Island DHBs. The company remains in
existence; however, following the move to a regional
alliance framework, the staff now operate from within the
employment and ownership of the Canterbury DHB, as
the South Island Alliance Programme OffiteThe
Programme Office is jointly funded by the South Island
DHBs to provide services such as audit, regional service
development and project management with an annual
budget of just over $4m.

5.5

Information management is a national priority, and DHBs
are taking a collective approach to implementing the
'}A Evu WNafienal Health Information Technology
Plan The South Island DHBs have collectively determined
the strategic actions to deliver on the national plan and
Canterbury is committed to this approach.

Investment in information systems

Our major priority is to connect up the system enabling
seamless and transparent access to clinical patient
information at the point of care. This will benefit patients

by enabling more effective clinical decision-making,
improving standards of care and reducing the sisk

associated with missing important information.

Carterbury has already adopted several key information
solutions which are now being rolled-out regionally, such
as HealthPathways, the Electronic Referral Management
System, Health Connect South and eSCRV. In the next few
years Canterbury will also replace three hospital based
patient administration system (PICs) with one new system
in line with the rest of the country.

We will continue to work closely with clinicians and
stakeholders across Canterbury to ensure that the right
clinical information is provided in the right place, at the
right time to the right person. Full details of the regional
investment in information systems can be found in the
South Island Regional Health Services Plan but includes
the following major initiatives.

HealthPathwaygrovides locally developed and agreed
assessment, management, and referral informatimn
health professionals across our syster®ver 600
clinicaly-designed pathways and GP resource pages are
now available and we are supporting the adoption of
HealthPathways across the rest of the South Island.

22 |egal transfer of the employees and assets has taken place.
The company will be retained as a shell, pending dissolution.
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Healthinfois a more recently developed «]«3 &
HealthPathways that provés locally approved health
information for consumers.The site now has over 1,400
pages and we are expanding its content and visjbilit

Health Connect South (HGsxa clinical workstation and
data repository (portal) that brings a patients clinical
information into one view, providing timely information

at the point of care and supporting clinical decision
making. Canterbury is leading the roll-out and a single
HCS record now exists between Canterbury, West Coast
and South Canterbury.

The Collaborative Care Management System (CCMS)
integrates clinical information and shared planning to

support clinical teams to better manage individuals with

complex needs and long-term conditions. There are
already over 8,000 users and 4,500 care plans.

The Electronic Referral Management System (ERMS)
enables general practices to send referrals electronically
from their desktops Over 80% of GP referrals to
Canterbury DHB are now sent via ERMS, which carries
12,000 to 14,000 referrals every month. Canterbury is
leading the rollout of ERMS across the South Island with
thet «§ } «§ v ~}usz vsS & pEC

The Electronic Shared Care Record View (eSGR¥)
secure system for sharing core health information (such
as allergies, dispensed medications and test results)
between all the health professionals involved in a
% E-e}Vv[s no @atter where they are basedThe
eSCRYV enables faster, safer, more informed treatment.
Canterbury will lead the rollout of eSCRYV across the South
Island, beginning with the West Coast and South
Canterbury DHBsin 2015, followed by Nelson-
Marlborough and Southern DHBs.

The South Island Patient Information Care System (PICS)
will be the new regional patient administration system
E %0 ]JvP v E PEC]- SZE
administration systems with a single system and further
integrating system throughout the South Island.
Canterbury and the West Coast will begin to upgrade their
old systems and implement the new PICS in 2016/17.

eMedicationsis a foundation system which promotes
patient safety by improving medications management.
The system has three components and is being rolled out
regionally, with Canterbury to implement ePharmacy in
2014/15 and eMedications Reconciliation in 2015/16.

The National Patient Flow Projewtill create a new
national view of wait times, health events and outcomes
across the patient journey through secondary and tertiary
care. Canterbury has committed to implementing Phase
| (collection of referrals to specialists) in 2014/15 and
Phase Il (non-admitted and associated referral
information including diagnostic tests) from 2015/16.

Self-Care Patient Portdlenables patients to be involved

in their care and is an essential part of the national vision.
Canterbury will work with the PHOs to develop Patient
Portals in the coming year.
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5.6

Our ability to meet the future demand for health servic:
relies on having the right people, with the right skil
working in the right place in our health system.

Investment in people

Like all DHBs, our workforce is ageing and we -

DHB Total Headcount

81% female

Turnover

9,646 8.7% 3.6%

8.4% nationally

o - o Average Age Largest Ethnic Group Diversity
shortages and difficulties in recruiting to son
professional areas. However, Canterbury has the ad 49 years NZ European 96 ethnic groups
challenges of attracting staff in the aftermath of tt
earthquakes and supporting our workforce through  Largest Workforce Oldest Workforce Terms
period of extraordinary stress and disruption. _ _
Nursing 4,396 Corporate Support 47% part time

The Canterbury DHB is committed to being a gt
employer,is aware of legal and ethical obligations in tt
regard. We continue to promote equity, fairness, a Su.
and healthy workplaceunderpinned by a clear set of
organisational values, including a code of conduct and a
commitment to continuous quality improvement and
patient safety. We will also be reviewing current HR
policy and agreeing a phased implementation plan to
u § 32 Vv A spov E o Z]lo & v][-
requirements for worker safety checks and three yearly
reassessments, as this comes into effect.

JA A EU v vd8 E PEC]
sufficient just to be a good employer.

LEE vS

Our2013 staff engagement survey demonstrated positive
levels of engagement. Results show@8% of our
AYEI(}E A« Z wuP fPM[B7% in 2010.
Unfortunately, results also showed that the post-
earthquake stress that is increasingly evident across our
communityis also affecting our workforce.

As well as dealing with personal insurance issues, land re
zoning, house repairs and family relocation, our staff
must cope with workplace repairs and disruption - all
while addressing the increagly complex health issues
experienced by the people in their care.

Over 60% were still dealing with EQC and insurance issues
and 20% identified disrupted work environments as
having a negative impact on their wellbeing.

Over the next few years we will focus on building
resilience through investment in employee wellbeing
programmes, workplace support and counselling.

Expanding our workforce capacity

From a recruitment perspective, Canterbury is able to
attract health professionals to most positions due to our
size and reputation. However, there are a few notable
exceptions where workforce shortages affect capacity.

In response, we have strengthened our interactive and
targeted recruitment strategies, including branding
profiling, Facebook and an Alumni and Employee Referral
Programme to keep people connecteW/e also tap into
available talent through national and regional initiatives,
links with the education sector, support for internships
and increased clinical placements in our hospitals.

Canterbury employs over 120 new graduate nurses each
year through the national Nursing Entry to Practice
programme. The DHB also has a collaborative partnership
with Christchurch Polytechnic offering clinical placement
for students undertaking Bachelors of Nursing.
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47% of workforce

-
<

Avg. Age 52 years

We support the development of an appropriately skilled
D}E] Z 038Z A}EIQE C 3 1]lvP §Z

Kia Ora Hauora, a national initiative aimed at increasing
th>e M’q%ersoﬂvlv}CE] A}EI]JvP ]Jv Z 038Z (] o *X

We are also supporting the development of our rural
clinical workforce both in Canterbury and on the West
Coast, wjth recent investment in Rural Learning Centres

S S § le VIS S
In"Ashburton-and Greymaouth. The aim is to encourage
people to work in rural locations by reducing isolation
factors through peer support and mentoring.

Over the next year in conjunction with our primary care
partners, we will begin to build an integrated approach to
workforce planning that will include improved reporting,
analysis and predictive modelling to help understand our
whole health systems current and future needs.

Enhancing our workforce capability

Developing our existing staff is a key strategy for
enhancing the capability of our system. We have recently
strengthened our core development training calendar,
which can be accessed by health professionals working
anywhere in the Canterbury health system. We have
embedded formal performance appraisals into
operational management, along with support for career
plans and succession planning initiatives such as talent
identification to reduce gaps across our organisation.

The Professional Development Recognition Programme
and the Regional Allied Health Assistant Training
Programme are helping to expand the scope of existing
roles and establish new oneblew advanced gerontology
nurse specialist and haematology rolescakeflect a more
connected and capable workforce.

Investment in primary care education enables GPs,
practice nurses and pharmacists to attend peer-led,
evidence-based education sessions. Aligned to the
transformational across Canterbury, these sessions
promote the use of clinical best practice and integrated
pathways and increase the capability of our system.

The South Island Tertiary Alliance has developed its first
leadership and management development curriculum for
all health employees in the South Island. Actively
supported by Health Workforce NZ, this will support
career enhancementandr A Ju]-
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We have also stepped up our participation in the Health
Workforce NZ sponsored Regional Training Hubs to
support critical role identification and expand workforce
capability through sharing of training resources. The
focus over the next few years will be on Diabetes Nurse
Prescribers, Sonographers, GPEP2 training for general
practice registrars and implementation of the new
70/20/10 training in medical disciplines. -l&arning
packages will be progressively roll-out regionally and a full
suite of packages will be available on-line 2015/16.

5.7

Our patient-focused, clinically led culture supports two of
IME Z 08Z «C+S u[s PE
§} Z1 €} Z Gu[ v

Investment in quality & safety

Care criteria to guide the orgr]e S]}v|[e
improvement efforts. A staff perception survey and focus
groups review has been completed and the information
gained used to strengthen organisational processes. A
detailed desk audit will be completed in the coming year.

Working with the South Island Quality & Safety Alliance

we are implementing a regional Incident and Risk

Management system (ICNET) as part of our routine

incident management process. This will provide ready

access to trends in incidents and risks as well as support
the completion of root cause analysis for sentinel events

helping to improve process and reduce harm.

As part of our efforts to detect the deteriorating patient
we will introduce an electronic patient-vital-sign early-
warning system that will aid staff in detecting and
communicating risk to the broader team via the patient
portal. This system will make available vital signs,
diabetes charts and fluid balance charts to e-prescribers,
enhancing clinical decision-making.

Canterbury is committed to progressing the Health
Yu o]SC © A ( §C  }uu]eehptigral prigrity
areas: reducing hospital-acquired infections, reducing
harm from falls, and improving medication and suagjic
safety. We will continue to report and monitor our
performance against the HQSC Quality and Safety
Markers and engage in national pilots.

The DHB also has a set of Quality Accounts which
articulate how our patient-focused culture supports our
commitment to zero harm and continuous quality
improvement. The Accounts contain snapshots of key
activity and goals across the Canterbury health system,
with particular emphasis on priority areas for the Clinical
Board. These are refreshed annually.

In line with the national direction, our Clinical Board will
champion quality and safety projects focused around:

Improving the patient experience

We recognise that consumers have a unique perspective
of health services and are able to provide important
information about the experience of care they receidy.
working in partnership, we will be able to improve their
experience as well as their health and wellbeilgorking
closely with our Consumer Council the DHB is facilitating
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consumer focus groups, gathering consumer stories and
identifying effective methods for gathering feedback to
help us improve the experience for our consumers.

Preventing healthcare-associated infections

Admission to hospital exposes patients to potential harm
through healthcare-associated infection, and we are
committed to minimising this risk through three specific
projects, in line with the HQSC.

Hand hygiene is an important measure in the fight against
healthcare-acquired infectionsdZ Z(]JA u}u v3e]
hand hygiene are the key opportunities for staff to
dramatically reduce the risk of spreading infection.

¢ § *5 «SE YP S Z * W rgik 4 sité qﬁl‘ééti'dné’ $fe the second most common
tvSvplpe <p 0]SC Jufedrhéhréla¥soliated infection. The HQSC recently

The DHB is utilising the NZ Business Excellence in Health ¢ al ¢ . )
}v§]vu} psurgical site infections and we are working with Auckland

launched a programme aimed at reducing the rate of

DHB and the HQSC on the national Surgical Site Infection
Surveillance Programme.

Another key focus for infection prevention is central-line-
associated bacteraemia (CLAB). The use of a central line
introduces a potential track for infection, so prevention is
a major quality target for critical care. Reducing the
number of CLAB infections will lead to safer patients
shorter stays in Intensive Care Units and reduced costs.

Preventing harm from falls

We are committed to achieving a system-wide gofil o
zero harm from falls with prevention in the community
and in our hospitals.Reducing harm from falls is a key
component in our strategies for improving the health of
older people and reducing acute demand.

We will continue to invest in our community falls
champion model that focuses on the delivery of falls
% E A V3]}V ]V %o }%o0 [« Z}u o v
targets older people at risk of admission to hospital.

In our hospital setting, we will continue to pay close
attention to the evidence-based essentials of falls
prevention and to the specific falls risk for each elderly
patient in our care. We will introduce an electronic
nursing patient observation system that will record falls
risk. This system will revolutionise audit processes,
making data visible and real time, assisting with
improving adherence to protocol.

Medication and surgical safety

The use of medications always carries the risk of a side
effect, allergy or other adverse outcome and we are
participating in the national medicine reconciliation and
electronic medicines management initiatives being driven
through the HQSC. We also maintain an Adverse Drug
Event Trigger Tool initiative which provides valuable
information about the severity and type of medication
events occurring and helps us identify where we need to
focus our safety improvement initiatives.

We are also committed to ensuring that the Safe Surgery
Checklist is used in our operating theatres. The checklist
will assistin improving outcomeshy promoting better
communication and teamwork in the operating room.

26

H(

tuupv]s]



5.8 Research and innovation

A significant body of clinical research is conducted within
the Canterbury DHB, with over 400 current projects on
our Research Register.The Research Committee, a
standing committee reporting to our Clinical Board,
provides governance and advice on matters related to
clinical research activities and develops research policy.

The Research Office is a shared facility funded by the
University of Otago (Christchurch) and the DHB and
provides open access service for anyone involved in
health research working within these organisations.
While directing research remains the role of the principal
investigator, the Research Office offers functions, such as:
providing advice; supporting staff who do not work within
a research-based environment; ensuring that clinical
groups are adhering to the policy; and maintaining the
Research Register. A major focus also the
dissemination of research grant funding information and
the provision of advice and assistance to applicants.

Innovation

Canterbury is also one of the four founding DHBs of the
national Health Innovation Hub - launched in late 2012.
The focus of the Health Innovation Hub is to facilitate the
flow and development of ideas with bot#commercial
potential and a positive impact on health care between.

In tandem with this national system, Canterbury has a
strong health innovation environment. The Via

Innovations brand, launched in late 2012, has strengths in
health IT and health service delivery improvement, and
E % E ¢ vS§e §Z

Both the national Health Innovation Hub and Via
Innovations are supported by the Canterbury
Development Corporation, universities and other tertiary
providers. Through these regional and national networks,
clinicians now have improved opportunities to access
innovation support, with the aim of accelerating the rate
of innovations focused on improved patient outcomes
and health system improvemesit

5.9 Repair and redesign of facilities

In the same way that quality, workforce and information
systems underpin our transformation, health facilities can
support or hamper the quality of the care we provide.

Our facilities suffered extensive damage irhet
earthquakes. Only the dedication of our maintenance
and engineering team has kept our major sites going.
Almost all of our 200 buildings need repairs, some have
had to be closed and demolished, and many of our staff
are working in inadequate and temporary locations.

The redevelopment of the Burwood and Christchurch
Hospitals will be the largest health-related building
% E}i 3 ]v EA.
rebuilding part of the health capacity required in
Canterbury. However, it is important to realise that this
does not address all of our facilities issues.

Our health system will continue to have significant
capacity challenges for a number of years. The Burwood
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Hospital redevelopment will not be completed until 2015,
and Christchurch Hospital will not be completed until
2018. In the meantime, we have to continue to maintain
service delivery and operate safely with fewer hospital
beds and severely damaged infrastructure.

Outside of the redevelopment, we have thousands of
damaged rooms, causing continued disruption as we shift
and relocate services to repair them. This invasive repair
programme will put additional pressure on our workforce
and moving services around will increase inter-hospital
patient transfers and, despite our best efforts is likely to
fragment clinical teams and services.

The timing of the rebuild projects is critical. As we begin
repairs, we must make careful decisions about short-term
capital investments in the context of the longer-term
direction, or health dollars will be wasted. This risk is
heightened by changes in building codes, which increase
the extent and cost of repairs - not all of which is covered
by insurance.

In order to avoid costly and wasteful investment, close
alignment of redevelopment and repair programmes is
essential, and the DHB is working closely with Ministry of
Health through the nationally appointed Hospital
Redevelopment Partnership Group to ensure that the
most is made of every opportunity.

The DHB is also working closely with primary and
community health and social services providers as they
look to repair and redevelop their own facilities. We will
support the development of Community Hubs and
Integrated Family Health Centres in key locations across

, [+ }VEE] ps]}v 8} ]V\Qg@tegl??r\yxo further align community health facilities

with the future model of care.

The business case for the redevelopment of the Kaikoura
Hospital site as an Integrated Family Health Centre
received Cabinet and Capital Investment Committee
approval in April 2013. Detailed design plans have been
completed and the DHB expects to commence
construction in mid-late 2014.

The DHB will progress development of the Community
Hub in Rangiora in the coming year. Detailed design plans
have been completed and the first phase of construction
is set to being mid-late 2014.

In  Ashburton demolition is already underway in
preparation for development of a new theatre block,
acute admitting unit and ward refurbishment.
Construction will be completed in 2015.

The development of the Christchurch Health Precinct is
another major anchor project under the Christchurch City
Rebuild. The DHB is working in a partnership with the
Christchurch Central Development Unit, Universities of
Canterbury and Otago and the Christchurch Institute of
Technology on this projectQur outpatient, teaching and

parking facilities are being considered in this master plan.

1A

TheolgHB will also carefully consider the future of all of its
rural hospitals, many of them significantly damaged by
the earthquakes. A Rural Strategy will consider the role
of facilities, alongside strategies for the future
sustainability of health services in rural communities.
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Connecting our health system

A fully integrated health system is one that provides a seamlessdf care rather than a series of isolated events. In a
constrained environment, our focus on managing patient flow and cegdy demand becomes criticalThe answer to
improving the health of our population, meeting the demands on system and rebuilding our lost capacity is not more of
the same services, but more of the right services delivered in the rigbe,@athe right time by the right person.

Our approach has been to bring health professionals from the community, general praatidespital specialties together
under the banner of the Canterbury Clinical Network (CCN) Distrimnédli By working alongside one another to design new
models of care we are streamlining the interface between servicesiraproving outcomes for our population by making
§7 S pue }( 00 }UE Z 08Z +Ce3 u[s E ~YuEAeoX WY} oM vFZ GtorhlanppGatmary } E
models are focusing on freeing up specialists to play a bigéeimr@atient care as part of multidisciplinary teams. Bakck

by integrated information systems this approach is improving both servicetyaalil clinical outcomes.

6.1

To deliver truly seamless care for our population, the whole Cauntgrbealth system must be engaged in the vision,
connected through system-wide pathways and shared information Bysteand supported by infrastructure that

Service integration

complements and enables responsive service delivery models.

OUR PERFORMANCE STORY2B14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMAN EVIDENCED BY

Continue to engage
the whole of the
health system in the
vision to support
transformation and
improve outcomes for
our population.

Invest in the
development of a
Rural Health Strategy
to create a clear vision
and tailored rural
health solutions.

Implement new
models for community
pharmacy services to
promote the role of
the pharmacist in the
multi-disciplinary
team.

Continue to ensure system-wide participation, joint planning
and clinically-led service development through the CCN Allia

Develop a leadership succession plan for CCN to ensure the
sustainability of the District Alliance.

Broaden the range of partners within the District Alliance.

Support implementation of the Integrated Performance and
Incentive Framework (IPIF) once developed nationally.

Support the Rural Health Workstream to deliver a fit for
purpose vision of sustainable health services for rural areas.

Support the Rural Funding Service Level Alliance to determir
the distribution of rural subsidies for the Canterbury region.

Consolidate, fund and implement models for sustainable afte
hours services in rural areas.

Support strategies and initiatives to improve mental health ar
wellbeing and improve the resilience of the rural population.

Facilitate the increased use of video conferencing technology
for education, peer support, supervision, and clinical session
reduce to need for patient travel.

Bring a rural voice to the Canterbury-wide recruitment strate(
to ensure retention and recruitment initiatives support a full
staffing complement in rural areas.

Monitor and provide input to the development of a Canterbur
Locum Coordination Service

Support the Pharmacy Service Level Alliance (SLA) to overs
the Demonstration Pharmacy Programme and foster patient-
centred clinical relationships across the system.

& ]o]8 § S$Z Ju%o u vs Sltv }( Z> Vv[ %
demonstration sites to free up pharmacists for patient care.
Enable access to eSCRV and CCMS in Demonstration Sites
part of the integrated approach to care planning.

Support effective use of Pharmacy Long-term Condition (LTC
Assessments and funding (under the national contract).

Continue to support the Medication Management Service
(MMS) give people greater understanding of their medication
and reduce the risk of harm from medications use.

2The Q references refer to quarters of the financial year Q1: July-Septemhb@ct@ligr-December, Q3: January-March and Q4: April-June.
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More signatories to the district
alliance agreement base 8.

Increased visibility of CCN activity
and system improvements.

Mechanism for implementation of
IPIF established in line with
national timeframes.

Agreed rural solutions documentes
and recommended to ALT Q4.

Rural Funding allocations reviewe:
and distribution plan agreed Q4.

Rural Funding distribution plan
implemented Q1 2015/16.

Video conferencing technology
embedded in remote rural
practices Q4.

Canterbury Locum Coordination
Service operational Q4.

Demonstration site evaluation
completedQ2

Lean resources toolkit available to
demonstration sites and wider
community pharmacy Q2.

More patients enrolled in the
Pharmacy LTC programnidase
11,901.

2,000 people referred to MMS.
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OUR PERFORMANCE STORY2014

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMAN EVIDENCED BY

Develop a responsive
radiology service to
improve access to
diagnostics and
support appropriate
clinical intervention
and treatment.

Implement a seamless
and patient-centric
model of laboratory
services to support
appropriate clinical
intervention and
treatment.

Support the closer
alignment of clinical
information,
processes, systems ar
technology to support
the transformation of
the system.

Support the closer
alignment of physical
infrastructure to the
model of care.

Support the Radiology Service Level Alliance to develop a
seamless radiology service that provides radiology images a
reports to clinicians in both public and private practice.

Implement service development initiative to improve imaging
quality and reporting at Kaikoura Hospital.

Support continuous process improvement through service
audits on wait times and service quality of contracted provide

Align radiology referral and triage criteria (across and betwee
primary and secondary care) to improve equity of access to
radiology services and appropriately target acute services.

Support the Laboratory Service Level Alliance (SLA) to comg
the review of sample collection sites and roll-out the new
collection centre plan to improve access to laboratory service

Undertake laboratory patient satisfaction surveys on all aspe
of laboratory service and identify areas for improvement.

Work with practices to encourage timely communication of te
results and identify strategies to support patients to better
access and understand their laboratory test results.

Continue to maintain direct GP access to elective surgical
procedures lists and specialist advice with ong@aiR-GP
referral, procedure training and specialist oversight.

Maintain current clinical HealthPathways to support the deliv:
of the right care, in the right place, at the right time.

Support the expansion of Healthinfo to provide people with tt
information they need to better manage their own health.

Continue to support the use of eSCRYV to provide secure acc
§} %o S key &¢alth information in any health setting.

Continue to support the use of ERMS to streamline referrals
improve triaging capabilities within the system.

Further enhance the capability of the Collaborative Care
Management Solution (CCMS) to better coordinate care for
individuals with long-term conditions/complex health needs.

Enable the IFHS Governance Group to support general prac
to develop and implement Integrated Family Health Services
(IFHCs) and encourage projects in targeted areas of Christct
city where high demand and limited capacity are evident.

Support implementation of the Collaborative Care Programm
and CCMS in newly developed IEHS

Develop an IFHS Training Programme to support Canterbury
general practices and PHOs in developing IFHCs.

Support the Kaikoura Service Level Alliance to deliver the IFI
facility and strengthen the integration of rural health services

Enable information transfer between Kaikoura service provid
with support of a common Patient Management System.
Continue to support the Akaroa community to develop a
community owned and operated Akaroa IFHC.

Continue to explore the feasibility of a private development o
an IFHC on Ashburton Hospital grounds.

Complete the development of the Rangiora Community Heal
Hub to provide a range of outpatient and community speciali
activity alongside extended primary care in Rangiora.

Canterbury DHB Annual Plan 2013}-

GP access to Ultrasounds, X-ray &
CT scans maintained.

90% of accepted referrals for CT
scans receive their scan within six
weeks.

80% of accepted referrals for MRI
scans receive their scan within six
weeks.

Consultation with collection centre
users completed Q1.

First Centres relocated Q4.

Increased proportion of patients
test results are explained Q4.

Advice and education provided to
referrers via HealthPathways.

>600 HealthPathways available
across the Canterbury system.

Increase number of visits to the
Healthinfo sitet base 25,451.

95% of general practices and
pharmacies have access to eSCR

>80% of all GP referrals to CHCH
Hospital are e-Referrals via ERMS

Increase number of CCMS record:
base to be established Q1.

IFHS Process training package
developed Q1.

6 IFHS groups in progress phase.

10 IFHS groups engaged in
implementation phase.

Construction of the Kaikoura IFHC
underway Q1.

Shared patient record in use in
Kaikoura Q3.

Decision on Akaroa IFHC
developments Q1.

Decision on Ashburton IFHC
development Q1.

Construction of the Rangiora
Community Hub underway Q1.

Maternity and Flexi-Beds open Q3
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6.2

The World Health Organisation estimates that more than 70% of healthcare funds areosgen-term conditions. Many
long-term conditions share common risk factors, such as smokagfjvity, poor nutrition and obesity. By promoting healthy
lifestyles and supporting people to identify and reduceithissk factors, many long-term conditions are preventable.

Disease prevention

International literature on disaster recovery indicates an increase in risk bmiravs typical in response to stressful events,
and those vulnerable prior to the disaster have an increased riskhaf lpealth. The earthquakes have had a considerable
impact on Canterbury residents, with many people shifting from their hoarmesbecoming disconnected from their usual
community and support networksThe Ju% & }v % }% 0 [+ Z 03 Znovalwhys immmpdiate]and may develop
and progress for several years after the event.

As we rebuild our communities, it is crucial that we continueptovide population and community-based prevention,
education and support services that promote wellbeing and hegdlfbstyles. Without a deliberate focus, unhealthy lifestyl
behavioursan 3$Z Ju% $§ }v %o }% any b&canue ifgrdned for the longer-term.

Canterbury has a detailed Public Health Action Plan for 201#/h&h can be found at www.cdhb.gont

OBJECTIVE

Ensure health and
wellbeing are
considerations in
earthquake recoveryct
positively influence the key
determinants of health.

Contribute to programmes
and initiatives that
improve housing quality.

Implement programmes
that reduce the harm
caused by alcohol.

Enable prompt
identification and analysis
of emerging disease
trends, clusters and
outbreaks.

OUR PERFORMANCE STORY2D14
ACTIONS TO DELIVER IMPROVED PERFORMANC

Lead the inter-sectorial work of Healthy Christchurch.

Work alongside the Mental Health Foundationéo §Z Z oc
ZIPZSM[ ¢} ] o u I S]vP A oo ]JvP u% ]F
Update issues papers for the City Health and Wellbeing Profile t«
inform cross-sector recovery work and promote the use of Healtt
and Social Impact Assessments.

Engage with CERA and CCC rebuild and recovery planning, incl
participation in the Community Wellbeing Planners Group (CWP
Interagency Psychosocial Committee, CERA Wellbeing Survey (
Working Group, and Canterbury Wellbeing Index Project (CWI).

Partner with ECAN to ensure health and drinking water quality al
key considerations in the Canterbury Water Management Strate(

Work alongside Community Energy Action encouraging referral «
Auov E 0 % }%0 3§} 8Z Zt @me.& u]o] ¢

Contribute to the work of the CERA-initiated Sustainable Homes
Working Party to further enable sustainable home improvements

Continue to contribute to cross-sector initiatives to resolve housil
issues, particularly for unwell and at-risk families and support he
organisations to identify housing issues and locate help.

Build on DHB Alcohol Position Statement and facilitate developn
of DHB Alcohol Harm Reduction Strategies (AHRS), with associi
outcomes frameworks and indicators.

Develop new communication tools to engage and inform patients
and professionals around alcohol misuse and improve the overa
response of the health sector in addressing alcohol-related harm

Work with other agencies to deliver host responsibility training to
improve the skills of Duty Managers in reducing alcohol harm.
Assist Police with alcohol controlled purchase operations (CPOs
reduce the supply of liquor to minors.

Participate in national Health Promotion Agency activity aimed a
preventing Fetal Alcohol Spectrum Disorder.

Review, analyse and report on communicable diseases data,
including via web applications and written reports.

Produce disease-specific reports for communicable diseases of
concern (such as Pertussis) and other diseases causing outbrea

Review, analyse and report on other disease data (including alcc
related harm).

Canterbury DHB Annual Plan 2013}-

EVIDENCED BY

A regular programme of
Healthy Christchurch hui
and lunchtime seminars is
developed, with 2 hui and
8 seminars held.

Z oo Z]PZ3SM][
evaluation initial resis
available Q2.

1-2 medium-scale Health

Impact Assessments
completed Q4.

u’

Increased referrals to
Warm Familie®4.

CDHB contribution is
evident in relevant
group/project outputs.

AHRS Outcomes
framework developed Q2.

30 host training sessions
delivered Q4.

All licence applications
responded to within 15
working days.

12 CPOs and 12 night-time
visits completed Q4.

ZWp o] , 0oS8Z /v
Y u S d&Eriqgied.
Timely and effective
identification of and
response to outbreaks and
elevated disease incidence



OUR PERFORMANCE STORY2014
ACTIONS TO DELIVER IMPROVED PERFORMANC

OBJECTIVE

Through the DHB Advisory
Group and Smokefree
Canterbury work to ensure
an integrated approach
towards Smokefree
Aotearoa 2025.

Build on gains made in the
delivery of the ABC
programme within primary
care with a continued
focus on successful
strategies to achieve the
health target?*

Refine delivery of ABC
programme in hospital
settings to maintain
performance against the
health target

Support the provision of
advice and support to
pregnant women who
smoke.

Provide targeted
community-based ABC an
cessation support to high
risk population groups.

Update the CanterburfyDHB201215 Tobacco Control Plan.
Refine theru}l (& vs E uE C jwatéh thé Siptakp of
cessation services, policy templates and toolkits.

Continue work with local councils to extend smokefree public spi
and provide advicen implementing smokefree social housing.

Continue to support social service organisations, schools and
workplaces to establish smokefree policies and environments to
reduce smoking and support increase quit attempts.

0]*Z §Z , 0SZ WGE&E Z @doe. u}

Support the development of individual practice smokefree policie
and identification of clinical leads to champion the ABC programi
V VeuE 8Z Z 03Z 5 EP § ] Z}Av |
Continue DHB, PHO and Practice-level performance tracking an
review to enable targeting of practices where performance is low

Expand use of advanced IT tools to prompt and capture ABC ac
including Text-2-Remind and appointment scanners and support
practice-level coaching to improve the recording of interventions.

Supplement the positive inquiry and education by PHO practice
liaison and support teams with additional targeted support from t
ABC Smokefree team to improve performance and systems.

.8 v g

Share primary and secondary ABC data to ensure fallpof
patients as clinically indicated and matching of activity.

Continue to support regular health target meetings between DHE
and PHO leads to review performance and targets.

Maintain weekly feedback reports on performance and promote i
use of online performance dashboards by individual wards.

Continue to support Directors of Nursing and Lead Charge Ntost
champion the health target and monitor performance.

Undertake adit/analysis of care pathways where no intervention
recorded and follow up to improve performance and systems.

Maintain a Training Calendar for Smokefree education and conti
to support e-learning ABC modules for staff.

Review and revise the process for the distribution of Quit packs 1
make this easier for staff and reduce time spent making packs.

Progressivelyv S E} ABCdata(] o ¢ plldigw electronic
documentation.

Support the , [<LMC Liaison to engag®Csin delivering ABC
and provide a feedback loop on performance against the targets

Offer Smokefree and ABC training to LMCs, including spaces on
lunchtime training sessions.

Work alongside LMCs, Smokechange, Aukati Kaipipa and Pacifi
Coaches to provide cessation support to pregnant women.

Through the Well Child Tamariki Ora Quality Improvement Pla
identify opportunities to increase the proportion of mothers cke
free at two weeks postnatal with a particular focus &n } E |

Continue to provide ABC training to pharmacy staff to increase tl
number of ABC interventions provided.

Continue to provide targeted cessation support through Pacific T
Canterbury and the Aukati Kaipaipa cessation programme.

Maintain the electronic referral pathway to specialist cessation
providers to streamline and increase cessation referrals.

EVIDENCED BY

Updated Plan in place Q2.

>73% of year 10 students
Z A Zv A E ..u}l
>7,000 Canterbury
residents seek cessation
support from Quitlire.

<5% of the population will
be current smokers by 202

Monthly monitoring of
performance against the
health target.

Advanced IT tools in place
in all practices Q1.

50ABC training sessions
deliveredin primary care
by the ABC team Q4.

Quarterly progress toward:
90% of enrolled patients
seen in general practice
being provided with advice
and help to quit.

Monthly monitoring of
performance against the
health target.

Quit Pack process
streamlined Q2.

>250staff members
receive ABC traininQ4.

95% of all hospitalised
smokers are provided with
advice and support to quit.

Training sessions offered t
LMCs Q1.
Cessation data review Q2.

90% of pregnant smokers
are offered advice and
support to quit.

86% of mothers smoke fre
at two weeks post natal.

>1,000 Quit Cards provide
by Pharmacy4.

>100 people enrol with
Paific Trust cessation Q4.

>240 people enrol with
Aukati Kaipaip®4.

24 The ABC Programme involves: Asking if a patient smokes, offering Brief Advice td mefieraimg them to Cessation support.

Canterbury DHB Annual Plan 2013}-



6.3 Acute demand management

Continued growth in acute (urgent or unplanned) hospital adminssis one of the most significant challenges for DHBs to
manage and places intense pressgre  }veS@E Jv  Z}*% ]38 0 E *}uE <of-systerd afpreadh @[maAaging
acute demand has enabled us to successfully maintain the loagesstandardised rate of acute medical admissions of any
large DHB in the country (and the second lowest rate of overnight admissions).

This work is being driven under the CCN through the Urgent Carie&kevel Alliance, whose members are clinicians, health
professionals and managers from across the system providing their catletinking and experience to developing
strategies and initiatives to reduce the pressures of acute demdiekir focus has been on ensuring an appropriate mix of
urgent care services are available, so that only people who hesgplital services present at emergency departments (ED),
and that people leaving our hospitals are appropriately supportedischarge - reducing both the time spent in hospital and
the likelihood of readmission. This picture also involves nggtkia very best use of our ED resources enabling clinical teams
to ensure people get the care they need quickly and that only those whd hespital services are admitted.

In 2012/13U v & PEC]- us uv D v P u vihanagedd]5,374 efsddes of urgent care in the
community rather than in hospitalMany acute admissions result from exacerbations of long-term conditiea acute
demand services have close links with programmes that optimise thegeament of long-term conditions both in terms of
prevention and rehabilitation.

FIGUREW Ed Z hZz['VEDNCURKE CARE MODEL
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OUR PERFORMANCE STORY2B14

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANCE EVIDENCED BY

Continue to develop
and refine
community-based
acute demand
response to ensure
only people who
needhospital
services present at
ED.

Deliver shorter stays
in emergency
departments.

Improve facilitated
discharge services tc
reduce the time
spent in hospital and
the likelihood of
readmission.

Ensure the
effectiveness of the
Urgent Care
Programme by
evaluating and
redefining priorities.

Promote calling general practice as first point of (phone) contact 24/7.

Maintain zero fees after hours for children under six and free afterkio
nurse phone advice and triage service.

Engage in strategies to increase enrolment with general practice amor
people new to Christchurch (particularly the rebuild population).

Continue to invest in acute demand services that provide primary care
with options to support people to access appropriate urgent care in the
community rather than in hospitals.

Maintain direct GP access to diagnostics including urgent blood tests,
Rays and Ultrasounds.

Engage St John Ambulance crews to use the Ambulance Referral Patl
and ADMS to safely manage patients in the community (with a key foc
on COPD and Heart Failure patients).

Enable proactive management of vulnerable patients in the community
through investment in community observation capacity.

Develop cross-hospital agreements to maximise patient flow fromarri
(including GP referral) to exit from ED which are robust enough to mar
winter peaks and capacity/bed constraints due to invasive repairs.

Progressively implement the national ED Quality Framework and
associated ED Quality Measures in line with national expectations.

Use the B Quality Framework to review key ED performance metrics a
improve patient flow via visible ED dashboards.

Further develop and refine the acute patient journey in AMAU to
eliminate wasted time and ensure patients are admitted or supported f
early discharge in the community.

Continue to proactively address key contributors to ED overcrowding
including: unenrolled population demand (i.e. rebuild workforge)mary
care capacity for same day/early evening appointments, length of stay
wait times for inpatient services and frequent attendees patterns.

Complete the implementation of the Restorative District Nursing and
Community Support Services model to better support people on diseh:
and reduce the likelihood of readmission.

Apply acute demand resources to support transition to the community
from ED and timely discharge for patients where appropriate.

Work alongside COPD, Heart Failure and Frail Older Persail $Z A (
development teams to implement targeted responses that improve the
flow of patients to the most appropriate services.

Ensure older people (65+) discharged after fall events are referreckto t
Falls Prevention Programme to reduce the risk of further falls.

Expand CREST services (and ADMS) to maximum capacity to suppor
earlier discharge from hospital and reduce the likelihood of admissio
readmission.

Review acute demand (and supported discharge) services to ensure tl
are targeted at patients with the greatest capacity to benefit and suppc
people with the highest level of need.

Participate in national and regional networks focusing on the developn
of service improvement programmes

Forge links with similar programmes such as Primary Options for Acut
Care (Auckland) and Hospital in the Home (Australia).

Canterbury DHB Annual Plan 2013}-

>25,000 urgent care
packages provided in the
community.

>400 patients utilise the
Ambulance Pathway.

Rate of acute medical
admissions maintained at
<5,000 per 100,000.

Proportion of the
population presenting to
ED maintained at <18%.

Reporting against ED
Quality Measures Q1.
EDQuality Framework
introduced in line with
national expectations Q3.

95% of people presenting
at ED are admitted,
discharged or transferred
within 6 hours.

>1,200 people (65+)
referred to community-
based falls prevention
services.

>2,200 peopleccessing
CREST Services.

Reduction in beds occupie
by patients aged 75+ for
more than 14+ day$
baseline 197.

Acute inpatient average
length of hospital stay
maintained at <3.86 days.

Monthly data reportingQ1
Primary/Secondary datase
produced Q3.

Links established with
similar programmes
nationally and
internationallyQ4.
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6.4

Long-term conditions (including Respiratory Disease, CardiovascuasB®ifiabetes and Cancer) are the leading cause of
death and a major cause of avoidable hospital admissions. The Wealth Organisation estimates that over 70% of health
funding is currently spent on long-term conditions and that with an agpamulation, this will increase.

Long-term conditions management

Our approach in addressing long-term conditiesi® support good systematic practice at every point of the care continuum
while aligning service models and funding to facilitate eaitieervention and treatment. This woikdriven by clinically led
service groups who review patient pathways across our health systehidantify opportunities to improve patient care.
Closely aligned to our acute demand strategy, our approach tetiemmg conditions management is already reducing acute
and avoidable admissiofisto our hospitals and minimising the impact lodg-Eu  }v ]13]}ve Z A }v %o }%0 [°

The clinically led Integrated Respiratory Service was one dirdtdocus areas where health professionals from across the
system came together to design and implement more integrated modelsare to improve outcomes for people with
respiratory disease. This collaborative approach has enable@redidignosis and treatment with services previously only
available with a hospital appointment now being delivered i tommunity, including sleep assessments and mobile
spirometry testing. The development of alternative ambulance pathways with people @Htihonic Obstructive Pulmonary
Disease (COPD), a major cause of prevented hospital admission,dhsetisa major shift with over 40% of winter COPD
call-outs now being safety treated in the community rather than in hospital enmesgdepartments.

A deliberate focus, through our Collaborative Care Programme (G&Mnproving the identification of people at-risk,
proactive self-management and integrated care planning for thogh leng-term and complex conditions will further
improve outcomes for our population. The CCP is a coordinatechaitddisciplinary Programme that places the patient at
the centre (by involving them in the development of their cal@np and facilitates the sharing of that care plan across all the
clinical teams involved with the patient. The Programme is clipited and supported by dedicated primary care liaisons
and care coordinators who facilitate the development of the care plans and the reareag of patients.

OUR PERFORMANCE STORY2B14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANC EVIDENCED BY

Improve the
coordination of care
and support for all
patients identified with
long term and complex
health conditions.

Improve the
identification of people
at risk of respiratoy
disease.

Increase access to
services that support
people with
respiratory disease to
stay well and better
manage their
condition.

Encourage identification and enrolment of patients with long-tern
and complex conditions into the Collaborative Care Programme.

Support clinical teams to develop and refine shared-care-plans fi
complex patients with access to, and training in, the Collaborativ
Care Management Solution (CCMS) software.

Facilitate monthly Model of Collaborative Care Advancement
meetings to support care coordinators to deliver a more
collaborative approach across general practice.

Engage with St John and the 24 Hour Surgery around high users
promote the use of CCMS and Acute Care Plans to improve sup
for patients at risk of hospital admission.

Continue to consolidate and refine the early identification of peoy
with COPD through active case finding in primary care.

Continue to maintain direct access to diagnostics in community
settings rather than in hospital to support diagnosis of COPD.

Promote programmes that encompass warmer homes and smok
cessation to support people at risk of respiratory disease.

Establish a Continuous Positive Airway Pressure (CPAP) model
supports annual patient reviews in the community.

Establish a model of community-based care for cystic fibrosis an
bronchiectasis patients (with ambulatory suppurative lung diseas

Develop strategies to reduce sleep assessment waiting times.

Continue to support clinical education in managing respiratory
disease and provide general practice managing COPD patients \
specialist support from community respiratory nurses.

Continue to support access to pulmonary rehabilitation programr
and promote programmes amongst general practice to increase
E (EE o° vV Ju% E}A % }%o0 [+ u v P u

Continue to support the COPD admission avoidance project.

2 The baseline rate for COPD admissions is frordGh#12 year t admissions were 1,403 and the readmission rate for COPD was 23.7%.

Canterbury DHB Annual Plan 2013}-

Increased number of patient
records in the CCM$8base to
be established Q1.

Increased number of CCMS
userst base established Q1.
CCMS available to St John an
the 24 Hour surgery Q4.
Patients report improved self-

management and quality of life
through EQ3D and PIH tools.

>1,000 people referred to
community-based spirometry
testing.

>800 people access
community-based sleep
assessments.

CPAP HealthPathway live Q3.

Canmunity-based lung diseast
model established Q4.

Reduction in COPD admission
rates Q4.5

>150 people access pulmonar
rehabilitation.

Reduction in COPD readmissi
rates t base 23.7%.
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Improving the identification and management of people with Diabetes

Building on the success of our Integrated Respiratory Servicehave established an Integrated Diabetes Service
Development Group (I%3 to design and implement a more integrated and coordinated appréachabetes care and to
improve outcomes for people with diabetes. Under the leadersliithe IDSDG, we have already begun to provide more
enhanced services for people with diabetes with an agreed Wesstiandard of care for all patients, the development of
clinical pathways to improve referral to community-based support servéces increased investment in those support

services. The integrated model is facilitatedamommunity-based dietician and team of Clinical Diabetes Nurseghipeci
who support general practices to ensure the systematic identification and improvedgeaent of people with diabetes.

OUR PERFORMANCE STORY2D14

OBJECTIVE

Improve the identification
and management of
people with diabetes.

Increase access to service
that support people with
diabetes to modify their
lifestyles, stay well and
better manage their
condition.

ACTIONS TO DELIVER IMPROVED PERFORMA

Support general practice to identify thigpopulation with
diabetes, including the identification of high-risk patients.

Continue to support general practice to deliver approprial
levels of care and support to patients identified with
diabetes, in line with clinical guidelines established undel
the Diabetes Care Improvement Package (DCIP).

Monitor service delivery against agreed quality indicators

Continue to refine the DCIP and review the model agains
the national Quality Standards for Diabet@s ¢raft).

Review the clinical pathways for diabetes and update
referral protocols and service links to support the improve
management of patients.

Continue to support the IDSDG to review and monitor
diabetes outcome indicators for the populatiéh.

Review existing protocols for diagnosing and managing
women with gestational diabetes to ensure they reflect
evidence based guidance and align to new national
guidance on gestational diabetegef to be released

Maintain diabetes lifestyle information on the HealthInfo
site to support people to reduce diabetes risk-factors and
improve self-management of their condition.

Encourage increased referrals to lifestyle programmes th
help reduce diabetes risk factors including: Green
Prescription, Appetite For Life and Senior Chef programn

Continue to invest in community based support for those
newly diagnosed with diabetes or starting insulin to provic
them with the tools to better manage their condition.
Support actions and processes to increase referrals and
access to community-based diabetes retinal screening.
Implement a best-practice podiatry service for high-risk
diabetes patients; including audit and reporting processe
Continue to support the community dietician and diabete:

nurse specialists to deliver mentoring and clinical educati
to general practice teams.

Support Zansfer of cargprocesses between service
providers to improve the coordination of care.

Monitor wait times for people with Type 1 or complex Tyg
2 diabetes accessy support from the Diabetes Centre.

26 The review of diabetes outcomes indicators will include @f v

8} &z 087 Y

EVIDENCED BY

Six monthly service reporting on
patients with diabetes coded in
general practice systems Q2, Q4.

Review of Diabetes Clinical
HealthPathways Q2.

Annual review of diabetes
outcomes indictors Q4.

>90% of the population identified
with diabetes have had an HbAlc
test within last year.

>75% of the population identified
with diabetes have acceptable
glycaemic control (HbAlc
<64mmol/mol).

Review of Diabetes Screening
HealthPathway Q2.

Podiatry service operational Q2.

Diabetes education sessions
delivery as part of Canterbury
education programme Q3.

3,000 people access Green
Prescriptions for additional physic:
activity support.

Increased number of people newly
diagnosed with Type 2 diabetes
access support in the community
base 82.%7

Increased number of people with
Type 2 diabetes and starting
insulin, access support in the
community t base307.2

Increased number of people
identified with diabetes access
retinal screeningt base 5305.

No patient waits more thad
months for a FSA Q4

HolsC v "~ (3C

Variation for Diabetes and consideration of the quality improvements requiretptove outcomes for people with diabetes.

27 Total of subsidies claimed by general practice to assist people newly diagnosé&gipeith diabetes and to assist people in starting insulin

in the 2012/13 year as at February 2014 (includes late claims for the period).
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Improving the identification of people at risk of Cardiovascular Disease

Cardiovascular disease includes coronary heart disease, stroke and other didahsdseart and circulatory system, and is
a leading cause of death and hospitalisation in New Zealakd.othier long-term conditions, improving outcomes for people
with cardiovascular disease is reliant on the systematic identification and management ¢¢ pdapare at risk Increasing
the number of Cardiovascular Disease Risk Assessments (CVDRAS) delivaredyrcare is a national priority.

dz ,

]+ A}YEI]vP

O}vPe] v & PEC[* SZE

OUR PERFORMANCE STORYRb14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANC EVIDENCED BY

Maintain visibility of

DIVIS}E s Z o]A @EC Al§Z Z} E & %

progress in delivery of progress against the primary care health targets by DHB and PH

the Primary Care
Health Target.

Support the use of
effective strategies to
improve delivery and
recording of CVDRA
(including structured
discussions) and the

management of people

at risk of

cardiovascular disease

28

Continue to meet with the PHOSs to review delivery and set progr
targets to maintain momentum and share success strategies.

Identify clinical leads in general practice to facilitate the delivery
health target activity and provide clinical guidance.

lu% o § adaBysés of the eligible population not recorded a
having received a CVDRA by age, gender and ethnicity to infornm
improved coding and delivery of risk assessments.

Supporting PHO practice liaison teams to assist general practice
support a programme of automatic recall and contact with patien
eligible for CVDRA.

Encourage the development of individual practice plans for delivt
3} s Z 8} vep® 3Z Z 03Z 3 EP § ]« Z}A
Provide general practice with updates on enrolled patients
discharged from hospital with a clinical cardiovascular risk of > 2
to allow for appropriate clinical follow-up with patients.

Encourage general practice to engage in the delivery of addition:
general practice/nurse led CVDRA consultations after hours or ir
alternative locations to reach people not currently engaged.

Support clinical governance groups to provide advice and guidar
on the delivery of structured discussions with patients on their
cardiovascular risk and mitigations strategies.

Maintain direct GP access to exercise tolerance testing to suppo
CVDRA and improved cardiovascular disease management.
}Joo JE & v VvP P A]3Z D }E] w

develop strategies to increase delivery of CVDRAs.

\Y

1C

Review successful outreach programmes in other DHBs and idel
opportunities to implement this activity in Canterbury.

Continued to provide training for administration staff in flagging,
recalling and coding of patients to assist in the recording of activi

Continue to provide nurse training in CVDRA through induction
programmes and routine practice visits.

Continue to support PHO practice liaison teams to provide advict
education to general practice to improve performance and syster

Link in with the Heart Foundation to access additional training
opportunities for general practice staff in CVDRA delivery.

Ensure all general practices have advanced IT tools in place to
support identification of eligible populations and to prompt and
capture activity including Text-2-Remind and appointment scann

Provide training for general practice teams in the use of the patie
dashboard, Dr. Info and other advanced tools.

28The action in this section are in line with those agreed betwedpHi@s, DHB and Minisyr } ( ,
]V o 1V R PhIE PpAPaFo} EHS 1 PIA WIG {87 Oheckstarged.53Z ~
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Monthly dashboard reporting
on progress against target.

More Heart & Diabetes Check:
Action Plan in place Q1.

Identified clinical leads across
general practice Q2.

Gap analysis completed Q2.

An increased number of
practices have individual
C\DRA plans in place Q1.

Monthly reporting on activity
and progress against target.

Delivery of CVDRA after-hours
clinics or community events
Q2, Q4.

An increased number of
structured CVD discussions
delivered t base 358.

Quarterly progress towards
90% of the eligible population
having had a CVDRA within th
last 5 years.

QuarterlC Jv E -
CVDRA rates

lv D

Education round post-topic
CVDRAS bulletin circulated Q1

Monthly practice visits
undertaken.

Heart Foundation training
provided Q2, Q4.

100% of practices have
advanced IT tools in place.

Increased number of practices
actively using the Patient
Dashboardt base 86.

v E HEC

37
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identification of people at risk of cardiovascular disease and increased dellVEW®B/As in line with national expectations.
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Reducing the time people spend waiting

Timely access to services is a key factor in minimising the msigreof iliness, helping people to stay well,
supporting their functional independence and improving the guaif their lives. Health professionals across

Canterbury are working to deliver a health system where the key measure of successygiaug is reducing
the time people waste waiting.

6.5

Diagnostic services such as laboratory and radiology tests are a kdgresfadbomore integrated health system. Timely access
to diagnostics and specialist adwican better inform a treatment plart v}§ }voC ¢ AJVP % }% o0 [+ §]Ju U p3

Short waits for diagnostic services

the harm and complications that can arise from a delay in intervention.

OUR PERFORMANCE STORY2B14

OBJECTIVE

Continue to improve
patient pathway mapping
and access to diagnostics
to facilitate timely and
appropriate referral and
treatment.

Improve access to
diagnostic services to
support earlier treatment
and minimise the impact o
Cancer.

ACTIONS TO DELIVER IMPROVED PERFORMA

Continue to maintain direct GP access to a full suite of
diagnostics to reduce waiting times for treatment.

Ensure internal data collection systems are in place to
facilitate accurate reporting and monitor diagnostic waitin
times to identify issues and barriers to access.

& Jol]s § e S} E (EE O * U%O *
support peer review of radiology utilisation in readiness f
introduction of electronic ordering.

Work to recover CT and maintain MRI wait time compliar
through improved demand management strategies and
matching of capacity to constraift.

Assess identified barriers to diagnostic radiology and
prepare mitigation solutions in an action-based plan.

Continue to participate in national and regional clinical
networks focused on the development of diagnostic
radiology service improvement programmes.

Implement a service development initiative to improve
imaging quality and reporting at Kaikoura Hospital.

Implement a continuous process improvement through
service audits on wait times and service quality of DHB
contracted radiology providers.

Reforecast annual demand expectations and seek to ma
radiology staff accordingly.

Promote HealthPathways to ensure timely GP referral to
diagnostics for patients with suspicion of cancer.

Progressively implement actions identified through the
national Endoscopy Quality Improvement (EQI) programi
to support improvements in colonoscopy services.

Achieve a 50% reduction in waiting times for the current :
week category to support faster cancer treatment targets
without compromising other diagnostic groups.

Identify opportunities and strategies to further reduce
waiting times for colonoscopy by expanding the service
delivery model to include out-placed clinics, use of the
Mobile Surgical Services Bus and additional weekend clil

Implement national referral criteria for direct outpatient
colonoscopy and review thresholds and pathways to ens
people are referred for CT Colonography when appropric

20 The DHB will use best endeavours to achieve and sustain performancst digainational targets for CT and MRI however radiology
support needed to achieve priorities around reducing ESPI and cancer treataiterg times will put additional pressure on the service - the

EVIDENCED BY

Report on analysis of demand
trends completed Q1.

Monthly reports on referral activity
disrupted to clinical departments.

Complete implementation of Phas
Il of the National Patient Flow
Project Q4.

Issues-based Action Plan
completed Q2.

Quarterly service audits completec
for DHB-contracted providers.

90% of accepted referrals for CT
scans receive their scan within six
weeks.

80% of accepted referrals for MRI
scans receive their scan within six
weeks.

90% of accepted referrals for
elective coronary angiography
receive the procedure within 3
months.

Measurements for the HQ
programme documented Q2.

50% reduction in wait times for the
2 week category achieved Q2.

75%0f people accepted for an
urgent diagnostic colonoscopy wa
no longer than two weeks.

60%o0f people accepted for non-
urgent diagnostic colonoscopy wa
no longer than six weeks.

60%o0f people scheduled for a
surveillance/follow-up colonoscopy
wait no longer than 12 weeks
beyond plan.

CCN Radiology Service Level Alliance will closely monitor system pressures and waiting times.
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6.6 Shorter waits for elective services

Elective services are nopEP v3 % E} HE ¢« Vv 1% E 3]}ve 3Z § JuShEIL ® }¥ojov Pe %op]v]3E
discomfort and improving independent and wellbeing. Timely se¢e elective services is most often considered by the

public to be a measure of the overall effectiveness of the healtltesn. Asthe major provider of hospital and specialist

services in Canterbury and regionally, it is crucial that we coatioueduce waiting times and improve access services to

meet the needs of not only our own population but also the wider popaoifagicross the South Island.

With the loss of hospital beds after the earthquakes and an invasive and digrupgiair schedule ahead of us, this is goin
to be a significant challeng&.o respond to our capacity constraints, we have adopted a whislystem production planning
approach and will significantly increase outsourcing to the privedéos while repairs and the redevelopment of our facilities
are completed We will redesign our electives planning to increase capaciyraprove turnaround time for surgical patients
V % 3] v8 (0}A (E}ee JUE Z}+%]5 0eX dZ « &E | C]V GIER( PrEXZ0O V[ % E} p S]}v

OUR PERFORMANCE STORY2B14

OBJECTIVE

Appropriately allocate
electives funding to
support increased delivery
of elective surgery and
ensure equitable access fc
Canterbury and South
Island populations.

Implement the Electives
Redesign Project to ensure
sustainable service deliver
with certainty for patients
and referrers.

Continually identify and
support productivity and
efficiency gains to improve
patient flow and outcomes
for patients.

Participate in the Regional
Elective Services Alliance
support elective services
delivery across the South
Island.

ACTIONS TO DELIVER IMPROVED PERFORMAN

Continue to monitor intervention rates to ensure compliance
with national surgery targets and to assess equity of access.

Continue to use national Clinical Priority Access Criteria tools
and support treatment of patients in order of priority.

Promote the use of live data to assist teams to monitor delive
and performance, predict trends and identify improvement.

Participate in the development and implementation of the ne
National Patient Flow (NPF) system, including amending dat:
submission for FSA referrals as required.

Utilise private providers to maintain capacity and reduce wait
times while building internal capacity and workforce in line wi
the 2018 new facilities timeframes.

hslo]e }8Z & , o[ ( Jol8] = v <3 (( &
to Canterbury residents where possible and appropriate.

Progressively introduce see-and-treat and advice-only flows
provide more direct advice to primary care and reduce the
reliance on secondary care.

Implement standardised processes for triage, notification anc
forecasting to streamline patient flow and maximise capacity.

Maintain the Electronic Request Management System (ERM.
streamline and improve referral processes.

Maintain direct GP access to elective surgical proced GE2-
GP referral, procedure training and access to specialist advic
reduce both waiting times and demand on hospital servi€es.

Implement the national Enhanced Recovery after Surgery (E
pathways to help prepare patients for, and reduce the total
impact of, surgery and help them to recovery more quiékly.

Progressively implement the Frail Older PevdPathway to
streamline patient flow within the hospital and reduce de-
conditioning and the harm associated witt#t.

Support the rollout of regional clinical pathways for bariatric
surgery and the development of one new regional service.

Support establishment of regional Major Trauma Workstrean
and development of a three year action plan including
implementation of a Major Trauma Register.

EVIDENCED BY

>17 484 elective surgical
discharges delivered Q4.

Patient-level data for referrals
and FSA reporting into new
NPF system Q1.

Implementation of Phase Il of
the National Patient Flow
Project completed Q4.
Standardised intervention
rates maintained (per 10,000):
Major joints: 21

Cataracts: 27

Elective theatre utilisation
maintained at >85%.

100% of patient waihio more
than 5 months for FSA or
treatment Q1Q2and no more
than 4 months fromQ3-Q4.

ERAS pathway in place Q2.

&E ]Jo Ko E W E-}
embedded Q3.

Elective inpatient average
length of hospital stay <3.18
days.

Reduction in beds occupied by
patients aged 75+ for more
than 14+ days baselinel97.

Regional Bariatric Surgery
Pathway implemented Q1.

Designated Major Trauma
clinical lead identified Q2.

New regional service identifiec
and under development Q3.

Major Trauma Registry Q4.

30 Current procedures include: skin lesion excisions, Mirena insertions, Pipelle biopsg@ridsikeletal injections.

31 ERAS is focused on patients undergoing acute neck of femur fracture shi@Ejyafd elective total hip (THR) or knee (TKR) arthroplasty.
E W ESxuprepdly Weingdioted ih Christchurch and Princess Margaret Hespithwill be rolled out to Burwood

2dz &E ]Jo Ko
Hospital in the coming year.
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6.7

Cardiovascular disease is the leading cause of death in New Zealamatoving access to cardiac services across the
continuum (screening, early intervention, surgery and rehabilitgtieill help our population to live longer, healthier and
more independent lives. The provision of timely cardiac sesvieelosely intertwined with the delivery of the transalpine

Shorter waits for cardiac services

services to the West Coast DHB and activity through the Regional Cardiac Seligices. Al

OUR PERFORMANCE STORY2D14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMA EVIDENCED BY

Continually identify and
support productivity and
efficiency gains to improve
patient flow and outcomes
for patients.

Maintain production
capability for the delivery
of cardiac surgery and
ensure equitable access fc
Canterbury and South
Island populations.

Participate in the South
Island Alliance Cardiac
Workstream to align
cardiac activity across the
South Island.

Continue to provide direct GP access to Echocardiography
Exercise ECGs to improve referral quality and patient flow.

Embed theBReart Failure/ v]§] &§ Asdist patients, general
practice and ambulance staff to safely manage heart
conditions in the community where appropriate and reduce
unnecessary acute admissions and readmissiéns.

Update HealthPathways to reflect the Heart Failure Pathwe
model and to guide care management and referral to
specialist services where appropriate.

Maintain capacity to deliver cardiac surgery at 6.5 per 10,0
even if numbers of patients needing this type of surgery are
below the rate.

Continue to monitor ESPI waiting time and intervention rate
to ensure equity of access and continued compliance with
nationally agreed urgency timeframes.

Continue to use national Clinical Priority Access Criteria tor
and support treatment of patients in order of priority.

Continue to implement regionally agreed protocols and
pathways for patients with Acute Coronary Syndrome (AC<
ensure prompt risk stratification, stabilisation and approprie
transfer of ACS patients.

Continue to work with referring DHBs to ensure waiting tim
targets are met for ACS patients from other DHB regions.

Continue to participate in the collection and provision of da
for the national Cardiac (ANZACS QI) and Cath/PCI Regis!
enable monitoring of intervention rates and quality of servic
delivery.

Support development of a regional approach to cardiology
nurse training through the Regional Training Hub.

Support development and implementation of a regional
Percutaneous Coronary Intervention Pathway.

Support the regional implementation of the Accelerated Ch
Pain Pathway in Emergency Departments to reduce
unnecessary hospital admissions.

Support a regional approach to the storage/sharing of ECC

33 1n implementing the Heart Failure Initiative Canterhisignplemening a best practice model of care across primary and secondary services

(including emergency, general medicine, acute demand }o & %o ( ¢} folfovdng diieZ2xample of the COPD Initiative. A red card

Heat Failure HeathPathway
updated Q2.

Increased number of patients
with Heart Failure Red Cards Q:

100% of patients wait no more
than 5 months for First Specialis
Assessment (FSA) or treatment
QLQ2.

100% of patients wait no more
than 4 months for FSA or
treatment Q3-Q4.

Wait list for cardiac surgery no
more than10%of annual
throughput Q4.

>336 cardiac surgery discharges
delivered Q4.

Standardised intervention rates
maintained (per 10,000p4:

f Percutaneous
Revascularisation: 12.5

f Coronary Angiography: 34.7

Reporting to ANZACS QI Regist
Q1.

90% of people receive their
elective coronary angiograms
within 90 days.

70% of high-risk patients will
receive an angiogram within 3
days of admission (where day of
admission is day 0).

95% of patients presenting with
ACS who undergo angiography
have completion of registry data
collection within 30 days.

Participation in regional nurse
educator subgroup Q1.

PCI patient flow agreed Q2.

Common Accelerated Chest Pai
Pathway in place regionally Q4.

ECG records stored in Concerto

Q4.

has been developed to guide patients with self-management, and when to acciesoaal medical support. Ambulance staff d&@ng
supported to identify people that can be safely managed in primary care and/othegipaccess a clinically appropriate level of care.

Canterbury DHB Annual Plan 201%-
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6.8 Shorter waits for cancer treatment

Cancer is the second leading cause of death and a major drifiespitalisation in New Zealand. While cancers attributable
to tobacco smoking are expected to decline (with decliningatzo consumption), cancers related to poor diet, lack of
physical activity and rising obesity levels are on the increAsdeast one third of cancers are preventable, and the impact

and death rate of cancer can be significantly reduced through early diagnosiseahdent.

Over the coming year Canterbury is participating in the national inéiadiround delivering Faster Cancer Treatment and

improving the collection of data tracking the patient journey from refetoafreatment. This work is wider than Oncology

Services and requires a collaborative approach and commitment fromn@beuof clinical specialties across the DHB.
Canterbury also supports the South Cancer Network (regional cancaresewarkstream) with a focus on improving linkages
between the South Island DHBs, improving the coordination andtgoékervices and implementing the South Island Clinical
Cancer Information System.

OUR PERFORMANCE STORY2B14

OBJECTIVE

Identify and implement
actions to provide faster
cancer treatment to
reduce the impact of
Cancer and improve
patient outcomes**

Participate in the Southern
Cancer Network to align
strategic activity across the
South Island.

ACTIONS TO DELIVER IMPROVED PERFORMAN

}vSlvp S} Ju%eo u vS8 Zo v SZ]JVI]VvP[ %o
bottlenecks, improve patient flow and reduce waiting times.
Maintain flexible arrangements with external providers to
ensure maximum four-week wait times for radiation treatmen

Monitor waiting lists to proactively identify capacity issues an
provide the South Island DHBs with regular performance dat

Support Cancer Nurse Coordinators to attend national/regior
training and mentoring forums to build capability and support

Support more interactive recruitment strategies for key
oncology roles including: branding, facebook, alumni.

Implement the agreed model for identifying people with a hig
suspicion of cancer to enable the system-wide tracking of
patients from referral to treatment across all specialities.

Introduce a high suspicion of cancer triage code to enable th
tracking of referrals across all data points.

Increase the use of ERMS to streamline referral and triage.
Integrate the data from MOSAIQ Oncology Information Syste

with other clinical information systems to streamline the
workflow from first diagnosis/staging to treatment/followp.

Support the implementation of the South Island Clinical Canc
System as a regional clinical data repository.

Continue to utilise the new MDM coordination roles to improv
the coverage and functionality of Multidisciplinary Meetings.

Standardise information and electronic processes to better
support MDMs including electronic referrals and data sharing

Continue to support clinical decision-making and governance
processes around MDMs to implement the new model.

Expand use of videoconferencing to extend coverage of MD!

Support the regional review of three more tumour stream
standards including provision of relevant data.

Support the development of a cervical screening initiative to
improve rates of Maori women accessing cervical screening.

Review the Southern Cancer Network modelling, Regional Li
Accelerator Investment Plan and the National Radiation
Oncology Plan to ensure Canterbury has appropriate radiatic
treatment capacity to meet future demand.

34 Refer to page 36 for actions around shorter waits for Cancer Diagnostics.
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Monthly and quarterly
monitoring of wait times for
Cancer services.

100% of patients ready for
treatment wait less than 4

weeks for radiotherapy or

chemotherapy.

FCT data provided to national
collection systems from Q1.

Progress towards meeting
Faster Cancer Treatment
indicators Q4:

f Patients with a confirmed
diagnosis of cancer receiv
first cancer treatment
within 31 days; and

[ 85% Patients referred
urgently with high
suspicion of cancer receiv
first cancer treatment
within 62 days by July
2016

All tumour streams utilising
MDMs.

Increased number of cases
discussed at MDMs Q4.

Regional audit against three
tumour standards complete
Q3.

Regional cervical screening
initiative identified Q4.



Supporting our vulnerable populations

The Earthquakes have had a considerable impact on Canterbudgmés with many people shifted from their
homes and becoming disconnected from their usual community and suptwiorks. It is critical that we
respond to the needs of our more vulnerable populatiohgdocusing on people and their families and
communities and keeping them at the centre of everything we do.

6.9

A focus on child and youth health is an investment infiltere of our population. Poor health in childhood can lead to
poorer health outcomes into adulthood and risk behaviours andas@atterns established in childhood and adolescence
have a significant impact on our long-term health and wellbeing.

Child, youth and maternal health services

Integrated service models for child, youth and maternity services stirarttie coordination of similar services and help to
reduce duplication and fragmentation and better identify vulnerablédcen and target service deliveryAn integrated,
whole-of-system approach is particularly critical in light of the quedtated capacity pressures we face and the additional
stress on children and young people and their familids. part of this approach, the DHB will support collaborative, eross
agency initiatives to help bridge the gap between primary brigfrirention and specialist services so that children and young
people can be expertly assessed and provided with the most appropriatedeigérvention and support.

This work will primarily be driven through the Child & YoutlaltheWorkstream. However a positive journey starts with
maternity services that by supporting expectant mothers provide childvith the best possible start in life. Canterbury and

t o8 } o8
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o]v]} Ao EPA |G Rmat#tidl diitbe Maternity

Quality and Safety Programme whiclilwnable greater services integration and quality improvements.

Implement a collective and integrated approach to the delivery of maternal and child health services

OUR PERFORMANCE STORYD2D14

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANC EVIDENCED BY

Work collaboratively to Continue to implement the Maternity Quality & Safety Program

improve consistency

and quality of services

for mothers and their
babies.

Implement strategies
to increase the
number of pregnant
women registeing
with an LMC.

Enhance pregnancy,
and parenting
programmes to meet
the needs of new
mothers.

and support the combined (Canterbury/West Coast) Materr
Clinical Governance Group to oversee the Programme.

Review performance against the NZ Maternity Clinical Indicatol
identify opportunities to improve care and reduce variation.

Identify and implement local quality improvement priorities and
those identified by the National Maternity Monitoring Group.

Support improved communication and liaison between LMCs,
Well Child Tamariki Ora (WCTO) providers and general practic

Enhance current systems and processes that support multiple
enrolments across maternity, immunisation, WCTO, general
practice and school and community dental services.

Work with the NZ College of Midwives to identify barriers to
registration within the first trimester.

Work with consumer groups to increase awareness of the valu
LMC registration through education and information programm
social media campaigns and web-based info sites.

Review DHB-funded pregnancy/parenting courses to better me
the needs of a wider range of women%. ES] po EoC D
Pacific women and younger motheis.

Promote supportive environments and expand the variety and
locations of breastfeeding courses to better engage with wome

Invest in supplementary services including Mum-4-Mum suppo
and lactation services to support high-needs and at-risk womel

}Joo }E § A]3Z D }E] v W ](] idéntifgsZ
strategies to improve breastfeeding rates for }E] v W
women.

35 The Ministry of Health is reviewing service specifications for pregnadgya@enting education; the DHB will align service delivery with

national requirements once this review is complete.
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Third MQSP Annual Report
completed and circulated Q4.

Improved maternity outcomes
evident as measured by nation
and DHB data analysis ar
surveys.

> 95% of newborns enrolled on
the NIR at birth.

98% of newborns enrolled with
general practice within three
months of birth.

80% of pregnant women registel
with an LMC by week 12 of their
pregnancy.

30% of new mothers access DH
funded pregnancy and parenting
education courses.

75% of mothers have establisth
breastfeeding on hospital
discharge.

67% of babies exclusively or full
breastfed at 6 weeks.

© 28% of babies exclusively, fully ¢

partially breastfed at 6 months.
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OUR PERFORMANCE STORY2B14

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANC EVIDENCED BY

Implement a
collaborative and
integrated approach to
the delivery of child
and youth services.

Implement a
collaborative and
integrated response to
better meet the needs
of vulnerable children
and young people in
line with the national
Zlo & v[e §]

Improve coordination
across oral health
services to improve
access rates and the
quality of oral health
service provision.

Establish a WCTO Quality Improvement Group to develop and
implement a WCTO Quality Improvement Plan focused on
achievement of the following three indicators:

QI3 - Increase the proportion of infants who receive all WC
core contacts due in their first year.

[ QI19 -Increase the proportion of mothers who are smoke
free at two weeks postnatal with a particular focus &n } GE '

[ Ql24-/v & + 3Z % E}%}ES]}v }( Z]o ¢
score of 2-6 who are referred to specialist dental services.

Continue to monitor access and referral patterns for B4 School
Checks to identify opportunities to improve delivery and covere

Explore opportunities to promote the value of B4 School Check

Monitor timeliness of access to referred services following
assessment and implement actions to expedite service deliven

Work with public health nurses and ECE providers to identify a
engage children who have not had a B4 School Check.

Maintain delivery of Gateway Assessments and monitor acces:
and referral patterns to further develop the service.

Work with MSD to review Gateway referral processes.
JVEE] us8 S}A & «» 3Z 3
Team governance and leadership group.

Support the establishment of multije % o0]v EC Z]o C
in conjunction with health providers from across the sector and
other government agencies across Canterbury.

0]*Zu vSs }(

Develop appropriate referral pathways to/from GhiE v[e d
and between primary and secondary health services.

Work within DHB and within PHOs to enable health profession
§} 88 v v ¢ EC SE JV]VP S} cu% % }ES
Continue to maintain, monitor and audit the Canterbury DHB V
programme for each of the child and partner abuse component
Z AlA v8 & WEC[* PEE v Z]o WE}:
WE} UJE » ]v o]v A]8Z §Z v A spov E

Make revised Policy and Procedures available online to all staf

Continue to provide training for health professionals on the
impact of family violence and identification of abuse and harm.

Complete implementation of the National Child Protection Alert
ANCeS u O0}vPe] v E HNEC[s WE}( =
Maintain the clinically led Oral Health Steering Group to overse
implementation of the wholesf-DHB Oral Health Promotion Plar
Implement strategies to ensure all newborn babies are enrollec

Continue to work alongside WCTO providers and general prac
to identify and support children most at risk of tooth decay.

Continue to implement alternative oral health service models fc
adolescents to engage more young people, particularly those ii
low decile schools an® } @rjd Pacific adolescents.

Investigate sedation levels across Canterbury to identify any
patterns of increased anxiety and strategies to alleviate this.
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WCTO QI Group in place Q1.
Progress towards targets Q4:
86% of infants receive all WCTC
core contacts in their first year.
86% of mothers are smokefree ¢
two weeks post natal.

86% of children referred to
specialist oral health services.

90% of children receive a B4
School Check.

90% of Mori and Pacific childrer
and children living in high
deprivation areas receive a B4
School Check.

100% of children referred by CY
receive Gateway Assessments.

Cross» S}E Z]Jo € v|[-
Leadership Group in place Q3.

Multi-disc] %o0]v EC Z]o
Teams established Q4.

First referral pathway Q4.

5% reduction in the number of
children experiencing physical
abuse nationally by 2017.

Child Protection Policy and
Procedures updated Q1.

Report on implementation of the
Policy Q4.

National Child Protection Alert
System fully operational Q4.
Combined audit score of child
and partner abuse components
of the VIP >170/200.

75%o0f children (0-4) are enrollec
with DHB oral health services.

90%of children are examined
according to planned recall.
DMFT rate for Year 8 children
(11-12 years) < 1.0.

85%of adolescents (<18) access
DHB-funded oral health services
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OUR PERFORMANCE STORYDD14

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMAN( EVIDENCEBY

Support and maintain systems for seamless communication ar
handover between maternity, general practice and WCTO serv
and support the multiple enrolments of newborns including:

Increase immunisation
rates and coverage to
reduce vaccine-
preventable diseases
and improve health
and wellbeing®

Work with the
Regional Child & Youtt
Alliance to support
specialist service
delivery.

[ Supporting LMC early hand-over to GP and WCTO provider:
[ Early enrolment with GP teams, and use of B code;
[ Timely NIR reporting to follow up unenrolled children.

Continue to work alongside CYF, MSD, Justice and other socit
service agencies to raise awareness of the importance of
immunisation and to improve the timely delivery of vaccination:

Continue to use the NIR to monitor immunisation coverage at
DHB, PHO and general practice level, circuggierformance
reports to maintain coverage and identify unvaccinated childrel

Continue to support the Outreach Immunisation Services to loc
missing children and provide advice and immunisation.

Continue to support the Child Health Division to identify the
immunisation status of children presenting and provide missing
overdue immunisations or link families with Outreach Services.

/u%oo u vS §Z , Juupv]e S]}v WE}u}s]tv
>I([S}IvE « E S+ v %E}(]Jo §Z ]Ju'

Maintaina*CeS ue € ¢}pE& Z/uupv]e S]}v d}}
general practice to discuss and deliver immunisations.

Support Immunisation week and increased interagency activity

Maintain a HPV Programme in a school setting and promote H
vaccinations for eligible young women.

Continue to link 11-year-old and HPV immunisation events.

Promote and provide free seasonal flu vaccinations for young
people under 18 as well as people aged over 65, pregnant wor
and people with chronic health conditions.

Support LMCs to provide free pertussis (whopping cough)
vaccinations for pregnant women.

Support the implementation of the Regional Rheumatic Fever
Prevention Plan and align activity with the agreed approach.

Undertake a root-cause analysis on any new rheumatic fever c
in Canterbury and report on lessons learn and actions taken.

Participate in the development of regional protocols and
guidelines for treatment of childhood obesity.

Explore opportunities for improving the transition to adult care
young people with chronic conditions and/or disability.

Support the regional review and proposal for the delivery of
Fertility Services to align service delivery across the South Isla

>95% of newborns enrolled on
the National Immunisation
Register at birth.

Quarterly performance reports.

85% of 6 week vaccinations are
completed.

95% of all eight-month-olds are
fully vaccinated.

95% of all two-year-olds are fully
immunised.

Action Plan developed for
Immunisation Week Q3.

Narrative report on interagency
activities to promote
Immunisation Week Q4.

60% of girls have received HPV
dose 3.

Seasonal flu plan developed Q2

40% of people aged <18 have a
seasonal flu vaccination Q4.

Maintain low South Island
rheumatic fever rates<0.3 per
100,000).

Protocols and guidelines for
childhood obesity agreed Q4.

Transition pathway identified Q2

Request for Proposal completed
for Fertility Services Q2.

% y§ & WEC[e /uupv]e 8]}v » EA] > A o oo]v A A 03%0]X ]etisdPuiEeUhodel f@r immunisation.
This model identifies the actions required to improve service delivery fomalinisation events, including childhood, HPV and seasonal
influenza programmes.
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young people with the highest need and focus on strengihgmelationships across the sector and between agencies to
make a positive impact on the mental health and wellbeing of gqueople. This work will be driven under both the Child
Youth Health and the Mental Health workstreams under the CCN Distiarad.

OUR PERFORMANCE STORYDD14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANC EVIDENCED BY

Support an integrated Develop a Youth Stream under the Child & Youth Health Alliance Youth Stream in place Q1.
and responsive service provide leadership with regards to youth specific services.
approach for young

people with mild to Maintain current coverage of School-Based Health Services (SB An increased number of
moderate mental and provision of HEEADSSS assessments to Year 9 students. = HEEADSSS assessment
health issues. Expand HEEADSSS assessment training opportuaitiesease the Providers trained2

number of competent providers to increase assessment capacity 100% of Year 9 students in

Continue to work with primary care to improve coordination of ~ SBHS receive HEEADSSS
referrals resulting from HEEADSSS assessments. assessments Q4.

Expand delivery of the new School-Based Mental Health Service >20 Canterbury schools have
(SBMHS) into additional schools to respond to increased service tailored SBMHS in place Q2.
need as a result of the earthquak&s. Increased number of

Provide training and support to school guidance counsellors and counsellors and teachers
teachers to better respond to increased needs of young people. trainedQ3

Establish links between Child Adolescent & Family (CAF) service >500BIC sessions delivered tc
the SBMHS to improve the system response for young people wi young people 12-19 in primary
higher level of need. care settings.

Maintain access to primary care based Brief Intervention Counse Access rates for mental health

(BIC) for youth 12-19 years. services for youth (0-19) are
JVEIVH &) sp%o%e}ES §Z (E}ee o 3}E z}p: Maintained>31%.

bridge the gap for young people no longer in schol.

Continue to invest in the collaborative Community Youth Mental

Health Service (CYMHS) to bridge the gap between primary and

secondary services.

Continue to implement the Choice and Partnership Approach to  80% of youth (0-19) referred
improve access and achieve phased waiting time targets by 201! for non-urgent mental health

Monitor demand and waiting times for referrals to CAF and Youtt ©F addiction services are seen

AOD services to ensure waiting time targets are being met. ‘é"ithin k3 weeks an@5% within
weeks.

Review processes to ensure appropriate planning and follow-up 95% of CAF and Youth AOD
young people discharged from CAF and Youth AOD services. clients discharged with follow-
up plans Q4.

37 This Service is part of a joint response between Migstf Education and Health, to address increased stress and anxiety ayomggt

people after the earthquakes. Delivered in schools the Service involvegtfairteachers, education for parents and individual interventio

from specialist mental health EA] <X /& ]¢ % 3SpE o« Z/v]8] 8]A 10[ }( §Z WE]JuXD]v]e8 E[s z}us8Z D v$§
%8Yamabha is a Youth Services Provider Network who meet regularly to steeandess, standardise referrals and up skill community services

and agencies to better respond to the needs of young people. ThisiKéncludes Kaupapa Maori Serviée E}A] Ee+ v Rexific pEC[.
Service Provider who provide cultural advice and leadership to the Neamdrkelp to ensure service responses are appropriate and
responsive to the needs of Maori and Pacific youth.

3 The Community Youth Mental Health Service is a cross-agencyviititdlving Odyssey House, Stepping Stone Trust, Purapura Whetu

and specialist Child and Family Services. The team is mobiteombs short-term intervention, assessment, treatment and suppoa

range of youth venues in community and school settings. The serviceft fyeang people and the team also work closely with general
practice and specialist services and coordinates referrals to long-term treatmentrargoofessional services if required.
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VS E PEC[* %o} % powBith¥E]{oPSlwBZ Z osuccess #sachjeving longer life spans for our population.
However, older people experience more illness and disglitian other population groups, and the majority of health
spending for an individual generally occurs in the last two yearfeoflhe ageing of our population comes with an increase
in the risk of illness and the demand for health services inetudged residential care (ARC) services. We estimate that
approximately half our health resources are used to provide care for peopbt@ger 65.

There is scope for reducing this demand Ju% E}AJvP §Z «<u 0]3§ C Undehihg eanlefship pAtheXealth of
Ko & W }% o0 [« tdmH k& Gollaborative Care Service Level Alliance (under the CQ)b&mof wrap-around
strategies were introduced to help address capacity pressuresaauar system after the earthquakes. We are now seeing
improved outcomes from these programmes with reduced acute hospital atmisand readmissions for people aged over
65. We will continue in the coming year to place emphasis on impl&ation of the supported discharge and restorative

care models that have proved so successful to further support people to ligeasdfwell in their own homes for longer.

OUR PERFORMANCE STORY2b14

OBJECTIVE

Ensure older people
receive timely and
comprehensive
assessments of their need
to support the
development of effective
packages of care.

Consolidate and refine
wrap-around services for
older people to support
people to stay well in their
own homes and
communities.

Continue to suppora
(goals-based) rapid
response and supported
discharge service to
support people to stay
well.

ACTIONS TO DELIVER IMPROVED PERFORMA

Continue to support Community Support Services (CSS)
% E}A] Ee v $Z , [+ Ko E W E-}ve
Services (OPHSS) to assess clients using InterRAI.
Support ARC providers to undertake clinical assessments |
the InterRAI Long-Term Care Facility (LTCF) mdduita

§E Jv]vP v Al (E}u 82 , [+ /v E
Gerontology Nurse Specialists.

Quarterly monitoring of InterRAI use.

Allocate additional budget 2013 funding to increase the inp
and support level available for a further 60 complex clients.

Review and refine the restorative home support services
model and further develop service processes to define
interaction with CREST, OPHSS and general practice.

Test and confirm the district nursing casemix (needs-basec
model and ensure appropriate alignment of funding.

Identify any constraints within restorative services and outli
key actions to further refine the model including training.

Review the current response to service users with complex
urgent needs and roll out a standardised referral process fc
acute events.

Roll out the recommendations from the Community
Rehabilitation Enablement and Support Team (CREST) re
to refine the rapid response and supported discharge mode
Work alongside the Acute Demand Management Services
expand CREST services into rural areas.

Maintain relationships between CREST, general practice a
OPHSS teams to support increased GP referrals into CRE:!
and the provision of specialist advice to general practice.
Monitor CREST service utilisation by ethnicity to identify
opportunities to improve engagement with services.
AU% % }ES Ju%eo u v38 S]tv }( §Z &E ]Jo
to streamline patient flow within the hospital and reduce de
conditioning and the harm associated with it.

EVIDENCED BY

>95% of long-term CSS clients
have an InterRAI assessment ar
a current care plan in place.

>95% of people entering ARC
have had an InterRAI assessme

100% of ARC facilities using the
InterRAI LTCF assessment tool.

Increased support level available
to complex clients Q1.

Increased support level accesse
by 60 clients Q4°

Quarterly review of case mix
levels and service utilisation.

Quarterly review of readmission
rates for people (65+ and 75+).

Standardised referral process fo
acute events in place Q4.

>2,200 people access CREST
services including referrals direc
from GPs.

Reduction in beds occupied by
patients aged 75+ for more than
14+ dayst baseline 197.

Quarterly review of readmission
rates for people (65+ and 75+).
Acute inpatient average length o

hospital stay maintained at <3.8¢
days.

40 The number of clients accessing increased support will be measured through case-mixlcaiteyés.
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OUR PERFORMANCE STORY2D14

OBJECTIVE

EVIDENCED BY

Invest in the development
of targeted, specialised
services and pathways to
support older people with
more complex needs and
reduce harm,
hospitalisation or early
entry into residential care.

Engage community
providers in quality
improvement work and
leadership development to
ensure older people
receive consistent and hig|
quality health services.

ACTIONS TO DELIVER IMPROVED PERFORMA

Continue to implement clinically led falls prevention strateg

8Z § % E}u}s Zl €} Z Gu (E}u ( ooe[>
Review the effectiveness of falls prevention programmes tc
further refine services and take action on findings.
Establish links with 24-hour Surgery and St John Ambulanc
and seek options to enhance access in rural areas.
Monitor falls programme utilisation by ethnicity to identify
opportunities to improve engagement with services.
WE}lu}s Ze E} Z CEGu (E}u ( ooe[ ]V
ARC-based Vitamin D supplementation programme.

z

Engage clinical leads and multidisciplinary stakeholders in
delivering the integrated Fracture Liaison Servfce.

Review current HealthPathway to best align preventative c.
to prevent fragility fractures.
Agree and capture key metrics to identify those at risk of

fragility fractures, monitoring ED attendance, hospital
admissions and utilisation of the FLS HealthPathway.

Maintain the Medication Management Service (MMS) to
reduce the risk of harm from medications.

Work alongside the Pharmacy Service Level Alliance to ref
and enhance MMS services and promote interdisciplinary
review for adults aged 85+ on 9+ medications.

Review the effectiveness of MMS for CREST clients and
alignment of MMS with the Pharmacy LTC Programme.

Continue to refine the Cognitive Impairment Pathway to
improve care for people with dementia across the system.
Implement a new service pathway for older adults recently
diagnosed with mild dementia.

FE %o V ee §} Zt ol]vP Jv Vv}SZ EJ[s "
dementia training to other priority professional groups.

Promote strategies, advice and training to reduce the
incidence and severity of pressure injuries and falls in ARC

Implement reporting dashboard to monitor service delivery
using national core quality measuraemte released

Continue to maintain key specialist roles to support the
provision of specialist advice to primary care and ARC

Continue to support the Gerontology Acceleration
Postgraduate nursing programme and rotations in setting
across the system to promote leadership in the ARC sectol

Action findings from the Falls
Programme Review Q3.

>1,200 people (65+) access
community-based falls
prevention.

75% of ARC residents receive
Vitamin D.

5% reduction in the proportion of
the population 5+ presenting
at ED as a result of a fall.

Clinical Lead attendance at Sout
Island FLS workshogxlL

Pathways reviewed Q3.

Quarterly key metrics dashboarc
reporting running Q4.

>2,000 people referred to MMS.

Effectiveness review complete
and findings implemented Q4.

ClPathway reviewed Q3.
New Dementia Service in place

Q4.

Increased number of carers
completing the WIAS training
base64.4

Quarterly review of readmission
rates for people (65+ and 75+).

Quarterly dashboard monitoring
of pressure injury and CSS core
quality measures?

>10 nurses complete
postgraduate nursing leadership
programme Q4.

41 The baseline rate for falls presentations is from20&3/14 year t the presentation rate was 24% with 2043 presentations due to falls..
42 Supported by the Minimum Data Set for hip fracture developed by the AustZatgpNFracture Registry Working Group.

43 This is a calendar year result with the base being the number of carers undertakingaMiAg in 2013.
4 This timeline is dependent on the MoH and HIQ establishing these measures.

45 Specialist advice and support is provided by DHB services to primary cagednesidential care providers through psychiatric services
for the elderly and a number of dedicated OPHSS roles includingS@Efitdricians (4 FTE) and gerontology nurse specialist roles (3 FTE)

and the CREST Service Team (7 RN Liaison and 6 RN Case Managers).

Canterbury DHB Annual Plan
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OUR PERFORMANCE STORY2D14

OBJECTIVE

ACTIONS TO DELIVER IMPROVED PERFORMA

Engage clinical leads in the Provide an organised stroke service with standardised refe

integration of Stroke
Services and referral
pathways to support a
single Canterbury stroke
service that meets NZ
Stroke Guidelines.

Work with the Regional
Health of Aged Care
Workstream to align
specialist service delivery
across the South Island.

process for people requiring support and rehabilitation afte
an acute event.

Continue to provide dedicated areas for the management ¢
people with stroke in accordance with NZ Clinical Guideline

Develop stroke thrombolysis quality assurance procedures
including processes for staff training and audit.

Continue to participate in the regional Stroke Workstream
and national clinical stroke networks to align pathways and
improve outcomes for people after stroke.

Attend regional Dementia Workshops to align the local revi
of Cognitive Impairment Pathway (CIP) with regional work.

WIAS Master Class model developed and implemented.
Attend regional Fracture Service Workshops to align direct|

Participate in regional activity to improve health outcomes 1
}Jo & D }E] ]Jv op JvP « EA] § }oo

Participate in the Regional Thrombolysis audit.
Support staff to attend regional Advance Care Plan traininc

Canterbury DHB Annual Plan 2013}-

EVIDENCED BY

Current pathways reviewed
against integrated model Q2.

Thrombolysis quality procedures
implemented Q4.

6% of potentially eligible stroke
% S] wsdmbolysed.

80% of stroke patients admitted
to an organised stroke service
with demonstrated stroke
pathway.

Regionally consistent CIP Q4.

Review of InterRAI and stroke
data by ethnicity Q2.

Thrombolysis Audit Q3.



6.11 Mental health services

It is estimated that at any one time, 20% of the population have a mentadlor addiction and 3% are severely affected by
mental illness. With the ongoing stresses on our populatiod the pressure on mental health services as a result of the
earthquakes, it is even more critical that our health system is wgrtdgether to improve the mental health and wellbeing

of our population at all levels of the continuum.

Our response is based on a recovery approach and a commitment grated services, which is evident in the willingness
of all parties to work closely together to wrap care around theviiathal particularly across child and youth servicége will
continue to develop community-based options that provide servideser to home, supported by expasdiconsult liaison
across a range of services within our hospital and specialisiativiThis will provide the benefit of timely specialist advice
without the need for a specialist appointment or disruption of the primary/community cdegiomship and build capability
across our systemThe DHB funds its mental health services in accordance with thenahting-fence funding expectations
and will continue to apply the ring-fence criteria and guiddit® ensure it meets mental health expenditure commitments.

This work will primarily be driven by the Mental Health Workstneander the CCN Alliance and is aligned with the priority

E -« Ri6ing to the Challende$Z v S]}v o D vS§ o ,

08Z v
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OUR PERFORMANCE STORY2014
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMAN EVIDENCED BY

Continue
implementation of the
integrated Stepped Care
Model to improve the
integration and
responsiveness of mente
health services.

Continue the
implementation of the
Adult Mental Health
Services Direction of
Change to improve
access to mental health
services.

Support the
development of suicide
prevention and
postvention strategies to
improve the system
response and build on
gains in resilience and
recovery.

Contribute to the psychosocial partnership with CERA to
support continued wellbeing strategies for youth.

Strengthen the interface between primary and community
services by reviewing and refining the current service model.
Expand the number of Mental Health Services covered by
HealthPathways to clarify referral and service options.
Continue to invest in Brief Intervention Counselling (BiC)
primary care and monitor delivery to ensure capacity is align
Expand the range of servicaeder the Community Access
Pathway (CAP) to support people with more complex neééds.
Monitor service utilisation trends to highlight emerging issues
and align strengthen or strategies in response.

Maintain direct telephone access to specialist support for
general practice and consult liaison service 24/7.

Complete integration of the four Multidisciplinary Locality
Teams across inpatient and community services with extend
hours and operation from shared treatment plans.

Complete development of a Crisis Resolution Service.

Identify and develop extended treatment strategies for peoplt
with high and complex mental health needs.

Investigate development of a Residential Nurse Specialist rol
support people with complex needs in community residential
settings.

Continue to work with lead agencies on the provision of socie
housing to reduce unnecessary delays in discharge and neg:
effects on patient flow across the system.

Establish a clinically led Suicide Prevention Oversight Group
Develop a series of evidence-based initiatives and response:
alignment with the National Suicide Prevention Strategy.
Identify and implement prevention screening tools and trainir
for staff to better identify and support people at risk.

o]A & ( °+]10]183C %0 v (JE ZW E(
management of depression.

Continue to provide leadership in identifying high-risk situatic
or clusters and preparing evidence-based responses.

Improved outcomes evident in
the 2015 CERA Wellbeing Surve
Z oo Z]PZSM[ u%o ]F
initial results available Q2.
Additional mental health
HealthPathways developed and
available Q2.

Increased range of support
services available through
referral to CAP Q2.

>4,000 people access BIC in
primary careQ4.

Access rates for mental health
services for adults (20-64) >3%.
80% of adults (20-64) referred fc
non-urgent mental health
services are seen within 3 week:
95% of adults (20-64) referred fc
non-urgent mental health
services are seen within 8 week:

Whole of System Suicide
Prevention and Postvention Plar
developed for Canterbury Q2.
Training in place Q3.

Feasibility plan for Perfect Care
developed Q3.

46 The Psychosocial response, coordinated by CERA, will be jointly supported bydieg fgeluding health) over the next five years.

4"The Community Access Pathway (CAP) is the referral point for mentaldwathunity support services and is an alliance of NGO providers.
CAP was established post-earthquake as a way of streamlining accesBr{indltect access for GPs), eliminating the need to refer to neultipl

organisations, and establishing a system wide view of capacity across multiple providers.
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OUR PERFORMANCE STORY2D14

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMAN EVIDENCED BY

Implement national Increase the number of mental health and addiction clients  Increased number of people
policy and action plans  enrolled in the Knowing the People (KPP) planning project in enrolled in KPR base 244.

to improve the full or part time employment. Increased number of people in
coordination between  geek to monitor the employment status of all long-term client KPP in full or part time

public health services  through PRIMHRSsfunctionality becomes available. employment t base 178

and the continuum of

care for vulnerable Develop training and support resources for target organisatic >3 workplaces engagegs3.
population groups. and workplaces to reduce alcohol harm. 100% of Year 9 students receive

Continue to support School-Based Health Services (SBHS)t HEEADSSS assessméms
deliver HEEADSSS Assessments to Year 9 students.

Support primary mental health services to increase capaaity
deliver Alcohol and Drug Brief Intervention Counselling.

Continue to work with Corrections and courts to increase acc
to AOD additional assessment and treatment.

Work within the Regiona Lead discussion on alternative treatment options for eating  Research findings shared Q2.
Mental Health Alliance  disorders patients and utilisation of technologies to increase  Eqorensic Hub embedded Q2.
to support specialist family/ A Z v ipvolvement in inpatient care.

service delivery. Establisra Hub and Spoke service delivery model for youth
forensic services to increase capacity and responsiveness.

Participate in the regional review of Perinatal and Maternal
Mental Health Services consult liaison mechanisms.

Participate in the review of service responsivenes®to} E ]

COPMIA pathway in place Q4.

RegionalD } G&drvice review
completed Q4.

48 Recording of employment status is currently only through the Knoageople Planning (KPP) Project. The DHB anticipates being able
to measure performance across a wider base of clients once this is enabled nationatij tRRIMHED.
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6.12 S ¢ef— Sérfices

The Canterbury population generally has better access to healthcesraind better health status than the average New
Zealander. This is true for all ethnicities living in Canterbonetheless, inequalities still exist. We will not achieve o

Ale]}v AZ]Jo D }E] v W J(] Z 03Z }us i 0O %o Phopud]8]}¥X Z vu JVvP Jv <p 0]3] * % EA
we do but in the aftermath of the earthquakes, and considering thengamake-up ofouD }E] v \Wopligtions, we

are placing specific emphasis on child and youth population groups.

t ZA o&E Cu elu %}e]8]A P Jve (}E D ABEZ vy W5 §] 0%]U% @& A u v3e Jv Juupv]
rates and reductions in avoidable hospital admissions overasteseveral years. With a collective approach from acrass th

health system, we are determined to make further progress. Indiitie the activity and initiatives planned for the coming

C & 8§z , Z e+ E (& «Z ]S« D }E43vailaba @n th& DHB Weébsite: www.cdhb.health.nz.

The DHB is also committed to worgiwith Manawhenua Ki Waitaha, th6 A} tZ v u KE }oo 3]A ¢« ~d t ]%}uv ug
Pacific Trust Canterbury) and local stakeholder & provider netwotke idevelopment of strategies to build healthy, vibrant

communities and support new ways of workitegimpr} A Z

08Z }ud Ju « (JE }8Z D }E] v
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OUR PERFORMANCE STORYDD14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMAN EVIDENCED BY

Work collaboratively to
support the
implementation of the
national Te Puni Kokiri-
o tZvpyKGE
initiative.

Continue to support
implementation of
Memorandum of
Agreement between He
Oranga Pounamu, Pacifi
Trust Canterbury and the
Canterbury District
Health Board.

Continue to support
strategies and initiatives
to expand capacity and

% 10]5C }( D
Pacific providers across
Canterbury.

Enhance the capacity and capability of provider collectives
through activity of the CDHB v D}JE] A 0}%u
Organisation: He Oranga Pounamu and Pacific Trust Canter
IvSlvp S} cu% % }ES $Z PE D }E]
by He Oranga Pounamu) to enhance the capability of adviso
boards and working groups.
Work with the newly established South Islabd v [Ora
Commissioning Agency to identify where Canterbury DHB ce
support the vision and implementation of the new model.

AssisttZ v p Kdallectives with:

f  Service planning, the provision of information and trend
data for analysis and analysis of 2013 Census.

Development éorganisational infrastructure.

~

f Research and professional development within collectiv:

f  Advice around outcomes-based monitoring and evaluati
frameworks that have proved successful.

f  Provision of information orD } @rjd Pacific service
planning and reviews that may affect providers within
tZ v |Ora collective.

f Engagement with theD } @rjd Pacific Health Provider
Forum to enhance relationships with local providers.

f Identification of opportunities for integrated cross
government contracts to support \® &u Ora models.

f Support for GP provideia tZ v u KE }oo 3]A

patient management £ ¢S ue §} €& % }ES AZ.\
Support the implementation of the Ethnicity Data AuditToolkii
(EDAT) acros§Z $SZE W,K[s ]Jv VvS E pEC
Continue to work with Kia Ora Hauora to improve the numbe

. of D } @i health career pathways and support tie } @&rid

Pacific health scholarship programme.

Work with D} (Héalth Providers to review patient
management systems to better support alignmentttd v p
Ora and HealthPathways implementation.

Work with HealthPathways to increase the number»f } E ]
and Pacific health service options listed.

Continue to promote and advance thevs & pE (HealthC
Framework across the whole of health system.

Work through the CCN Alliance to implement the actions anc
§]1A]8C PGE lv §z 1iidlidA D }E&] , o
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Appointment process being usec
by Advisory Boards.

tZ v |Ora Government Agenc
Network Terms of Reference
agreed by Q1.

Relationship between CDHB anc
tZ v Ora Commissioning
Agency agreed Q3.

2013 Census data summaries
distributedtotZ v Ora
collectives Q2.

Hauora Waitaha D } Héalth

Profile updated with 2013 Censt
Results Q4.

Assessment of HealthPathways
stock-take completed Q2.
EDAT Audit process complete G
MIE] v W (] , of
Scholarships funding distributed
through He Oranga Pounan4.
Increased number of Canterbury
participants on Kia Ora Hauora
programme Q4.

§o 5 (}JpE D }E] ,
Framework sector presentations
completed Q4.
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Delivering clinically and financially viable health services

6.13 Connecting information systems

The Canterbury DHB is taking a lead in transforming information technsj@igms to enable a more integrated health
system and more integrated service delivery modet®th across the Canterbury health system and across DHB boundaries
throughout the South Island.

In particular, Canterbury is leading the development and roll-out afralrer of electronic solutions that reduce duplication,
save clinical time and improve patient safety. Major systems implementations includeletimiiic Referral Management
System (ERMS) which enables GPs to refer patients to anywhere ihetigh system directly from their desktpp
HealthPathways which provides current local assessment, managememefandhl information online and the Electronic
Shared Care Record View (eSCRV) which integrates core clinical inforireatianultiple systems and makes it available to
health professionals at the point of care. Continued developmetitaxfe systems will enable faster, more accurate referrals

and safer, more efficient sharing of clinical information between South Island hgaltessionals.

OUR PERFORMANCE STORY2D14
OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMA EVIDENCED BY

Deploy new systems to
empower the Patient.

Deploy new clinical
information systems to
improve patient safety.

Enhance current
information systems to
support integrated models
of care and service
delivery.

Develop information
infrastructure alongside
facilities development.

Enable seamless and
transparent access to
clinical information across
the South Island.

Design and implement a Patient Portal (integrated with He:
Connect South (HCS)), to provide patients with access to t
core health information.

Support electronic medicines reconciliation to reduce
transcription errors and improve care communication with
deployment of e-Discharge Summary MedCharts.

Introduce the electronic nursing observation application to
improve patient assessment screening and escalation of ce
Replace the current Maternity System to streamline systerr
and provide a complete set of maternity information.

Implement RL6 software for reporting and managing incide
and enabling shared clinical outcome reviews.

Complete implementation of ERMS Phase 1 so all services
use the functionality.

Implement ERMS Phase 2 to provide triage and internal
referrals functionality across all services.

Roll out clinical workstation under a Virtual Desktop
Infrastructure (VDI) environment to allow more efficient
capture of clinical notes in different locations.

Maintain current clinical HealthPathways to support the
delivery of the right care, in the right place, at the right time

Further enhance the capability of the Collaborative Care
Management Solution (CCMS) to better coordinate care fo
individuals with long-term conditions/complex health needs

Establish a clear mobile device, application, and data stratt

Develop functional design for digital hospitals incorporating
the Burwood Hospital requirements.

Continue to lead the rollout of HCS across the South Islanc
providing upgrades and support.

Commence the deployment of the Electronic Shared Care
Record View (eSCRYV) to the rest of the South Island.
Prepare to implement the South Island Patient Information
Care System (S| PICS) to further integrate systems region:
h %. P (E v E HEC[* o SE} €& ]}PC
management systems for regional access.

Deploy the Maximo EAM asset management system CDHE
wide and extend to West Coast and South Canterbury DHE
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Patient Portal designed Q1.
Patient Portal in place Q2.

MedChart deployed Q2.

Nursing Observation application
implemented in trial ward Q2.

Replacement of Maternity
System (Caresys) Q3.

RL6 live in all areas Q4.

90% of all services using ERMS
Phase 1 Q1.

60% of services using ERMS
triage functionality Q3.

Complete installation of 2D
VDI at Christchurch Hospital Q1

>600 HealthPathways available
across the Canterbury system.

Mobile device strategy Q2.

Burwood digital design concepts
complete Q3.

NMDHB using the regional HCS
portal Q3 and SDHB Q4.

eSCRYV deployed to West Coast
and South Canterbury DHBs Q3

S| PICS prepared for use in
Burwood Hospital services Q4.

All captured ECGs and Holt
reports available in HCS Q3.

Maximo EAM deployed Q4.
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6.14

Improving quality and patient safety

The Canterbury DHB is committed to a number of initiatives that encounagléygimprovement and innovation to enhance
services and patients outcomesncluding a commitment to the NZ Business Excellence infHEale Programme and the
priority areas of the national Health Quality and Safety Commissi® (). In the coming year will we continue to embrace
this momentum, support clinical leadership across the system and engageookforce in these initiatives.

OUR PERFORMANCE STORY2B14

OBJECTIVE ACTIONS TO DELIVER IMPROVED PERFORMANC EVIDENCED BY

Increase the focus on
continuous
improvement
processes across the
Canterbury health
system.

Improve the patient
experience.

Support projects that
make a difference to
improving the quality
of care and reducing
patient harm and
contribute to the

national patient safety

U% 1PV ZK %o
Better C & [

Support the use of service level data in the implementation of the
PlanDo-Study-Act (PDSA) cycle for service improvement.

Complete a Clinical Governance Stocktake and implement any
recommendations from the Clinical Board.

Complete the Health Excellence Criteria Desk Audit and take act
to strengthen prioritised processes.

Refine§Z | [waly Accounts based on the HQSC evaluation

/u% o0 u v8 3Z Z3d Ypu -$pppering odays- vhen am |

going home?) at the bedside in medical services to increase pati
involvement in decision making about their care.

Integrate the patient experience survey results collected as part «
the national collection system into service datasets.

Support Consumer Council involvement in patient care
improvement teams and in the design of the new facilities.

Continue to use patient stories to inform the design of service
process improvements and to celebrate success.

Implement the electronic incident management and feedback
system (RL6) to enable shared clinical outcome reviews.

Implement the electronic patient vital-signs early-warning system
and risk assessments nursing observation application.

Develop an electronic audit process for falls risk and pressure ul¢
risk assessment.

Integrate the national Quality Safety Markers into appropriate
improvement programmes.

Promote prevention of healthcare associated infection through
Open Campaign activities.

Implement national Central-Line-Associated Bacteraemia (CLAB
processes in the Neonatal Unit.

Continue to monitor CLAB-free days and engage staff in the targ
Support the collection of key process information required for hip
and knee data using the new electronic scope form.

Support Clinical Nurse Mangers to regularly audit skin preparatic
ensure appropriate action is taken in all cases.

Continue to promote Zero Harm from Falls by rolling out the new
electronic nursing patient observation system to record and mak
visible patients falls risk.

Continue to support referrals to community-based Falls Preventic
Programmes to reduce re-admissions for people at risk of falls.

IvSIvh S} %%} ES Z E Vv
with promotion of expectations to staff.
Continue to work with Auckland DHB and the HQSC to support t|
national Surgical Site Infection Surveillance Programme.
Reinforce and monitor Brief and Debrief and completion of the
Surgical Safety Checklist to support adherence to policy.

Roll-out e-prescribing and administration across the organisation
improve medication safety.

&} §Z Zf D
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Quality Activities Database in
place Q2.

Governance Stocktake
complete Q3.

Desk Audit complete Q4.

Annual publication of DHB
Quality Accounts.

Quarterly reporting on patient
experience survey data.

90% completion of answers to
4 Questions in medical wards.

Two consumer representatives
on each improvement team.

RLS6 live in all areas Q4.

Observation application
implemented inl0wards Q4.

Updated electronic audit
reporting system in place Q4.

CLAB processes implemented
in Neonatal UniQ3

95% of hip & knee replacemer
patients receive cefl } o] 2gH
as surgical prophylaxis.

100% of hip and knee
replacement patients have
appropriate skin preparation.

Mobility Plans in use at the
bedside Q4.

90% d older patients (65+)
have a falls risk assessment
completed.

MedChart deployed Q2.

80% compliance with good
hand hygiene practice.

All three parts of the surgical
safety checklist used 90% of
the time.
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6.15 Supporting our health workforce

Fostering innovation and engaging the Canterbury health workforceeitrémsformation and change needed to meet our
future challenges is a critical factor in ensuring a sustain@itlee for our health system Our clinical workforce is already
well engaged in the development of alternative models of carele/lof system patient pathway to ensure we can continue
to provide quality services into the future. We are also expandimgcapacity by supporting service delivery and innovative
roles that enable health professionals to work to the upper end of their scopaasplend more quality time with patients.

Recent staff survey results provide indications that our workforce feel supporneédavant to be here, but staff reliance and
support programmes will continue over the coming yealle will also focus on expanding and integrating training an
professional development programmes, supporting the piloting af meles and developing core leadership/management
curricula to increase capability and ready our staff for the move to our new facilities.

In addition, we will build on the collaborative models of care have already begun to develop with the West Coast using
technology such as telemedicine and joint positions througdictv staff in Canterbury support the delivery of care on the
Coast. The South Island Training Hub provides further oppoarfiir greater collaboration across the South Island and

clinical networks are well established across nursing,daliiealth, midwifery and medicineCritical role identification,
piloting of new roles, clinical training placements and career plannith@ibe driven from the Regional Training Hub.

OUR PERFORMANCE STORY2B14

OBJECTIVE

Implement change
leadership and
development
programmes.

Promote and support
the desired culture of
the CDHB and improve
employee engagement.

Expand workforce
capacity through
improved workforce
planning, recruitment
and retention.

ACTION

Continue to drive change and improved outcomes through the
development of clinically led patient pathways.

Pilot a consistent way of assessing, planning and implementing
change management with two organisational projects.

Introduce talent identification programmes and a core curriculum
that supports leadership development.

Promote health excellence culture throughout the organisation.
Invest in programmes and initiatives that reiterate the desired

Z AJ}pE+ v poSuCE U Jv op JvP Zy o0Z0|
dju 8y & [U v }voupu Z o e<]vP dJu S8}
Introduce a diagnostic tool to assess current and ideal culture val
and identify opportunities for change.

Align systems for goal-setting, performance reporting, and
communications to reinforce cultural messages.

Strengthen patient safety and Just Culture across the organisatio

Act on opportunities identified in the 2013 Staff Engagement Sun
to improve engagement levels across the organisation.

Improve usage rates and reporting on attachment and exit survey
identify further opportunities for improvement.

Support regional planning programmes to identify future workforc
requirements and agree a common set of planning tools to identif
workforce gaps and opportunities.

Continue to participate in sector wide and regional employment
negotiations and maintain a robust and transparent approach to
salary setting.

Maximise clinical placements for undergraduate and graduate en
nursing trainees and NETP/NESP positions across the Canterbur
Health System to meet future ageing workforce needs.

Increase NETP community and primary positions to further ensur
health care delivery and access to services closer to home.

Develop an Allied Health, Technical & Scientific recruitment webs
Introduce a Canterbury Alumni and Employee Referral Programn

Lead the regional delivery of the KiaOraBl& D }E] t}EI(
Development Service and support local scholarships.

Implement an Employee Resiliency Strategy to support our currel
workforce in stressful environments including workforce support,
counselling programmes and wellness days.
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EVIDENCE

>600 HealthPathways Q4.

Two change management
projects evaluated Q4.

CDHB/WCDHB core
curriculum in place by Q4.

Desk audit against the health
excellence criteria completed
Q2.

Ongoing staff participation in
XcelR8 and Particip8
programmesQ4

3 Releasing Time to Care
modules completed Q3.

500 people completed the
Just Culture on-line learning
module by Q4.

>80% of staff leaving would
consider returning.

>160 nurse positions within
the NETP and NESP
programmes Q4.

Five new Dedicated
Education Units established
Q4.

5 Pacific primary care
scholarships awarded Q4.
it D}E] %EJu EC
scholarships awarded Q4.
Staff turnover rates
maintained <8.7%.



Expand workforce Enhanced talent management and progression planning thro
capability through shared resources, recruitment and retention technology (Phoenix

improved training, Digitise all Human Resources (HR) administration processes to

education, learning and  syreamline process and further integrate Canterbury and West Cc
career development HR systems.

Provide training in performance management and introduce onlin
technology to allow more time for quality conversations on
performance expectations.

Expand the Gerontology Acceleration Programme to address the
challenges of an ageing population and gerontology workforce.

Pilot E-portfolio for NETP/NESP nurses established in corgoncti
Al8Z EP D VUIUE } %of % f X

Support allied health role development for: allied health assistant:
pharmacy technicians; and advanced roles.

Support nurses to further engage in the credentialinggass to
enable more of the nursing workforce to work at the top of scope.

Seek support for a pilot Nurse Practitioner Training Programme.

Invest in extending primary care education programme coverage
expand the variety of education channels.

Establish a seamless shared services model for the Health Precir
facilitate integration and access for staff and students to health
services and to research, education and training.

Participate in the South Support the development of regional education sessions, forums,
Island Regional Trainin: peer support and mentoring using innovative approaches includin
Hub to expand e-learning and video conferengin

workforce capacity and  Review and standardise the career pathways and training

capability through opportunities for all HWNZ funded trainees.
improved workforce

planning, sourcing and  Support the identification of vulnerable workforces and the
training. development of plans established to mitigate these.
Support a regional approach to workforce training for vulnerable
workforce areas and the coordination of clinical placements to
specialist training programmes.

Support the development of workforce capability to match future
workforce models and the shift to community care.

Support the roll out of GPEP 2 in South Island.

Continue to support targeted workforce initiatives across regional
workstreams including training and role development.

Support the development of a regional HR Platform and an
integrated workforce plan for the South Island.

Lead the development of a common set of workforce planning toc
core HR policies, HR metrics and learning & development tools.

Adopt consistent application of common terms and conditions of
employment for regional health services.
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Talent Identification and
leadership development
seminars run Q2.

70% of DHB employees usin
the online performance
system Q4.

60 NETP/NESP nurses
complete e-portfolio Q3.
>85% GPs and Practice
Nurses have access to
primary care education
programme Q4.

Regional nursing framework
in place Q4.

RN Diabetes Nurse
prescribing supported Q4.

E-learning platforms
established Q4.

100% of HWNZ-funded staff
have career plans in place Q

PGY2 & PGY3 pilot Q4.
GPEP2 rollout Q4.

Allied Health Assistant
training & development
framework in place Q4.
Regional training of
sonography coordinated
across South Island Q4.
Compliance with 70/20/10
funding criteria Q4.

Common and consistent HR
policies in place Q2.
Regional health workforce
plan developed by Q4.

Regional Recruitment and
Retention Strategy Q4.
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6.16

With current and projected constraints on government funds,mest focus on maximising value from our limited resources
and reducing unnecessary cost and waste. If an increasing piampof our funding has to be directed into meeting cost
growth, it will severely restrict our ability to invest in technology and sesvio better meet the needs of our population. It
will also put continued healthcare service delivery at risk. &attan achieving savings through service reductions or cuts,
we seek firstly to deliver services in more effective and efftoieays. This will be a challenge, but in achieving this, wé wil

Living within our means

demonstrate to our community and Government that we can operate sustainably.

OUR PERFORMANCE STORY2B14

OBJECTIVE

Better connect the system
to support technical and
clinical efficiencies to
reduce waste and
duplication.

Support people to stay wel
and reduce unplanned or
acute demand for health
services.

Maintain a focus on
efficient and effective use
of resources to reduce the
cost of service delivery.

Participate in regional and
national initiatives focusd
on the efficient and
effective use of resources
to achieve financial
sustainability.

ACTIONS TO DELIVER IMPROVED PERFORMANC

Continue to review and roll-out clinical pathways to support the
delivery of the right care, in the right place, at the right time.

Maintain eSCRYV, HCS and ERMS to provide a core set of patier
information at the point of care, support more informed treatmen
and improve the management of referrals.

Maintain GP access to diagnostics and specialist nursing suppor
reduce unnecessary hospital and specialist referrals.

Continue to invest in acute demand services to provide people w
access to urgent care in the community rather thahospital.

Invest in the Collaborative Care Programme and CCMS to supp«
people to better manage their long-term conditions.

Maintain CREST and Falls Prevention Services to support earlie
discharge from hospital and reduce the likelihood of readmission

Continue to implementation a stepped care model for mental he:
to support people to stay well in the community.

Review and refine acute theatre models to reduce the impact of
acute demand variation of the delivery of elective surgery.

Implement medication and infection control initiatives to support
safer and shorter patient stays.

/u% o u v $Z &E Jo Ko E W E-}v[e W §Z
stay for older people and improve patient flow in our hospitals

Implement the national Enhanced Recovery After Surgery (ERA!
pathway to reduce the total impact of surgery.

Apply scrutiny to contractual arrangements and ensure that
payment is sought for Inter-district flows, insurance and ACC cos

Maintain tight controls around repairs and maintenance to ensurt
investment is not wasted on short-term repairs.

Actively participate in the Regional Support Services Alliance to
achieve regional Procurement and Supply Chain savings.

Maintain clinical and HBL representation on the Support Service:
Alliance to ensure endorsement and alignment.

Identify opportunities for cost savings from national Health Benet
Limited (HBL) initiatives and apply these locally.

Actively participate in the development of national Food, Linen &
Laundry, Infrastructure Platform, HR Information Systems, Banki
& Insurance and Finance, Procurement and Supply Chain busine
cases - as approved by the DHB Board.

Provide expert advice and support to the National Health
Committee in review of the burden of disease and the assessme
and prioritisation of technologies driving fast growing spend.

Provide clinical support to the Health Innovation Partnership.

Support national PHARMAC initiatives focused the procurement
medical devices, and the management of hospital pharmaceutic:

Regional Strategic Planning & Integration Team take on role as
Regional Prioritisation Network.
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EVIDENCED BY

>600 HealthPathways
available across the
Canterbury system.

90% of all DHB services
using ERMS.

Regional implementation
of HCS Q4.

>25,000 urgent care
packages provided.

Rate of acute medical
admissions maintained at
<5,000 per 100,000.

Elective theatre utilisation
maintained at >85%.

Elective inpatient length of
hospital stay <3.18 days.

Reduction in beds occupie
by patients aged 75+ for
more than 14+ day$
baseline 197.

Reduced deficit by half
from $25m (2013/14) to
$12.5m year end 2014/15.

Regional Capital Plan in
place Q1.

Regional Procurement anc
Supply Chain achieves
savings as agreed Q4.

Opportunities for joint
ventures explored Q4.

Annual review of regional
patient transport
undertaken Q3.

Burden of disease
documents reviewed as
received.

Regional Prioritisation
Network liaise with NHC a¢
required.



Service configuration

As we move ahead with the transformation of our health

system and respond to the after-effects of the Canterbury
earthquakes, it is critical that we are able to refocus and
flex the limited resources we have available to enable us
to do more for our population

vi E HEC[* E }A EC ] uv EA CU
remains stressed and vulnerable. ygGE Z 03Z <C-*$§
capacity is still reduced and will continue to be stretched
until additional capacity comes online with the
completion of the hospital redevelopment.

Flexibility in our approach enableds to deliver core
health services despite significant disruption and
constraint in the wake of the earthquakes. We plan to
continue to be as flexible as possible in the way we fund
and contract health services in order to enable our
recovery and support service providers to respond to the
changing needs of their populations.

Service coverage

The service coverage schedule between the DHB and the
Ministry is the translation of government policy into the
required minimum level and standard of service to be
made available to the public.

The Canterbury DHB seeks to identify service coverage
gaps through analysis of performance indicators, risk
reporting, formal audits and complaints mechanism and
the ongoing review of patient pathways. We will continue
to manage and resolve any service coverage issues in a
timely manner.

In our currentexceptional circumstances, it is likely that
the way in which some services are delivered will have to
be adjusted to allow for short-term capacity constraints
and the movement of services as we undertake extensive
and invasive facility repairs.

However, we anticipate that these services will be
contracted through private providers or other DHBs and
as such are not seeking any formal exemptions to the
Service Coverage Schedule 2614/15.

Service redesign and reconfiguration

The DHB recognises its obligations (under the Operational
Policy Framework) to notify the Minister of Health with
respect to plans for any significant service change and will
continue to do so.

In line with our shared decision-making principles
decisions regarding how a service is bdelivered are
made collectively and wherever possible in partnership
with the people delivering the service. Therefore, while
we anticipate that new models of care and service
delivery will continue to emerge as we respond to the
changing needs of our population; we cannot always pre-
determine the extent or detail of any service change.

In all areas, the DHB will ensure service redesign is
consistent with previously approved plans and national
direction towards stepped care models, integrated
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service delivery and improved service qualithe service
redesign and reconfiguration anticipated in the coming
yearis either clinically-led or nationally driven including:

Internal service shifts or reconfiguratido support the
repair of infrastructureor the provision of services with

peslu¢edEapeiryonvhite fagilities are redeveloped.

LLr[h.e redesign of service modwsmprove patient safety,
system capacity and patient outcomes including: elective
services redesign and implementation of the Frail Older
PeE-}v[e W SRAS r@ddel, Faster Cancer Treatment
track, and the Electronic Incident Management System.

System-wide redesign of service modelbuild capacity
to meet immediate needs and future demand and to
improve health outcomes including: implementation of
the Heart Failure Pathway and extended treatment
strategies for people with mental health needs.

Regional service change or service reconfiguratmn
support regional consistency and equity of access and
ensure the sustainability of vulnerable services including
aregional review and proposal for Fertility Services in line
with the South Island Regional Health Services Plan.

National service redesign or chandesalign processs

with national policy, implement Government strategies
and the expectations of our Minister including:
Ju%o u vs 8]1}v }( 8z
Ora initiative and national entity priorities.

Canterbury has a policy of ongoing participatory
engagement, and we will keep a steady stream of
information flowing across the sector on the planned
transformation of any servicesAny service changes will
also be carefully considered so as not to destabilise or
negatively affect our neighbouring DHBSs.

Risks and opportunity

In our current circumstances our greatest service risk
going into the next 12 months continues to be simply
dealing with the unknown. We are already seeing
increased vulnerability and health need amongst our
population, consistent with international research on

disaster recovery. The unpredictable influx of workers for
the rebuild adds a further degree of uncertainty with

regards to future demand.

We will continue our open dialogue with the Ministry in
regards to our recovery and any service coverage issues
or risks that become apparent.

At times, we may wish to enter into cooperative
agreements and arrangements to assist in meeting our
objectives to enhance health outcomes for our
population and efficiencies in the health sector. In doing
so (in accordance with Section 24(1) of the NZPHD Act
2000) we will ensure that any arrangements do not
jeopardise our ability to deliver the services required
under our statutory obligations in respect of our
accountability and funding agreements with the Crown.
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Statement of

Performance Expectations

What will we deliver in the coming year?

Evaluating our Performance

As both the major funder and provider of health and
disability services in Canterbury, we are strongly
motivated to ensure our population gets the most
efficient and effective services possible.

Understanding the dynamics of our population and the
drivers of demand are fundamental when determining
which services to fund and at wah level. Just as
fundamental is our ability to evaluate whether the
services we are purchasing are making a measureable
difference in the health and wellbeing of our population.

One of the functions of this document is to demonstrate
how we will evaluate the effectiveness of the decisions
we make.Over the longer term, we do this by measuring
our performance against a set of desired population
outcomes (Section 4).

In the more immediate term, we evaluate our
performance by providing forecast of the services we
will fund and provide in the coming year in order to
achieve those outcomes and the standards we expect to
meet. We then report actual performance againsisth
forecast in our endsf-year Annual Repoft®

Achieving equity of outcomes is an overarching priority
for the Canterbury health system and reflects our
commitment to ensuring that our population should
enjoy the best possible health status.

With a growing D } Efopulation and persistent
inequalities amongst our population, this goal pervades
everything we do. All of the Canterbury targets and
standards are therefore set the same for all population
groups with the aim of bringing performance up for all.

49 DHB Annual Reports can be foadvww.cdhbhealth.nz
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Specific actions with respect to improvirg } daéalth
are outlined in ourD } @Hgalth Action Plan along with
performance against key indicators by ethnicity.

Choosing performance measures

In order to present a fair picture of performance, the
services we deliver have bee P E } p %o
classe§ 32 § & o}P] o (]88 Al3z 3z
continuum care and are applicable to all DHBs:

f Prevention Services.

f Early Detection and Management Services.

f Intensive Assessment and Treatment Services.
f Rehabilitation and Support Services.

Identifying a set of appropriate measures for each output

0 ¢¢ J* J((] posSX t vv}S vilutteg X u
The number of people who receive a service is often less
Ju%e}ES v3 §Z whéidght der@or{Z} @odgh] }(
the right people received the service, and whether the
« EA] A - afthe@ght tihe[ X

We have therefore chose to present a mix of measures
demonstrating: Timeliness (T), Coverage (C), Volume (V)
and Quality (Q) - all of which help us to evaluate different
aspects of our performance. Against each we have set
targets to demonstrate the standard expected.

The measures chosen cover those activities we believe
have the potential to make the greatest contribution to
the wellbeing of our population. Others are relevant in
that they represent areas where we are developing new
services or expect to see a change in activity levels or
settings in the coming year.
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Setting standards

Wherever possible, we have includét «S C &E[-
and national results to give context in terms of what we
are trying to achieve and to support evaluation of our
performance. However, measures that relate to new
services have no baselines and some measures relate to
Canterbury-specific services for which there is no national
comparison available.

In setting performance standards, we have considered
the changing demographics of our population, increasing
demand and the assumption that funding growth will be
limited. Targets tend to reflect the objective of
maintaining service access while reducing waiting times
and delays in treatment to demonstrate increased
productivity and capacity.

To ensure the quality of services provided, the DHB
invests in programmes that are evidence-based or
evidence-informed, where research shows definite gains
and positive outcomes. In these cases, the DHB will
u *uE& SZ vpu E }(
development of a particular evidence-based programme
or method, to give further assurance of quality provision
and of the capacity of the system to deliver these services.

This provides greater assurance that these are quality
services, allowing the DHB to focus on monitoring
implementation and timely and appropriate access.

It is important to note that a significant proportion of the
services funded by the DHB are demand drivesuch as
laboratories tests, emergency care, maternity services,
mental health services, aged residential care and
palliative care. Estimated service volumes have been
provided, not as targets to be achieved, but to give the
reader context in terms of the use of resource across the
Canterbury health system.

Notation

Some data is provided to the DHB by external parties and
can be affected by a delay in invoicing. Rather than
footnote every instance, symbols are used to indicate
where this is the case4 Jv ] S § 8§72 8§
affected by invoicing delay and is subject to change (data
for these measures was pulled om lbefore 10 August
2014,

A gsymbol indicates where data relates to the calendar
year rather than financial year.

There are also a number of national health targets where
performance is tracked and reported nationally on a
quarterly basis rather than annually. A symbol
indicates that the baseline, national average and target
refer to the fourth quarter result of that year.

50 Note: The budgeted expenditure includes expected earthquake
settlement proceeds and repair costs. These earthquake related
amounts have been pro-rated across the four output classes. It
should be noted that as the earthquake proceeds and costs could
fluctuate significantly between years this may affect comparison
of the output class information over the next several years.

Canterbury DHB Annual Plan 2013}-

}uo

Where does the money go?

* 0]The table below presents a summary of the 2054

budgeted financial expectations by output class.

Over time, we anticipate it will be possible to usesthi
output class framework to demonstrate changes in
allocation of resources and activity from one end of the
continuum of care to the othe®

REVENUE TOTAL $'000

Prevention 30,658
Early detection and management 334,222
Intensive assessment & treatment 1,004477
Support & rehabilitation 232543
Grand Total 1,601,900

%o }¥wotheZSE v |

EXPENDITURE TOTAL $'000

Prevention 30,841

Early detection and management 336,016

Intensive assessment & treatment 1,013904

Support & rehabilitation 233,689

Grand Total 1,614450

Surplus/(Deficit) (12,550)
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OUTPUT CLASS

8.1

Preventative health services promote and protect the health of the patjnri and address individual behaviours by targeting
changes to physical and social environments that engage, ituand support people to make healthier choices. These
services include education programmes and services to raise awarefhesk behaviours and healthy choices, the use of
legislation and policy to protect the public from environmentaksisnd communicable diseases, and individual health
protection services (such as immunisation and screening progranthat support early intervention to modify lifestyles

Prevention services

and maintain good health.

Why is this output class significant for the DHB?

By improving environments and raising awareness, these servippssypeople to make healthier choicegeducing major
risk factors that contribute to long-term conditions and delayimgexducing the impact of these conditions. Services are
often designed to disseminate consistent messages to largebatsrof people and can be cost-effectivit-risk and high-
need population groups are also more likely to engage in risky behavanasto live in environments less conducive to
making healthier choices. Prevention services are therefore also cemést opportunity to target improvements in the

health of high-needs populations and to reduce inequalities inthesthtus and health outcomes.

OUTPUTSHORT-TERM PERFORMANCE MEASURES)2013

Health Promotion and Education Services

These services inform people about risks and support them to be healthy. Suc
begins with awareness and engagement, reinforced by programmes and legisl
that support people to maintain wellness and make healthier choices.

% of babies exclusively breastfeeding on hospital discharge

Lactation support and specialist advice consults provided in commsetityngs

Z %o% §]%

rutkdBor>ddurkes provided in the community

People accessing Green Prescriptions for additional physicatystipport

% of Green Prescription participants more active 6-8 months afternadf

% of smokers identified in primary care receiving advice and haipitd ABC)

% of smokers identified in hospital receiving advice and helpito(4BC)

Enrolments in the Aukati Kaipaipa smoking cessation programme

% of priority schools supported by the Health Promoting Schools fremke

Population-Based Screening Services
These services help to identify people at risk of illness and pick up conditi@rs ¢

dz , [+ E}o

]J* 8} v }HE P p%s | U

s 1v ]

% of four-year-olds provided withB4 School Check (B4SC)

$

¢

% of Year 9 students in decile 1-3 schools provided with a HEEADSSS assess

% of women aged 25-69 having a cervical cancer screen in the last 3 years

% of women aged5-69 having a breast cancer screen in the last 2 years

51 The percentagef

antenatal, birthing and early postnatal period. Standards are basethtinnal targets.
52A Green Prescription is a health professional's written advice to a patient to/biealy active, as part of their health management.

Notes 2012/13 2014/15
DHB Target
Result
Qs 76% >75%
V 858 >580
V4 52 >50
V52 1,936 3,000
Qs 50% >50%
() 35% 90%
() 93% 95%
v 345 >240
c# 74% >70%
Notes 2012/13 2014/15
DHB Target
Result
€= 86% 90%
C#6 99.6% 100%
c= 75% 80%
c= 82% >70%

2012/13
National
Average

63%
57%

96%

2012/13
National
Average

80%

7%

72%

] < preastfed demonstras the effectiveness of consistent health promotion messages delivered during the

53 Results taken from national patient survey completed by Research NZ on befmalffistry of Health.

54The Health Promoting Schools Framework adésissalth issues with an approach based on activities within the seltiing that can

Pd RE G %R0 EJPho & D YENEVZI}E W
5 The B4 School Check is the final core WellChild/Tamariki Ora chiebk;hildren receive at age four. It is free, and includes vision, earin
A o}%EI wEX EoC ]
5% A HEADSSS assessment is provided to Year 9 students it is free antomesrEducation/Employment/Eating/Exercise, Activities; Drugs,

Ju% § }v Z
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Sexuality; Suicide, Safety; and Spirituality. The assessment allows health canberitentified and addressed early.
5" These are national screening programmes and standards are based on nsti@®aling unit targets.
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Immunisation Services Notes 2012/13 2014/15 2012/13

These services reduce the transmission and impact of vaccine-preventable dis DHBI Target National
The DHB works with primary care and allied health professionals to improve th Result Average
provision of immunisations both routinely and in response to specific risighA
coverage rate is indicative of a well-coordinated, successful service.
% of newborns enrolled on the National Immunisation Register at birth © 98% >95% -
% of children fully immunised at eight months of age C 92% 95% 90%
% of eight-month-oldZ E  Z [ C Juupv]e §]}v « EA] - Q%8 97% 95% 95%
% of eligible girls completing HPV vaccinations (i.e. receiving Dose 3) C#* 43% 60% 54%
% of older people (65+) receive a free influenzd (op[s A v §]}v . 71% 75% 65%
8722 Z [ ] (]v chidenfullyimmunised, as well as those whose parents have been coradtprbvided advice and support

to enable them to make informed choices for their children but have chosen to decline imionsisabpt off the NIR.
% The baseline is the percentage of girls bor986 receiving Dose 3 by the end of 2012, and the targe2®d# is girls born irl998

V8§ E PEC[*s % EIPE uu ]e *0]PZ30C ]J(( E v3:5% & En@ E v @ 0 A% EEoISHasddETRY E $Z v « Z
measure differs slightly to previous years as the age-bands have been lifted to bgttevith the school-based programme.
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OUTPUT CLASS

8.2  Early detection and management services

EoC 3 3]}v vV uv P uvd e EA] o u lvs |VWh]uPpeE&A0ST E “SPE]HP ISZ § %o } %00

with disease onset are recognised early, their need is idedtifieng-term conditions are managed more effectively and
services are coordinated - particularly where people have multiple tiondirequiring ongoing interventions or support.

Why is this output class significant for the DHB?

New Zealand is experiencing an increasing prevalence oftéongconditions, so called because once diagnosed people
usually have them for the rest of their lives. Some population greuffer from these conditions more than others, and
prevalence also increases with aggy promoting regular engagement with health services, we suppm@opie to maintain
good health through earlier diagnosis and treatment, which presidn opportunity to intervene in less invasive and more
cost-effective ways associated with better long-term outcomes. Thesgces also support people to better manage their
long-term conditions and avoid complications, acute illness and crises.

Our current move to better integrate services presents a unigportunity. Providing flexible and responsive services in
the community, without the need for a hospital appointment, will support peoplstiy well and reduce the overall rate of
admissions, particularly acute and avoidable hospital admissiBeslucing avoidable demand will have a major impact in
freeing up hospital and specialist services for more complex and plantexgentions.

OUTPUTSHORT-TERM PERFORMANCE MEASURES

Primary Health Care (GP) Services Notes 2012/13 2014/15 2012/13
These services are offered in local community settings by teams of general DHB Target National
practitioners (GPs), registered nurses, nurse practitioners and other primary Result Average
Z 08Z & % E}( *+]}v 0°U ]u § Ju% E}YAJVPU u

health. High levels of enrolment or uptake of services are indicative of engage

accessibility and responsiveness of primary care services.

% of the total DHB population enrolled with a Primary Health Orgaorsati © 96% >95% 96%
Avoidable hospital admission rate for children aged 0-4 Qe 114% <111% 100%
Young people (0-19) accessing Brief Intervention Counselling V41 758 >500 -
Adults (20+) accessing Brief Intervention Counselling s4 5,023 >3500 -
Skin lesions (skin growths, including cancer) removed in primary care V4 2,358 >2,000 -
Number of clinical HealthPathways in place across the Canterbury health syste V2 667 >600 -
Oral Health Services Notes 2012 2014 2012
These services are provided by registered oral health professionals to help pe« DHB Target National
maintain healthy teeth and gums. High enrolment indicates engagement, while¢ Result Average
timely examination and treatment indicates a well-functioning, efficient service.

% of pre-schools childrg-4) enrolled in DHB-funded oral health services . 71% 75% 70%
% of enrolled children (@2) examined according to planned recall de 90% >90% 90%
% of adolescents (13-17) accessing DHB-funded oral health services . 65% 85% 73%

80 Some admissions to hospital are seen as preventable through approgibténervention. These admissions provide an indication of the

access and effectiveness of primary care and an improved interface between prnmdagcandary services. The measure is based on the
national DHB performance indicator SI1, which has been redefine@ atatidardised rate per 100,000. The baseline differs slightly from
previously published figures (112%) due to an update of national data.

61 The Brief Intervention Coordination Service provides people with mildderate u vS o Z 0S$Z }v (€ v nté@entiod frao C [
their general practice teams for mild to moderate mental health issuegding depression and anxiety. Previous years have presented total
population provided with BIC but this has been split intogrgeps to heighten the emphasis on young people accessing supporitsResu
include face-2-face and phone consultations and may undercount people agdgisiwhere dates of birth have not been provided.

52 The HealthPathways website helps general practice navigate clinically desighegymthat guide patient-centred models of care.

Canterbury DHB Annual Plan 2013}- 62



Long-term Conditions Programmes

These services are targeted at people with high health need due to having a lo
term condition and aim to reduce deterioration, crises and complications throug
good management and control of that condition. Success is demonstraitedjth
early intervention, monitoring and management strategies which reduce the
negative impact and the need for hospital admission.

Spirometry tests provided in community rather than hospital setting

% of the eligible population having a CVD Risk Assessment in the last 5 years
% of the population identified with diabetes having an HbA1c test in the last ye
% of the population identified with diabetes with acceptable glycaemitrabn

People receiving subsidised diabetes self-management support fromgeeéral
practice team when newly diagnosed with Type 2 diabetes or starting insulin

Pharmacy and Referred Services
These are services which a health professional may prescribe or refer a persol

help diagnose a health condition, or as part of treatment. They are provided by
allied health personnel such as laboratory technicians, medical radiation
technologists and pharmacists. While pharmaceuticals are largely demand dri
to improve performance, we will target primary care access to diagnostics and
shorter wait times to aid decision-making and improve referralgsses.
Subsidised pharmaceutical items dispensed in the community

Laboratory tests completed for the Canterbury population

People on multiple medications receiving a Medication Managemeniei/

GP requested Community Referred Radiology tests completed

% of people receiving their urgent diagnostic colonoscopy within 2 weeks

% of people receiving their Computed Tomography (CT) scan within 6 weeks

% of people receiving their Magnetic Resonance Imaging (MRI) within 6 weeks

% of people receiving their elective coronary angiography within 3 months

Notes

V43

C 64

QGG

s &

Notes

vV 48
V4
V 4°

2

2012/13
DHB
Result

1,503
33%
86.5%

75.6%

739

2012/13
DHB
Result

6.7m
2.0m
1,771
45,555
30%
89%
83%

82%

2014/15
Target

>1,000
90%
>90%

>75%

>739

2014/15
Target

est. 8m
est. <2.6m
2,000
est.>30,00C
75%
90%
>80%

90%

2012/13
National
Average

67%

2012/13
National
Average

56%
79%
52%

88%

63 Spirometry is a tool for measuring and assessing lung functi@réorge of respiratory conditions. Providing this service in the corymuni
means people do not need to wait for a hospital appointme@iommunity spirometry volumes include those delivered by both GPs and

mobile community respiratory providers.

64 This refers to CVD risk assessments undertakenun C & ]v o]v
baseline differs slightly against previously published data (33%) due to isaires.
SW ES }(P}} 1 S§euvPuvslilvop
the management of their condition.

66 HbAlc <64mmol/mol reflects an acceptable blood glucose level.

Alsz §z

87 Number of subsidised procedures claimed for the 2012/13 year as at February 2014 (includes later ¢hameriod).
68 This measure covers all items dispensed in the community not in hospitldr it may still include some non-Canterbury residents who

had prescriptions filled while in Canterbury.

89 The 2012/13 number differs slightly from the previously published number (1,694) deeitvtites
70 All diagnostic result baselines are the June 2013 result published by the Ministrytiof Fleggets are set to national standards.

"t The DHB will use best endeavours to achieve and sustain performanast digainational targets for CT and MRI however radiology
support needed to achieve priorities around reducing ESPI and cancer treatment waitingrérpeing additional pressure on the service
- the CCN Radiology Service Level Alliance will closely monitor system pressures and waiting times.
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OUTPUT CLASS

8.3 Intensive assessment and treatment services

Intensive assessment and treatment services are usually complexesemiovided by specialists and other healthcare
professionals working closely together. These services arefthrerasually (but not always) provided in hospital settings,
which enable the co-location of clinical expertise andcsglist equipment. These services include ambulatory services,
inpatient and outpatient services and emergency or urgent care servigsoportion of these services are driven by demand
which the DHB must meet, such as acute and maternity services and atteeganned where provision and access are
determined by capacity, clinical triage, national service coverage agreements atrdére thresholds.

Why is this output class significant for the DHB?

«<u]S o U SJu oC ee 5} JvE Ve]A  es ey YPVM] SVEOGU]M% EYAe %o }%00 [+ <u 0]5C }(
through early intervention or through corrective action. Rasgige services and timely treatment support improvements
across the whole system and give people confidence that conipleswvention is available when needed. People are then
able to establish more stable lives, resulting in improved pubdinfidence in the health systemAs an owner of these
services, the DHB is also committed to providing high quality services. Qualityé@manat in service delivery, systems and
processes will improve patient safety, reduce the number of eventsiegunjury or harm and improve health outcomes.
Adverse events and delays in treatment, as well as causing harm to {gatieive unnecessary costs and redirect resources
away from other services. Appropriate and quality service provisidmesliice readmission rates and better support people
to recover from complex illness and/or maximise their quality of life.

OUTPUTSHORT-TERM PERFORMANCE MEASURES

Quality and Patient Safety Measures Notes 2012/13 2014/15 2012/13
These quality and patient safety measures apply across all services provided il DHB Target National
Coast DHB hospitals and are newly introduced national quality ang/safekers Result Average
championed and monitored by the Health Quality & Safety Commission.

Rate of compliance with good hand hygiene practice Q7 67% 80% 71%
% of hip and knee replacement patients receiving cefaz@in > Qn new 95% =

% of hip and knee replacement patients who have appropriate skin preparatior Q new 100% -

% of time all three parts of the surgical safety checklist are used Q™ 40% 90% 71%
% ofinpatients (aged 75+) who received a falls assessment Q" 97% >90% 7%
Maternity Services Notes 2012/13 2014/15 2012/13
These services are provided to women and their families through pre-conceptic DHB Target National
pregnancy, childbirth and the early}vsSZe+ }( CServiodg ake provided in Result Average
home, community and hospital settings by a range of health professionalslin!

lead maternity carers, GPs and obstetricians. Utilisation is monitored tweens

service levels are maintained and to demonstrate responsiveness to need.

% of women registered with an LMC by 12 weeks of pregnancy C 73.3% 80% 63%
Maternity deliveries in Canterbury DHB facilities \% 5,778 est. 6,000 -

% of total deliveries made in Primary Birthing Units V76 9% 13% -
Baby friendly hospital accreditation of Canterbury DHB facilitiestaiaed Q7 yes yes -

2 This measure is based on ward audits of the Medical and Surgic e@rducted according to Hand Hygiene NZ standards. The baseline
result is taken from national Health Quality & Safety Commission (HQSCingfmrQuarter 4 2012/13.
73 Cefazolin 2g is antibiotic recommended as routine for hip and knee replacements to prevenibinfeatplications.
74 The surgical safety checklist, developed by the World Health Ordganjsata common sense approach to ensuring the correct surgical
procedures are carried out on the correct patient. The baseline result is taken from HQSQyriepdpirarter 3 2012/13.

5 While there is no single solution to reducing falls, an esseinsinstep is to assess Z ]v JA] g o[e &E]J+l }( ( oo]vPU v

The baseline result is taken from HQSC reporting for Quarter 3 2012/13.

S]vP

76 The DHB aims to increase pedp#eceptance and confidence in using primary birthing units ratherliaaimg women birth in secondary

or tertiary facilities when it is not needed, in order to make better dseespurces and to ensure limited secondary services are more
appropriately available for those women who need more complex or specialist intervention.

7 The Baby Friendly Initiative is a worldwide programme of the WorldiH®ajanization and UNICEF to encourage maternity hospitals to
deliver a high standard of care and implement best pcactAn assessment/accreditation process recognises achievement of the standard.
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Acute/Urgent Services Notes 2012/13 2014/15 2012/13

These are medical or surgical services for illnesses that have an abrupt onset ( DHB Target National
progress rapidly (they may or may not lead to hospital admigs&srvices include Result Average
accident & emergency responses, short-stay acute assessment and observatic

care packages, acute medical and surgical services and intensive care service

% of children under six with access to free primary care after hours C 100% 100% -

% of general practices providing telephone triage outside business hours cs® 86% 95% -
Acute demand packages of care provided in community settings V7 25,374 >25,000 -
Attendances at Canterbury Emergency Departments (ED) V80 87,221 <93,000 -

% of people waiting less than 4 weeks for radiotherapy or chemotherapy T e 99.5% 100% 100%
Acute inpatient average length of hospital stay (standardised) Qe 3.86 <3.86 3.99
Elective/Arranged Services Notes 2012/13 2014/15 2012/13
These are services for people who do not need immediate hospital treatment & DHB Target National

Z }}l [ }E& Z & E vPrhdy mcliEde pleetie surgery, but also non-surgi Result Average
interventions (such as coronary angioplasty) and specialist assessments (esthe
assessments, follow-ups or preadmission assessments).

First Specialist Assessments provided (medical and surgical) \As 60,819  est. >60,00! -
% of First Specialist Assessments that were non-contact Q84 12.1% >10% -
Elective surgical discharges delivered (surgeries provided) V85 17,066 H7,484 -
% of elective/arranged surgeries provided as day cases. Qse 57% >57% -
% of people who receive their surgery on the day of admission Qse 91% >90% -
Elective inpatient average length of hospital stay (standardised) Qe 3.19 <3.18 3.36
Outpatient attendances \ 622,837  est. >600k -
Kusd% 8] v§ Z ] v}S 88 v ][ E S - Qe 4.4% <5% -
Ops% 8] v Z] v}s 5P VEIE § - Qs 8.6% <5% -

8 Results for 2012/13 differ from those previously stated due to a recalculation of practiceshatiiclosed and merged over the year.

7 Acute demand packages of care allow people who would otherwise reghaspéal admission to be treated in their own homes or
community and are provide8 Z E}uPZ vS €& pEC[e ps uv DvPuvsd”rEA] ~ D7 eX

80 This measure is a national performance measure (the ED Health Tdgetich, it counts Christchurch and Ashburton Emeygenc
Departments. The number differs slightly to previously published number (by 20 peegleyefueshed coding.

81dZ]e u *p@E ] Vv §]}vo % E(}EUV u *pE ~WWIiiC (}E SEESSE}vio Mpajightpywhosess P} EC
treatment is scheduled with other treatments or part of a trial. The re#ter to that previously published (100%) due to an error discovered
after the Plan was published.

82 This measure is a national performance measure (O88gn seeking to reduce average length of hospital stay performance dieuld
balanced against readmissions rates to ensure earlier discharge is appropriateraind guality remains high.

8 This measure counts both medical and surgical assessments but countkeofigt assessments (where the specialist determines
treatment) and not the follow-up assessments or consultations after treatmerad@msred.

84 Non-contact FSAs are those where specialist advice and assessment is provided \eitheed ttor a hospital appointment.

85 This measure is a national performance measures (the electives health target) and eXcl@HeE cadiofogy and dental volumes.

8 When elective surgery is delivered as a day case or on the day of adnitissakes surgery less disruptive for patients, who can speand th
night before in their own home and it frees up hospital resources. Taeseare balanced against readmissions rates to ensure service
quality is appropriate. These were previously national performance mea&8és§ OS7) discontinued at the end of 2012/13 the internal
data now referenced differs slightly due to timing and standardisation issukgeational averages are no longer available.

87 This 2012/13 result differs slightly from previously published result (4.6%) due t@molusiose people who presented but did not wait.
8 The DNA rate presented differs slightly to that previously publishé86] and is now calculated as the proportion of all outpatient
appointments where the patient was expected to attend but did not present themselthes @gpartment.
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Specialist Mental Health Services Notes

These are services for those most severely affected by mental illness or addict
They include assessment, diagnosis, treatment, rehabilitation and crisis respor
when needed. Utilisation and wait times are monitored to ensure service levels
maintained and to demonstrate responsiveness to need.

% of young people (0-19) accessing specialist mental health services £°
% of adults (20-64) accessing to specialist mental health services 4
% of people referred for non-urgent MH and AOD services seen withinlgswee T

% of people referred for non-urgent MH and AOD services seen withinlBswee T

Assessment, Treatment and Rehabilitation Services (AT&R) Notes

These are services provided to restore functional ability and enable people to |
independently as possible. Services are delivered in specialist inpatieftnahits
outpatient clinics. An increase in the rate of people discharged home with supj
rather than to residential care or hospital environments (where appropriate) ref
the responsiveness of services.

Admissions into inpatient AT&R services Vv
% of admissions into AT&R (PMH) made by direct community referral Q
% of AT&R inpatients discharged to their own home rather than ARC Q4

89 This measure is based on the national performance measure (PP26) and expedtait®% of the population will need access to specialist

level mental health services.

9% This measure is a national performance measure (PP8). Results are provideubthitezin arrears, the results stated are to March 2013.
9 A discharge from AT&R to home (rather than ARC) reflects the qpfadify&R and community support services in terms of assisting that

2012/13
DHB
Result

2.6%
3.4%
72%

87%

2012/13
DHB
Result

3,101
18%

85%

2014/15
Target

>31%
>31%
80%

95%

2014/15
Target

est. >3,00(
20%

>80%

% Ee}v 8} & P Jv 8Z |E (pv 8]}v 0o ]v % E]vE «}uiZi\3|8 CA}§Zo %%} T € \960S Z
These results differs from that previously published as they did not excludeipatdenwere ARC residents prior to AT&R admission.
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OUTPUT CLASS

8.4  Rehabilitation and support services

Rehabilitation and support services provide people with the assistargertéed to maintain or regain maximum functional
independence, either temporarily while they recover from ilinesslisability, or over the rest of their lives. These services
E o]A E (s & o]Jv] 0 Zv ¢ eeo poUW/ S| U @]} o2 %00 }IE SO %o Ee}V O E U
e EA] + % EL}A] IV % }%0 [+ }Av Z}w «Uv Goo E - Bo(@@d¢Sidential care. Services are
mostly for older people, mental health clients and personal healidnts with complex conditionsSupport services also
include palliative care services for people who have end-stagditions. It is important that they and their families are
appropriately supported, so that the person is able to live comfortably, have teenisimet in a holistic and respectful wa
and die without undue pain and suffering.

Why is this output class significant for the DHB?

Services that support people to manage their needs and live sedttly and independently in their own homes are considered
to provide a much higher quality of life, as a result of people stpgitive and positively connected to their communities.

This is evident by less dependence on hospital and residential seavidesreduction in acute illness, crisis or deterioration
leading to acute admission or readmission into hospital services.

Even when returning to full health is not possible, timelgess to responsive support services enables people to maximise
function and independenceln preventing deterioration and acute iliness or crisis, themeices have a major impact on the
sustainability of hospital and specialist services and on tlemhealth system in general by reducing acute demand,
unnecessary ED presentation and the need for more complex inteorenfihese services also support the flow of patients
and improved recovery after an acute illness or hospital admissibalping to reduce readmission rates and supporting
people to recover from complex illness and/or maximise their quality of life.

OUTPUTSHORT-TERM PERFORMANCE MEASURES)2013

Rehabilitation Services Notes 2012/13 ~ 2014/15  2012/13
dZ « « EA] « € *3}E }E u EJule % }%o0 [+ Z @iz DHB Target  National
health-related event. They include mental health community support, physical Result Average
occupation therapy, treatment of pain or inflammation and retraining to
compensate for specific lost functions. Success is measured through increase
referral of the right people to these services.
% of people referred to an organised stroke service with demonstrstieke (¢ 74% 80% -
pathway after an acute event
% of people enrolled in cardiac rehabilitation services aftem@rne event C92 25% 30% -
People accessing pulmonary rehabilitation courses \VAS 206 >150 -
People 65+) accessing community-based falls prevention programmes V94 1,613 >1,200 -
Home and Community-Based Support Services Notes 2012/13 2014/15 2012/13
These are services designed to support people to continue living in their own F DHB Target National
and to restore functional independence. They may be short or longer-term in Result Average
nature. An increase in the number of people being supported is indicative of
increased capacity in the system, and success is measured against decreasec
delayed entry into residential or hospital services.
% of older people (65+) receiving long-term home and community stipporices

. . ; Y ® 90% 95% =
who have had a comprehensive clinical assessment using InterRAI
People accessing CREST services on hospital discharge or GP referral s & 1,850 2,200 -
People supported by long-term home-based support services V4 8,860 est.>8,000 -
People supported by district nursing services V4 7,911 est.>6,000 -

92 This measure counts those enrolled in Phase 2 (outpatient) Cardiac Refabitedischarge.

9 This measure now includes all people attending pulmonary rehabilitggimburton, Christchurch, Community-based).

“dZl]eu cuE €& ( E+ §} Vv8 & UEC[* /IVE PE § & 0o WE A v3]}v » EA] AZ] Z o pv Z
% InterRAl is an evidence based geriatric assessment tool the use of which essasssnants are high quality and consistent and that
people receive equitable access to support and care. This number differs from previous gealig@fitent to the national measure.

9% The CREST service began in April 2011 and provides a range of honretirsiéthtion services to facilitate early discharge from hospital
or avoid admission entirely (via pro-active GP referral).
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Respite and Day Services Notes 2012/13 2014/15 2012/13

These services provide people with a break from a routine or regimented DHB Target National
programme so that crisis can be averted or so that a specific health need can | Result Average
addressed. Services are provided by specialised organisations and are usuall

term or temporary in nature. They may also include support and respite for farr

caregivers and others affected. Services are expected to increase overstime, ¢

more people are supported to remain in their own homes.

People supported by day services V4 654 est. >550 -
People accessing mental health planned and crisis respite V47 829 est. /50 -
Occupancy rate of mental health planned and crisis respite beds Cc48 81% 85% -
People supported with aged care respite services V4 1,192 est. >1,000 -
Palliative Care Services Notes 2012/13 2014/15 2012/13
These are services that improve the quality of life of patients and their families DHB Target National
facing life-threatening illness, through the prevention and relief osufj by Result Average
means of early intervention, assessment, treatment of pain and other supports

People supported by hospice or home-based palliative services V4 3,295 est. >2,000 -
ARC facilities trained to provide the Liverpool Care Pathway optiorsiderts C% 42 >45 -
People in ARC services supported by the Liverpool Care Pathway Vv 134 >150 -
Residential Care Services Notes 2012/13 2014/15 2012/13
These services are provided to meet the needs of a person who has been assi DHB Target National
as requiring long-term residential care in a hospital or rest home indefinitely. V Result Average
an ageing population, a decrease in the number of subsidised bed days for lov

level care is seen as indicative of more people being successfully supported to

continue living in their own homes and is balanced against the level of &nde

community-based support.

% of people entering ARC having had a clinical assessment of need usiRglinte Q4% 91% 95% -

% of ARC residents receiving vitamin D supplements CHw 73% 75% -
Subsidised ARC rest home beds provided (days) V 401 573,866 est. <676,00 -
Subsidised ARC hospital beds provided (days) V4 453,716 est. <507,00 -
Subsidised ARC dementia beds provided (days) V4 222,445 est. >212,00 -
Subsidised ARC psycho-geriatric beds provided (days) V4 69,468  est. >62,00( -

9 This measure includes the new mental health mobile respite service, launched in 2013.

BK u% vV C E 5 ¢ % E}A] viIv] 81}v I( - A} G-]Z5 W MQPZ dZe Sjuu § uv E <p]E u vse
some space to flex) but not too many to imply that resources are unédtind could be better dirext to other areas. The result for

2012/13 differs to that previous plished (85%) due to an error found in start and finish dates.

9 The Liverpool Care Pathway is an international palliative care programméeedduationally and reflects best-practice care.

100 ARC Vitamin D supplementation results are provided quarteriy pyX dzZ Z 3u o[ % E}A] l* (}J& §Z2 SZE ulvsZe 8} :
101 Results for 2012/13 differ for all ARC beds provided due to late invoices.
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Meeting Our
Financial Challenges

While health continues to receive a large share of national funditlegr signals have been given that Government is looking
to the whole of the health sector to rethink how we will meet theeds of our populations with a more moderate growth
platform. The Minister of Health expects DHBs to operate withistieg resources and approved budgets and to work
collaboratively to ensure service delivery is clinically and financially sabtain

9.1 fe—1", —Hnaneial outlook

The Canterbury DHB, like the rest of the health sector,
faces significant financial pressures from increasing
service demand, rising treatment costs, wage
expectations and increased public expectationsll of
which must be managed within allocated funding.

Despite these pressures, Canterbury was on track to
deliver a break-even financial performance. However,
the earthquakes have resulted in unplanned net
expenditure and costs of over $60m to date.

. ]JE § & -pos }( 8Z ESZ<u | o

planned financial result in 2012/13 was initially estimated

at a $40m deficit, the majo contributors being
earthquake-related costs and the revenue impacts of
short-term population changes. Through a variety of
initiatives and measures, Canterbury DHB was forecasting
a net deficit of $5m for 2012/13. This was reduced to a
breakeven position with the addition of planned
earthquake funding support from the Ministry of Health.

Post year-end the insurance claims for the Canterbury
earthquake were settled at the policy maximum $320m.

This was subsequently recognised in the 2012/13 year
creating a net surplus of $287m. Timing differences
between the recognition of insurance proceeds and the

prolonged spend in regard to repairs (both operating

repairs and maintenance and capital re-instatement) will

be evident for a number of financial years.

The total overall cost of the earthquakes is still an
unknown factor and we expect the cost impacts to also
continue to influence and distort our financial results for
the next several years. They appear in various types of
expenditure: from the securing of external capacity to
support our service delivery through to emergency
repairs and maintenance.

We are still unable to accurately determine the final
interplay between repair costs and insurance recovery
and the impact of new Building Codes, construction
inflation and cost escalation on repair costs. However, it
is apparent that there is a significant level of remedial
work needed which is not able to be covered by the
insurance proceeds in a like for like manner.

The DHB has devised a 10 year programme of earthquake
repair work in which the long-term delivery of services
can be sustained and remain affordable in the context of
the $320m insurance proceeds available.
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to the Jangster,
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volatility drlveﬁ1 by

This programme will require ruthless prioritisation in
order for it to remain affordable as we navigate the
uncertainties of repair costs and maintain safe and
effective service provision for staff and patients.

We are alsanable to precisely predict the likely increase
in demand for services from a vulnerable populatibat
has been under stress for more than three years. We are
already experiencing significant uplift in a number of
areas, such as mental health services, and are fully
expecting this demand to be sustained for a prolonged
period. This createslevel of financial volatility in regards
qkfurther exacerbated by revenue
ulation fluctuations.

dz & ]e v}(ZA( 4}opsS]livxX d} vepE& IuE Z
system is clinically and financially sustainable, we have
(} po }v ou I]vP ]*1}ve 82 8§ & Z <35 (}E %o ¢

S (}J& +Ce*35 u[X fhtwresS @s| giavRrh is
critical to our success. If an increasing share of our
funding is directed into meeting the cost of providing
services, our ability to maintain current levels of service
will be at risk. We will also be severely restricted in terms
of our ability to invest in new equipment, technology and
initiatives that will allow us to meet future demand.

It is also critical that we continue to reorient and
rebalance our health system. By integrating services and
improving the quality of the care we provide, we can
reduce rework and duplication, avoid unnecessary
expenditure and do more (and see more people) within
our current resources.

9.2

vs & HEC[* (HSHE
but doing more with the same.

Achieving financial sustainability

]+ v}s$ }us

Revenue from the Government (via Ministry of Health) is
the main source of DHB funding. This is supplemented by
additional funding from side agreements with
organisations such as ACC and payments from other DHBs
for services provided to their populations.

w E (}E& +S]vP $Z Shase Sur@ng BrC|[-
2014/15will increase by approximately $28m6

This (uv JvPU AzZpomal] Eu¥ JvP Jv E -
has not corrected the downward adjustment made in the
year following the earthquakes (based on an estimated
reduction in population which did not eventuate). The
2013 Census data, which has yet to be factored into
funding calculations, points to a population which is
largely in line with the pre earthquake trajectory.
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Living within our means

In order to meet the needs of our population and the
expectations of the Minister of Health, the Canterbury
DHB will continue to focus on strategies to constrain cost
growth and rebalance our health system.

Savings will be made not in dollars terms, but in terms of
costs avoided through more effective utilisation of the
resources available and reduced demand for services.

Strategies reflected throughout this document include:
f Reducing variation, duplication and waste.

f Doing the basics well and understanding our core
businesst best for patient, best for system.

f Investing in clinical leadership and clinical input into
operational processes and decision-making.

f Integrating systems to share resources.

f  Enabling clinical decision-making at the point of care
to reduce delays and improve the quality of care.

f Developing workforce capacity and supporting
integrated, less traditional workforce models.

f Realigning service expenditure to better manage the
demand growth with reduced bed capacity.

The Canterbury DHB also actively supports the South
Island Support ServicedliAnce to implement tighter cost
controls and make purchasing and productivity
improvements to limit the rate of cost pressure growth.
In particular, Canterbury is taking a lead in the
Procurement and Supply Chain Workstream.

In line with our decision-making principles the Support
Services Workstream has a clinical lead alongside the CEO
sponsor and invobks clinicians in the rationalisation and
standardisation of products and services to reduce clinical
risk and increase engagement in the programme.

CANTERBURY COMMITMENT TO NATIONAL INITIATIVES

CAPITAL
COSTS

2014/15

Health Benefits Limited

Finance, Procurement & Supply Chain (1,283)
Human Resource Management Information Systems -
National Health IT Board

eMedicines Reconciliation with eDischarge (327)
Replacement of legacy Patient Administration Syster (6,403)

National Patient Flow -
Self-Care Portal -
Health Quality & Safety Commission

Patient experience indicators

The regional Workstreams focused on Food, Laundry,
Maintenance & Engineering and Clinical Engineering
Services are beinge-engaged in the coming year and
regional work plans being identified.

Through the Regional Alliance, the DHB will also maintain
and strengthen the relationship with Health Benefits
Limited (HBL) to assist them in implementing an
operatioral model (in partnership with DHBs) to achieve
mutual benefits and cost savings. The key actions to align
Support Services activity with HBL work programmes are
identified in the South Island Regional Health Services
Plan, available atww.sialliance.health.nz.

Canterbury DHBs an active participant on a number of
HBL workstreams to provide assistance and support to
external providers of solutions, particularly in regard to
food, linen & laundry and supply chain services priorities.

We are also committed to supporting national entity

initiatives locally to achieve mutual benefits and cost
savings across the sector; the table below indicates the
level of inclusion in the 20145 financial projections.

Out-years scenario

The current realityin Canterbury creates a high level of
uncertainty and variability related to both revenue and
expenditure in out-years. Our outlook depends on a
number of assumptions and interrelated factors
including: revenue volatility based on population shifts;
changing health demands and population deprivation
post-earthquake; earthquake repair cost volatilignd
timing around facilities plans and costs of building repairs
not covered by insurance in addition to affordability.

The DHB has provided out-year results based on these
assumptions and variables to provide a clearer sense of
our financial results. However, changes in the complex
mix of contributory factors will drive results thahay
differ from those shown here.

OPERATING NET
BENEFITS | OPERATING

OPERATING COSTS
ONE-OFF ONGOING

(223) - (671) (894)
(167) - - (167)
(346) - - (346)
(195) - - (195)
(533) - - (533)

(15) (15)
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9.3  Assumptions

We have made the assumption that Canterbury will run a
reduced deficit for the 20145 financial year as a
continued result of covering the cost of the earthquakes.
This is entirely consistent with the financial assessments
considered under the detailedacilities business case
approved by Cabinet.

We are aware that the costs around building and

infrastructure repairs and the additional costs of

compliance with new Building Codes will be significant.
However, like wider system impacts from the

earthquakes, these costs are still uncertain and have not
been assumed in our forecasts.

We are also aware that there will be increased demand
from a population that has been under stress for more
than three years. However, there are few comparative
situations we can use as a base moaking assumptions
about the level of this demand. We have made
conservatve predictions as a precautionary measure.

Revenue and expenditure have been budgeted on current
Government policy settings and known health service
initiatives and in preparing our forecasts, we have made
the following assumptions.

f Population-based funding in 2014 will remain at
the level indicated in December 2013.

f  Fair prices will be received for services provided on
behalf of other DHBs and the Crown, including
paediatric oncology services.

f  The DHB will retain early payment arrangements.

f Costs of compliance with any new national
expectations will be cost neutral or fully funded as
will any legislative changes, sector reorganisation or
service devolvement (during the term of this Plan).

f  The Ministry of Health will continue to fairly fund
Canterbury for additional operational expenditure in
relation to the earthquakes.

f v E HYEC , [-eddliguake settlement
proceeds (transferred to the Crown to minimise
capital charge expenses) will be available to be
drawn down as required by the DHB to fund its
earthquake repair programme. As agreed with the
Ministry of Health, the revenue and equity mix of the
draw-down will be flexible and based on DHB
requests rather than necessarily matching the
respective earthquake capital and operating repair
spend for the particular year.

f  There will be fluctuations between actual results and
budget depending on both the costs and applicable
accounting treatment of repairs to buildings,
infrastructure and equipment not covered by
insurance recoveries. 4§} S§$Z
recognition of insurance proceeds (as required
under current NZ accounting standards) these future
costs are not able to be offset with the
corresponding inflow of insurance proceeds,
therefore creating a timing mismatch. This will
continue to influence stated fiscal results for a
number of years.
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f Earthquake related repair programmes, as funded by
insurance proceeds and internally sourced funding,
will continue. Estimates of the corresponding
capital, repairs and maintenance expenditure
expected to take place during the term of this plan
together with an estimated of the earthquake
proceeds draw-down, have been includeBue to
the fluidity and timing of repair works, some
fluctuations in estimates and actual spend are
expected to occur.

- Revaluations of land and buildings will continue and
as a result there will be further impacts on land,
building and infrastructure values. The quantum of
the earthquake impairment, coupled with the
regular period valuation, is not yet known and no
adjustment have been made for this in our forecasts.

f  Work will continue on the Facilities Redevelopment
Plan. Capital expenditure associated with the
redevelopment that will take place during the term
of this Plan have therefore been included.

f Borrowings required to fund the Facilities
Redevelopment Plan will be available from an
external source.

f Employee cost increases for expired wage
agreements will be settled on fiscally sustainable
terms, inclusive of step increases and the impact of
accumulated leave revaluation.

f External provider increases will be made within
available funding levels.

f Transformation ad earthquake recovery strategies
will not be delayed due to sector or legislative
changes, and investment to meet increased demand
will be prioritised and approved in line with our

} & [+ *SE S PCX

f  There will be no disruptions associated with natural
disasters or pandemic Revenue and expenditure
have been budgeted on current and expected
operations with no further disaster assumptions.

9.4  Asset planning and investment

National business cases

In 2010, the DHB submitted a business case seeking
approval for the redevelopment of Christchurch Hospital

v Ko E W Ee<}ve][ , 05Z "% ] 0]*S
process culminated in approval of the Business Case
redevelopment by Cabinet and the national Capital
Investment Committee in March 2013.

Timeframes for the fast-tracked design and execution of
this redevelopment are particularly critical to avoid the
substantial and unnecessary costs of short-term

% E Al}u+ Cstr@Etlral upgrades that will not improve the clinical

suitability of facilities already unfit for service needs. The

timelines for completion of the redevelopment are:
HEA}} ~Ko E W E-e}lve

redevelopment by 2015 and Christchurch 1918.
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A business case for the redevelopment of the Kaikoura
Hospital site as an Integrated Family Health Centre
received Cabinet and Capital Investment Committee
approval in April 2013. Detailed design plans have been
completed and the DHB expects to commence
construction in mid-lat014.

The Regional Programme business case for the South
Island Patient Information Care System (PICS) has been
approved by Cabinet. The system will replace its current
legacy Patient Administration System. The DHB is
currently progressing with a detailed implementation
business case and this is expected to be submitted to the
National Health IT Board and Capital Investment
Committee in October/Novembe2014

Capital expenditure

The Canterbury DHP pital expenditure budget totals
$303m for the 201415 year, subject to appropriate
approvals. In addition to normal clinical and operational
capital requirements, this includes the following
significant capital projects:

f Z]o & v[* , u S}0}P Ceitre (defehétl
from 2011/12 due to earthquake disruption).

f Ashburton Hospital rebuild, including procedure
rooms and wards.

f Phase 1 of the Facilities Redevelopment Programmme
focusing on the Burwood Hospital site.

f Strategic IT developments, including the upgrade of
our Patient Administration System and the roll-out
of the next stages of the national e-Medicines
Programme eSCRV and the Collaborative Care
Management System.

f Continuation of reinstatement and alternative
accommodation strategies under our 10 year
earthquake recovery programme of work.

Capital expenditure associated with projects required as
a result of earthquake damage to our infrastructure and
that of providers we fund has been included within our
capital plans. The overall impact of lengthy building
delays in any of these projects, given the current
construction micro-climate in Canterbury, could be a
significant increase in expenditure over these projects.

9.5

The Canterbury DHB currently has a $145,985m total loan
facility with the Ministry of Health (formerly the Crown
Health Funding Agency), which is fully drawn down. The
DHB's total term debt is expected to remain at $145,895
as at June 2015

Debt and equity

The DHB debt level is planned to rise in out years -
reflecting new loans required for the new Burwood and
Christchurch facilities. The respective loans will be raised
when the assets are transferred to the DHB (i.e. 2015/16
for the Burwood facility and 2018/19 for Christchurch).
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The Ministry-funded term loans are secured by a negative
pledge. Without theD]v]*SEC }( priorovériitgm
consent, the DHB cannot:

f Create any security over its assets, except in certain
circumstances.

f Lend money to another person or entity (except in
the ordinary course of business and then only on
commercial terms) or give a guarantee.

f Make a substantial change in the nature or scope of
its business as presently conducted, or undertake
any business or activity unrelated to health.

f Dispose of any of its assets except disposals at full
value in the ordinary course of business.

The DHB is repaying $1.861m of equity annually as part of
the agreed FRS-3 funding. In addition the DHB is also:

f Repaying $60m in 2013/14 and $120m in 2014/15 as

<u]SC E % Cu v ¢ % ES }( §Z , [+ }vS
towards the Burwood and Christchurch hospital
redevelopments.

f Z % ClvP “"16iu }( 8§z , [ ESZ«p |

settlement proceeds in 2013/14 as an equity
repayment. As agreed with the Ministry of Health,
the $290m will progressively be drawn down to fund
future earthquake recovery works. $20m of the
$290m will be drawn down by June 2014, leaving a
balance of $270m for out years.

The extent of insured damage as identified to support the
insurance claim was well in excess of $518m. Despite
successful negotiation which eliminated discount factors
and restrictions on use, the nature of the insurance that
was in place at the time of the earthquake meant a total
loss capacity of $320m.

The entire $320m was able to be attained by Canterbury
DHB but the total earthquake programme of works will

v §} (Q&E
The inherent shortfall between insurance proceeds and
cost of reinstatement means the total Crown contribution

for the Facilities Redevelopment Programme will need to
remain as set out in the detailed business case.

9.6 Additional information

Disposal of land

As part of the preparation required for the Christchurch

Hospital redevelopment, a land exchange has been
agreed between the Christchurch City Council and the
Canterbury DHB. This was part of a significant public
consultation in 2010, which received Christchurch City
Council and widespread community support. The
nationally  appointed Hospital Redevelopment

Partnership Group are pursuing the land transfer.

Disposal of surplus assets over the next three years may
include a house property in Amuri Avenue, Hamner
Springs. This property was previously approved for
disposal by the former Minister of Health but not
purchased by the Crown as part of a larger holding.
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Due process will be undertaken with regard to any sale of
DHB land. Our policy is that we will not dispose of any
estate or interest in any land without having first obtained
the consent of the responsible Minister and completed
required public consultation.

The development of the Central Business District Plan and
the CERA Recovery Strategy may have an impact on
decisions that can be taken in regard to land and facilities.

Activities for which compensation is sought

No compensation is sought for activities by the Crown in
accordance with Section 41(D) of the Public Finance Act.

Acquisition of shares

Before we or any of our associates or subsidiaries
subscribe for, purchase, or otherwise acquire shares in
any company or other organisation, our Board will consult
the responsible Minister(s) and obtain their approval.

Accounting policies

The accounting policies adopted are consistent with those
in the prior year. For a full statement of accounting
policies, refer to Appendix 10.
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Statement of
Financial Expectations

Where will our funding go?

101 Group statement of comprehensive income

2012/13 2013/14 2014/15 2015/16 2016/17 2017,
Actual Forecast Plan Plan Plan Plan
$'000 $'000 $'000 $'000 $'000 $'00(
Income
Ministry of Health revenue 1,416,121 1,424,439 1,461,345 1,494,743 1,528,249 1,561,868
Patient related revenue 50,460 50,400 51,297 54,048 55,233 56,443
Other operating income 315,876 25,188 81,638 57,566 87,784 65,392
Interest income 9,417 15,122 7,620 5,370 3,950 3,890
Total Income 1,791,874 1,515,149 1,601,900 1,611,727 1,675,216 1,687,593
Operating Expenses
Employee benefit costs 614,301 639,565 656,865 671,488 686,878 701,261
Treatment related costs 128,949 132,673 142,068 143,489 145,712 149,349
External service providers 581,265 586,046 590,499 596,741 608,805 620,313
Depreciation & amortisation 48,191 57,650 58,330 61,234 66,585 67,345
Interest expenses on loans 5,716 5,446 5,772 6,210 7,557 7,592
Other expenses 113,556 99,458 147,208 125,244 137,621 119,423
Total Operating Expenses 1,491,978 1,520,838 1,600,742 1,604,406 1,653,158 1,665,283
Operating surplus before capital charge 299,896 (5,689) 1,158 7,321 22,058 22,310
Capital charge expense 13,019 19,309 13,708 7,319 22,049 22,299
Surplus / (Deficit) 286,877 (24,998) (12,550) 2 9 11
Other comprehensive income (68,137) - - - - -
Total Comprehensive Income 355,014 (24,998) (12,550) 2 9 11
1020ther operating income includes planned earthquake proceeds drawn down as revenue.
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102 Group statement of financial position

CROWN EQUITY
General funds
Revaluation reserve
Retained earnings / (losses)
TOTAL EQUITY

REPRESENTED BY:
CURRENT ASSETS
Cash & cash equivalents
Trade & other receivables
Inventories
Investments
TOTAL CURRENT ASSETS

CURRENT LIABILITIES
Trade & other payables
Capital charge payable
Employee benefits
Borrowings

TOTAL CURRENT LIABILITIES

NET WORKING CAPITAL

NON CURRENT ASSETS
Investments
Property, plant, & equipment
Intangible assets
Restricted assets

TOTAL NON CURRENT ASSETS

NON CURRENT LIABILITIES
Employee benefits
Restricted funds
Borrowings

TOTAL NON CURRENT LIABILITIES

NET ASSETS
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30/06/13 30/06/14 30/06/15 30/06/16 30/06/17 30/06/:
Actual Forecast Plan Plan Plan Plan
$'000 $'000 $'000 $'000 $'000 $'00¢
127,432 (179,431) (276,742) (92,603) (89,464) (87,325
199,541 199,541 199,541 199,541 199,541 199,541
209,644 184,646 172,096 172,098 172,107 172,118
536,617 204,756 94,895 279,036 282,184 284,334
87,039 102,974 42,808 40,783 57,516 88,011
374,000 42,204 42,204 42,204 42,204 42,204
7,983 8,536 8,536 8,536 8,536 8,536
2,491 1,221 1,221 1,221 1,221 1,221
471,513 154,935 94,769 92,744 109,477 139,972
121,389 98,704 98,704 98,704 98,704 98,704
163,506 155,047 155,047 155,047 155,047 155,047
- 15,000 - - - -
284,895 268,751 253,751 253,751 253,751 253,751
186,618  (113,816) (158,982) (161,007) (144,274) (113,77¢
54,882 35,456 2,090 2,090 2,090 2,090
427,483 416,044 401,020 623,487 611,203 584,159
5,038 5,811 4,506 3,205 1,904 603
14,766 9,937 9,937 9,937 9,937 9,937
502,169 467,248 417,553 638,719 625,134 596,789
7,754 7,754 7,754 7,754 7,754 7,754
14,766 9,937 9,937 9,937 9,937 9,937
129,650 130,985 145,985 180,985 180,985 180,985
152,170 148,676 163,676 198,676 198,676 198,676
536,617 204,756 94,895 279,036 282,184 284,334
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103 Group statement of movements in equity

Total Equity at Beginning of the Period
Total Comprehensive Income

Other Movements

Contribution back to Crown - FRS3

Contribution back to/from Crown - Earthquake settlement prodsée

Contribution back to/from Crown - Facility Redevelopment**

Contribution from Crown - Operating Deficit Support

Total Equity at End of the Period

10*Earthquake proceeds drawn down as revenue are reflected in the Comprehensive Income Statement.

0477dZ v P 3]A u}uvde & o §

2012/13 2013/14 2014/15 2015/16 2016/17 2017,
Actual Forecast Plan Plan Plan Plan
$'000 $'000 $'000 $'000 $'000 $'00(
185,325 536,617 204,756 94,895 279,036 282,184
355,014 (24,998) (12,550) 2 9 11
(3,722) (1,861) (1,861) (1,861) (1,861) (1,861
(270,000) 12,000 6,000 5,000 4,000
(60,000) (120,000) 180,000 - -
24,998 12,550 - - -
536,617 204,756 94,895 279,036 282,184 284,334

5} 52
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of the new Burwood facility asset to be transferred from the Crown toltti2 O’he remaining funding of the Burwood facility asset is reflected

as new loan. Transfer of the new Christchurch facility is expected in 2018/19 and hence not refthetédancial statements.
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104  Group statement of cashflow

CASH FLOW FROM OPERATING ACTIVITIES

Cash provided from:
Receipts from Ministry of Health
Other receipts
Interest received

Cash was applied to:
Payments to employees
Payments to suppliers
Interest paid
Capital charge
GST - net

Net Cashflow from Operating Activities

CASH FLOW FROM INVESTING ACTIVITIES

Cash was provided from:
Sale of property, plant, & equipment
Receipt from sale of investments

Cash was applied to:
Purchase of investments & restricted assets
Purchase of property, plant, & equipment

Net Cashflow from Investing Activities

CASH FLOW FROM FINANCING ACTIVITIES

Cash provide from:
Equity Injection
Loans Raised

Cash applied to:

Loan Repayment
Equity Repayment

Net Cashflow from Financing Activities
Overall Increase/(Decrease) in Cash Held

Add Opening Cash Balance
Closing Cash Balance
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2012/13 2013/14 2014/15 2015/16 2016/17 2017,
Actual Forecast Plan Plan Plan Plan
$'000 $'000 $'000 $'000 $'000 $'00(

1,286,449 1,335,045 1,357,132 1,388,133 1,419,187 1,450,298

187,793 497,552 237,148 218,224 252,079 233,405

9,417 15,122 7,620 5,370 3,950 3,890
1,483,659 1,847,719 1,601,900 1,611,727 1,675,216 1,687,593
602,382 648,024 656,865 671,488 686,878 701,261
831,501 852,886 879,775 865,474 892,138 889,085
5,638 5,446 5,772 6,210 7,557 7,592
13,503 19,309 13,708 7,319 22,049 22,299
1,363 1,532 - - - -
1,454,387 1,527,197 1,556,120 1,550,491 1,608,622 1,620,237
29,272 320,522 45,780 61,236 66,594 67,356
71,132 20,696 33,366 - - -
71,132 20,696 33,366 - - -
61,936 34,755 42,001 282,400 53,000 39,000
61,936 34,755 42,001 282,400 53,000 39,000
9,196 (14,059) (8,635) (282,400) (53,000) (39,000)

- 44,998 24,550 186,000 5,000 4,000

- 16,335 - 35,000 - -

- 61,333 24,550 221,000 5,000 4,000
3,722 351,861 121,861 1,861 1,861 1,861
3,722 351,861 121,861 1,861 1,861 1,861
(3,722) (290,528) (97,311) 219,139 3,139 2,139

34,746 15,935 (60,166) (2,025) 16,733 30,495

52,293 87,039 102,974 42,808 40,783 57,516

87,039 102,974 42,808 40,783 57,516 88,011
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105 Summary of revenue and expenses by arm

2012/13 2013/14 2014/15 2015/16 2016/17 2017,
Actual Forecast Plan Plan Plan Plan
$'000 $'000 $'000 $'000 $'000 $'00(
Funding Arm
Revenue
MoH Revenue 1,370,375 1,377,064 1,407,217 1,439,424 1,471,714 1,504,089
Total Revenue 1,370,375 1,377,064 1,407,217 1,439,424 1,471,714 1,504,089
Expenditure
Personal Health 958,042 984,706 1,026,338 1,044,722 1,068,180 1,091,530
Mental Health 137,096 141,382 143,796 146,563 149,934 153,382
Disability Support 234,635 235,352 238,806 243,581 248,942 254,419
Public Health 2,127 2,294 2,431 2,479 2,533 2,589
Maori Health 1,916 1,919 2,038 2,079 2,125 2,172
Governance & Admin - 552 - - - -
Total Expenditure 1,333,816 1,366,205 1,413,409 1,439,424 1,471,714 1,504,092
Net Surplus/(Deficit) 36,559 10,859 (6,192) - - 3)
Other Comprehensive Income - - - - - -
Total Comprehensive Income 36,559 10,859 (6,192) - - 3
Governance & Funder Admin
Revenue
Other 4,077 5,004 2,256 2,301 2,347 2,394
Total Revenue 4,077 5,004 2,256 2,301 2,347 2,394
Expenditure
Personnel 6,751 7,213 7,296 7,442 7,590 7,741
Depreciation 17 - - - - -
Other (2,691) (2,209) (5,040) (5,141) (5,243) (5,347
Total Expenditure 4,077 5,004 2,256 2,301 2,347 2,394
Net Surplus/(Deficit) - - - - - -
Other Comprehensive Income - - - - - -
Total Comprehensive Income - - - - - -
78
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2012/13 2013/14 2014/15 2015/16 2016/17 2017
Actual Forecast Plan Plan Plan Plan
$'000 $'000 $'000 $'000 $'000 $'00(
Provider Arm
Revenue
MoH Revenue 798,297 826,982 877,038 898,002 919,444 941,558
Patient Related Revenue 46,840 46,048 49,197 51,906 53,048 54,214
Other 324,836 40,210 89,102 62,777 91,572 69,117
Total Revenue 1,169,973 913,240 1,015,337 1,012,685 1,064,064 1,064,889
Expenditure
Personnel 607,550 632,352 649,569 664,046 679,288 693,520
Depreciation 48,174 57,650 58,330 61,234 66,585 67,345
Interest & Capital Charge 18,735 24,755 19,480 13,529 29,606 29,891
Other 245,196 234,340 294,316 273,874 288,576 274,119
Total Expenditure 919,655 949,097 1,021,695 1,012,683 1,064,055 1,064,875
Net Surplus/(Deficit) 250,318 (35,857) (6,358) 2 9 14
Other Comprehensive Income 68,137 - - - - -
Total Comprehensive Income 318,455 (35,857) (6,358) 2 9 14
In House Elimination
Revenue
MoH Revenue (752,551) (780,159) (822,910) (842,683) (862,909) (883,779
Total Revenue (752,551) (780,159) (822,910) (842,683) (862,909) (883,779
Expenditure
Other (752,551) (780,159) (822,910) (842,683) (862,909) (883,779
Total Expenditure (752,551) (780,159) (822,910) (842,683) (862,909) (883,779
Net Surplus/(Deficit) - - - - - -
Other Comprehensive Income - - - - - -
Total Comprehensive Income - - - - - -
CONSOLIDATED
Revenue
MoH Revenue 1,416,121 1,423,887 1,461,345 1,494,743 1,528,249 1,561,868
Patient Related Revenue 46,840 46,048 49,197 51,906 53,048 54,214
Other 328,913 45,214 91,358 65,078 93,919 71,511
Total Revenue 1,791,874 1,515,149 1,601,900 1,611,727 1,675,216 1,687,593
Expenditure
Personnel 614,301 639,565 656,865 671,488 686,878 701,261
Depreciation 48,191 57,650 58,330 61,234 66,585 67,345
Interest & Capital Charge 18,735 24,755 19,480 13,529 29,606 29,891
Other 823,770 818,177 879,775 865,474 892,138 889,085
Total Expenditure 1,504,997 1,540,147 1,614,450 1,611,725 1,675,207 1,687,582
Net Surplus/(Deficit) 286,877 (24,998) (12,550) 2 9 11
Other Comprehensive Income 68,137 - - - - -
Total Comprehensive Income 355,014 (24,998) (12,550) 2 9 11
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Part IV Appendces

Further information for the reader

Appendix 1 Glossary of terms

Appendix 2 Objectives of a DHB

Appendix 3 2013 Census summary for Canterbury

Appendix 4 Organisational chart and system governance structure
Appendix 5 Overview of hospital and specialist services
Appendix 6 Canterbury Clinical Network Alliance Structure
Appendix 7 D]v]es E[- Expéctarions

Appendix 8 v E PEC[* }uuNationalHeath Targets
Appendix 9 DHB Performance Monitoring Framework
Appendix 10 Statement of Accounting Policies
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Unless specifically stated, all Canterbury DHB documents referenceid idotument are available on the Canterbury DHB
website (www.cdhb.health.nz

All Ministry of Health or National Health Board documents referencéliisrdocument & A ]Jo o ]83Z & }v §Z D]v]e3(
website (www.health.govt.nz) or the National HealthBopsr A «]3 ~AAAXv 3]}v 0Z 03Z } & XP}ASXvieX

The Crown Entities Act 2004 and the Public Finance Act 1989, bothneddrin this document, are available on the Treasury
website (www.treasury.govt.nz).
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ACC

ARC

B4SC

CCN

CVD

COPD

CFA

CREST

ERMS

eSCRV

ESPIs

FSA

HbAlc

HCS

HEEADSSS

Glossary of terms

Accident Compensation
Corporation

Acute Care

Aged Residential Care

B4 School Check

Canterbury Clinical
Network District Alliance

Capability

Cardiovascular Disease

Chronic Obstructive
Pulmonary Disease

Continuum of Care
Crown Agent

Crown Entity

Crown Funding
Agreement

Community Rehabilitation

Enablement and Support
Team

Determinants of Health

Electronic Referral
Management System

Electronic Shared Care
Record View

Elective Services Patient
flow Indicators

First Specialist
Assessment

Haemoglobin Alc

Health Connect South

Impact

Input
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Crown Entity set up to provide comprehensive no-fault personal astim®/er for New Zealanders.

Management of conditions with sudden onset and rapid progression.

Residential care for older people, including rest home, hospital, demeant psycho-geriatric level
care.

The final cor&VCTCcheck, which children receive at age four. The free check allowth feesicerns to
1 vsi(] v E °-° EoC ]v tib]the[best possiblesiant for school and
later life.

VE @ WEC Z 05Z % E}( ++]}v o AZE SN G2} ¥
}VA v] v§[which]segan in 2009.

v oo] v }(
"}}v EU D}E

What an organisation needs (in terms of access to people, resourstsisy structures, culture and
relationships), to efficiently deliver outputs.

Diseases affecting the heart and circulatory system, including: ischaéemitdisease, rheumatic hear
disease, cerebrovascular disease and other forms of vascular and resaseli

A progressive disease process that most commonly results from sm@éhingnic obstructive
pulmonary disease is characterised by difficulty breathing, wheezing ahdonic cough.

Services matched to thé S] leSélof need throughout their iliness or recovery.
A Crown entity that must give effect to government policy when diredtg the responsible Minister.

A generic term for a diverse range of entities referred to in tren@rEntities Act 2004. Crown Entitie:
E 0P 00C % E3 (E}uSZ E}Av v 1% E }ve]l%0 GE[~D EP
Minister, but are included in the annual financial statements of the @Govert.

An agreement by the Crown to provide funding in return for the provisipomoérranging the provision
of, specified services.

This team supports the frail elderly who would otherwise be re-admitteddspital or residential care.
CREST is a collaboration across primary and secondary services.

The range of personal, social, economic and environmental factors thetndiee the health status of
individuals or populations.

A system developed in Canterbury enabling referrals to public tads@ind private providers to be ser
and received electronically from the GP desktop.

A secure system for sharing core health information (such as aejspensed medications and test
results) betweentheZ 03Z % E}( *+]}v o+ JvA}oA, ndmattehwh@Ere tivey are @ased.

A set of indicators developed by the Ministry to monitor how patienesraanaged while waiting for
elective (non-urgent) services.

(Outpatients only) The first time a patient is seen by a doctor for aut@ti®n in that speciality. This
does not include procedures, nurse or diagnostic appointments or pre-admigsits.

Also known as glycated haemoglobin, HbA1c reflects average blood glucalsevievthe past 3
months.

A shared regional clinical information system, a single repositorglihical records across the South
Island.

An assessment provided to students attending teen parent units, alternatiueaion facilities and
decile 1 to 3 high schools that covers Home environment; Education/emplalyrBating/exercise;
Activities and peer relationships; Drugs/cigarettes/alcohol; Sexu8liticide/depression/mood; Safety
and Spirituality.

The contribution made to an outcome by a specified set of goods anétesrfoutputs), or actions, or
both. Normally describes results that are directly attributablehte activity of an agency. Impact
measures should be attributed to DHB outputs in a credible way and represantare results
expected from the outputs delivered.

The resources (e.g. labour, materials, money, people, technology) an satianiuses to produce
outputs.
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IDFs Inter District Flows

International Resident

LR Assessment Instrument

Intervention

Intervention logic model

LMC Lead Maternity Carer
Morbidity

Mortality

NHI National Health Index

Non-Government

NGO Organisations

Operational Policy

S Framework

Outcome

Output Class

Outputs

PBF Population-Based Fundin

Primary Care

Primary Health

e Organisation

Public Health

Regional collaboration

Secondary Care

South Island Alliance

Slaie Programme Office

Statement of Service

52 Performance

Tertiary Care

WCTO WellChild/Tamariki Ora
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ANEA] o ~IuS%opSee % E}A] C , 8}  %ov3] MWSIAZYISH E I}
Under PBF, each DHB is funded on the basis of its resident populatiorfpteetbe DHB providing the
IDF will recover the costs of that IDF from the DHB who was funded for that patien

A comprehensive geriatric assessment tool.

An action or activity intended to enhance outcomes or otherwise lieaa agency or group.

A framework for describing the relationships between resources, actitidsresults, which provides
common approach for planning, implementation and evaluation. Interverdigit focuses on being
accountable for what matters: impacts and outcomes.

The health professional a woman chooses to provide and coordinate the rgaybtier maternity care.
Most LMCs are midwives, though GPs and obstetricians may also be LMCs.

lliness, sickness.
Death.

An NHI number is a unique identifier assigned to every person who usék hedldisability services ir
EeX % Ee}v[e E,/ vpu € ]J* *8}E }v §Z E,/ o}vP E|3Z BI |(E
to help with the planning, coordination and provision of health and digglservices across NZ.

In the context of the relationship between Health and Disability NGOs an@ahé&rbury DHB, NGOs
Jvou Jv % v v3 }luupv]SC v JA]ID }E] }EP vjor-prbjivbagigewkiehs
bring a value to society that is distinct from both Government and the etark

An annual document endorsed by the Minister of Health that sets out the operaiienel
accountabilities all DHBs must comply with, given effect througiCihébetween the Minister and the
DHB.

A state or condition of society, the economy or the environment, inoly@di change in that state or
condition. Outcomes are the impacts on the community of the outputsctivities of Government
(e.g. a change in the health status of a population).

An aggregation of outputs of a similar nature.

Final goods and services delivered to a third party outside of the DBiB0 Ne confused with goods
and services produced entirely for consumption within the DHB (interagduts or inputs).

Involves using a formula to allocate each DHB a fair share of the avaélableces so that each Boarc
has an equal opportunity to meet the health and disability needs of its population.

Professional health care received in the community, usually froenargl practice, covering a broad
range of health and preventative services. The first level of comttle the health system.

PHOs encompass the range of primary care practitioners and are fundedBsyt®provide of a set of
essential primary healthcare services to the people enrolled with thid P

The science and art of preventing disease, prolonging life and proghbgalth and efficiency through
organised community effort.

Z ( @&+ 38} ,+ E}ee PIPE %Z] o ZE P]}veE A4 onical Imi now-clinice])A
Four regions exist: Northern, Midland, Central and Southern. The Southern regioresalufive
South Island DHBs (Canterbury, Nelson Marlborough, South Canterbury, Soutth&iesinCoast
, **X Z P]}v o }oo }E 3]}v *}u $]u ¢ JVA}@&Aus Q pordigpal E P]}v
}oo }E §]}v][ erbdtpadd West Coast).

Specialist care that is typically provided in a hospital setting.

A partnership between the five South Island DHBs working to supportieadlly and financially
epeS3 Jv 0 "IuS8Z /eo Vv Z 03Z +Ce3 u AZ E <+ EAPo }%B [+ ZPy~

Government departments, and Crown entities from which the Governmerthases a significant
quantity of goods and services, are required to include audited statenuérsisrvice performance with
their financial statements. These statements report whether the orgamisdtas met its service
objectives for the year.

Very specialised care often only provided in a smaller number of dorsati

A free service offering screening, education and support to all NedaZe children from birth to age
five.
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112 Objectives of a DHBNew Zealand Public Health and Disability Act (2000)

Part 3: Section 22:
The New Zealand Public Health and Disability Act outlines the following objestfee DHBs:

f d} & p Z 08Z ]*% EJ]&] * C Ju% EIAIVP Z 0%8Z hods]hve AEEUBIE] v }8Z E %} %

f Toreduce, with a view to eliminating, health outcome disparitiesveen various population groups, by developing and
implementing, in consultation with the groups concerned, &&s and programmes designed to raise their health
outcomes to those of other New Zealanders;

To improve, promote, and protect the health of people and communities;
To improve integration of health services, especially primary and secondary healites;
To promote effective care or support for those in need of personal health orittigaupport services;

To promote the inclusion and participation in society and independeigeople with disabiliés;

~  ~ ~ —~—

To exhibit a sense of social responsibility by having regatftbtinterests of people to whom we provide, or for whom
we arrange the provision of services;

f  To foster community participation in health improvement, and in plagrior the provision of services and for significant
changes to the provision of services;

f To uphold the ethical and quality standards commonly expectegrofiders of services and of public sector
organisations;

f  To exhibit a sense of environmental responsibility by having cegathe environmental implications of our operations;
and

f To be a good employer.
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113 2013 Census summary for Canterbury
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114 Canterbury DHB organisational and system governance structure
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115 Overview of hospital and specialist services

HOSPITAL SUPPORT AND LABORATORY SERVICES

Cover support services such as: medical illustrations, specialist egmipnaintenance, sterile supplpatient and staff food
services, cleaning services and travel and waste contracts. These Services@igbe provision of diagnostic services through
Canterbury Health Laboratories (CHL) for patients under the care of therBant DHB and offer a testing service for GPs and
private specialists. More than 20 public and private laboratories througN@unefer samples to Canterbury Health Laboratories
for more specialised testingnd CHL is recognised as an international referral centre.

/MEDICAL AND SURGICAL SERVICES

Cover medical services: general medicine, cardiology/lipid disorderscendimgy/diabetes, respiratory,
rheumatology/immunology, infectious diseases, oncology, gastroertgyolclinical haematology, neurology, renal, palliative,
hyperbaric medicine, dermatology, dental and sexual health. They aleo sorgical services: general surgery, vascular, ENT,
ophthalmology, cardiothoracic, orthopaedics, neurosurgery, urolofgtie, maxillofacial and cardiothoracic surgeries and the
services of the day surgery unit. Medical and Surgical Services alsperoeegency investigations, outpatients, anaesthesia,
intensive care, radiology, nuclear medicine, clinical pharmacologyimaty, medical physics and allied health serviceg Th
\Christchurch Hospital has a busy Emergency Department, treating ardud@08patients per annum. /

SPECIALIST MENTAL HEALTH SERVICES

Cover specialist mental health services: adult community; adult acelt@bilitation; child, adolescent and family (CAF); forensic:
alcohol and drug; intellectually disabled pers¢hsalth;and other specialty services. Services are provided by a number of
outpatient, inpatient, community-based and mobile services througt@anterbury. The Forensic, Eating Disorders, Alcohol an
Drug, and CAF Services provide regional inpatient beds and consultaison. Outreach clinics provide Rural Adult Community
and CAF Services to Kaikoura and Ashburton.

/K > Z W Z"KEALISWHEALTH AND REHABILITATION SERVICES \

Cover assessment, treatment, rehabilitation and psychiatric serfocéke elderly in inpatient, outpatient, day services and
community settings; specialist osteoporosis and memory clinics;igngeand community stroke rehabilitation services and
specialist under 65 assessment and treatment services for disabililefudients.dz , [+ » Z}}o v  }uupv]sSC
Adolescent Dental Service is also managed through this service area. |[Reabservices (provided at Burwood Hospital)
include spinal, brain injury, orthopaedic, chronic pain managementcgnand a range of outpatient services. The majority of
DHB elective orthopaedic surgery is undertaken at Burwood Hosa#talell as some general plastics lists. The Burwood

KWGE} HE hv]s o0e) %@EIA] + Z+ v WWEE[IvIEAE]} 0] SeEp%odEd] /

/ASHBURTON AND RURAL HEALTH SERVICES \

Cover a wide range of services provided in rural areas, generallg basef Ashburton Hospital, but also covering services
provided by the smaller rural hospitals of Akaroa, Darfield, Ellesmere,Ufajkaxford and Waikari. Services include: general
medicine and surgery; palliative care; maternity services; gylagg services; assessment, treatment and rehabilitation sesvic
for the elderly; and long-term care for the elderly, including spiesed dementia care, diagnostic services and meals on wheel
Also offered in Ashburton are rural community services: day careiafistrrsing, home support and clinical nurse spedialis
outreach services, including respiratory, cardiac, diabetes, wound aaiegy, continence and stoma therapy. Within
Ashburton, the division also operates Tuarangi Home, which provides &lelgviel care for the elderly in Ashburton and in 2011
\introduced rest home dementia care for the elderly. /

/t KD E E ,/> Z BEALTH SERVICES \

Cover acute and elective gynaecology services: primary, sappadd tertiary obstetric services; neonatal intensive care sesvi
§ ZE]*S ZpE Z t}u ;vVifst trilneBtgripregnancy terminations at Lyndhurst Hospital; and pymaaternity services at
Lincoln Maternity, Rangiora Hospital and the Burwood Birthing Unit. ThiEa&lso covers children's health: general paediatri
paediatric oncology; paediatric surgery; child protection sesjicot death/paediatric disordered breathing; community
paediatrics and paediatric therapy; public health nursing servicesyigiah/hearing screening services. TheaBSA] [ v }v
intensive care is involved in world-leading research investigating wegroare for pre-term babies, and child health specialists
provide a Paediatric Neurology, Oncology and Surgery Outreach SeriiiedBs in the South Island and lower half of the North

usland. /
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116 Canterbury Clinical Network structure
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118 fe—%",—">T¢ ..."'¢edhe National Health Targets

Shorter Stays in Emergency Departments

Government expectation

95% of patients presenting at an Emergency Department (ED) will bétedindischarged or transferred
within six hours.

Canterbury contributiont see page29
95%0f people presenting at ED will be admitted, dsded or transferred within six hours.

Improved Access to Elective Surgery

Government expectation

More New Zealanders have access to elective sliggcaces, with at least 4,000 additional discleargationally
every yeat0s

Canterbury contributiont see page31
17,484elective surgical discharges will be delivere2ihd/15.

Shorter Waits for Cancer Treatment

Government expectation®

All people ready for treatment wait less than faueeks for radiotherapy or chemotheraphy.
Canterbury contributiont see paget1

100%of people ready for treatment wait less than foueeks for radiotherapy or chemotherapy.

Increased Immunisation
Government expectation
95% of all eight-month-olds are fully vaccinatediast vaccine preventable diseases.

Canterbury contributiont see page48
95%of all eight-month-olds will be fully vaccinated.

Better Help for Smokers to Quit

Government expectation

90% of smokers seen in primary care, 95% of hdispithssmokers and 90% of women at confirmationrefpancy
with general practice or a Lead Maternity Carer @)Mre offered brief advice and support to quit &ng

Canterbury contributiont see pagetl

90%of smokers seen in primary care @%%ohospitalised smokers will receive advice and teljuit.
Progress toward80%of pregnant smokers being offered advice and kelguit smoking.

More Heart and Diabetes Checks
Government expectation
90% of the eligible population have their cardiauaar risk assessed once every five years.

Canterbury contributiont see page35
Progress toward80%of the eligible population having had their CVR &ssessed.

105 The national health target definition of elective surgery excludes dentat@wiblogy services.
106 This national health target will change in Quarter 2 2014/15 to the Faster Tests and Gaat®eiit health target.
107 The national health target definition excludes Category D patients, viteztenent is scheduled with other treatments or part of a trial.
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11.9 DHB performance monitoring framework
CANTERBURY  NATIONAL REPORTING PAGE
PERFORMANCE MEASURE PERFORMANCE EXPECTATION TARGET TARGET FREQUENCY REFERENCE
. o . . Age 019 13.1% 45
PP6 Improving the health status of % of the population accessing N/A Quarterly
people with severe mental illness specialist mental health services| Age 2064 13.1% 49
through improved access.
Age 65+ N/A -
o . . . .
tA) of _(:_Ilent(sj_dlsr::hargedl with a $h|l<t:lh& 95% 95% 45
PP7 Improving mental health services| {ransition (discharge) plan. ou
using transition (discharge) planning Long- Quarterly
and employment. Employment status of clients. | term Report as specified -
Client 20+
% of young peopl€-19) 3wks 80% 80% 45
referred for non-urgentental
health services seen within 3 8wks 95% 95% 45
PP8 Shorter waits for non-urgent weeks and within 8 weeks.
mental health and addiction services f Quarterly
0-19 year olds. % of young peopl€-19) 3wks 80% 80% 49
referred for non-urgent
addictionsservices seen within 3 g\ 15 95% 95% 49
weeks and within 8 weeks.
2014 10
PP10 Oral Health DMFT Score at Yea|] DMFT score at Year 8. NA Annual 43
2015 0.82
2014 63%
PP11 Children caries-free at age 5 yeg % caries-free at age 5. NA Annual 17
2015 65%
PP12 Utilisation of DHB-funded dental| School Year 9 up to and includin 2014 e o |
i by adolescents age 17 years 285% Annua 43
services ny . g y . 2015 285%
2014 75%
% of children (age 0-4) enrolled. >05% 43
0,
PP13 Improving the number of childre 2015 S
: . ) Annual
enrolled in DHB-funded dental servicey 9 of children (0-12) not 2014 <10%
examined according to planned NA 43
recall. 2015 510%
PP18 Improving community support to| % of older people receiving long-term home
maintain the independence of older support who have had a comprehensive 95% >95% Quarterly 46
people. clinical assessment and an individual care pl
PP20 Improved management for LTC | Report on delivery of the actions and milestone in the Annual Plan, sixhigor] i
Focus area 1: Long-term conditions. | teleconference and quarter four report against HQS Atlas diabetes nesasur
% of enrolled people aged 15-74 with Improve or. where high
Focus area 2: DiabetesManagement. | acceptable glycaemic control (HbAlc prove or, on. 36
maintain percentages.
<64mmol/mol).
% of high-risk patients receiving an angiogra
within 3 days of admission (where the day of 70% 70% 40
Focus area:3Acute Coronary admission is day 0). Quarterly
Syndrome. % of patients presenting with ACS who
undergo angiographgndhave completion of >95% >95% 40
registry data collection within 30 days
o . o -
% of potentially eligible stroke patients 6% 6% 48
thrombolysed.
Focus area 4: Stroke services. % of stroke patients admitted to a stroke unit
or organised stroke service with a 80% 80% 48
demonstrated stroke pathway.
PP21 Immunisation coverage. % of two-year-olds fully immunised. 95% 95% Quarterly 44
. . . Report on delivery of the actions and milestones identified in the AnRlzai.
PP22 Improving system integration. . . . Quarterly 29
Quarter four report to include PHO financials statements and forecasts.
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PERFORMANCE MEASURE

CANTERBURY  NATIONAL

PERFORMANCE EXPECTATION TARGET TARGET

REPORTING
FREQUENCY REFERENCE

PAGE

PP23 Improving wrap-around services Report on delivery of the actions and milestones identified in the AnRlzad. Quarterly 46
health of older people.
PP2.4 'Im_prc'Jvmg Wa't".]g timescancer Report on delivery of the actions and milestones identified in the AnRlzad. Quarterly 41
multidisciplinary meetings.
WWin W EJu DJv]-s E[- Report on delivery of the actions and milestones identified in the AnRlzad. Quarterly 45
health project.
PP26 The Mental Health & Addiction | Report on status for a minimum of 8 actions to be completed in 2014/15 an Quarteri 49
Service Development Plan. for any actions which are in progress/going into 2014/15. y
WWIi6W o]A EC }( Z]a | Reporton delivery of the actions and milestones identified in the AnRlead. Quarterly 43
WE}A] %o EIPE ¢ E %}ES P Jves SZ vE]R] P&
Undertake a root cause analysis on any new rheumatic fever case and pro
PP28: Reducing rheumatic fever. a report to the Ministry on lessons learn and actions taken. Quarterly 44
. South
Acute rheumatic fever rate of
hospitalisation per 100,000. Island SIUI[LAL IR
rate
% of accepted referrals for elective coronary
angiography will receive procedure within 3 90% 90% Monthly 40
months (90 days).
% of accepted referrals for CT | CT Scan 90% 90% 38
and MRI scans will receive scan; Monthly
within 6 weeks (42 days). MRI Scan 80% 80% 38
. e % of people accepted for an urgent diagnosti
Z’_P29. Improveq waiting times for colonoscopy will receive their procedure 75% 75% Monthly 38
iagnostic services. e
within 2 weeks (14 days).
% of people accepted for a diagnostic
colonoscopy will receive their procedure 60% 60% Monthly 38
within 6 weeks (42 days).
% of people waiting for a surveillance
colonoscopy will wait no longer than 12 week 60% 60% Monthly 38
(84 days) beyond the planned date.
o - L
% of _pgtlents referred urge_)ntly Wl_th _hlgh 85%by 85%by
suspicion of cancer receiving their first cance Julv 2016 Julv2016 Quarterly 41
treatment within 62 days. Y Y
. 0, ¥
PP30: Faster cancer treatment (<1QA) of records submitted by the DHB are <10% <10% Quarterly M
declineg.
%of people ready for treatment wait less than 2 0
four weeks for radiotherapy or chemotherapy UL 100% Quarterly 41
Age 0-4 <111%
- ; ; 29
SI1 Ambulatory sensitive (avoidable) | DHB rate vs. national rate (per 0 -
hospital admissions. 100,000). Age 4564 SIS NA Six-monthly
Age 074 <95% 17
SI2 Delivery of regional service plan. | A single progress report on behalf of the region, agreed by all regi¢tasD Quarterly -
Report progress achieved during the guarter towards resolution of exarepti
SI3 Ensuring delivery of service coverd to service coverage identified in the Annual Plan, and not approvezhgs | Six-monthly -
term exceptions, and any other gaps in service coverage.
Major joint replacement (per 10,000). 21 21 39
Annual
Cataract Procedures (per 10,000). 27 27 39
.SI4 EIect_lve services standardised Cardiac surgery (per 10,000). 6.5 6.5 40
intervention rates.
Percutaneous revascularisation (per 10,000) 125 125 Quarterly 40
Coronary angiography services (per 10,000). 34.7 34.7 40
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PERFORMANCE MEASURE

PERFORMANCE EXPECTATION

CANTERBURY  NATIONAL

TARGET

TARGET

REPORTING
FREQUENCY REFERENCE

PAGE

AR o]A EC }(tZ v u K@ Report progress on planned act|V|_t|es with providers to improveiser Annual 51
delivery and develop mature providers.
Elective LOS. <3.18 3.18 56
0OS3 Inpatient length of stay. Quarterly
Acute LOS. <3.86 3.86 46
% total population. <8.6% NA
0S8 Acute readmissions to hospital. Quarterly 46
% population aged 75+. <12.5% NA
New NHI registrations in error (Group A). 2-4% 2-4%
. N - -
0S10 Improving the quality of identity I?(;cogrdln[g ?rézno; Z/°°. ry] (}]v . shZ Vv]] ]vs§ci ( 0.52% 0.52%
data within the national health index o :
and data submitted to national Updating of specific ethnicity value in existing
. 9 20, 20, -
collections. NHI record with a non-specific value. 0.52% 0.52% Quarterly
.FOCU.S area 1. Improving quality of Validated address unknown. 76-85% 76-85%
identify data.
Invalld_NHI data updates causing identity TBC TBC
confusion.
NBRS links to NNPAC and NMDS. 97-99.5% 97-99.5%
Focus are 2: Improving the quality of National collections file load success. 98-99.5% 98-99.5% Quarterly )
data submitted to National Collections| standard vs. edited descriptors. 75-90% 75-90%
NNPAC timeliness. 95-98% 95-98%
PRIMHD File Success Rate. >95% >95%
Focus area 3: Improving the quality of - -
the programme for integration of Routine audits undertaken | - Quarterly -
mental health data (PRIMHD). PRIMHD data quality. with appropriate action
where required.
Volume delivery for specialist Mental Health
andAddiction services is within:
a) five percent variance (+/-) of planned
volumes for services measured by FTE,
OP1 Mental health output delivery b) five percent variance (+/-) of a clinically sa| Within 5% of | Within 5% Quarterly ~
against plan. occupancy rate of 85% for inpatient services plan of plan
measured by available bed day, and
c) actual expenditure on the delivery of
programmes or places is within 5% (+/-) of t}
yearto-date plan.
DW4: Improving patient experience Provide patient experience data and establish baselines for future mrget Quarterly 53
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1110 Statement of accounting policies

The prospective financial statements in this Statement of Intent
for the year ended 30 June 2014 are prepared in accordance with
Section 38 of the Public Finance Act 1989 and they comply with
NZ IFRS, as appropriate for public benefit entitieRS-42 states
that the (prospective) forecast statements for an upcoming
financial year should be prepared using the same standards as
the statements at the end of that financial year. The following
information is provided in respect of this Statement of Intent:

(i)  Cautionary Note

interest rate swap contracts), financial instruments classified as
available-for-sale, and land and buildings.

Non-current assets held for sale and disposal groups held for sale
are stated at the lower of carrying amount and fair value.

Functional and presentation currency

The financial statements are presented in New Zealand dollars
(NZD), rounded to the nearest thousand dollars. The functional
currency of Canterbury DHB is New Zealand dollars.

dZ A8 & u vs }( /v vE[s (Jv v ] o [VJEu §]1\FIaNggs i aepuntingpolicies

Actual results are likely to vary from the information pressht
and the variations may be material.

(i)  Nature of Prospective Information

The financial information presented consists of forecasts that
have been prepared on the basis of best estimates and
assumptions on future events that the Canterbury DHB expects
to take place.

(i)  Assumptions

The main assumptions underlying the forecast are noted in
Section 8 of the Statement of Intent.

REPORTING ENTITY AND STATUTORY BASE

v E pEC , ~N v§ & pEC A
established by the New Zealand Public Health and Disability Act
2000. Canterbury DHB is a Crown entity in terms of the Crown
Entities Act 2004, owned by the Crown and domiciled in New
Zealand. Canterbury DHB is a Reporting Entity for the purposes
of the New Zealand Public Health and Disability Act 2000, the
Financial Reporting Act 1993, Public Finance Act 1989, and the
Crown Entities Act 2004.

Canterbury DHB has designated itself and its subsidiarges, a
public benefit entities, as defined under New Zealand
Equivalents to International Financial Reporting Standéi
IFRF Vv38 E WEC , [* % E]Ju EC } i S]A
and disability services and mental health services in a variety of
ways to the Canterbury community.

The consolidated financial statements of Canterbury DHB consist
of Canterbury DHB, its subsidiaries-Canterbury Linen Sehiites
(formerly Canterbury Laundry Service Ltd) (100% owned) and
Brackenridge Estate Ltd (100% owned).

The Canterbury DHB will adopt the following accounting policies
consistently during the year and apply these policies for the
Annual Accounts.

BASIS OF PREPARATION
Statement of compliance

The consolidated financial statements have been prepared in
accordance with the requirements of the New Zealand Public
Health and Disability Act 2000 and Section 154 of the Crown
Entity Act 2004, which includes the requirement to comply with
New Zealand Generally Accepted Accounting Practice (NZ GAAP).
In accordance with NZ GAAP, the consolidated financial
statements comply with New Zealand equivalents to
International Financial Reporting Standards (NZ IFRS), and other
applicable Financial Reporting Standards, as appropriate for
public benefit entities.

Measurement basis

The financial statements are prepared on the historical cost basis
except that the following assets and liabilities are stated at their
fair value: derivative financial instruments (foreign exchange and
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The accounting policies set out below have been applied
consistently to all periods presented in these consolidated
financial statements.

Standards, amendments and interpretations issued that are not
yet effective and have not been early adopted

Standards, amendments and interpretations issued but not yet
effective that have not been early adopted and which are
relevant to Canterbury DHB include:

f  NZ IFRS Binancial Instrumentsvill eventually replace NZ
IAS 39 Financial Instruments: Recognition and
Measurement NZ IAS 39 is being replaced through the
following 3 main phases: Phase 1 Classification and
Measurement, Phase 2 Impairment Methodology, and

o sPhase}3Hedge Accounting. Phase 1 on the classification
and measurement of financial assets has been completed
and has been published in the new financial instrument
standard NZ IFRS 9. NZ IFRS 9 uses a single approach to
determine whether a financial asset is measured at
amortised cost or fair value, replacing the many different
rulesin NZ IAS 39. The approach in NZ IFRS 9 is based on
how an entity manages its financial instruments (its
business model) and the contractual cash flow
characteristics of the financial assets. The financial liability
requirements are the same as those of NZ IAS 39, except
for when an entity elects to designate a financial liability at
®ifVvatfie throtyh4he surplus/deficit. The new standard is
required to be adopted for the year ended 30 June 2016.
However, as a new Accounting Standards Framework will
apply before this date, there is no certainty when an
equivalent standard to NZ IFRS 9 will be applied by public
benefit entities.

f  The Minister of Commerce has approved a new Accounting
Standards Framework (incorporating a Tier Strategy)
developed by the External Reporting Board (XRB). Under
this Accounting Standards Framework, Canterbury DHB is
classified as a Tier 1 reporting entity and it will be required
to apply full public sector Public Benefit Entity Accounting
Standards (PAS). These standards are being developed by
the XRB and are mainly based on current International
Public Sector Accounting Standards. The effective date for
the new standards for public sector entities is expected to
be for reporting periods beginning on or after 1 July 2014.
This means Canterbury DHB expects to transition #® th
new standards in preparing its 30 June 2015 financial
statements. As the PAS are still under development,
Canterbury DHB is unable to assess the implications of the
new Accounting Standards Framework at this time.

f  Due to the change in the Accounting Standards Framework
for public benefit entities, it is expected that all new NZ IFRS
and amendments to existing NZ IFRS will not be applicable
to public benefit entities. Therefore, the XRB has effedtivel
frozen the financial reporting requirements for publi
benefit entities up until the new Accounting Standards
Framework is effective. Accordingly, no disclosure has been
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made about new or amended NZ IFRS that exclude public
benefit entities from their scope.

SIGNIFICANT ACCOUNTING POLICIES
Basis for Consolidation

The purchase method is used to prepare the consolidated
financial statements, which involves adding together like items
of assets, liabilities, equity, income and expenses on abljre-
line basis. All significant intra-group balances, transactions,
income and expenses are eliminated on consolidation.

vE§ E WEC , [+ JVA «8u v8e v ]8e epu ] ] E]
}ed v vi§ E PHEC , [+ }AV % E v§ Vv§
statements.
Subsidiaries

Subsidiaries are entities controlled by Canterbury DHB. dontro
exists when Canterbury DHB has the power, directly or indirectly
to govern the financial and operating policies of an entityaso

to obtain benefits from its activities. In assessing control,
potential voting rights that presently are exercisable or
convertible are taken into account. The financial statements of
subsidiaries are included in the consolidated financial statements
from the date that control commences until the date that cait
ceases.

Canterbury DHB measures the cost of a business combination as
the aggregate of the fair values, at the date of exchange, of assets
given, liabilities incurred or assumed, in exchange for control of
subsidiary plus any costs directly attributable to the business
combination.

Associates

Associates are those entities in which Canterbury DHB has
significant influence, but not control, over the financial and
operating policies.

dZz }ve}o] § (Jvv]oe+$SSuvsSe]vop
share of the total recognised gains and losses of associates on an
equity accounted basis, from the date that significant influence
commences until the date that significant influence ceases.
tZv VvS E HWEGC , [**Z & }( 0} A
e¢} 18U v & pEC , [ EEC]VP u}pvs
and recognition of further losses is discontinued except to the
extent that Canterbury DHB has incurred legal or constructive
obligations or made payments on behalf of an associate.

v E pEC ee} ] §

vi @ HEC
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Transactions eliminated on consolidation

Intra-group balances and any unrealised gains and losses or
income and expenses arising from intra-group transactions, are
eliminated in preparing the consolidated financial statements.
Unrealised gains arising from transactions with associates are
oJulv § §} 8z AS vs }( v E p®&C , [

entity. Unrealised losses are eliminated in the same way as
unrealised gains, but only to the extent that there is no evidenc

of impairment.

Foreign currency

Transactions in foreign currencies are translated at the foreig
exchange rate ruling at the date of the transaction.

Monetary assets and liabilities denominated in foreign

currencies at the balance sheet date are translated to NZD at the
foreign exchange rate ruling at that date. Foreign exchange
differences arising on translation are recognised in the surplus or
deficit. Non-monetary assets and liabilities that are measured in

terms of historical cost in a foreign currency are translated using
the exchange rate at the date of the transaction. Non-monetary
assets and liabilities denominated in foreign currencies that are
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stated at fair value are translated to NZD at foreign exchange
rates ruling at the dates the fair value was determined.

Budget figures

The budget figures are those approved by Canterbury DHB in its
Annual Plan and included in the Statement of Intent tabled in
parliament. The budget figures have been prepared in
accordance with NZ GAAP, using accounting policies that are
consistent with those adopted by Canterbury DHB for the
preparation of these financial statements.

Property, plant and equipment

V?Téi%s%:s of( ﬁjﬁ\éﬁflf glan? and equipment

The major classes of property, plant and equipment are as
follows:

freehold land

freehold buildings and building fit out
leasehold building

plant, equipment and vehicles

work in progress

Owned assets

Except for land and buildings and the assets vested from the
hospital and health service (see below), items of property, plant
and equipment are stated at cost, less accumulated depreciation
and impairment losses.

Land, buildings and building fitout are revalued to fair value as
determined by an independent registered valuer, with sufficient
regularity to ensure the carrying amount is not materially
different to fair value, and at least every five years. Any mmxe

in value of a class of land and buildings is recognised directly to
equity unless it offsets a previous decrease in value recognised in
the statement of comprehensive income. Any decreases in value
relating to land and buildings are debited directly to the
Jevaluation_reserye, to the extent that they reverse previous
Su Iugecg %d are ‘otherwise recognised as an expense in other
comprehensive income. Additions to land and buildings between
valuations are recorded at cost.

* ] 3WhkveS rdaterial [party of an item of property, plant and

dquigent have Sljffevdrat useful lives, they are accounted for as
separate components of property, plant and equipment.

Additions

The CE(ﬂSt ofgan} itgm] pf property, plant and equipment is
rgcqgnised ag apyasset only when it is probable that future
economic benefits or service potential associated with the item
will flow to Canterbury DHB and the cost of the item can be
measured reliably.

Where an asset is acquired at no cost, or for a nominal cast, it
recognised at fair value when control over the asset is obtained.

Jupseaentcosls «

Subsequent costs are added to the carrying amount of an item of
property, plant and equipment when that cost is incurred isit i
probable that the service potential or future economic benefits
embodied within the new item will flow to Canterbury DHB. All
other costs are recognised in the surplus or deficit when
incurred.

Disposal of Property, Plant and Equipment

Where an item of plant and equipment is disposed of, the gain or
loss is recognised in the surplus or deficit. It is calculatedeas th
difference between the net sales price and the carrying amount
of the asset.
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When revalued assets are sold, the amounts included in
revaluation reserves in respect of those assets are transferred to
general funds.

Donated Assets

Donated assets are recorded at the best estimate of fair value
and recognised as income. Donated assets are depreciated over
their expected lives in accordance with rates established for
other fixed assets.

Depreciation

Depreciation is charged to the surplus or deficit using the ditaig
line method so as to write off the cost or valuation of fixed &sse
above $2,000 to their estimated residual value over their
expected economic life. Assets below $2,000 are written off in
the month of purchase. Land is not depreciated.

The estimated useful lives of major classes of assets and resulting
rates are as follows:

Class of Asset Years  Depreciation Rate
Freehold Buildings & FitOu 10 t50 2-10%
Leasehold Building 3t20 5-33%

Plant, EQuipment & Vehicle: 3 t12  8.3-33%

The residual value of assets is reassessed annually.

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

Intangible assets
Software development and acquisition

Expenditure on software development activities, resulting in
new or substantially improved software and processes, is
capitalised if the product or process is technically and
operationally feasible and Canterbury DHB has sufficient
resources to complete development. The expenditure
capitalised includes the cost of materials, direct labour and an
appropriate proportion of overheads. Other development
expenditure is recognised in the surplus or deficit when incurred.
Capitalised development expenditure is stated at cost less
accumulated amortisation and impairment losses.

Acquired computer software licences are capitalised on the basis
of the costs incurred to acquire and bring to use the specific
software.

Amortisation

Amortisation is charged to the surplus or deficit on a straigte-li
basis over the estimated useful lives of intangible assets with
finite lives. Such intangible assets are amortised from the date
they are available for use. The estimated useful lives are as
follows:

Amortisation rate
50%

Estimated life
2 years

Type of asset
Software

Investments

Financial assets held for trading are classified as current assets
and are stated at fair value, with any resultant gain or loss
recognised in other comprehensive income.

Other financial assets held are classified as being available-for-
sale and are stated at fair value, with any resultant gain or loss
being recognised directly in equity, except for impairmessks

and foreign exchange gains and losses. When these investments
are derecognised, the cumulative gain or loss previously
recognised directly in equity is recognised in the surplus or
deficit. Where these investments are interest-bearing, interest
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calculated using the effective interest method is recognised in
the surplus or deficit.

Financial assets classified as held for trading or available-for-sale
are recognised/derecognised on the date Canterbury DHB
commits to purchase/sell the investments.

Trade and other receivables

Trade and other receivables are initially recognised at fair value
and subsequently stated at amortised cost less any provision for
impairment. Bad debts are written off during the period in which
they are identified.

Inventories

Inventories held for distribution, or consumption in the provision
of services, that are not issued on a commercial basis are
measured at cost (calculated using the weighted average cost
method) adjusted when applicable for any loss of service
potential. Where inventories are acquired at no cost or for
nominal consideration, the cost is the current replacement cost
at the date of acquisition.

Other inventories are stated at cost (calculated using the
weighted average method).

Cash and cash equivalents

Cash and cash equivalents comprises cash balances, call deposits
and deposits with a maturity of no more than three months from
the date of acquisition. Bank overdrafts that are repayable on
demand and form an integral part of cash management are
included as a component of cash and cash equivalents for the
purpose of the statement of cash flows, but are shown within
borrowings in current liabilities in the statement of financial
position.

Impairment

dz EEC]VvP ulpvse }( v E PEC , [+ =+ S
inventories are reviewed at each balance date to deteemin

whether there is any indication of impairment. If any such

Jv ] 8]}v AE]e8eU 8Z e 5[ E }A E o0 u}lpvse

If the estimated recoverable amount of an asset is less than its
carrying amount, the asset is written down to its estimated
recoverable amount and an impairment loss is recognised in the
surplus or deficit.

An impairment loss on property, plant and equipment revalued
on a class of asset basis is recognised directly against any
revaluation reserve in respect of the same class of asset to the
extent that the impairment loss does not exceed the amount in
the revaluation reserve for the same class of asset, at which point
it is recognised in the surplus or deficit.

When a decline in the fair value of an available-for-sale financial
asset has been recognised directly in equity and there is obgctiv

evidence that the asset is impaired, the cumulative loss that had
been recognised directly in equity is recognised in other
comprehensive income even though the financial asset has not
been derecognised. The amount of the cumulative loss that is
recognised in other comprehensive income is the difference
between the acquisition cost and current fair value, less any
impairment loss on that financial asset previously recognised in
other comprehensive income.

The estimated recoverable amount of receivables carried at
amortised cost is calculated as the present value of estimated
future cash flows, discounted at their original effective intéres
rate. Receivables with a short duration are not discounted.

Estimated recoverable amount of other assets is the greater of
their fair value less costs to sell and value in use. The value in us
is the depreciated replacement cost for an asset where the
future economic benefits or service potential of the asset are no

% EJu E]JoC % v VS }v §Z ee §[e
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infows and where Canterbury DHB would, if deprived of the
asset, replace its remaining future economic benefits or servi
potential.

The reversal of an impairment loss on a revalued asset igededi

to the revaluation reserve. However, to the extent that an
impairment loss for that class of asset was previously recognised
in other comprehensive income, a reversal of the impairment
loss is also recognised in other comprehensive income.

Impairment losses are reversed when there is a change in the
estimates used to determine the recoverable amount.

V]Ju% ]J]EuU vS 0}ee ]+ E A E+ }voC 3§[8Z
carrying amount does not exceed the carrying amount that
would have been determined, net of depreciation or
amortisation, if no impairment loss had been recognised.

Restricted assets and liabilities

Donations and bequests received with restrictive conditions are
treated as liabilities until the specific terms from whitie funds
were derived are fulfilled. Until the conditions attached have
been fulfilled, the assets received are treated as restricted assets.

Borrowings

Borrowings are recognised initially at fair value. Subsequent to
initial recognition, borrowings are stated at amortised cost with
any difference between cost and redemption value being
recognised in the surplus or deficit over the period of the
borrowings on an effective interest basis.

Employee benefits
Defined contribution plans

Obligations for contributions to defined contribution plans are
recognised as an expense in the surplus or deficit as incurred.

Defined benefit plans

Canterbury DHB makes contributions to the Defined Benefit Plan
Contributors Scheme (the scheme), which is a multi-employer
defined benefit scheme.

Insufficient information is available to use defined benefit

accounting as it is not possible to determine from the terms of
the scheme, the extent to which the surplus or deficit will affect

future contributions by individual employers, as there is no

prescribed basis for allocations. The scheme is therefore
accounted for as a defined contribution scheme.

Long service leave, sabbatical leave, retirement gratuities and
sick leave

v E PEC , [* Vv §} o]P S]}v ]vcEleade,
sabbatical leave and retirement gratuities is the amount of future
benefit that employees have earned in return for their service in
the current and prior periods. The obligation is calculated using
the projected unit credit method and is discounted to its present
value. The discount rate is the market yield on relevant New
Zealand government bonds at the yearend date. Canterbury
DHB accrues the obligation for paid absences when the
} o]P 8]}v }8Z €& o § e+ S} u%o}C <
accumulates. The sick leave amount is calculated based on the
unused sick leave entittement that can be carried forward at
balance date to the extent Canterbury DHB anticipates itheill
used by staff to cover those future absences.

Annual leave, conference leave and medical education leave

Annual leave, conference leave and medical education leave are
short-term obligations and are measured at undiscounted
nominal values based on accrued entitlements at current rates
for pay.
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Provisions

A provision is recognised when Canterbury DHB has a present
legal or constructive obligation as a result of a past evert,ifin

is probable that expenditures will be required to settle the
obligation. If the effect is material, provisions are determined by
discounting the expected future cash flows at a pre-tax rate that
reflects current market rates and, where appropriate, the risks
specific to the liability.

ACC Partnership Programme
Canterbury DHB belongs to the ACC Partnership Programme

Andhevebys theS DHB aecepts the management and financial

responsibility for employee work related illnesses and accidents.
Under the programme the DHB is liable for all its claims costs f
a period of five years up to a specified maximum. At the end of
the five year period, the DHB pays a premium to ACC for the
value of residual claims, and from that point the liability for
ongoing claims passes to ACC.

The liability for the ACC Partnership Programme is measured
using actuarial techniques at the present value of expected
future payments to be made in respect of the employee injuries
and claims up to the reporting date. Consideration is given to
anticipated future wage and salary levels and experience of
employee claims and injuries. Expected future payments are
discounted using market yields on government bonds at balance
date with terms to maturity that match, as closely to possible,
the estimated future cash outflows.

Trade and other payables

Trade and other payables are initially measured at fair value and
subsequently stated at amortised cost using the effective
interest rate.

Derivative financial instruments

Canterbury DHB uses foreign exchange and interest rate swaps
contracts to hedge its exposure to foreign exchange and interest
rate risks arising from operational and financing activities.
Canterbury DHB does not hold these financial instruments for
trading purposes and has not adopted hedge accounting.

Derivative financial instruments are recognised initially at fair
value. Subsequent to initial recognition, derivative finahcia

instruments are remeasured to fair value at each balance date.
The gain or loss on remeasured to fair value is recognised
immediately in the surplus or deficit.

Income tax

Canterbury DHB is a crown entity under the New Zealand Public
Io-ﬁal}_l; qn(z]:D's bility Act 2000 and is exempt from income tax
under section 38 of the Income Tax Act 2007.

Goods and services tax

All amounts are shown exclusive of Goods and Services Tax (GST),
except for receivables and payables that are stated inclusive of
GST. Where GST is irrecoverable as an input tax, it is recognised
as part of the related asset or expense.

Refnid °* v 18
Revenue is measured at the fair value of consideration redeiv
or receivable.

Revenue relating to service contracts

Canterbury DHB is required to expend all monies appropriated
within certain contracts during the year in which it is
appropriated. Should this not be done, the contract may require
repayment of the money or Canterbury DHB, with the agreement
of the Ministry of Health, may be required to expend it on specif
services in subsequent years. The amount unexpended is
recognised as a liability.
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Services rendered

Revenue from services is recognised, to the proportion that a
transaction is complete, when it is probable that the payment
associated with the transaction will flow to Canterbury DHB and
that payment can be measured or estimated reliably, and to the
extent that any obligations and all conditions have been satisfied
by Canterbury DHB.

Interest income

Interest income is recognised using the effective interest
method. Interest income on an impaired financial asset is
recognised using the original effective interest rate.

Operating lease payments

Payments made under operating leases are recognised in the
surplus or deficit on a strdig-line basis over the term of the
lease. Lease incentives received are recognised in the sunplus o
deficit over the lease term as an integral part of the tdedse
expense.

Non-current assets held for sale

Non-current assets held for sale are classified as held for sale if
their carrying amount will be recovered principally through a sale
transaction rather than through continuing use. Non-current
assets held for sale are measured at the lower of their carrying
amount and fair value less costs to sell.

Any impairment losses for write-downs of non-current assets
held for sale are recognised in the surplus or deficit.

Any increases in fair value (less costs to sell) are recabajsto
the level of any impairment losses that have been previously
recognised.

Nortcurrent assets held for sale (including those that are part of
disposal group) are not depreciated or amortised while they are
classified as held for sale.

Borrowing costs

Borrowing costs are recognised as an expense in the period in
which they are incurred.

E]8] o
policies
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The preparation of financial statements in conformity with NZ
IFRS requires management to make judgements, estimates and
assumptions that affect the application of policies and reported
amounts of assets and liabilities, income and expenses. The
estimates and associated assumptions are based on historical
experience and various other factors that are believed to be
reasonable under the circumstances, the results of whicmfor
the basis of making the judgements about carrying values of
assets and liabilities that are not readily apparent from other
sources. These estimates and assumptions may differ from the
actual results. The estimates and underlying assumptions are
reviewed on an ongoing basiShe estimates and assumptions
that have a significant risk of causing a material adjustment to
the carrying amount of assets and liabilities within the next
financial year are discussed below:

Property, plant and equipment useful lives and residual value

At each balance date Canterbury DHB reviews the useful lives
and residual values of its property, plant and equipment.
Assessing the appropriateness of useful life and residual value
estimates of property, plant and equipment requires Canterbury
DHB to consider a number of factors such as the physical
condition of the asset, expected period of use of the asset by
Canterbury DHB, advance in medical technology, and expected
disposal proceeds from the future sale of the assets.
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An incorrect estimate of the useful life or residual value will
impact the depreciation expense recognised in the surplus or
deficit, and carrying amount of the asset in the statement of
financial position. Canterbury DHB minimises the risk of this
estimation uncertainty by:

Physical inspection of assets;

Asset replacement programmes;

Review of second-hand market prices for similar assets;
Analysis of prior asset sales.

In light of the Canterbury earthquakes, Canterbury DHB has
reviewed the carrying value of land and buildings, resulting in an
impairment of land and buildings. Other than this review,
Canterbury DHB has not made any other significant changes to
past assumptions concerning useful lives and residual values.

Retirement and long service leave

The present value of the retirement and long service leave
obligations depend on a number of factors that are determined
on an actuarial basis using a number of assumptions. Two key
assumptions used in calculating this liability include the discount
rate and the salary inflation factor. Any change in these
assumptions will impact on the carrying amount of the liability.

Leases classification

Determining whether a lease agreement is a finance or an
operating lease requires judgement as to whether the
agreement transfers substantially all the risks and rewards of
ownership to Canterbury DHB.

Judgement is required on various aspects that include, but are
not limited to, the fair value of the leased asset, the economic
life of the leased asset, whether or not to include renewal
options in the lease term and determining an appropriate
discount rate to calculate the present value of the minimum
lease payments. Classification as a finance lease means the asset
is recognised in the statement of financial position as property,
plant and equipment, whereas for an operating lease no such
asset is recognised.

Canterbury DHB has exercised its judgement on the appropriate
classification of its leases and, has determined all lease

VS E WE Cyrandémentd Hrik Dp¥Biing leases.

Non-government grants

Canterbury DHB must exercise judgement when recognising
grant income to determine if conditions of the grant contract
have been satisfied. This judgement will be based on the facts
and circumstances that are evident for each grant contract.

100



Our Mission
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To promote, enhance and facilitate the health and wellbeing of the pedp&aaterbury.
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Our Values
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f Care and respect for others.
Manaaki me te whakaute i te tangata.

f Integrity in all we do.
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f Responsibility for outcomes.
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Our Way of Working
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f Be people and community focused.
Arotahi atu ki te tangatane te hapori.

f Demonstrate innovation.
Whakaatu te ihumanea hou.

f Engage with stakeholders.
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