


 

Wairarapa District Health Board’s vision is: 
 

Well Wairarapa –Better health for all 
Wairarapa ora – Hauora pai mo te katoa 

 
 

Our mission is: 
 

To improve, promote, and protect the health status of the people of the 
Wairarapa, and the independent living of those with disabilities, by 

supporting and encouraging healthy choices. 

 
 

Wairarapa District Health Board Treaty of Waitangi Statement 
 

The Wairarapa DHB recognises and respects the Treaty of Waitangi, and 
the principles of partnership, participation and protection, in the context of 

the New Zealand Public Health and Disability Act 2000. 

The Wairarapa District Health Board will continue to work with the Te 
Oranga o te Iwi Kainga to ensure Maori participation at all levels of service 
planning, and service delivery for the protection and improvement of the 

health status of Maori. 

 
Wairarapa District Health Board Values 

 
The values that underpin all of our work are: 

 
• Respect  - Whakamana Tangata 

According respect, courtesy and support to all 
 

• Integrity – Mana Tu 
Being inclusive, open, honest and ethical 

 
• Self Determination  - Rangatiratanga 

Determining and taking responsibility for ones actions 
 

• Co-operation - Whakawhanaungatanga 
Working collaboratively with other individuals and organisations 

 
• Excellence – Taumatatanga 

Striving for the highest standards in all that we do 
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1. EXECUTIVE SUMMARY  
 
 

 

 

 

 

 

 

 

 

 

 

 

Expectations and Objectives for 2009/10 

This District Annual Plan (DAP) sets out the Wairarapa DHB’s objectives and targets 
for 2009/10.  It shows how we will: 
 
• Address the Minister of Health’s expectations 
• Address Funding to Advance Government Priorities 
• Make progress towards national and local DHB strategic priorities  
• Manage risks 
• Allocate funding; provide services; measure, monitor and report performance. 
 
Minister of Health’s Expectations 

The Minister of Health has signalled a change in expectations for DHBs for 2009/10.  
The new Government wants the public health system to deliver better, sooner more 
convenient healthcare for all New Zealanders. The Minister has identified he would 
like to see a strong focus on the availability and quality of hospital services and due 
to this the public health’s priorities for 2009/10 will be sharply focussed on hospital 
services.  
 
The expectations of the Minister are for all DHBs to: 
 

1. Improve services and reduce waiting times 
• increasing elective volumes year on year 
• improving emergency department waiting times 
• improving cancer treatment waiting times. 
 

2. Improve workforce retention 
• improving clinical staff retention 
• fostering clinical leadership. 
 

3. Maintain a strong focus on improving productivity and value for money 
 
 

Key Achievements in 2008/09 

• Achieved significant increases in both elective service volumes 
• Maintained compliance on all ESPIs 
• Established new services –  Palliative Care, full roll out of Before School checks, nurse led clinics for 

ophthalmology and urology, Hep C clinic 
• Increased access to primary health services in community settings – schools, marae, and outreach 

clinics 
• Continued rollout of the Long Term Conditions (LTC) Management System for CVD risk  and initiated 

the Wairarapa LTC Breakthrough Collaborative  
• Increased the number of older people supported to live in the community through a variety of service 

initiatives 
• Implemented a single point of entry for all Community Health and Support Services 
• Diagnostics Project completed with six diagnostic protocols developed with the aim of Getting Results 

Quicker 
• Regional Clinical Services Plan completed for Central Region DHBs 
• Achieved positive progress overall against Health Targets 
• Supported 5 major community action fund proposals for Maori in the Wairarapa. 
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4. Increased regional co-operation. 
 

5. Deliver on Funding to Advance Government Priorities 
• Boost funding for medicines  
• Improving the quality and supervision and nursing in rest homes 
• Kick starting the devolution of services to primary care. 
• Investment into respite care services 
• Investment into post natal stays. 
 

6. Deliver on the Government’s expectations for a new approach to elective 
services.  

 

Wairarapa DHB Strategic Priorities   

As well as delivering the Minister of Health’s expectations Wairarapa DHB has a 
number of strategic priorities that it will continue to focus on in 2009/10.  The DHB’s 
Strategic Plan for 2005-2015 set out seven strategic priorities for improving health 
and reducing inequalities in the Wairarapa.  These are: 
  
• Improving the health of Maori 
• Improving the health of people in low socio-economic groups 
• Improving the health of older people 
• Improving the health of children and youth 
• Reducing the incidence and impact of chronic disease (now called long term 

conditions) 
• Reducing the incidence and impact of mental illness and addictions 
• Reducing the incidence and impact of cancer. 
 

Addressing the deficit - moving from ‘Good to Great ’ 

Over recent months it has become clear that continuing to provide and fund service 
as we do is not financially sustainable, as health sector costs, particularly hospital 
costs, have risen, and continue to rise much faster than growth in health sector 
funding. 

The Wairarapa DHB does not want to put at risk its Performance Monitoring Status, 
early payment as a result of proposing a deficit of ($957,595) in 2009/10.  To achieve 
the 2009/10 financial position the DAP assumes the achievement of a $3M efficiency, 
or put another way, a reduction in costs of $250k per month from 1 July 2009. 

Recognising the Minister’s expectations of DHBs ability to deliver Government 
priority areas while keeping within budget, Wairarapa DHB is completing a line by 
line analysis of all of it’s Provider and Funder Services and is developing a Financial 
Recovery Plan.   As a result of this process a number of initiatives have commenced 
to deliver costs reductions and enable a sustainable clinical platform.   However 
without ‘transformational organisational change’ the results are unlikely to be 
sustained.   

To enable sustainable change the DHB needs to move from being a good DHB to a 
great one. To achieve this the DHB will be developing a new Clinical Services Plan 
for the Wairarapa.  The purpose of this review and planning process will be to identify 
the range of services, and service configurations that will be financially and clinically 
sustainable into the future, and a list of savings, efficiencies or disinvestments the 
DHB can make to achieve the $3M savings required to meet the planned deficit of 
$957k in 2009/10 and the further savings to reduce this deficit to zero in 2010/11.  
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The outcome of this review may include service reductions, service reconfigurations 
or reductions in FTEs.  This work is expected to be completed by 31 July 2009.  

The Board wishes to signal its total commitment through the development of the 
Financial Recovery Plan and the Clinical Services Plan to finding solutions that will 
improve the patient experience, improve the health of the whole population and 
reduce and control costs while ensuring that patient care is not compromised. These 
solutions need to work for both our local communities and also meet the 
Government’s expectations going forward.  Table one refers. 

Table 1: Moving from good to great 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Additional Local Priorities 

Wairarapa has identified eight other specific areas of focus based on existing funded 
programmes or current DHB initiatives. These are: 

• Primary Health Care 
• Keeping Well 
• Healthy Lifestyles (HEHA) 
• Reducing family violence 
• Suicide Prevention 
• Systems efficiency 
• Progressing the Health Information Strategy of New Zealand 
• Improving quality and safety and supporting clinical leadership. 
 

Actions to Achieve Expectations and Objectives for 2009/10 

The following table summarises the activities we will undertake in 2009/10 to achieve 
the Minister’s expectations and Wairarapa DHB’s strategic and local priorities.  
Taking into account the work being completed on the Recovery Plan and the Clinical 
Services Plan noted above local priorities and actions outlined in the following table 
will be subject to review and further change. 
 

Moving from Good to Great

Improve the health of 

the whole population

Improve the 

patient experience

Reduce and 

control costs
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DHB Priorities and actions for 2009/10 

• Funding to advance 
Government Priorities 

• Investing 8.7% or $884k into its community pharmaceutical budget 
• Allocating $196k into baseline residential care rates to improve the quality of 

supervision and nursing in rest homes 

• Devolving funding for primary care to support Community Child Health 
Coordination and the Wairarapa Palliative Care Service 

• Purchasing access to five residential care respite beds for short term use 

• Offering options for longer post natal stays. 

• Regional Clinical Services 
Plan (RCSP) and working 
collaboratively. 

• Developing an implementation plan that maps out key activities and actions for 
the RCSP for the next year (implementation to start quarter 4 2009/10) 

• Regional participation in clinical networks- Cancer, Renal, Plastics, Cardiology: 

• Implementation of the reconstructive breast surgery business case 
• Developing a new model of care for cardiac rehabilitation and heart failure 

• Detailed development of  regional models of service delivery for renal 
• Working with stakeholders to improve screening services i.e. breast, cervical 

and prepare for roll out of bowel cancer screening. 

• Elective Services • Deliver 09/10 planned Electives volumes plus 3.28% additional electives 
discharges 

• Improve the  efficiency and effectiveness of preoperative services 
• Maintain full compliance with ESPIs for 2009/10 

• Implement electives services process improvement including specialisation of 
bookers across OPD and surgical booking, U-Book, patient calls in to make 
appointment, nurse led clinics. 

• Reducing the incidence and 
impact of cancer 

 

• Implement the Primary Care Smoke Free Plan focussing on screening and brief 
intervention 

• Media and provider campaigns to encourage uptake of HPV vaccination for 
women, melanoma awareness, health check ups for men 

• Improved screening and early detection rates for breast and cervical cancer 

• Meeting radiation oncology and chemotherapy waiting time targets 
• Exploring opportunity for a local chemotherapy service. 

• The Future Workforce-
improving workforce retention 

• Develop a nurse practitioner role for Health of Older People 

• Implement annual workforce plan for Community Oral Health Services 

• Build local midwifery workforce 
• Establish a  leadership / management development programme 

• Incorporate the cultural competency framework across services to increase 
Maori responsiveness 

• Role out the DHB professional nurse educator role and DHB professional 
development and recognition programme 

• Expansion of Nursing Entry to practice expansion programme.  

• Improving Quality and Safety 
and Supporting Clinical 
Leadership 

• Achievement of QIC priorities e.g.  safe medication management, management 
of healthcare incidents 

• Clinical Board to focus on advance directives and care planning, the 
identification of goals of care, patient identification, communication, medication 
safety, Medication Reconciliation 

• Optimising the patient journey to focus on increasing the primary-secondary 
care interface. 

• Value for Money, Cost 
containment and Efficiency 

• Increasing efficiency of theatre service 

• Manage clinical supply costs 
• Reduce costs per unit of service 

• Primary Health Care • Complete practice redesign project as part of the Breakthrough Collaborative 
Series 

• Develop of after hours services plan with PHO to improve access to 24/7 AHs 
• Joint project with PHO to understand and reduce ASH rates 

• Plan for the devolution of secondary services to primary care from 2010/11 
• Fully implement the Palliative Care and B4 School checks programmes 

• Development of outreach clinics and collaboration with Maori providers to 
reduce inequalities in health target outcomes for Maori. 
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DHB Priorities and actions for 2009/10 

• Keeping Well Strategy • Work regionally with Capital & Coast and Hutt Valley DHBs to undertake review 
of current population health contracts and link to an outcomes framework 

• Develop an outcomes framework for the Keeping Well Strategy 
• Work with Whaiora Whanui to further develop whanau ora outcomes and 

performance measures. 

• Reducing inequalities / 
health of people in low 
socio-economic groups 

• Review pathways of care for Maori 

• Collaboration between PHO and Māori providers to achieve key health targets 
• Increase co-ordination of community child health services 

• Implement Wairarapa Breastfeeding Action Plan 
• Implement targeted initiatives for Māori and Pacific within Smokefree Plan 

• Increase and develop opportunities for professional development and training for 
Māori and Pacific workforce. 

• Improving the health of older 
people 

 

• Encompass Mental Health NASC function within single point of entry for support 
services for older people 

• Appointment of a Psycho-Geriatric Clinical Nurse Specialist for older people with 
mental health, addiction or dementia support needs 

• Assist whanau carers to protect their wellbeing through establishing marae 
based support and education for carers 

• Develop the Clinical Nurse Specialist role across the Wairarapa. 

• Improving the health of 
Maori / Pacific people 

• Develop innovative strategies for increasing access of hard to reach Wairarapa 
whanau 

• Support the Wairarapa MWWL to develop their capacity and capability 
• Work with Human Resources to establish Cultural Competency and Tikanga 

Best Practice as a core training component for WDHB staff  
• Implement Te Arawhata Totika - Cultural Competency Framework 

• Establish ethnicity data benchmarks and goals for increased Maori access 
• Implement the Rangiora Maori responsiveness plan in Mental Health Services. 

• Improving the health of 
children and youth / oral 
health 

 

• Development of a multidisciplinary approach to child health development 
services and services for children with complex needs 

• Increase investment into the youth primary mental health service to support more 
early intervention and support for youth 

• Continued expansion of health services into low decile schools 

• Complete local and national processes to build and procure dental facilities 
• Increase training of hospital and primary care practitioners in the identification of 

oral health need. 

• Reducing the incidence and 
impact of chronic disease  

• Complete the establishment of the key worker role in the Palliative Care service 

• Develop protocols for diagnosis and management of COPD across the primary 
and secondary services 

• Establish  stroke pathways across primary-secondary continuum  

• Implement the Patient Journey project, with an emphasis on improving points of 
transfer (admission and discharge pathway) 

• Establish lifestyle clinics for Maori/Pacific Island people 

• Targeted promotion of influenza vaccine to front line health professionals 
• Implement 3 project work-streams of the collaborative project (Breakthrough 

Series model)- Practice System Redesign, Optimising Medication,  ‘Frequent 
Flyers’ 

• Reducing the incidence and 
impact of mental illness and 
addictions 

 

• Increase level of support for detox patients  - overnight support and day 
programme activity 

• Bedding in of GP and older person liaison roles 
• Interagency programmes that support people to make better lifestyle choices 

• More and better home based care for acute clients 
• Implement Te Rangiora (DHB Mental Health Services bi cultural project). 
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DHB Priorities and actions for 2009/10 

• Healthy Lifestyles (HEHA) 

 

• Develop comprehensive wellbeing package for priority/high needs audiences 
• Implementation of the Wairarapa Smokefree Plan (WSFP) 

• Implement Wairarapa Breastfeeding Action Plan 
• Encourage and support innovative initiatives funded by HEHA Nutrition Fund  

• Support initiatives that contribute to obesity prevention and improved nutrition 
through the Community Action Fund for Maori 

• Combine healthy eating, healthy action and being smokefree in a healthy lifestyle 
package. 

• Reducing family violence / 
Suicide prevention 

 
 

• Take a systemic approach towards the identification and intervention of child and 
partner abuse 

• Role out of family violence training to all DHB staff 
• Complete training workshops and seminars series on all aspects of suicide 

prevention 
• Work with primary care providers and referring agencies to increase the 

utilization rates of men using the ‘To Be Heard Programme’ 

• Symposium for agencies working with men on promoting positive mental health 
and well-being in men. 

• Progressing the Health 
Information Strategy of New 
Zealand 

 

• Participation in the seven DHB Health Management System Collaborative 
• Progressing the electronic medical record programme 

• Progressing the planning and implementation for an information system for the 
school dental service 

• Providing improved access to hospital clinical information in primary care 

• Developing requirements and running an RFP process for a Electronic 
Document and records management solution. 

 
Funding 2009/10  
Wairarapa DHB will receive $105M for its 2009/10 appropriation. Of this $105M 
$3.133M is for FFT, $3.5k is for demographic funding and $1.254M is for Funding to 
Advance Government Priorities - a total funding increase of $4.391M. 

However the Funding to Advance Government Priorities ($1.254M) is targeted for the 
specific purpose of advancing five specific Government initiatives leaving $3.136M 
for the DHB to allocate to existing services in 2009/10. 

The DHB has allocated its total CFA revenue of $105M across all of its services 
resulting in a shortfall / deficit of ($957,546).  The DHBs allocation of its funding for 
2009/10 is illustrated in table two below.  

Table 2: Funding Allocation 

FUNDING ALLOCATION 2009/10 
($ million)

DHB governance and 
administration,  $1.8 

DHB provider total,  $45.2 

Demand driven primary 
care items ,  $11.9 

Net Services purchased 
from other DHBs (Net 

IDFs),  $17.5 

DSS –residential aged 
care,  $10.1 

DSS – aged care – non 
residential,  $2.8 

Contingency for risks,  
$0.3 

Medlab Central,  $3.4 

Mental Health NGO 
(includes Maori providers),  

$3.9 

Maori Health NGO’s,  
$0.6 

Other personal health 
NGO’s,  $1.4 

Wairarapa PHO,  $6.9 
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Financial Forecasts 2009/10  

Wairarapa DHB is forecasting a deficit of ($957,546), and a breakeven position in 
both 2010/11 and 2011/12.  
 
Wairarapa DHB acknowledges that the deficit position presented in this DAP is not 
within the financial parameters set by the Minister. However despite the careful 
management of all expenditure, risks and expectations for 2009/10 the DHB has 
been unable to maintain the financial breakeven position in 2009/10 as it had 
forecast in it’s 2008/09 DAP.  This is due to a number of reasons. 
 
Explaining the Deficit 
The forecast deficit for 2009/10 is being driven by a number key cost pressures: 
 
Emerging Provider Arm Deficit 2008/09 
The Wairarapa Provider arm is currently forecasting a ($2M) deficit in the 2008/09 
financial year.  This is caused by a number of key drivers – workforce issues, clinical 
supplies and outsourced services. Overall hospital costs are rising by over 8% per 
annum while DHB funding grows at around 3-4% per annum. 
 
National Pricing Program 
The DHB has uplifted 2009/10 Provider Arm prices as advised by the Ministry of 
Health in December.  The impact of passing on national prices to Provider would give 
Provider a net revenue increase of approximately 8% over that for FY 2008/09.   
While full national prices have been uplifted this is not an affordable option for the 
DHB.  The Funder has subsequently agreed to pass on a $2M (4.6%) increase to 
Provider for 2009/10.   
 
Volume growth-getting more for less 
Currently the DHB Provider is providing services at a level of 5% higher than the 
planned volumes.  In contrast to other DHBs around the country Wairarapa DHBs 
productivity has increased significantly over the past five years. This is illustrated in 
table three below which reflects the inpatient (CWD) activity at Wairarapa Hospital 
over the past five years compared to Provider Arm revenue, FFT and the FTE 
numbers.   
 
Table 3: Wairarapa DHB productivity –getting more for less 
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Table four also illustrates the Wairarapa DHB’s significant increase in hospital 
productivity in outpatients, ATR bed days, day case, theatre procedures and total 
discharges since 2004/05. 
 
Table 4: Wairarapa DHB productivity 2004/05-2007/08 

 
 
Table five illustrates productivity per FTE over the past four years by showing the 
increasing number of CWDs and discharges per FTE. 
 
Table 5: Discharge and CWD per FTE 
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The DHB is committed to meeting the Minister’s expectations and will maintain its 
core services.  The planned volumes within the DHB's Provider Arm for 2009/10 
matches the volumes the DHB has forecast for 2008/09.  This creates a situation 
where the DHB is not able to afford to maintain this level of activity at national prices 
that have been set for 2009/10.  Consequently the DHB has had to apply a negative 
adjuster totalling $4.9M in its planning assumptions. 
 
The negative adjustor is made up of two components: 

• Volume ($2M).  The increase in volumes between the 2008/09 plan and the 
2009/10 plan at the FY 2008/09 prices 

• Price ($2.9M).  This is the impact of the move to the 2009/10 national price. 
 
Provider Arm Efficiencies 
This DAP assumes that efficiencies will continue to be realised and that the Provider 
will maintain its current activity in 2009/10 while reducing its expenditure per unit of 
output so as to achieve the savings required.  Assuming the same level of activity will 
require the Provider to find efficiencies of around $3M.  This is as much as we can 
ask of a reasonably efficient Provider and will be a significant challenge to achieve.       
 
Funder Arm Pressures 
There are a number of Funder Arm pressures are also contributing to the forecast 
deficit position for 2009/10: 

• Home Based Support Services - expenditure on Home Based Support 
Services is forecast to increase by 15% or  $400k in 2009/10 to support 
increasing number of older people in the community  

• Inter District Flows (IDFs) - the impact of increasing volumes and moving to 
national prices for 2009/10 resulted in a $1.7M net increase in IDFs for 
2009/10 

• Aged Residential Care – expenditure on aged residential care services is 
forecast to increase by 5.9% or $600k due to increasing demand and new 
beds coming into service in March 2010  

• Community Pharmaceuticals - expenditure is forecast to increase by 8.7% or 
$884k in 2009/10 due to increasing demand and an aging population. 

 
Given these pressures, staying within the parameters of a deficit of ($957,595) will be 
a considerable challenge.  The DHB will need to find new ways of meeting needs and 
managing demand so that expenditure on services is contained with forecast 
financial parameters.   
 

Key Risks and Challenges 

All DHBs face ongoing challenges as they try to balance community demands and 
needs for more and better services against the requirements to ensure clinical safety 
and increasing investment in clinical governance and quality assurance systems, 
sustainability of the clinical workforce, financial prudence, and organisational health 
(including being a good employer).  
 
In 2009/10 management of the growing pressures for increasing expenditure will 
require considerable restraint and sharpened focus on productivity improvements 
and increased workforce flexibility. 
 
The biggest risks facing us in 2009/10 relate to: 

• Managing delivery of acute services within budget   



 14 

• Maintaining performance on elective services 
• Growth in services and expenditure for older people 
• Clinical safety and quality 
• The deteriorating economic climate 
• Sustainable workforce from multi employer collective agreements (MECAs) 
• MECAs- settlements in excess of FFT  
• Inter District Flows and regional services 
• Expenditure on pharmaceuticals and pharmacy services 
• DSS- support for people with long term conditions (IFP) 
• Increasing demand for, and reliance on, information systems and other 

technologies. 
 

These risks arise from a mix of internal and external factors. Wairarapa DHB is 
confident of its ability to manage the internal factors.  However risks due to external 
factors cannot be managed fully by Wairarapa DHB actions alone as they require co-
operative actions with several DHBs and/or the Ministry of Health. 
 
Internal risks 

• Managing demand for hospital acute services - In the last 3 years provision of 
hospital acute services has continued to increase and is now above 
financially sustainable levels. The DHB needs to manage and reduce acute 
admissions to hospital and expenditure back to budget.  

• Maintaining performance on elective services - the DHB needs to stay green 
on all ESPI (Elective Services Performance Indicators) and achieve agreed 
electives service volumes to maintain ongoing funding for its electives 
services.  

• Growth in services and expenditure for older people - there are significant 
risks regarding continuity and future sufficiency of provision of aged 
residential care services in Wairarapa.  

• Clinical Safety and Quality / workforce retention - a risk is that we fail to 
maintain clinically safe services.  This risk is increasing due to increasing 
shortages in the health workforce, heavy reliance on locum staff, increasingly 
complex technologies, growing reliance on IT, and the increasing need to 
achieve productivity gains but remain within budget.   

• Information and technology - there is an ever increasing demand for more 
information delivered faster to clinicians and patients.  To meet this demand it 
is important that the DHB ensure its information management systems are 
able to deliver to the expectations of the users.   

• Sustainable Workforce costs from multi employer collective agreements 
(MECAs)-over the past four years Wairarapa DHB has been successful in 
realising efficiencies in the delivery of its hospital services along with 
significant increases in productivity.  This has enabled the costs of large 
MECAs agreed in previous years to be met, and the DHB’s financial targets to 
be achieved, however finding further large efficiencies as we go forward is 
becoming increasingly difficult.   
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External Risks 
 

• MECAs- settlements in excess of FFT-over the last two years most major 
MECAs within the DHB sector have been agreed with the various employee 
groups and their unions.  It is an imperative that the long term workforce cost 
is sustainable across the sector that employee remuneration expectations are 
in line with the Government’s expectations for health sector funding and 
productivity growth.  . 

• IDF and Regional service risks- Wairarapa continues to experience significant 
volatility in IDF costs. The DHB is facing increasing pressures on IDF 
expenditure due to increases in national prices for IDFs and changes in acute/ 
elective volumes flowing out of the regions. While DHBs have the same 
mechanisms for IDFs we have very little ability to control the activity or benefit 
from efficiencies from other Providers.  

• The deteriorating economic climate – The DHB is very concerned about the 
impact of the deteriorating economic climate.  Wairarapa DHB already has a 
larger proportion of its population living in deciles 7 and 8 compared to the 
rest of New Zealand and the rising unemployment rate especially in primary 
industries will potentially worsen this outlook.  The deteriorating dollar is also 
impacting on rising consumable costs for any products, medical supplies or 
their components purchased from overseas.   

• Pharmaceuticals and Pharmacy Services-growth in pharmaceuticals and 
pharmacy services expenditure poses a significant risk for the DHB. For 
2009/10, the budget has been increased by 8.7% or over the 2008/09 budget 
to a figure of $11.3m which equates to 11% of our total CFA funding. 

• DSS- support for people with long term conditions (IFP)-there is a funding gap 
for people under the age of 65 with chronic health conditions who need long 
term support services and no clear funding responsibility.  The risk to DHBs is 
that insufficient funding is devolved to manage this population group and that 
the DSS boundary issues remain unresolved.  

 
Our Commitment to Succeed 

As for previous plans, the Wairarapa DHB is totally committed to planning for and 
delivering the range and mix of services that best meets the needs of Wairarapa 
people, within the funding made available to us by Government.  
 
Although we are confident that we can deliver on the forecast deficit ($957,595) in 
2009/10 (or better subject to further actions by the Board) we are very concerned 
that, due to growing internal and external pressures, we will face increasing difficulty 
in achieving the financial results forecast in out years.   
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The Board is committed to working collaboratively with the Minister, Ministry of 
Health and other DHBs, to find ways to overcome the issues and risks that we are 
facing in 2009/10 and out years. 
 
 
 
SIGNATORIES  
 
 
 
 
 

 
    
Bob Francis 
Chair 
 
 
 

 
    
Tracey Adamson 
Chief Executive 
 
 
 
 

 
    
Hon Tony Ryall 
Minister of Health 
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2. INTRODUCTION 

2.1 About our District Annual Plan  
A District Annual Plan (DAP) is required under Section 39 of the New Zealand Public 
Health and Disability Act, and describes the Board’s intentions for the coming year 
(July 2009 – June 2010), including how it will advance the implementation of its 
District Strategic Plan (DSP) and meet the expectations and requirements of the 
Minister of Health. 
 
The DAP should be read in conjunction with the DHB’s Statement of Intent (SOI).  
The SOI in addition to summarising the DHB’s key financial and non-financial 
objectives and targets, also provides summary information about Wairarapa health 
needs and priorities, the DHB’s organisation and structure, and the national policy 
environment within which the DHB operates. The DAP provides detail on how the 
DHB intends to achieve its objectives and targets and the outputs/activities proposed 
for the year ahead.  The DAP includes more operational performance measures and 
targets as well as those stated in the SOI. 
 
The DAP is designed to show: 
• The DHB’s intended outputs for 2009/10 and how these relate to the DHB’s 

District Strategic Plan (DSP), Minister of Health’s priorities and agreed national 
health targets 

• The funding proposed for those intended activities and outputs 
• The expected performance of the DHB’s provider arm 
• Expected capital investment 
• Financial and performance forecasts 
• How performance will be monitored, measured and reported. 
 
The DAP has been developed through an iterative process of discussions with 
stakeholders and where possible includes shared outcomes and joint responsibilities 
for achievement of objectives. 

2.2 Wairarapa District Health Board  
The Wairarapa District Health Board (DHB) was formed upon the enactment of the 
New Zealand Public Health and Disability Act 2000, and is responsible for funding 
and providing health and disability support services in the Wairarapa District.  
 
Wairarapa DHB is responsible for working, within the funding allocated to it, to 
improve, promote and protect the health of the Wairarapa population, and for 
promoting the independence of people with disabilities, and improving access to 
services for all those in the district.  The DHB has developed its Board Committees 
and organisational structure to enable it to carry out these responsibilities efficiently 
and effectively. 
 
Role of the Board 

The Board provides governance of the Wairarapa DHB and is responsible for the 
organisation’s performance to this plan.  The Board has eleven members.  Seven 
members are elected by the community, and four members are appointed by the 
Minister of Health.  There are two Maori members with one of these Maori board 
members sitting on each Committee of the Board. The Maori members maintain 
close working relationships with iwi, hapu, and the Board’s Director of Maori Health. 
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The Board’s key responsibilities include:  
• Setting a long-term strategic direction that is consistent with the government’s 

objectives 
• Developing the District Annual Plan and other accountability documents 
• Monitoring the performance of the organisation and appointing its Chief Executive 
• DHB governance 
• Maintaining appropriate relationships with the Minister of Health, Parliament, 

Maori and the public. 
 
Board Committees 

The Board has established a Maori partnership committee, three statutory advisory 
committees and an audit and risk committee:  
 
• Te Oranga O Te Iwi Kainga:  Te Iwi Kainga provides advice to the Board on the 

improvement of health outcomes for Maori and the reduction of disparities 
between Maori and non-Maori, and advises on all aspects of Maori health 
service development and provision.   

• Community and Public Health Advisory Committee: The Community and Public 
Health Advisory Committee provide advice and recommendations to the Board 
on the health needs of the resident population.  It also advises the Board on 
priorities for the use of the health funding provided.  The committee 
membership is comprised of eight Board members. 

• Disability Support Advisory Committee: The Disability Support Advisory 
Committee provides advice and recommendations to the Board on the disability 
support needs of the resident population.  It also provides advice and 
recommendations to the Board on priorities for the use of the disability support 
funding provided.  The membership of this Committee consists of five Board 
members and two representatives from the Wairarapa disability community.  

• Hospital Advisory Committee: The Hospital Advisory Committee monitors, 
advises and provides recommendations to the Board on the financial and 
operational performance of Wairarapa Hospital and related services provided 
by the Wairarapa District Health Board. Seven board members make up this 
Committee.  

• Audit and Risk Committee: Monitors and records risk and advises the 
Wairarapa District Health Board in discharging its responsibilities in terms of 
the integrity of financial reporting, risk management and regulatory 
conformance. The committee membership is comprised of four board 
members. 

 
These committees meet regularly throughout the year and are supported by the 
Board and Committee Secretaries, and members of the senior management team as 
appropriate. The diagram that follows shows how each of these committees provides 
input to the DHB.  
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Shared Decision Making 

While the final responsibility for DHB strategy rests with the Board, and the Chief 
Executive is responsible for operational decisions, the Board and Chief Executive 
ensure that their strategic and operational decisions are fully informed through the 
appropriate involvement of Maori at all levels of the decision-making process.  
 
Partnership with Maori is assured through the appointment of two Maori to the Board, 
Te Iwi Kainga (representing Iwi) and Maori Health Committee.  Involvement of 
clinicians occurs through the Clinical Board. 
 
Te Oranga O Te Iwi Kainga and Maori Health Committe e 

Te Iwi Kainga represents the two local Iwi, Ngati Kahungunu and Rangitaane and 
advises the Wairarapa DHB at governance level.  Wairarapa DHB and the Te Iwi 
Kainga first signed a formal partnership agreement in March 2003.  This agreement 
was revised and renewed during 2006/07 and a new agreement signed formally in 
December 2007 (for a three year term). 
 
The Maori Health Committee advises DHB management on the planning, 
development, delivery and monitoring of services for Maori within the hospital 
provider arm.  The Maori Health Committee membership is representative of Maori 
across the health sector in conjunction with Maori practitioners working in the sectors 
that complement health. This committee also has the benefit of having kaumatua, 
Maori Women’s Welfare League, consumers and representation from the Maori 
community either as designated members or official supporters and observers in 
attendance at their bi-monthly meetings.  
 
Clinical Board and Clinical Governance 

The Wairarapa Clinical Board was established in 2003.  It provides a multi-
disciplinary clinical forum to be the focus of clinical leadership and lead the 
development of clinical governance for Wairarapa DHB. The Clinical Board is a 
multidisciplinary clinical forum that provides advice and oversight of clinical activity to 
the DHB Board and Chief Executive.   
 
The Clinical Board is responsible for: 

• Oversight of systems and processes to assure clinical safety and the 
management of clinical risk 

• Oversight and monitoring of credentialing, required by the Health 
Practitioners’ Competency Assurance Act 

 
Wairarapa District Health Board 

Hospital Advisory 
Committee 

Community and 
Public Health 
Advisory  

Disability 
Support Advisory  

Committee 

Audit & Risk  
Committee 

Te Oranga O Te 
Iwi Kainga 
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• Provision of clinical advice to the DHB Board, Chief Executive, and 
management    

• The development and leadership of clinical governance. 
 
Planning and Funding Arm 

The primary responsibility of the Planning and Funding Directorate is to plan and 
fund health and disability services for the district. The Planning and Funding 
Department assesses the health and disability needs of the communities and plans 
the mix, range and volume of services. Planning and funding staff also manage 
agreements with providers of services, initiate specific health improvement projects 
with different communities and build partnerships with the community, providers and 
other DHBs. 
 
The Planning and Funding Department is also responsible for ensuring Wairarapa 
people have access to specialist services that are not delivered in the district and 
monitoring and managing the flow of funds for these out of district services (Inter 
District Flows). 
 
The Planning and Funding Department’s core activities are: 
 
• Determining the health and disability needs of the population. 
• Prioritising and operationalising national health and disability strategies in relation 

to local need. 
• Involving the community through consultation and participation. 
• Undertaking service contracting. 
• Monitoring and evaluation of service delivery, including audits. 
 
In 2009/10 Wairarapa DHB will continue to have Service Agreements with a wide 
range of service providers and/or enter new Agreements with service providers to 
ensure the services required are provided for its population, in line with the aims and 
objectives set out in this plan and the DSP. 
 
Provider Arm 

Wairarapa DHB’s hospital and community health services are provided mainly from 
Wairarapa Hospital and Choice Health.  Services are also delivered from out-reach 
clinics, including several held at schools and Marae. The Wairarapa DHB’s provider 
arm will continue to deliver outpatient, community, day programmes, and inpatient 
services as funded by the DHB through its Planning and Funding Team and as 
required by other DHBs and purchasers including ACC, across the following 
services: 
 
• Medical and Surgical Services 
• Child Health 
• Oral Health Services 
• Obstetrics and Women’s Health 
• Clinical Support services – laboratory, pharmacy, imaging and allied health 

services 
• Mental Health Services 
• Rehabilitation services 
• Public Health services 
• Community health services 
• Ambulance. 
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Working with other providers 

In addition to Wairarapa DHB provider arm, there are a range of other providers who 
provide a variety of health services and disability services for people in the district.  
These providers are a mix of private, religious, welfare and other non-governmental 
organisations. The services they provide include mental health residential and 
support, rest homes, primary care (GP and nursing services, community workers, 
pharmacists, laboratories, pharmaceuticals etc), maternity, public health, Well Child, 
and Kaupapa Maori services.  Hutt Valley DHB, in partnership with Wairarapa Public 
Health Unit, provides Regional Public Health Services for the Wairarapa. 
 
PHOs are a key vehicle in implementing the Primary Care Strategy, achieving 
improvements in health outcomes and reductions in inequalities.  The Wairarapa is 
fortunate to have one PHO that encompasses the whole district.  The DHB has a 
close working relationship with Wairarapa Community PHO. 
 
Public Health Partnerships 

Public Health Services are funded and contracted for by the Ministry of Health.  
Wairarapa DHB’s public health unit provides most public health services locally, and 
Regional Public Health in Hutt Valley provides a range of other public health services 
to Wairarapa, Hutt and Capital and Coast districts.  In 2008/09 these three DHBs 
have worked with the Ministry to develop a strategy for population health for the 
Wellington region called Keeping Well 2008-2012.   The aim of Keeping Well is to 
improve the health of the whole population, and, particularly, to improve health 
outcomes for high needs groups, including Maori and Pacific. Keeping Well provides 
an umbrella strategy for a number of DHB initiatives in 2009/10 as indicated in 
section 0.0 of the DAP.  
  
Treaty of Waitangi  

The New Zealand Public Health and Disability Act requires DHBs to take active steps 
to reduce health disparities by improving health outcomes for Maori and to assist the 
Crown in fulfilling its obligations under the Treaty of Waitangi.  DHB’s are required to 
establish and maintain processes to enable Maori to participate in, and contribute 
towards strategies for Maori Health improvement. 
 
In fulfilment of these responsibilities, Wairarapa DHB works with the Te Iwi Kainga 
and Maori Health Committee, and has an active Treaty of Waitangi Policy. The 
application of this policy by all services provided or funded by the DHB ensures that 
not only Maori health gain and development is achieved but that each partner is 
proactive and jointly responsible for improving Maori health. 
 
The Wairarapa DHB employs a Director of Maori Health who is a member of the 
senior management team. This position is supported by a Maori Health Coordinator 
Whanau Ora facilitator and Specialist Cultural Advisor. These positions work with the 
Wairarapa DHB’s provider services to ensure that services are culturally relevant for 
Maori, staff development programmes include Tikanga Maori and that Tikanga Maori 
is respected within the organisation. The Whanau Ora facilitator and cultural advisor 
also visit patients daily, follows up on DNAs and support links with local Maori 
providers.  The DHB has recently employed a Cultural Competency Coordinator who 
is responsible for implementing the DHBs Cultural Competency Framework Te 
Arawhata Totika throughout the organisation at governance, management and 
operational levels. 
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2.3 Prioritisation and Decision Making Principles 
The Wairarapa DHB’s task is to make decisions about what health and disability 
services or interventions to fund, for the benefit of the people of the Wairarapa, within 
the resources available. This requires prioritisation as health sector funding will never 
meet the unlimited demands for expenditure. 
 
The DHB policy on prioritisation1 outlines the decision-making principles to be 
applied to competing demands for limited resources. The agreed principles on which 
prioritisation decisions are based are: 
 
• Effectiveness  the extent to which a proposed service will produce the desired 

outcome 
• Cost  the total economic cost of a service proposal, and its affordability 

within available funding 
• Equity  the extent to which a proposal is expected to reduce disparities in 

health status and outcome 
• Maori Health  the expected impact of a proposal on Maori participation, 

partnership and protection, including development of Maori 
provider capability and capacity 

• Acceptability  extent to which a specific service proposal is desired by the local 
community 

• Consistency  with the New Zealand Health and Disability Strategies 
 
The health equity assessment tools developed by the Ministry of Health are used to 
assist prioritisation decisions.  These include:  HEAT (the Health Equity Assessment 
Tool), the Health Equity Intervention Framework, and the Whanau Ora Health Impact 
Assessment toolkit. 

2.4 Monitoring and Reporting Performance 
The DHB monitors and reports its performance against its District Annual Plan 
through a wide range of monthly, quarterly and annual reports. 
 
Our performance monitoring and reporting systems relate to: 

• Internal management and reporting to the DHB Board and Committees 
• External reporting of financial performance against the three output classes 
• External reporting of the population’s health and other indicators – including 

quarterly reporting to the Ministry of Health of progress against the national 
Health Targets and Indicators of DHB Performance (IDPs). 

 
The DHB’s approach to managing each of these is: 
 
Internal Management  

A balanced mix of financial and non-financial indicators covering the whole range of 
the organisation’s operations are measured and reported monthly to senior 
management and the Board.  
 
Areas of focus in the internal measurements of performance are: 
 

                                                
1 Wairarapa District Health Board Policy Prioritisation Principles and Process available on the DHB website 
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• Financial: Ensuring that finances are well managed and performance against 
budget is reviewed  

• Consumers: Ensuring we are doing the right things to meet the DHBs consumer’s 
needs – through regular surveys of consumer satisfaction and monitoring of 
complaints and compliments. 

• Internal Processes and Systems: Ensuring that the things we do meet contractual 
requirements, and the objectives set out in this District Annual Plan, are 
performed efficiently, and accurately, and done on time. 

• People, Learning and Growth: Ensuring the people in the organisation possess 
the core competencies, skills and knowledge to be able to deliver agreed 
objectives. 

 
Performance is monitored monthly at multiple levels throughout the organisation, 
variances to target are accounted for and corrective actions taken where appropriate. 
 
External Reporting of Financial Performance  

Financial reporting complies with the Ministry of Health’s reporting guidelines 
including the monthly reporting of financial performance. These guidelines specify 
separate reporting requirements for each output class and a consolidation for the 
whole DHB. 
 
External Reporting of the Population’s Health and O ther Indicators  

The Wairarapa DHB reports to external parties on the Health Targets and IDPs set 
by the Ministry2. These indicators focus on measuring non-financial DHB 
performance in the Governments priority areas, as identified in the New Zealand 
Health Strategy and the Ministers stated annual expectations.   
 
The current set of Health Targets and IDPs focus on national priority areas where the 
DHB is responsible as the funder.  In addition, other aspects of financial and provider 
arm performance are reported quarterly through the Balanced Scorecard. 
 
The DHB reports to its community and other stakeholders through its Annual Reports 
and other ad hoc publications.  

2.5 Consulting with the Wairarapa Community 
Community engagement and consultation are fundamental to good decision-making 
and development of effective plans.  Consultation is both a process towards, and a 
key component of, community engagement. The Wairarapa DHB aims to fulfil its 
obligations to consult in positive ways that result in decisions leading to better or 
more appropriate services, improved health outcomes, and increased value for 
money.  
 
The main purpose of consultation is to enhance the quality of planning and decision-
making by enabling the community to review and contribute to these processes. 
Consultation should also contribute to increased community understanding of the role 
of the Wairarapa DHB, the parameters and constraints within which it operates, and 
the overall direction of national health policies and strategies. 
 
The Wairarapa DHB consultation policy3 covers both formal and informal consultation 
processes. These include: advisory groups, focus groups, hui, public meetings, 

                                                
2 Performance measures and other indicators are shown in Appendix 7 of this plan 
3 Wairarapa District Health Board Consultation Policy is available on the DHB website 
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workshops, surveys, informal communication with individuals and groups, and 
provision of written information for comment and submissions. The choice of process 
or processes used for any particular project or issue is dependent on the purpose of 
the consultation, the groups that are affected, the complexity of the issues involved, 
and the significance of the consequences of the decisions to be made – how many 
people will be affected and to what extent.  
 
We recognise that there are also specific requirements for consultation with disabled 
people. Consultation must occur in accessible settings and a variety of 
communication methods are used. 
 
Specific groups have been established to facilitate the consultation process. These 
include: 
 
Te Iwi Kainga 

There are specific requirements for consultation with Maori.  Te Iwi Kainga meets 
with the Board at a minimum of four times a year, and works in association with the 
Maori Health Committee, and the Director of Maori Health, to advise on and guide 
the DHBs plans and processes for consulting with Maori. This consultation 
recognizes the Wairarapa DHB’s Treaty partnership with Mana Whenua but is also 
inclusive of mataa waka. 
 
Service Advisory Groups 

In addition to its consultation policy, the Wairarapa DHB has a number of processes 
in place to enable engagement with the community and special interest groups.  A 
number of groups meet regularly with Wairarapa DHB staff.  These include: 
 

• Cancer control advisory group 
• Mental health local advisory group 
• Local diabetes team 
• Child Health Advisory Group 
• Palliative care Community Reference Group 
• FOCUS stakeholders group, and 
• Health of the Older Person advisory group.  

 
Intersectoral Working Groups 

Wairarapa DHB staff also meet regularly with other groups and organisations 
including: Strengthening Families, Youth Offending Team, Violence Free Wairarapa, 
Wellington Region Leaders Forum, and Wairarapa Territorial Local Authorities Chief 
Executives group, Healthy Homes, Masterton Safe and Healthy Community Council, 
and the Wairarapa Safe and Healthy Community Council. 
 
Pacific Participation  

The Wairarapa DHB must ensure that the needs and issues of the growing numbers 
of Pacific people are considered and responded to effectively and appropriately. The 
Wairarapa’s Pacific population is small and diverse and currently comprises only 
1.7% of the population with an estimate that this will grow to 1.9% over the next ten 
years. There are no Pacific service providers, and Pacific people, like Maori, are very 
under-represented among the staff of mainstream providers. The Wairarapa DHB is 
working with the PHO to develop its links with Pacific communities to ensure they 
have opportunities to participate in planning.  In early 2008 Pasifiika Wairarapa was 
established as a community trust. This is a huge step forward for the Pacific 
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community in Wairarapa. The trust will provide a Pacific voice and advocacy for 
Pacific needs.   

2.6 Achieving Service Coverage and National Consistency 
The Ministry of Health’s Service Coverage Schedule specifies the minimum access, 
scope and eligibility to publicly funded services that the population can expect.  
Wairarapa DHB is committed to meeting the national service coverage requirement 
and does not expect any exceptions to this to occur for residents of Wairarapa during 
2009/10.    

 
Not all services are available locally within 
Wairarapa and travel to publicly funded 
services in other districts is required for a 
range of services. For services that cannot 
be provided within Wairarapa, the DHB 
has funding arrangements with other 
DHBs in place.  
The Wairarapa DHB recognises the need 
for national consistency across services 
and wherever possible, uses the National 
Service Framework when funding 
services, including use of national service 
specifications, purchase units and 
standard contract forms.  The DHB at all 
times observes the mandatory 
requirement that all services it funds must 
comply with the Provider Quality 
Specifications set out in the National 
Service Framework. 
 

2.7 Service Change and Service Reconfigurations 
As outlined in the Executive Summary Wairarapa DHB is embarking on a major 
change management process in order to configure its services in a clinically and 
financially sustainable way.  The DHB will be developing a Financial Recovery Plan 
and a Clinical Services Plan for the Wairarapa to identify the range of services, and 
service configurations that will be financially and clinically sustainable into the future. 
A list of savings, efficiencies or disinvestments the DHB can make to achieve the 
$3M savings required to meet the planned deficit of $957k in 2009/10 and the further 
savings to reduce this deficit to zero in 2010/11 will also be developed. 
 
The outcome of these reviews may include service reductions and or service 
reconfigurations.  Wairarapa DHB will work closely with the Ministry of Health as it 
works through this planning process and will consult with the Ministry on any 
proposed service changes or reconfigurations resulting from this work. 
 
 

Services Provided for Wairarapa by 
Other District Health Boards : 
• Regional Cancer Centre-MCDHB / 

CCDHB  
• Tertiary services for treatment of 

cardiovascular diseases- mostly 
CCDHB Renal dialysis services 
CCDHB 

• Specialist mental health and forensic 
services CCDHB 

• Outsourced Acute Mental Health 
Services HV & MC DHBs 

• Specialist child and neonatal services 
CC & ADHB 

• Termination of Pregnancy Services in 
second trimester CCDHB 

• Psychogeriatric Services by various 
districts 

• Retinal Screening Services through 
WIPA.  

 



 26 

3. WAIRARAPA HEALTH STATUS AND NEEDS 2008 
 
Wairarapa DHB regularly reviews the health status and needs in the Wairarapa. The 
most recent Wairarapa Health Needs Assessment Report (2008) looks at the health 
status and needs of the Wairarapa population and contains information to guide 
planners in setting future priorities and strategies. 

Based on the most recent health statistics available, the Health Needs Assessment 
builds on previous assessments produced in 2001 and 2005. The Health Needs 
Assessment contributes to the Wairarapa DHB Strategic Plan and assists with setting 
priorities and decision making for the years ahead.  The following sections provide a 
summary of the DHBs most recent Health Needs Assessment Report. Further 
information on Wairarapa health status can be found in this report on the DHBs 
website at www.wairarapa.dhb.org.nz 
 
Key Issues 

The 2008 Wairarapa Health Needs Assessment Report indicates the following key 
issues for the Wairarapa population: 
 
1. Aging Population 
By 2026 the population aged 55 years and over is projected to increase by 14.6%. 
Wairarapa has 4% more people aged 65 years and over than the national average. 
The Wairarapa population aged 65 years and over is projected to increase by 78% 
by 2026, increasing from 16.4% of the Wairarapa population to 29.8%. Because 
older people are high users of health and disability support services the rapid growth 
in the number and proportion of older people will increase pressure on health 
services and funding in the coming years. Table six refers. 
 
Table 6: Wairarapa population projections 

Wairarapa Projected Population Age Distribution

( 2006 vs 2026)
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2. Socio-economic status 
Socio-economic status variables such as income, education and employment are 
major indicators of health. Deprivation levels have changed in Wairarapa over the 
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last 10 years. There are 57% more people in the least deprived group and 10% fewer 
people in the most deprived group. 
 
However a large number of Wairarapa people live in deciles 7 and 8 (decile 10 is the 
most deprived) where there is a greater proportion than the NZ average.  Table 
seven refers. This means reducing financial and social barriers to accessing health 
services must remain a high priority for Wairarapa. 
 
Table 7: Deprivation Distribution 

Wairarapa Deprivation Distribution
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3. Long-term (chronic) conditions 
Heart disease, diabetes, renal failure and kidney disease, respiratory disease and 
cancer were the top five causes of admissions to hospital of Wairarapa people from 
2000–2006. Many of these conditions are preventable through lifestyle choices such 
as being smoke-free, physical activity and healthy eating. Reducing the rate and 
impact of long-term conditions is a key priority for the Wairarapa DHB. 
 
i. Diabetes 

Significant improvements have been made in case detection and diabetes 
management, with the number of annual diabetes checks increased significantly.  

• However hospitalisation rates for Maori due to all types of diabetes have 
increased both in Wairarapa and New Zealand. More Wairarapa Maori get 
admitted to hospital because of diabetes than in New Zealand as a whole. Table 
eight refers. 

• The death rate for all types of diabetes has increased more than the New 
Zealand rate.  
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Table 8: Wairarapa Hospitalisations Diabetes all types 

Wairarapa Hospitalisations - Diabetes (All Types)

by Ethnic Group

(2000 - 2006)
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ii. Cancer 

The adult cancer death rate in Wairarapa is falling; however cancer remains the 
second highest cause of death. Despite this decline, the annual number of cancer 
deaths is forecast to rise each year because of population growth and an ageing 
population. 

• Hospitalisations due to cancer have decreased significantly for Wairarapa people 
and are now marginally below the national rate. 

• The three cancers included in the top ten causes of avoidable deaths for the 
Wairarapa are lung, bowel and breast cancer. Lung cancer was the main cause 
of Wairarapa cancer deaths (20%) but it was only 10% of cancer registrations. 

• It is important to note that not all cancer registrations result in death and any 
increase in registration may be due to early detection of a condition. 

 
iii. Renal failure & kidney disease 

Chronic kidney disease and its effects account for one third of New Zealand’s health 
costs and the number of sufferers is predicted to increase dramatically. 

• Hospitalisations for kidney disease and renal failure increased between the years 
2000 – 2006. 

• During that time Wairarapa hospitalisations for kidney stones almost doubled. 
Wairarapa Maori rates were 9% higher than in the NZ Maori population.  

• More Wairarapa males (60%) were hospitalised due to kidney disease and renal 
failure that females (40%). 

 
iv. Respiratory disease 

Respiratory diseases accounted for 8% of all hospital admissions from 2000 – 2006. 
Between 1994 and 2004 respiratory disease was the 3rd leading cause of death. 
Table nine refers. 
 
Between 1994 and 2004 respiratory disease death rates for both NZ and Wairarapa 
declined at similar rates for all ethnic groups, with Wairarapa remaining above the NZ 
rate. 
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Table 9: Respiratory Disease Mortality 

Respiratory Diseases (All Types) - Mortality

Wairarapa vs New Zealand
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4. Lifestyle factors affecting health 

Lifestyle factors such as physical activity, nutrition, tobacco smoking, alcohol intake 
and obesity are choices people can make to prevent chronic or long term conditions 
and improve their health and well being. Statistics for Wairarapa include: 

• Smoking – a high percentage of Wairarapa Maori women smoke (47.4%) 
• Nutrition - more males than females do not have adequate fruit & vegetable 

intake. More Maori than non-Maori do not have adequate fruit & vegetable 
intake. 

• Obesity - obesity levels for both males & females are worse in the Wairarapa 
than New Zealand as a whole, with Maori being more obese than non-Maori. 

• Drug & Alcohol - Wairarapa has a higher prevalence of hazardous drinking 
than the New Zealand average. 

• Physical Activity - Wairarapa people have similar levels of physical activity to 
the rest of New Zealand. 

 
5. Maori Health 

Maori health is lower, with poorer outcomes, than other ethnic groups across almost 
all indicators. However disparities are improving for childhood immunisation, 
breastfeeding, oral health and death rates due to chronic ischaemic heart disease 
and stroke. 

• Wairarapa Maori males have shorter life expectancy than the NZ average for 
Maori males. 

• The leading causes of death for Wairarapa Maori between 1994-2004 were 
diseases of the circulatory system (35%), cancers (30%) and external causes 
(10%).  

• Levels of obesity of both males and females are higher in Wairarapa than NZ 
as a whole. 

• The intentional self harm rates for Wairarapa Maori are significantly higher 
than the NZ Maori rate.  
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6. Children and Young People 

• Injuries were the leading cause of acute hospital admissions and death from 
2002-2004. Car accidents were the leading cause amongst young people, 
although assaults and suicide attempts also made a significant contribution. 

• Immunisation coverage rates were higher for European children. However 
immunisation rates for Maori children were higher than the NZ Maori average. 

• Overall, admission rates for serious bacterial infections were lower than the 
NZ average, however rates remained consistently higher for Maori children 
and young people. 

• Hospital admissions for asthma and respiratory infections in children have 
steadily declined and are now lower than the NZ rate. Conversely, children 
and youth have twice the rate of admission to hospital for diabetes and 
epilepsy than New Zealand as a whole. 

 
7. Older People 

As referenced earlier Wairarapa has 4% more people aged 65 years and over than 
the national average.  

• The Wairarapa population aged 65 years and over is projected to increase by 
78% by 2026. 

• During the last ten years, more older people have chosen to stay living in their 
own homes, with support as necessary (rather than in residential care). 

• The proportion of older people (over 65 years) in Wairarapa residential care 
has dropped from 6.2% in 2005 to 5.2% in 2008. 

 
8. Suicide & self-harm 

Between 2000 and 2006 Wairarapa had the highest suicide rates of all District Health 
Board areas. However this is heavily influenced by a high number of suicides (13) in 
2003 compared to an average of 5.6 in 2004, 2005 and 2006.  

Hospital admissions for self-harm of Wairarapa young people aged 15-24 years are 
consistently higher than the national average. However, suicide rates have dropped 
in Wairarapa since 2003. 
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4. KEY ASSUMPTIONS, ISSUES, AND RISKS IN 2009/10 
 
Assumptions 
 
In putting together this plan and budget for 2009/10 Wairarapa DHB has made the 
following assumptions: 
 
1. All pressures for additional expenditures must be managed within Wairarapa’s 

total revenue for 2009/10 of $108M (including IDFs inflow revenue). 
 
2. The DHB’s funding allocation from Government includes the FFT (forecast funding 

track) annual increase in DHB funding, which for 2009/10 allows for price inflation 
of 3.116%. FFT has been calculated based on: 

a. 0.65% of the labour cost index (LCI)  
b. Plus 0.35% of the consumer price index (CPI) 
c. Plus 0.5% for technology 
d. No additional efficiency deduction was made to the FFT. 

 
3. The impact of policy changes are included in a base increase in funding via the 

Future Funding Track (FFT) of 3.116%. 
 
4. Efficiency gains will continue to be made by the DHB to offset the costs of 

previous MECA settlements that are greater than FFT. Future MECA settlements 
will be negotiated (as able) within FFT. 

 
5. The price increase to be agreed by DHBs collectively for national contracts will be 

no greater than FFT.  This includes all prices in DHBs’ service agreements with 
providers of:  

a. Primary health care services 
b. Aged residential care services  
c. Pharmacy services 
d. Blood and blood products 
e. Immunisations & oral health.  

 
6. Volume growth in key demand driven areas of service provision will be no greater 

than: 

a. 7.4% in number of prescriptions dispensed 
b. 4.8% in aged residential care 
c. 0-2% in acute presentations to Wairarapa hospital 
d. 3% in planned electives services. 

 
7. Costs of new initiatives required by Government (Funding to Advance Government 

priorities) in 2009/10 will be fully funded by additional funding of $1.254M allocated 
to the DHB. This includes boosting funding for medicines, improving the quality of 
supervision in rest homes, kick starting the devolution of services to primary care, 
investment in respite care and investing in post natal stays. 

 
8. Interest and foreign exchange rates will remain within the bounds of Treasury 

forecasts as at January 2009. 
 
9. Wairarapa DHB will retain early payment status. 
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10. That the deficits are funded by way of equity injection from the Government. 
 
11. Wairarapa DHB is committed to regional coordination but will assume no costs 

associated with the first year of RCSP implementation beyond staff’s participation 
in the steering or clinical groups and associated costs.   

4.1 Key Risks 
Service and Risk Management 
All DHBs face pressures from additional expenditure which must be managed with 
allocated funding.  Management of expenditure pressures will require considerable 
restraint, and focused exploration of productivity improvements. In employment 
negotiations there will be a focus on increased workforce flexibility, increased 
productivity, and fair and reasonable wage increases that are affordable. The DHB will 
have to manage staff numbers to appropriate levels and implement changes to service 
configurations.  These efforts will have to be prioritised within the DHB’s service 
priorities and demographics. 
 
Risks facing Wairarapa DHB 
The nature and complexity of DHB’s activities and services mean that it is exposed to a 
wide variety of risks. The DHB faces two types of risks: those we can manage by 
ourselves – those internal to the DHB itself - and external risks that fall more broadly 
across central region DHBs, and/or the DHB sector as a whole. We can only manage 
these external risks by working jointly with other DHBs and the Ministry of Health. 
 
The biggest risks facing the Wairarapa DHB going into 2009/10 relate to: 
 
Internal Risks External Risks 
Managing delivery of acute services within 
budget   

MECAs- settlements in excess of FFT 
 

Maintaining performance on elective 
services 
 

Inter District Flows and regional services 

Growth in services and expenditure for 
older people 
 

The Deteriorating Economic Climate 

Clinical safety and quality 
 

Expenditure on pharmaceuticals and 
pharmacy services 
 

Increasing demand for, and reliance on, 
information systems and other 
technologies 
 

DSS- support for people with long term 
conditions (IFP) 

Sustainable workforce from multi 
employer collective agreements (MECAs) 
 

 

Internal Risks 

Managing demand for hospital acute services 

In the last 3 years provision of hospital acute services has continued to increase and is 
now above financially sustainable levels. The DHB needs to manage and reduce acute 
admissions to hospital and expenditure back to budget.  This is a key challenge for 
2009/10. Several projects are in place to reduce pressure on hospital services. These 
include the development of a community nursing in-reach team into the hospital, 
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implementation of the medical / surgical model of care, frequent flyer project in ED, and 
appointment of the Admission / Discharge planner to facilitate timely admission in the 
medical/surgical unit. 
 
Maintaining performance on elective services  

The DHB needs to stay green on all ESPI (Elective Services Performance Indicators) 
and achieve agreed electives service volumes to maintain ongoing funding for its 
electives volumes. Being a small DHB and having a number of specialties with a small 
critical mass means that sustaining some of our elective services is a challenge. 
Wairarapa DHB has addressed this by innovative ways of delivering and contracting for 
elective services such as completing ‘service blitz’, subcontracting with established 
private providers and increasing the use of Specialist Nurses to complete pre 
assessment clinics. The electives services manager engages in detailed workforce 
planning in conjunction with electives production planning to minimise this risk. 
 
Growth in services and expenditure for older people 

There are significant risks regarding continuity and future sufficiency of provision of 
aged residential care services in Wairarapa. This has three components:  

• Growth in service need is outstripping growth in funding 
• Small local service providers may not be financially viable 
• Change in the mix of patients accessing services i.e. increase in demand for 

dementia and psychogeriatric beds. 
 

While to some extent these risks are common to all DHBs, there are some aspects 
unique to Wairarapa.  Wairarapa has an older population than other DHBs and is aging 
more rapidly. In addition Wairarapa has more very small providers of aged care 
residential facilities than other DHBs. These small providers cannot achieve the 
economies of scale necessary to assure ongoing viability. We are managing these 
risks by working locally with service providers to find and implement effective local 
solutions, and thinking about different ways that aged residential services might be 
provided in the future. The DHB is also continuing to increase its expenditure on Home 
Based Support Services to care for older people appropriately in their own home. This 
is illustrated in Table ten below. 
 
Table 10: The ratio of people being supported in the community continues to increase 
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Clinical Safety and Quality / workforce retention 

There is a risk that we fail to maintain some clinically services.  This risk is increasing 
due to shortages in the health workforce, heavy reliance on locum staff, increasingly 
complex technologies, growing reliance on IT, and the increasing need to achieve 
productivity gains but remain within budget.  As illustrated in the executive summary 
Wairarapa Hospital’s productivity has significantly increased while FTE have remained 
relatively flat. The challenge of balancing the need to improve access and outputs 
against the need to maintain clinically safe and sustainable services within budget is 
increasing evident.   
 
To meet this challenge and manage the risk, as well as investing in direct patient care, 
we must also increase our investment in clinical governance, quality systems and 
internal audit to ensure we continue to meet standards and recognise and manage 
increasing pressures on the clinical workforce.   This risk is managed through our 
clinical board (responsible for clinical safety) and quality management and infection 
control departments. In 2009/10 we will give increased focus to further development 
and strengthening of clinical governance and leadership in line with the Ministers 
expectations. 
 
A further aspect of clinical safety is the need to maintain a stable workforce. This is not 
unique to Wairarapa; however the impact on Wairarapa of any workforce gaps is 
significantly higher than for larger DHBs due to the lower establishment numbers of any 
one type of clinical staff. We manage this risk through effective human resource 
management, judicious use of locums, and participation in national and regional 
workforce development and recruitment initiatives.  As the workforce continues to 
change this risk will increase. 
 
Information and technology 

There is an ever increasing demand for more information delivered faster.  To meet this 
demand it is important that the DHB ensure its information management systems are 
able to deliver to the expectations of the users.  This requires two main elements: 

• The software solutions required are adequately scoped and implemented to 
ensure the necessary information is available 

• The hardware infrastructure required to store and make available the 
information is sufficiently robust and reliable. 

 
A key component of the information management systems is the health management 
system (or the patient administration system).  The DHB is participating with seven 
other DHBs to select and implement a common health management system.  With 
such a diverse range of users there is an inherent risk with the selection and 
implementation of a common platform. 
 
The DHB is a small DHB and therefore its ability to manage the hardware architecture 
is constrained.  The IT team continue to develop and enhance the business continuity 
and disaster recovery processes employed by the DHB to ensure this risk is managed. 
 
Along with the growing demand for information management, new technologies are 
being made available at an increasing rate.  The rate of technological advancement in 
the clinical equipment area is greater than at any time previously.  It is important that 
the DHB keeps pace with this technological change and does not delay investments to 
replace outdated systems.  However with a limited capital budget priority decisions 
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must be made.  Therefore, there is a risk that the DHB lags behind other DHBs on its 
technological uptake and delays investment  
 

Sustainable Workforce costs from multi employer collective agreements (MECAs) 

Costs of MECAs are an internal risk to the extent that they need to be offset by 
increasing efficiencies.  Over the past four years Wairarapa DHB has been successful 
in realising efficiencies in the delivery of its hospital services.  There have been 
significant increases in productivity over the 2007/08 and 2008/09 years as new 
models of care became fully operational.  This has enabled the costs of large MECAs 
agreed in previous years to be met, and the DHB’s financial targets to be achieved, 
however finding further large efficiencies as we go forward is becoming increasingly 
difficult.  We manage this risk through our ongoing focus on value for money, strong 
management, review and performance monitoring.  
 
The ongoing process of ensuring a long-term sustainable workforce is a key focus for 
the DHB.  This process not only includes meeting the affordability issues in relation to 
agreed MECAs but ensuring that the costs and benefits of work-life balance, 
professional development and proactive recruitment are kept at the forefront of the 
workforce considerations. 

External risks 

MECAs- settlements in excess of FFT 

Over the last two years most major MECAs within the DHB sector have been agreed 
with the various employee groups and their unions.  The next “round” of these 
negotiations commences during the 2009/10 year and there will be continued pressure 
to settle these agreements within the FFT levels. 
 
It is an imperative to ensure the long term workforce cost is sustainable across the 
sector and that employee remuneration expectations are in line with the Government’s 
expectations for health sector funding and productivity growth.  Wairarapa DHB will be 
participating with the other DHBs in a range of employment relations and future 
workforce groups. 
 
The flow-on impact of DHB wage and salary agreements to the DSS and NGO sectors 
is also a significant risk in terms of price increase expectations and sustainability of 
community and disability support services. This is being managed both locally through 
close communication with the DSS and NGO sector, and, where appropriate, nationally 
through collective DHB negotiation of nation-wide service agreements.  
 
A 1% change in DHB personnel costs has a financial impact of $340k per annum. 
 
IDF and regional service risks 

Wairarapa continues to experience significant volatility in IDF costs. The DHB manage 
the volatility risk by retaining a contingency fund and closely monitoring and analyzing 
IDF activity.  The risk is increased in 2009/10 as, due to other pressures on 
expenditure the size of the contingency fund has had to be reduced to $300k. 
 
The DHB is facing increasing pressures on IDF expenditure due to:  

• Increases in national prices for IDFs which for 2009/10 have resulted in an 8% 
increase for Wairarapa DHB (net impact of $1.7M) 

• Increasing application of new technologies and highly specialised services 
• Changes in acute/ elective volumes flowing out of the regions.  
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The DHB is looking to implement a change process with how it manages IDFs in 
2009/10 and will be working with Capital and Coast DHB to manage IDF flows within 
agreed volume parameters.  Wairarapa DHB will also work with Capital and Coast DHB 
to ensure that it is not completing procedures that can be provided locally.  These 
arrangements will be managed within the IDF rules in the Operational Policy 
Framework (OPF). 
 
A 1% change in net IDF costs has a financial impact of $190k per annum. 
 
The deteriorating economic climate  
The DHB is very concerned about the impact of the deteriorating economic climate.  
Wairarapa DHB already has a larger proportion of its population living in deciles 7 and 
8 compared to the rest of New Zealand and the rising unemployment rate especially in 
primary industries will potentially worsen this outlook.  The deteriorating dollar is also 
impacting on rising consumable costs for any products, medical supplies or their 
components purchased from overseas.   

 
Pharmaceuticals and Pharmacy Services 

Growth in pharmaceuticals and pharmacy services expenditure poses a significant risk 
for the DHB. In recent years, expenditure on pharmaceuticals has been impacted by 
several factors including: 
 

• Roll outs of reduced cost access to primary healthcare increasing the number of 
people accessing GPs and therefore pharmaceuticals 

• Reduction of patient prescription co-payments down to a maximum of $3 
• Increase in dispensing fee from 1 October 2008 
• Introduction of generic pharmaceuticals from 1 January 2009. 

 
The changing environment over the past few years make it difficult to predict the 
expected cost in 2009/10, in that prior years’ data has been affected by the impact of 
the various roll outs etc.  The number of dispensings has grown in excess of 11% per 
annum for the last two years and at the same time, expenditure on community 
pharmaceuticals has risen on average by 10% per annum.  
 
For 2009/10, the budget has been increased by 8.7% over the 2008/09 budget to a 
figure of $11.3m which equates to 11% of our total CFA funding. The budget includes 
$200,000 for Value Added Services (Medicines Use Reviews, Health Education 
Services etc) and $132,000 for the potential overspend on Pharmaceutical Cancer 
Treatments i.e. in excess of what is being charged through Inter District Flows. The 
current pharmacy agreement with community pharmacies expires on 28 February 2010 
and therefore four months of the 2009/10 financial year will be under whatever new 
terms are negotiated. 
 
Community Pharmaceuticals are funded on an uncapped fee for service arrangement 
and this exposes the DHB to a significant risk that it will exceed budget. This risk will be 
mitigated by working closely with:  

• Other DHBs and pharmacy groups to develop new agreements for pharmacy 
services and manage growth in fees for pharmacy services 

• Other DHBs, PHARMAC, and the primary health care sector, to plan and 
manage expenditure on pharmaceuticals 
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A 1% change in pharmaceutical demand driven costs has a financial impact of $116k 
per annum. 
 
DSS- support for people with long term conditions (IFP) 

There is a funding gap for people under the age of 65 with chronic health conditions 
who need long term support services and no clear funding responsibility.  This gap is 
partially filled by the Interim Funding Pool (IFP) which was introduced in November 
2006.   In July 2007 the Minister of Health decided, subject to the capacity and 
capability of District Health Boards (DHBs), to allocate funding responsibility to DHBs 
for long-term support services for people under the age of 65 with chronic health 
conditions. DHBs and the Ministry of Health remain divided about the merits and risks 
associated with the devolution of funding responsibility.  Devolution has now been 
deferred to October 2009. The risk to DHBs is that insufficient funding is devolved to 
mange this population group and that the DSS boundary issues remain unresolved.  
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Major Risks Affecting Wairarapa DHB in 2009/10 
Risk Why a concern Strategy to address 

1. Managing delivery of acute 
services within budget 

• Acute volumes growing greater than budget 
• Ongoing increases in acute volumes are not sustainable 
• Creates resource management issues with mix of acute / 

elective patients. 

• Reduce ASH in partnership with PHO and 
Provider. 

• Nursing in reach service to ED being established 
• Implementation of the medical / surgical model of 

care / frequent flyer project in ED 
• Admission / DC planner appointed to facilitate 

timely DC. 
2.   Maintain performance on elective 

services 
• Potential for loss of additional electives revenue. 
• May impact on DHBs early payment if ESPI results are 

very poor. 
•  

• Complete service blitz 
• Regional electives planning 
• Subcontract services to established providers 
• Increase use of specialist nurses to complete pre 

assessment process 
3. Growth in services and 

expenditure for older people 
• Total current residential care capacity is fully utilised 
• Shortages impact on operational efficiency of Wairarapa 

Hospital 
• Expenditure increasing greater than FFT 
• Mix of services required is not meeting needs i.e. 

dementia patients. 

• Continue to analyse and quantify needs 
• Work with providers to develop short and longer 

term solutions including home support options 
for people with very high need levels 

• Explore strategies with local providers for 
alternative models of service provision. 

• Work with local providers to provide to and plan 
for emerging needs e.g. dementia care. 

4.  Clinical safety and quality / 
workforce retention. 

• Clinical competency systems required 
• Ability to learn from adverse events 
• Assurance that clinical practice complies with best 

practice guidelines 
• Complexity of health care regime 
• Difficulties in attracting appropriately skilled clinical staff – 

Provider arm requires staff with high level generalist and 
specialist skills, who are able to practice autonomously 

• Credentialing 
• Monitoring of events – Clinical Board 
• Mortality & morbidity review  meetings 
• PQAA policy and associated reporting 

requirements 
• Complaint systems 
• Open disclosure policy 
• Clinical Audit programme 
• Continue to support development of local nurse 

workforce through UCOL and NETP 
programmes 

• Develop succession planning initiatives and 
relevant skills in managers. 

5.  Increasing demand for, and 
reliance on, information systems 
and other technologies. 

• Increasing demand for more information / delivered faster 
• Current risks around the DHBs patient administration 

system 
• Limited hardware architecture capacity 
• Lagging behind in technological uptake 

• Work collaboratively on  common IT solutions 
with regional DHBs 

• Replace current patient administration system 
• Prioritise capital expenditure on IT solutions with 

‘biggest bang for the buck’. 
6.  Sustainable workforce from multi 

employer collective agreements 
(MECAs) 

• DHB funding path assumes settlements are no greater 
than the growth in the labour cost index 

• Higher settlements mean DHB cannot achieve financial 
targets  

• Risk of industrial action and service disruption 

• Joint strategy with other DHBs to negotiate 
settlements within DHB funding parameters  

• Escalate issues appropriately, including 
informing Ministry of Health. 

7.  MECAs – settlements in excess 
of FFT 

• MECA settlements have been agreed national outside of 
FFT 

• Flow on impacts of MECAs are adversely impacting DHBs 
workforce costs 

• Workforce costs are not sustainable 
• Expectations from NGO and DSS sector regarding pay 

parity. 

• Agree national MECAs with funding parameters 
and FFT. 

• Strongly evaluate sustainable funding with other 
DHBs 

8.  Inter District Flows 
 
 

• Greater than expected use of specialist services of other 
DHBs and application of wash-up provisions create 
unexpected drain on Wairarapa funds. 

• IDF patient/service flows are uncontrolled 
• Small DHB has less capacity to absorb volatility in high 

cost patient numbers than larger DHBs 

• Maintain contingency fund 
• Implement IDF budget management strategy 

with all referrers 
• Contain/reduce IDF outflows by maintaining 

greater skill base at Wairarapa hospital. 
• Electives pre approval process 

9.  The Deteriorating Economic 
Climate 

• Rising unemployment rates 
• High proportion of the population in decile 7 & 8 
• Reliant on clinical and medical supplies from overseas 

manufacturers / suppliers. 

• Maintain a strong focus on services to reduce 
inequalities 

• Ensure low cost access to primary care services 
• Continue to purchase supplies through the lower 

north island buying group 
• Close monitoring of clinical supply costs and 

stock holding. 
10. Expenditure on pharmaceuticals 

and pharmacy services. 
• Expenditure on pharmaceuticals is demand driven and 

uncontrolled 
• Expenditure on pharmaceuticals and Pharmacy services 

is rising faster than DHB funding 

• Work with local pharmacists and Wairarapa 
Community PHO to achieve effective 
management of prescribing and expenditure. 

• Support regional and national work to review 
future funding options for pharmacy services. 

11. Support for people   with long 
term conditions (IFP) 

• Funding gap for people under the age of 65 with chronic 
health conditions. 

• No clear funding responsibility 
• Boundary issues with DSS 
• Significant financial implications for DHBs. 
 

• Work in collaboration with MOH to agree 
boundary definitions 

• Participate in national working group with MOH 
to ensure DHB representation. 
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4.2 DHB Funding for 2009/10 
 

The Crown Funding Envelope 

The DHB expects to receive $105,002,669 in revenue through its Funding Agreement 
with the Crown, and $3,214,048 for provision of services to residents of other DHBs, 
giving a total funding envelope of $108,216,718. Wairarapa DHB expects to pay other 
DHBs $20,717,469 for services they provide to Wairarapa residents, leaving 
$87,499,249 available to operate the DHB and fund services for Wairarapa residents 
within Wairarapa.   
 
After allowing for funding increases for specific adjustments, in 2009/10 Wairarapa 
DHB will receive about $4.4M more in its funding envelope than in 2008/09. This 
increase is comprised of the adjustments for the Future Funding Track (FFT) and 
demographics of $3.1M and Funding to Advance Government Priorities of $1.3M (refer 
to section 5.1). 
 
FFT is an annual adjustment by government to enable DHBs to accommodate 
increases in costs of services due to movements in the consumer price increase (CPI) 
the labour cost index (LCI) and technological growth, after allowing for efficiency gains.   
 
Other sources of funds 

Revenue from sources other than the Crown Funding Agreement is expected to be 
$10.9M. This funding includes revenue for our PBF share of electives, ACC, the 
Clinical Training Agency, and other funding from the Ministry of Health not included in 
the Crown Funding Agreement as it has yet to be devolved.  
 
Contingency Fund 

In each of the last three years the DHB has set aside a sum to meet any unplanned 
contingencies that may arise. This has been invaluable in enabling unexpected swings 
in IDFs and faster than expected growth in demand driven expenditures to be 
accommodated without reduction of planned expenditure in other areas.  For 2009/10, 
the DHB has budgeted $300k for its contingency fund.  
 

4.3 Allocation of Funds  
 
Table eleven below shows the allocation of the DHB’s revenue in 2007/08, 2008/09 
and that planned for 2009/10. All figures are GST exclusive. Table ten shows the 
allocation of the Crown Funding Envelope revenue.  
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Table 11: Crown Funding Envelope Allocation 

Expenditure 
category 

2007/08 

$ 

2008/09 

$ 

2009/10 

$ 

Comment 

DHB provider total 39,505,472 42,783,449 45,248,390 Increased by $2.4m or 5.6% mainly due to costs rising 
at rates higher than FFT and increased productivity.  

Includes $0.4m of funding received during 08/09 ie after 
original budgets were set, $60k for post natal stays 
(part of new funding to advance govt priorities) and 
$2.0m allocated in 09/10 budget round. 

DHB governance 
and administration 

1,736,898 1,731,228 1,785,173 FFT increase. 

Demand driven 
primary care items  

 

11,022,598 11,115,088 11,949,847 Main expense is pharmaceuticals; community 
pharmaceuticals have increased by $884k or 8.7%.  

Budget also includes $200k for Value Added Services. 
Our budgeted share of Pharmaceutical Cancer 
Treatments (PCT’s) has reduced from $200k to $132k 
to match forecast actual usage in 08/09. 

Net Services 
purchased from 
other DHBs (Net 
IDFs) 

14,223,517 15,774,106 17,503,421 $1.7m increase due to change in national prices (eg 
CWD price up 8.3% on 08/09). Volumes based on 
07/08 actuals.  

DSS –residential 
aged care 

8,627,902 9,577,606 10,146,528 Based on 08/09 forecast volumes plus FFT price 
increase. Budget includes $280k budget for 20 new 
residential care beds to be built in 09/10 and $196k of 
funding to advance government priority of improving 
quality of supervision and nursing in rest homes. 

DSS – aged care 
– non residential 

2,313,681 2,422,485 2,805,078 15.8% increase to meet demand caused by ageing 
population. 

Volume based on forecast 08/09 actual usage and 
price includes FFT increase.  

Medlab Central 3,157,500 3,257,000 3,371,380 Laboratory services as per contract (started 1/3/07). 

Wairarapa PHO 6,878,477 6,492,386 6,919,402 FFT increase applied to 08/09 forecast actual costs. 
Also includes new budgeted funding in 09/10 for 
Palliative Care ($111k) and the HPV Vaccine 
Programme ($56k). Diabetic screening ($118k) now 
provided by PHO (last year by NGO). 

Other personal 
health NGOs 

1,464,832 1,507,848 1,437,700 FFT increase applied. Net decrease as Diabetic 
Screening now provided by Wairarapa PHO. 

Maori Health 
NGOs 

566,525 575,472 593,404 FFT increase. 

Mental Health 
NGOs (includes 
Maori providers) 

3,521,303 3,825,209 3,899,892 FFT increase. Regional Mental Health Projects now 
included in IDF budget. 

Contingency for 
risks 

676,745 527,354 300,000 Contingency fund for risk of overspend in demand 
driven services eg IDFs, pharmaceuticals etc 

Total Allocated 93,695,450 99,589,231 105,960,215  

Total Funding 93,695,450 99,589,231 105,002,669  

Surplus/(Deficit)                 0                 0      (957,546)  
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5. PRIORITY ISSUES AND ACTIONS FOR 2009/10 
 
Addressing the deficit - moving from ‘Good to Great ’ 

Over recent months it has become clear that continuing to provide and fund service as 
we do is not financially sustainable, as health sector costs, particularly hospital costs, 
have risen, and continue to rise much faster than growth in health sector funding. 

The Wairarapa DHB does not want to put at risk its Performance Monitoring Status, 
early payment as a result of proposing a deficit of ($957,595) in 2009/10.  To achieve 
the 2009/10 financial position the DAP assumes the achievement of a $3M efficiency, 
or put another way, a reduction in costs of $250k per month from 1 July 2009. 

Recognising the Minister’s expectations of DHBs ability to deliver Government priority 
areas while keeping within budget, Wairarapa DHB is completing a line by line 
analysis of all of it’s Provider and Funder Services and is developing a Financial 
Recovery Plan.   As a result of this process a number of initiatives have commenced 
to deliver costs reductions and enable a sustainable clinical platform.   However 
without ‘transformational organisational change’ the results are unlikely to be 
sustained.   

To enable sustainable change the DHB needs to move from being a good DHB to a 
great one. To achieve this the DHB will be developing a new Clinical Services Plan for 
the Wairarapa.  The purpose of this review and planning process will be to identify the 
range of services, and service configurations that will be financially and clinically 
sustainable into the future, and a list of savings, efficiencies or disinvestments the 
DHB can make to achieve the $3M savings required to meet the planned deficit of 
$957k in 2009/10 and the further savings to reduce this deficit to zero in 2010/11.  The 
outcome of this review may include service reductions, service reconfigurations or 
reductions in FTEs.  This work is expected to be completed by 31 July 2009.  

The Board wishes to signal its total commitment through the development of the 
Financial Recovery Plan and the Clinical Services Plan to finding solutions that will  
improve the patient experience, improve the health of the whole population and 
reduce and control costs while ensuring that patient safety and care is not 
compromised.  These solutions need to work for both our local communities and also 
meet the Government’s expectations going forward.  Table twelve refers. 

Table 12: Moving from good to great 

 

 

 

 

 

 

 

 

 

 

 

 

Moving from Good to Great

Improve the health of 

the whole population

Improve the 

patient experience

Reduce and 

control costs
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Other Wairarapa DHB Priorities for 2009/10 
 
The DHB’s other priorities, targets and actions for 2009/10 have been determined 
from consideration of both national and local priorities.  Wairarapa DHB will continue 
to be guided by its District Strategic Plan and pursue the same overarching DSP 
strategic priorities and directions outlined below.  DHBs are also required to address 
specific national priority areas as set out in the annual Funding Envelope, Minister’s 
Letter of Expectations, Elective Services Funding and Health Sector Targets.  The 
DHBs priorities may change as further advice is received from the Ministry of Health 
on changing health policy and priorities. 

Funding to advance Government 
Priorities 2009/10 
 
The Ministry of Health in its advice 
to DHBs in the December 2008 
Funding Envelope identified five 
Government manifesto 
commitments that DHB were 
directed to implement. These were: 

• Boosting the medicines 
budget 

• Improving the quality of 
supervision and nursing in 
rest homes 

• Kick starting the devolution 
of services to primary care 

• Investing in dedicated 
respite care beds 

• Investing in post natal stays 
to ensure mothers have 
choice to stay in birthing 
facilities longer. 

 
Funding contributions to these 
commitments is contingent upon 
DHBs maintaining core services, 
using demographic increases for 
additional volumes including 
electives growth and DHBs not 
deteriorating their financial 
positions. Section 5.1 of the DAP 
provides a plan on how the DHB 
intends to meet these obligations.   
 
 

 

Wairarapa DHB  
 DSP Strategic Priorities and Directions 

DHBs are expected to advance national priorities 
and strategies in ways that best meet the needs 
of their local communities, and maximize health 
gain for district populations.  This is described in 
the DHB’s Strategic Plan (DSP).  Wairarapa 
DHB’s DSP sets out the specific local population 
priorities and outcomes Wairarapa DHB intends 
to progress towards as it implements national 
policies and strategies.  
 
The DHB’s Strategic Plan for 2005-2015 sets out 
seven priorities for improving health and reducing 
inequalities in Wairarapa: 
 
Wairarapa health gain priorities 
1. Improving the health of Maori 
2. Improving the health of people in low socio-

economic groups 
3. Improving the health of older people 
4. Improving the health of children and youth 
5. Reducing the incidence and impact of chronic 

disease 
6. Reducing the incidence and mental illness 

and addictions 
7. Reducing the incidence and impact of cancer 
Wairarapa strategic directions 
The Strategic Plan sets five overarching strategic 
directions or themes that will be followed to 
achieve progress in the priorities:  
1. Increased connectedness between all health 

and social services across the continuum 
2. Development of more holistic approaches by 

all services 
3. Addressing common risk factors through 

healthier lifestyles 
4. Increasing community wide collaborations 

across sectors 
5. Continually improving quality and safety of 

services. 
Wairarapa DHB will be completing a full review of 
its DSP in 2009/10 which may result in significant 
changes in the strategic priorities and actions 
noted above. 
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Ministers Letter of Expectations  

The new Government wants the public health system to deliver better, sooner more 
convenient healthcare  for all New Zealanders. The Minister has identified a strong 
focus on the availability and quality of hospital services and due to this priorities for 
2009/10 will be sharply focussed on hospital services. The expectations of the Minister 
are for all DHBs to: 

1. Improve services and reduce waiting times by increasing elective volumes year 
on year and improving emergency department and cancer waiting times. This will 
include genuine reductions in waiting times and shorter times between patients’ 
diagnosis and treatment. 

2. Improve workforce retention by improving clinical staff retention and fostering 
clinical leadership. This will include trusting, valuing, and fully engaging health 
professionals to improve patient care and job satisfaction, recruitment and 
retention.  Developing a culture of clinical leadership within the DHB will also 
support the development of clinical networks and regional cooperation. 

 
3. Hold DHBs accountable for their performance by DHBs maintaining a strong 

focus on improving productivity and value for money and delivering priorities 
signalled within existing resources. While the new Government is set to maintain 
the future funding track set out by the previous Government, DHBs will need to 
maintain strong financial discipline to ensure resources are available to meet 
expectations. 
 

The Government has also signalled its commitment to the Primary Healthcare 
Strategy by laying the appropriate foundations for shifting some secondary services 
to more convenient primary care settings (at no cost to patients) and establishing 
multidisciplinary Integrated Family Health Centers. 

 
Electives Services Funding for 2009/10 
 
The Minister of Health has written to DHBs signalling a new approach to the elective 
services funding round for 2009/10.  Rather than sending DHBs targets and budgets 
expecting DHBs to meet those targets without regard to DHBs elective capacity the 
Ministry of Health has set the electives base, the prices for 2009/10 and some minimum 
volumes that will need to be met by DHBs.  The Government expects this new approach 
to ensure:  
 

• less bureaucratic and more flexible approach 
• sustainable increase in public capacity 
• better use of private capacity 
• higher quality services 
• greater involvement clinicians in planning and deliver of electives 
• and a greater use of regional collaboration and clinical networks. 

 
Elective surgery discharges nationally are expected to increase by 4,000 a rate that 
exceeds population growth and aging and begins to address unmet need. 
 
Health Sector Targets  
 
The aim of Health Targets is to improve health outcomes over time by focusing on 
priority areas. Health targets give DHBs a focus for action that can be measured and 
show that DHBs are making a difference. 
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Health Targets for 2009/10 are outlined in the following table: 
 
National Health Targets                                                                  2009/10  
 
 

Health Target 2009/10 National Target 2009/10 DHB Target 

Shorter stays in 
Emergency 
Departments   

95% of patients will be admitted, 
discharged, or transferred from an 
Emergency Department (ED) within six 
hours 

95% of patients will be admitted, discharged, or transferred 
from an Emergency Department (ED) within six hours 

Improved access 
to elective surgery   

4,000 additional elective surgical 
discharges 

A total of 1809 elective surgical discharges 

Shorter waits for 
cancer treatment   

100% of patients in category A, B and C 
wait less than six weeks between first 
specialist assessment and the start of 
radiation oncology treatment (excludes 
category D patients). 

100% of patients in category A, B and C wait less than six 
weeks between first specialist assessment and the start of 
radiation oncology treatment (excludes category D patients). 

85% of two year olds (Maori) are fully immunised by July 
2010 
N/A - of two year olds (Pacific) are fully immunised by July 
2010   
N/A - of two year olds (Other ethnicity) are fully immunised 
by July 2010 

Increased 
immunisation   

85% of two year olds are fully 
immunised by July 2010 

85% of two year olds (All ethnicities) are fully immunised by 
July 2010 

Better help for 
smokers to quit 

80% of hospitalised smokers are 
provided with advice and help to quit by 
July 2010 

80% of hospitalised smokers are provided with advice and 
help to quit by July 2010 

73% Percent of the eligible adult population (Maori) have 
had their CVD risk assessed in the last five years  

N/A Percent of the eligible adult population (Pacific) have 
had their CVD risk assessed in the last five years  

78% Percent of the eligible adult population (Other ethnicity) 
have had their CVD risk assessed in the last five years 
(suggestion is 2%) 

Increased percent of the eligible adult 
population have had their CVD risk 
assessed in the last five years 

77% Percent of the eligible adult population (All ethnicities) 
have had their CVD risk assessed in the last five years  

72% Percent of people with diabetes (Maori) attend free 
annual checks 

N/A - Percent of people with diabetes (Pacific) attend free 
annual checks 
77% Increased percent of people with diabetes (Other 
Ethnicity) attend free annual checks 

Increased percent of people with 
diabetes attend free annual checks 

75% Percent of people with diabetes (All Ethnicities) attend 
free annual checks 
72% Percent of people with diabetes (Maori) have 
satisfactory or better diabetes management. 

N/A - Percent of people with diabetes (Pacific) have 
satisfactory or better diabetes management 
77% Percent of people with diabetes (Other ethnicity) have 
satisfactory or better diabetes management. 

Better diabetes 
and 
cardiovascular 
services   

Increased percent of people with 
diabetes have satisfactory or better 
diabetes management. 

75% Percent of people with diabetes (All ethnicities) have 
satisfactory or better diabetes management. 
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5.1 Funding to Advance Government Priorities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Proposals to Advance Government 
Priorities 
 
1. Boost Funding for Medicines 

Wairarapa DHB will be investing an 
additional 8.7% or $884,000 into its 
community pharmaceutical budget for 
the 2009/10 year (an increase from 
$10.112M to $10.996M). Of this, 
$603,000 will be a direct increase for 
the funding of medicines budget while 
the balance of $281,000 will fund the 
dispensing fee component for 
medicines distribution. This will exceed 
the Governments requirement to invest 
an additional $378,000 to boost the 

medicines budget for the 2009/10 year. 
 
2. Improving the quality of supervision and nursing in  rest homes  

Wairarapa DHB will participate in the national contracting process for aged 
residential care to ensure the allocated funding of $196,200 will go into baseline 
residential care rates to assist with remuneration levels which are intended to 
improve the quality of supervision and nursing in rest homes.  The DHB anticipates 
that this increase in remuneration for nurses in the residential care sector will include 
an expectation of professional development.  It is anticipated that the flow on effect 
will be to assist improvements in quality and safety.   
 
3. Kick start the devolution of services to primary  care 

Wairarapa DHB is proposing to use the $70,850 of new funding to ‘kick start 
devolution of services to Primary Care’ to examine the feasibility of devolving a range 
of services from the 2010/11 year. 

During the past eighteen months the DHB has been developing integrated 
continuums of care across primary and secondary services in two areas: palliative 

The 2009/10 funding envelope for DHB includes funding to contribute to achieving some of the new 
Governments objectives. DHBs are expected to maintain base services, increase core services in line 
with demographic funding growth and to implement the following five government manifesto 
commitments: 

1. Boost funding for medicines by an extra $180M over three years to expand the availability of 
subsidised medicines. 

2. Improving the quality and supervison and nursing in rest homes 

3. Kick starting the devolution of services to primary care.  

4. Investment into respite care services 

5. Investment into post natal stays. 

To implement these initiatives Wairarapa DHB will receive $1.2M in 2009/10. 

 

Allocation of Funding 
Based on information provided in the Funding 
Envelope, Wairarapa DHB has allocated funding 
to each priority using its PBF share (1.09%) of 
the total funding provided for each priority area. 
This results in the following funding splits: 
 
Medicines funding increase        $378,230 
Quality Nursing in rest homes    $196,200 
Devolution to primary care           $70,850 
Respite Care Beds                       $27,250 
Post natal stays                            $59,950 
Total                                           $732,480 
Difference                                   $522,277 
Total Funding allocated           $1,254,757 
 
A description for each proposal is outlined in this 
section. 
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care and B4 School checks.  In each case, the DHB has supplemented new CFA 
funding, contracted the Wairarapa Community PHO to provide coordination services, 
and centred services for patients and families in their practice team. 

The DHB intends to extend this approach progressively and will use the new 2009/10 
funding to engage with stakeholders, including primary and secondary clinicians, 
service users and community representatives to identify the services which will 
provide the greatest increase in benefits if moved to primary care. 

Wairarapa DHB and its contracted providers face some specific challenges providing 
services to a small population dispersed across a relatively wide area.  A certain 
‘critical mass’ is required for either DHB or PHO services to function effectively and 
efficiently. The guiding principles for devolution of services and the on-going 
integration of services will therefore be: 

• Service delivery should be ‘seamless’ across providers from the perspective 
of the patient (the right service, delivered by the right person, at the right time) 

• Clinical quality and safety should be maintained or improved 

• The most efficient service delivery model should be adopted 

• New and innovative administrative, management and organisational 
arrangements will not be discounted 

 

Wairarapa DHB acknowledges that the implementation of the Regional Clinical 
Services plan and the development of regional clinical networks will have an impact 
on the way in which services are provided to our population.  We will continue to 
work collaboratively with other regional DHBs and with our primary health care sector 
to ensure that the population can access timely and clinically safe services as close 
to home as is possible with the available funding. 

 
4. Investment in respite care 

Wairarapa DHB will use this additional funding to assist a person to stay in their own 
home and protect the wellbeing of their carer.  There are a number of ways in which 
a person can be assisted to stay in their own homes and their carer supported.  
However, amongst a range of carer support options which can achieve this outcome 
the Wairarapa DHB purchases access to five residential care beds for short term 
use.  Capacity funding for these five beds in 2008/09 was $246,375 and five beds will 
continue to be purchased in 2009/10.  This short term use includes respite care, so 
that if a carer cannot access respite care in a facility of their choice, they are assured 
of access to a bed.  The new funding of $27,250 will contribute 11% to the DHB’s 
current funding commitment for these beds (this equates to 202 bed days). 

 
5. Investment in post natal stays 

Wairarapa DHB has six inpatient maternity beds available for woman requiring ante 
natal or post natal stay.  The DHB also has two swing beds which can be used in the 
case of high maternity census.  Average LOS (length of stay) for maternity patients 
over the past three years was 2.49 days with the unit’s occupancy averaging 60.09% 
over the same time.  While the rising birth rate is resulting in increasing pressure on 
in-patient facilities, the maternity unit already endeavours to accommodate patients’ 
wishes with respect to length of stay.  Patients are not discharged before they are 
clinically ready, and social needs and rurality frequently result in stays beyond that 
clinically indicated. 
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The Wairarapa DHB intends to support the Minister’s commitment to increasing post-
natal stay through providing women who do not feel ready to go home with the 
choice of an additional stay beyond the expected date of discharge.  This increased 
stay would be discussed with the woman as part of her maternity plan.  This 
increased post-natal stay is expected to particularly benefit young and first time 
mothers and those having difficulty establishing breastfeeding by providing a higher 
level of support in the early post-natal period.   
 
Provision for this extended stay will be made by flexing beds either in the paediatric 
unit or the single rooms with ensuites in the medical surgical ward.  If the hospital is 
at capacity the use of a private facility would be accessed and the midwifery support 
would be provided by the lactation consultant and the midwifery team.  The DHB is 
currently in negotiations with a number of private providers to confirm the use of 
private facilities in the instance that the Hospital does not have an available bed. 
 
Funding of $59,950 will be used by the Provider to cover additional costs associated 
with extended patients stays or to purchase private capacity as needed.  The 
additional funding will enable the purchase of approximately 100 bed days per 
annum, or one additional days stay for approximately 20% of women.  This is 
expected to increase the average length of stay to approximately 2.7 days. 
 
The DHB will monitor this initiative through changes in the average length of stay and 
through comparing expected length of stay using the clinical criteria in the maternity 
facility service specification with actual length of stay. 
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5.2 Improved Regional and National Planning 
 
Regional Clinical Services Plan (RCSP) 
 
The Road Map for Change - RCSP 
 

 
 

The Minister of Health has clearly signalled that 
he expects DHBs to increase regional 
collaboration as an essential component of 
DHBs future directions.  Central Region DHBs 
have responded to this challenge by developing 
a Regional Clinical Services Plan.  

DHBs Vision 

DHBs vision, which we refer to as ‘Connected 
Communities’, is that by 2020 there will be a 
regionally coordinated system of health service 
planning and delivery, that will lead to lasting 
improvements in the sustainability, quality and 
accessibility of clinical services. While the 
document is largely focused on hospital 
services it assumes continuing development of 
primary and community based health care to 

provide the essential base for the changes proposed to hospital services.  
 
 

What is the Regional Clinical 
Services Plan? 
The six District Health Boards (DHBs) 
in the lower North Island (Central 
Region) collectively serve a population 
of some 810,000. Over the years, the 
six DHBs have collaborated to improve 
the health services provided to this 
population, but this working together 
has been limited to a small number of 
specific specialties and projects. More 
recently, driven by concern over the 
sustainability of hospital services, the 
six Boards have decided to develop an 
overarching regional clinical services 
plan (RCSP) to guide their joint efforts 
over the next 10-15 years and improve 
sustainability of services. 
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Background  

Clinical sustainability of a number of services is being undermined because there are 
not enough clinical staff to do the job and the ones we have are spread too thinly into 
small, vulnerable departments. Maintaining and improving service quality is an 
ongoing problem for all DHBs and is intimately related to workforce issues. 
Consistent with the findings of a clinical services survey undertaken as part of this 
plan, Health and Disability Commissioner, Ron Paterson states that the answer lies 
in collaboration: 
 

It is the only practical way to respond to the challenges of workforce and 
training, limited financial resources, safety and quality improvement and 
demography faced by the health sector. There is a crucial need for a regional 
and national service planning and good leadership (Paterson, 2008, p90).  

 
The current organisation of hospital services is also not sustainable from a financial 
perspective. Cost increases continue to outstrip funding increases provided by the 
government, and capital requirements for investments in new facilities and equipment 
are greater than available funds. The sustainability mostly affects hospitals on either 
end of the scale – smaller hospitals and the region’s large tertiary hospital. However, 
while many services are no longer sustainable by operating on their own within a 
particular DHB, the combined population of the region creates a scale that can 
support clinical and financial viability on a regional basis. 
 
The current service model faces other challenges. It has not been effective in 
reducing inequalities in health, such as those between Māori and non-Māori, and 
between rural and urban communities. Also, it remains centred around health 
professionals and providers, and delivery of services to people is fragmented 
between various departments, hospitals and provider organisations, with many 
disjointed processes, gaps and risks.  
 
The purpose of the RCSP is to provide ‘3D’ for the region. 

• Debate about what clinical services can be sustained and developed in the 
lower North Island and how they can be best organised. 

• Direction in the form of a draft plan for hospital services over the next 10 to 15 
years, describing what types of clinical services will need to be provided 
where and to what level, in order to best meet the needs of the population of 
the Region. Direction is also provided in relation to the enablers – the 
services and functions that need to be developed further in order to support 
the proposed changes in hospital care – including transport, information 
systems and primary and community services. 

• Decisions to be made locally and regionally in order to implement this plan. In 
particular, a decision-making framework is proposed that will make it easier 
and faster for DHBs to make decisions jointly. 

 
The research and analysis undertaken as part of this plan established that hospital 
services, as currently organised in the Central Region, are not sustainable. 
 
The New Model 

This plan proposes a new model, which recognises home and community as the 
preferred place for the provision of most clinical care. It argues for stronger 
community-based services and primary care that meets a wide range of health needs 
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without resorting to hospital care.  Figure 1 refers. Hospitals will then be freed up to 
focus on the provision of more complex care. 

 
The other foundation for the model is that health professionals are encouraged and 
enabled to work across different levels to coordinate patient care and enable 
seamless access to the most appropriate care options. It is envisaged this will 
happen through clinical networks. 

Figure 1:  The future service model 
 
 

 
 
 
Using Public Hospitals in a different way 

This plan proposes that all existing public hospitals in the Central Region remain in 
place, but there is a greater distinction between them in terms of what they do. Some 
will be designated as major acute hospitals while others act as local hospitals. 
 
More specifically, it is envisaged that clinical services will be provided at several 
levels. 

• More health care will be provided at home  and in the community , including 
care for long term conditions and rehabilitation following discharge from 
hospital. 

• Community health centres  will be developed, where appropriate, to provide 
a ‘one stop shop’ for a wide range of health services. This will include both 
general practice and specialist outpatient services (currently provided mainly 
in hospitals), supported by appropriate diagnostic facilities (laboratory and 
radiology) and pharmaceutical services. 

• Local hospitals  will provide emergency medicine and non-complex inpatient 
services, including step-down care and rehabilitation following discharge from 
major acute hospitals. They should also provide high throughput elective 
surgery. 

• Major acute hospitals  will provide complex emergency services and 
complex, acute medical and surgical care. 

• In addition to providing complex acute care, tertiary referral services  will 
also offer a range of very specialised services. Tertiary referral services may 
be part of a major acute hospital or be distributed across several hospitals. 

• Hospitals that have existing ‘niche’ areas of expertise (e.g. reconstructive 
surgery) should be recognised as regional ‘centres of excellence’ and other 
hospitals will also be encouraged to specialise . 
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Clinical Networking 

Clinical networking is one of the most important features of the new model. All major 
acute hospitals and local hospitals in the region will be expected to work closely 
together in clinical networks operating across their multiple facilities. In some cases, 
these will operate as combined clinical units (joint departments), while in others, 
networking will enable greater coordination and standardisation of care between 
autonomous departments. The clinical networks will also incorporate primary and 
community services and patient interest groups. 
 
Next Steps – Strategic Pathway  

Based on the criteria of service access, quality, sustainability, reducing inequalities 
and efficiency, this plan proposes that Central Region DHBs adopt the following 
strategic pathway (‘direction of travel’) for their hospital services. 

1. Over the next 5-6 years, move progressively towards a ‘Three Centre 
Network’ service configuration. 

2. Simultaneously, develop clinical networks according to an agreed 
programme. This should be based on region-wide clinical governance and 
consumer and primary care participation.  

3. After that, over the following 5-6 years invest further in achieving the fully 
integrated collaborative model. As specialist services become more 
integrated into the community, increased capacity will be required and 
there will be opportunity to refine models of primary and community care.  

 
The road map for change outlined in the beginning of this sections outlines the key 
milestones for the RCSP. 
 
During the next 12 months the DHBs will establish a RCSP steering group 
comprising members of the DHB executive groups and Ministry of Health which will 
develop an implementation plan that maps out key activities and actions for the 
RCSP for the next 5-6 years. 
 
Progress to Date 
A Steering Group and a Clinical Leadership Group have been established to develop 
the implementation plan for the RCSP.  The Steering Group membership includes 
representaives of all DHB executive groups and the Ministry of Health, and the 
Clinical Leadership Group is comprised of clinicians from across the health service 
spectrum.  
 
Duroing 2009 existing regional programmes are being brought under the RCSP 
umbrella (e.g. regional credentialling, plastics, cardiology, and renal services clinical 
networks, along with regional mental health planning and work programmes). RCSP 
implementation planning is focusing initially on identification and assessment of 
‘vulnerable’ services in conjunction with the Ministry’s work to develop a Long Term 
Systems Framework for New Zealand.  
 
Linkage with Wairarapa Clinical Services Action Pla n  
Development of the Wairarapa Clinical Services Action Plan (WCSAP) is being 
progressed within the wider regional context, and will link closely with the RCSP.  
The vulnerable services project work will inform both the RCSP and WCSAP.  
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5.3 Working Collaboratively 
 
 
 
 
 
 
 
 
 
 
 
 
 
Working collaboratively with others, across sectors, and increasing connections 
between health and social services are key themes in the District Strategic Plan.  
While the RCSP is a key focus for the DHB going forward Wairarapa DHB actively 
supports and engages in collaboration in other ways - locally, regionally and 
nationally.  
 
CENTRAL REGION DHB COLLABORATION 

For the Wairarapa, strong co-operative regional and sub-regional relationships are 
essential to ensure that full and efficient service coverage is maintained for 
Wairarapa residents through access to the services provided and/or funded by other 
DHBs, and to provide and promote specialist back-up and peer review for services 
delivered in the Wairarapa.  Collaboration with other DHBs is essential to assist 
achieving effective, efficient and high quality services.   
 
The Wairarapa DHB is committed to: 

• Sharing of resources with neighbouring DHBs and with other providers 
• Working collaboratively with all central region district health boards 
• Working collaboratively with the Ministry of Health 
• Working collaboratively with DHBNZ. 
 
Central Region DHBs (Capital and Coast, Hutt Valley, Wairarapa, Whanganui, 
MidCentral, Hawke’s Bay) work closely together on a number of endeavours and 
continue to invest in their shared service agency, Central Region Technical Advisory 
Service Limited (TAS) to support much of this work. TAS is jointly owned by the six 
District Health Boards in the Central region and each District Health Board 
participates in its governance through the board structure.   
 
What progress was made in 2008/09? 

Cancer Control Network 

The Central Cancer Network (CCN) is one of four Ministry of Health funded regional 
networks established to facilitate a number of the initiatives contained in the Cancer 
Control Strategy Action Plan 2005-2010.  These initiatives directly relate to the 
overarching goals of the cancer control strategy 2003 which are to reduce the impact 
and incidence of cancer and to reduce inequalities with respect to cancer.  
 
The CCN region encompasses the following eight District Health Board areas: 
Taranaki, Tairawhiti, Hawkes Bay, Whanganui, MidCentral, Wairarapa, Hutt 

It is a function of DHBs: 
 “To actively investigate, facilitate, sponsor and develop collaborative arrangements with persons in the 
health and disability sector or in any other sector to improve, promote, and protect the health of people, and 
to promote the inclusion in society and independence of people with disabilities”. 

      New Zealand Public Health and Disability Act, 2000 
 
“The DHB’s vision and goals can only be achieved through jointly working with a wide range of other 
agencies and individuals ….. It is fundamental to our plans and strategies that they are shared and 
supported by other agencies, both within and beyond the health sector. Without broad support from other 
sectors and agencies health initiatives and strategies will achieve only limited success”. 

Wairarapa District Strategic Plan 2005 
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Valley,Capital and Coast.  CCN provides leadership, coordination and facilitation 
functions with respect to cancer control across the region. To achieve its aims, the 
Network engages with health and social care professionals, the voluntary sector and 
other key stakeholders including Maori, Pacific Peoples and patients and carers. 
 
Clinical Health Networks 

Clinical Health Networks (previously referred to as Regional Service Development 
Initiatives - RSDI) have continued to flourish in the Central Region due to the strong 
support and leadership from DHBs and TAS. The Central region supports three 
clinical networks – Plastics and Burns, Cardiology and Renal Services.  Main 
activities over the past year were: 

• Plastics and Burns -the Plastic & Burns network established a Service 
Leadership Group (SLG). Much of this year has focussed on clearly 
understanding the issues associated with Reconstructive Breast Surgery (RBS) 
Service.  Approximately 80 women are waiting for up to two years for a delayed 
reconstruction and an unknown number of women have never been referred.  To 
address this issue a detailed business case has been developed using a hub and 
spoke model to provide a sustainable service in the Central Region.  

• Cardiology Implementation Group (CIG) - An Implementation Plan for Cardiology 
was approved mid 2007 and a regional Clinical Director and Project Manager 
have been appointed to lead the three year work programme. The focus of this 
year was the development of a business case for CTA funding for 11 cardiac 
technologist trainees which was successful including the funding for a regional 
trainer position.  

• Central Region Renal Network (CRRN) - This is a new group that was 
established in May 2008.  An implementation plan and work programme was 
developed in 2008 with the network Project completing a review of renal services 
over the first half of the year. The implementation plan identified five key actions / 
scopes-integrated care strategy, improved support for patients and their families, 
renal information technology solutions, service models (dialysis) and workforce 
and reduced time to access transplantation.  

The Regional Services Development Initiative (RSDI) steering group which provided 
oversight of the regional clinical networks noted above was disbanded in November 
2008.  Oversight for these work programmes will fall under the RCSP Steering Group 
from February 2009 (refer section 5.2 RCSP). 

Regional Mental Health Plan  

Central Region mental health and addiction stakeholders have worked together on 
the Implementation Plan of the Regional Strategic Plan for the Development of 
Mental Health and Addiction Services (RMHSP).  During 2008/09 a project to 
develop a framework upon which services are developed and delivered locally, sub 
regionally and regionally was commenced and is expected to be completed by 
September 2009. Its outputs will include recommendations about governance, 
accountability, leadership and liaison systems required to achieve a full and robust 
matrix of regional mental health services across. In 2009/10 this work will come 
under the RCSP. 
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What is planned for 2009/10? 

Priority actions for Cancer Control Network 
• Working with stakeholders to implement guidelines supporting best practice 

across the region, for example: 

o Suspected Cancer in Primary; Referral Guidelines 
o Melanoma Guidelines 
o Early Stage Breast Cancer Guidelines 
o Supportive Care Guidance 
o Cancer Medical Imaging Guidelines 
 

• Working with stakeholders to improve screening services i.e. breast, cervical 
and prepare for roll out of bowel cancer screening  

• Assist the following service groups to develop collaborative approaches to 
service planning and delivery: 

o DHB Cancer Managers Group 
o Central Region Palliative Care Network 
o Cancer Care Coordinators Forum 
o Proposed Adolescent Young Adult / Paediatric Oncology group  

• Working with the MOH /NZ Regional Cancer Networks to develop and 
implement Patient Management Frameworks (benchmark patient journey) for 
common cancers in NZ. 

 
Priority Actions for Clinical Health Networks 
Plastics and Burns: 

• Begin implementation of the reconstructive breast surgery business case 
(addressing the backlog of delayed-reconstructive surgery) 

• Initiate the development of a sustainable regional network of reconstructive 
breast surgery services. 

Cardiology Implementation Group (CIG): 

• Cardiac technician and technologist workforce - establishing the regional 
training and continuing development programme and sharing workforce 
across the region 

• Developing a new model of care for cardiac rehabilitation and heart failure 
and working with the National Heart Foundation establish a support group for 
Internal Cardiac Defibrillators (ICDs) 

• Establishing regional priorities for cardiology services and options for the 
configuration of cardiology services for the next 10 years  

• Researching reasons for ethnic differences in access to cardiac 
revascularisation. Working with Te Röpü Rangahau Hauora a Eru Pömare 
(Wellington School of Medicine and Health Sciences). 

Renal Services: 

• Detailed development of regional models of service delivery  
• Development of a primary care strategy for prevention and early detection of 

renal disease and subsequent management 
• A regional information technology (IT) solution including clinical guidelines 

and decision support software to support patient referral and service 
integration across sectors 

• Development of strategies for patient and family support  
• Improving and streamlining the process for live donor assessments. 
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Priority Actions for Regional Mental Health 

The Multidisciplinary steering group will be focusing on establishing a framework for 
determining when services should be provided at a district, sub regional or regional 
level. 
 
COLLABORATION WITH OTHER DHB PARTNERS 

Working with our local communities  

Over recent years the DHB has build sound collaborative relationships with local 
government and key community groups.  There is widespread community ownership 
of the DHB’s vision and goals and growing understanding of the societal determinants 
of health – that health is everybody’s business.  This is encouraged to develop further 
through a strongly consultative approach to development of new strategies and 
initiatives, with hui and open community meetings held to debate significant issues 
and new developments.  
 
Wairarapa DHB has strong relationships with the three local territorial authorities and 
contributes to some joint planning processes with them.  
 
The Wairarapa approach to Healthy Eating, Healthy Action has been to broaden the 
scope of the HEHA strategy to address multiple lifestyle issues. This requires a strong 
focus on collaborative action through the commitment of a wide range of community 
partners. A good example of this has been the establishment of the Healthy Lifestyles 
Oversight Group which is a multi-agency intersectoral group that is able to take 
advantage of the potential synergies between nutrition, physical activity, smokefree 
and community initiatives to comprehensively address lifestyle issues. Opportunities 
for developing and enhancing collaborative relationships with Maori and Pacific 
Community Groups in the Wairarapa have increased through the support of the HEHA 
Community Action Fund for local HEHA focused initiatives.  
 
Collaborative approaches to Population Health 

Wairarapa in collaboration with Hutt Valley DHB, Capital and Coast DHB and the 
Ministry of Health, have developed the Keeping Well Strategy, for Population health 
across the wider Wellington and Wairarapa region.  Working with the Keeping Well 
implementation team, we will develop an outcomes framework and relevant indicators, 
so that we are better able to measure the effects of population health indicatives for 
our communities.  This framework will support our current work with communities and 
other sectors and government agencies. 
 
Working with other sectors and Government agencies 

The DHB works with Work and Income, the Ministry of Social Development, ACC, Te 
Puni Kokiri and the education sector to identify and use opportunities for shared 
approaches to common problems.  This is particularly important in progressing 
implementation of ‘whole of government’ strategies such as the National Suicide 
Prevention Strategy, and the New Zealand Disability Strategy.   
 

ACC and DHBs are working together at district and national levels on projects of 
mutual interest and advantage to common clients. This is expressed in the Charter of 
Collaboration signed in 2007 which mandates the ACC-DHB Strategic Relationship 
Group to progress the relationship and seek opportunities to improve health outcomes 
for common clients.  DHBs have shown interest in the opt-in processes around 
disability management using NIDMAR (National Institute of Disability Management & 
Research) processes which ACC has been promoting.  ACC is encouraging DHBs 
with Rehabilitation Units to become members of the Australasian Rehabilitation 
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Outcomes Centre (AROC) which will allow them to benchmark with similar units in 
New Zealand.  Similarly, DHBs are involved in other projects with ACC such as: 

• The Implementation of the InterRAI Assessment Tool;  
• Developing a common purchasing approach to Home Based Support Services;  
• Encouraging DHBs to involve ACC in primary care after hours planning;  
• Decreasing falls through use of Vitamin D for clients in residential care and 

joint funding of falls prevention programmes for elderly in the community and in 
care. 
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5.4 Elective Services  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What are Elective Services? 
Elective services are those services provided to patients that have a condition that does not require 
immediate hospital treatment and can be planned. The Wairarapa DHB provides a range of services that fall 
into this category including general surgery, general medicine, ophthalmology, orthopaedics, urology, 
gynaecology, ENT and paediatrics. These services are provided by a mix of Wairarapa DHB consultants and 
visiting specialists.  
 
Why are Elective Services so important to us? 
The new Government has identified that reducing waiting times and delays for hospital services is a priority 
for 2009/10.  Specifically for elective services the Government expects improved volumes of both first 
specialist assessments and elective surgery.  The aim of these initiatives is to improve patient outcomes and 
satisfaction. 
 
The DHBs priority is to ensure: 
•  the people of Wairarapa receive the same level of care that is available to people living in other districts 
•  that our population has the right to receive clarity about how long they will have to wait for treatment 
•  that, with limited resources, we ensure we are treating those with the greatest need first 
•  that better integration with Primary Health Providers will improve the health care of our population. 

Past year achievements 
Wairarapa DHB has had an outstanding year in terms of achieving its electives targets and has exceeded all 
agreed base targets across most specialities. Table thirteen refers.  With continued ESPI compliance additional 
surgery has been achieved in a number of areas, namely Plastics, ENT, General Surgery, Ophthalmology and 
Orthopaedics.  Other achievements for the year include: 
 
Orthopaedic and Cataract Initiatives (OI & CI) 

• Exceeded targets for numbers of procedures completed 
• Active Review of Cataract patients performed by Optometrist in the community 
• All active review of Joint replacement patients performed by CNS. 

 
Electives and Ambulatory Initiatives (EI & AI) 

• Targets exceeded in both EI and AI 
• Virtual FSA’s introduced 
• Fast tracking of some Colonoscopy and Gastroscopy referrals, using telephone consultation and 

patients moving straight to the waiting list. 
 
Primary /Secondary Care Interface 

• Development of Diagnostic protocols to improve primary care access to diagnostic procedures by direct 
referral of patients for high technology tests 

• Scoping of additional procedures that could be performed in Primary Care 
 
New Services 

• Implementation of Hep C nurse-led clinics. 
• Urology service enhancement with nurse-led clinics.  The services are locally managed by nurses with 

Specialists visiting monthly. 
• Ophthalmology nurse-led services enhancement to include active follow-up of patients, contacting 

patients prior to attendance to reduce incidence of DNA.   
 

Service Review 
• Completed review of outpatient processes including nursing roles, administration roles, booking 

methods and improvement of compliance with FSA/Follow-up ratios.  Planning pilot of U-Book giving 
patients more choice in when they have their appointments. 
 

CQI and ESPI Compliance 
• Maintained hospital level ESPI compliance 
• More timely FSAs and surgical procedures for Orthopaedics 
• Increased the ratio of FSA’s to follow up appointments in Urology 
• Theatre audits performed to improve theatre utilisation 
• Continued blitz approach in Ophthalmology and ENT. 
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Table 13: Wairarapa DHB 2008/09 Electives Initiative Total CWD Delivery, YTD Dec 2008 
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Approach and Plans for the year ahead 
The Wairarapa DHB provides a range of electives service to patients that have a 
condition that does not require immediate hospital treatment and can be planned.  
These services generally fall into one of the following categories - general surgery, 
general medicine, ophthalmology, orthopaedics, urology, gynaecology, ENT and 
paediatrics.  
 
Wairarapa has a significantly aging population. By 2026 the population aged 55 
years and over is projected to increase by 14.6%. Because older people are higher 
users of health and disability support services the rapid growth in the number and 
proportion of older people will increase the pressure on health services such as 
electives services provided by Wairarapa Hospital. 
 
Access to elective services is based on an assessment of an individual’s need and 
ability to benefit from treatment.  Priority is given to people with the greatest need 
and ability to benefit. Since the adoption of the National Electives Programme 
Guidelines, the DHB has made significant changes to the way referrals are 
processed for First Specialist Assessment and decreasing waiting times for elective 
procedures.  However continued efforts are required to ensure that the DHB can 
provide ongoing sustainable Elective Services to its population. 
 
In 2009/10 the DHB will continue to increase its investment in elective services and is 
planning to achieve the Ministry’s expectation of a minimum of 1,809 elective surgical 
discharges. In the following two financial years, this level will rise by 3.28% per 
annum to 1,869 and 1,930 respectively in 2010/11 and 2011/12. The DHB will also 
focus on maintaining and improving the DHBs performance on Elective Service 
Patient Flow Indicators (ESPIs) and quality requirements.   
 
Additional Elective Services Funding 

Additional funding of $2.170M for Elective services has been allocated to the 
Wairarapa DHB for 2009/10.  DHBs are expected to increase additional elective 
discharges by 3.28%.  Part of this funding will be used to deliver extra surgical 
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procedures in Ophthalmology, Orthopaedics, General Surgery, Gynaecology, 
Plastics.  It will also enable more minor procedures to be performed. Funding from 
the Ambulatory Initiative will be used to increase access to both medical and surgical 
specialist assessments and also increase the level of outpatient/primary care based 
procedures.  Table fourteen reflects the DHBs Electives Services plan that will be 
delivered in 2009/10. 

 
Table 14: Planned Electives Services Volumes 2009/10  
 
Elective Intiative Funding Volume Volume Value
PU Code Purchase Unit Description CWDs Discharges $
S00001 General Surgery - Inpatient Services (DRGs) 60 61 258,929       
S15001 Cardiothoracic - Inpatient Services (DRGs) 135 16 582,590       
S30001 Gynaecology - Inpatient Services (DRGs) 25 25 109,973       
S40001 Ophthalmology    - Inpatient Services (DRGs) 30 53 129,464       
S45001 Orthopaedics  - Inpatient Services (DRGs) 66 30 286,917       
S60001 Plastic & Burns - Inpatient Services (DRGs) 104 129 448,810       
S70001 Urology  - Inpatient Services (DRGs) 10 10 43,155         
S75001 Vascular Surgery  - Inpatient Services (DRGs) 37 18 159,673       
Subtotal Elective Initiative Funding 468 342 2,019,511$  

Ambulatory Initiative Funding Volume Value

PU Code Purchase Unit Description
Attendances / 
Procedures $

M00010 Medical Virtual First Specialist Assessment 60 9,000           
S00011 Surgical Virtual First Specialist Assessment 50 7,500           
S25002 Ear Nose and Throat - 1st attendance 30 7,860           
S30002 Gynaecology - 1st attendance 65 24,552         
S40002 Ophthalmology - 1st attendance 53 10,937         
S45002 Orthopaedics - 1st attendance 30 8,554           
S55002 Paediatric Surgery  Outpatient  - 1st attendance 30 8,279           
S60002 Plastics (incl Burns and Maxillofacial) - 1st attendance 100 23,454         
S30008 Gynae Minor Procedure - High Cost 20 9,298           
S70005 Urology - Cystoscopy 54 29,995         
Subtotal Ambulatory Initiative Funding 492 139,429$     

Volume Value
Quality Improvement/Process Redesign Funding Service $
MEOU0000 Patient Flow Inprovement Project - General 1 11,459$       

Total Electives Funding 09/10 2,170,399$   
 
Continuous quality improvement   

• Engagement of the GP liaison at the primary/secondary interface, including 
audit of process and quality in areas of referral, patient and provider 
satisfaction, complaints, patient cancellation and DNA, prioritisation of 
treatment and clarity of procedure.  

• Monitoring and reviewing patient flow processes, productivity and efficiencies 
to ensure delivery of services, meeting volume and financial targets. 

• Continuing a schedule of audits to augment monitoring of ESPI compliance. 
These will include regular audits of DNA rates, trends and DHB responses, 
theatre utilisation, cancellation trends, compliance with management and 
discharge guidelines. 

• Improving patient communication further (involvement in new PMS 
development) 
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Managing the prioritisation process and the link be tween priority and treatment 

• Providing input into the development of a new PMS (patient management 
system) ensuring it will meet the need for accurate and informative referrals, 
received from Primary Care. 

 
Developing Innovative strategies or alternative del ivery options aimed at 
increasing elective capacity (including initiatives  across the primary/secondary 
interface) 

• Delivery of mirena and vasectomy in Primary Care. 
• Learning sessions for GP’s in Orthopaedic techniques. 
• Commence pilot of U-Book system, giving patients choices of appointment 

times. 
 
Future developments at Wairarapa Hospital to improv e access to elective 
services  

• Working in partnership with the Maori Health Unit to improve Maori access to 
Elective Services and reduce DNA’s 

• Explore efficiencies to be gained in further nurse specialisation 
• Offering service to other DHB’s to assist in achieving their additional volumes. 

 
As required by the Ministry of Health three key priority areas for improving the quality 
of elective services have been identified with measures and targets.  
 
For further information on the DHB’s Elective Services Plan please refer to the 
Electives Services template in appendix 7.  
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Elective Services Priority Area: 

 Outcome Actions Target 
Date 

Responsibility 

• Maintain FSA/follow up utilising 
Nurse and allied health 
practitioner led clinics 

All Quarters  
 
 

Electives Services 
Manager 
 
General Manager, 
Hospital Services 
 

• Implement FSA and follow up 
ratios in clinics 

Quarter 1 Electives Services 
Manager 
 

• Continue a schedule of audit to 
augment monitoring of ESPI 
compliance. Included: regular 
audits of DNA rates, trends and 
DHB responses, clinic waiting 
times, theatre utilisation, 
cancellation trends, compliance 
with management and discharge 
guidelines. 

• Procedures performed in 
Outpatients 

All Quarters 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All Quarters 
 

Electives Services 
Manager 
 
 
General Manager, 
Hospital Services 
 

1 Improved efficiency 
and effectiveness of 
preoperative services 

• Monitor pilot of U-Book All quarters PHO, Elective Services 
Manager 
Quality and Risk 
Manager 

Maintain sustainable processes that 
ensure all clients receive assessment 
or treatment within 6 months of being 
referred and meeting access criteria for 
the same, all clients receive clarity 
relating to access, priority and 
expected wait time and all clients are 
treated in an equitable and consistent 
manner. 

All Quarters Electives Services 
Manager 
 
Surgical Services 
Manager 
 
 

2. ESPI’s Compliance 
with MoH Elective 
Services strategy 

• Monitor and review patient flow 
processes, productivity and 
efficiencies to ensure delivery of 
services and meeting volume and 
financial targets. 

 
All Quarters 
 
 
 
 
 
 
 
 

Electives Services 
Manager 
 
General Manager, 
Hospital Services 
 

Continuous 
Quality 
Improvement 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. Elective Services 
Process Improvements 

 
 
 
 
 
 
 
 

Identify new opportunities, enhance 
and streamline current processes that 
maximize service efficiencies: 
• Specialisation of Bookers across 

OPD and Surgical booking 
• U-Book, patient calls in to make 

appointment 
• Nurse led clinics 
• Staff and GP up-skilling 
• Continue telephone reminders to 

the most likely clinics to DNA  
• Clear communication to the public 

of WDHB DNA  policy  
• Continue optimum capacity 

booking of clinics most likely to 
have DNAs 

• Capture of OPD procedures 

 
 
 
Quarter 1 
 
Quarter 1 
 
All Quarters 
Quarter 2 
All Quarters 
 
All Quarters 
 
 
 
 
All Quarters 

Electives Services 
Manager 
 
Surgical Services 
Manager 
 
General Manager, 
Hospital Services 
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Outcome 
Measurements 

Improved efficiency and effectiveness of 
perioperative services 

Measurement: Achievements against the 
Targets       
 

Target • > 95% DOSA 
• 100% Pre-assessment of patients having GA 
• < 5% cancellation on Day of Surgery 
• Reduce rebooking Outpatient appointments 
• Zero DNA on the day surgery 
• <2% Unplanned transfers 
• > 85% Theatre utilisation  

 
Outcome 
Measurements 

 ESPI compliance 
 

Measurement: Green status on all ESPIs  

Target 
Buffers:   ESPI 1 – 5% 

  ESPI 2 – 1% 
  ESPI 3 – 2% 
  ESPI 5 – 3% 
  ESPI 6 – 8% 
  ESPI 7 – 3% 
   ESPI 8 -  5%  

 
Outcome 
Measurements 

Elective Services Process Improvements 
 

Measurement: Achievements of targets below 

Target 
• 3 Specialties using U Book system 

• Patients contacted prior to appointments, ENT, Paediatrics, Gynaecology 
• Bookers specialise across Surgery and clinic bookings 
• Nurses lead clinics in Urology, Orthopaedics, Hep C  
• Increase in OPD performed procedures. 

 
Outcome 
Measure 
 
Six Monthly 

IDPs 
SER -04 Continuous Quality Improvement – Electives Services 
 

To improve patient flow management and prioritisati on 
Standardised Intervention Rates (SIRs) measure a DHB’s delivery of services relative to their 
standardised population.  The Ministry will be monitoring DHB SIRs for elective surgical services, 
and for a range of identified elective procedures. 
Deliverable 

• For publicly funded casemix included elective discharges in a surgical DRG, a target 
intervention rate of at least 280 per 10,000 of population will be achieved. 

• For major joint replacement procedures, a target intervention rate of 210 per 100,000 of 
population will be achieved.  This should be comprised of the following rates: 

a. 105 per 100,000 of population for hip replacement 
b. 105 per 100,000 of population for knee replacement 

• For cataract procedures, a target intervention rate of 270 per 100,000 of population will 
be achieved. 

• For cardiac procedures a target intervention rate of at least 59 per 100,000 of population 
will be achieved. DHBs with rates of 59 per 100,000 or above in 2007/08 will be required 
to maintain this rate. DHBs with rates less than 59 per 100,000 will be required to 
increase the level of service to at least 59: 100,000. By 2011/12 all DHBs will be 
delivering at a rate of at least 65 per 100,000 of population. 

a. Cardiac surgery is defined as coronary artery bypass graft (CABG), valve 
replacement or repair, and CABG plus valve replacement or repair, for 
people aged 15 and over. 

b. The current national intervention rate for percutaneous revascularization is 
108. It is expected that DHBs will maintain their current rates of this 
procedure in 2009/10. 

 
Qualitative Indicator 

For any procedure where the standardised intervention rate is below the target level a report 
demonstrating: 

• what analysis the DHB has done to review the appropriateness of its rate 
the reason that the DHB considers the rate to be appropriate for its population, or an action plan 
as to how it will address its relative under-delivery of that procedure.   
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5.5 Cancer 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Approach and Plans for the year 
ahead 
 
The Wairarapa Cancer Control 
Action Plan, 2007 aims to improve 
all services across the continuum of 
care for cancer. The priority actions 
identified in the Plan require ongoing 
commitment in order to achieve long 
term reductions in the incidence of 
cancer and improve outcomes for 
those living with cancer. Therefore 
implementing the priorities identified 
in the Plan will continue to be the 
DHB’s focus in 2009/10. 
 
As a small DHB with no specialist 
oncology services, integrated and 
well functioning regional services 

and alliances are vital to outcomes for Wairarapa people who are living with cancer. 
Therefore Wairarapa will continue to actively work with the Central Region Cancer 
Network to plan and improve services and support any initiatives undertaken to 
ensure waiting times for services provided by the regional cancer centres are kept to 
a minimum.  
 
The Central Region Cancer Network has a number of significant projects underway 
that will focus on collaborative efforts on earlier detection and improved patient 
pathways to treatment services across the region. The Wairarapa DHB’s local 
initiatives will align closely with these priorities. 
 

Cancer covers a very large number of different diseases many of which are increasing as the 
population ages. While success rates for cancer treatments are improving, the numbers dying from 
cancer are still increasing as growing numbers of people are affected by cancer. 
• Cancer is a leading cause of hospitalisation and death – the second highest cause of death in 

Wairarapa 
• Cancer among Wairarapa Maori is increasing faster than in Maori elsewhere 
• Lung, bowel and breast cancers cause the most cancer deaths in Wairarapa  
• Cancer survival rates are increasing 
• The incidence of cancer is increasing 
• Many cancers are potentially preventable  
• Many cancers can be eliminated if found and treated early 
• With more health promotion and prevention the rates of cancer can be reduced 
• More screening, and early treatment can reduce the numbers of people who are affected by 

cancer for a long time 
• More co-ordinated and accessible treatment, support and palliative care services can greatly 

reduce the impacts of cancer on patients and their families 
• Cancer control is a national priority.  

Wairarapa District Strategic Plan 2006 

Past year achievements 
• Development of a Primary Care Smoke Free 

Plan 
• All Wairarapa primary care practices received 

training in screening and brief intervention for 
smoking cessation approaches  

• Achieved highest rate of HPV vaccination 
coverage for 18 and 19 year old women 
across the country 

• High proportion of GPs completed training in 
advising patients on the issues surrounding 
prostate screening 

• Improved sharing of clinical information 
between Wairarapa Hospital staff and 
Wellington and Palmerston North Cancer 
Centres 

• Access to Diagnostics project ensures well 
informed FSAs implemented. Evaluation of 
this late in 2008/09 will be applied to ongoing 
service delivery 
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The commissioning of the third linear accelerator in the Wellington Cancer Centre in 
January 2009 has decreased the waiting times for radiation therapy treatment across 
the central region.  The DHB is committed to reducing cancer waiting times and will 
work closely with MidCentral and Capital and Coast DHB to improve waiting times for 
our population. 
 
The DHB will continue to work closely with the Wairarapa Cancer Society to progress 
projects that will improve the service user’s experience of cancer treatments either 
locally or regionally. Additional cancer control funding which has been allocated to 
the DHB will be used to implement these priorities. 
 
The DHB will also work with the Wellington Blood and Cancer Treatment Centre and 
the Palmerston North Cancer Treatment Centre to explore options for the 
establishment of an outreach chemotherapy treatment service that would be provided 
from Wairarapa Hospital. The three participating DHBs have committed to this project 
and have undertaken to find resources in the year ahead to progress this initiative. 
 
During the 2009/10 year the DHB will implement its Tobacco Control Plan, 2008. This 
plan focuses on developing a community wide workforce that has the skills to 
encourage and support all those who come in contact with health services to give up 
smoking. Programmes to train staff in implementing ABC and being Quit Card 
providers will be offered to all DHB providers. 
 
Health Promotion and education workshops  targeting specific groups in the 
community will be run to identify ways of meeting the needs of uniques clusters of 
services users eg secondary school students, mental health service users and Maori 
women. 
 
A referral pathway for patients admitted to Wairarapa Hospital who require 
community based smoking cessation support post discharge will be developed and 
staff educated in its application. The Hospital will report on progress against the 
target of 80% of hospitalised smokers being provided with advice and assistance to 
quit smoking by July 2010. 
 
 
DSP Priority: Cancer 
Wairarapa 
Cancer Control 
Action Plan 
Goals: 

Actions Target 
Date 

Responsibility 

• Implementation of the Primary Care Smoke Free 
Plan focussing on screening and brief intervention 

• Continued focus on screening  and brief intervention 
for Wairarapa hospital patients 

PHU, PHO WW 

• Work with all GP practices to record patient smoking 
status and implement : 

o Ask 
o Brief advice 
o Cessation support 

 

PHO 

• Provide training to all Wairarapa Hospital staff in 
implementing: 

o A,B,C 
o Referral pathways for patients who 

require community smoking cessation 
services 

 

DHB Provider 

Increased 
primary 
prevention 

• Ongoing media and provider campaigns to 
encourage: 

o Uptake of HPV vaccination for women 

 

Communication 
s team, PHU, 
PHO, Cancer 
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who miss out on this through the school 
systems 

o Melanoma awareness 
o Health check ups for men 

 

Society 

Utilise opportunities to link Long Term Conditions 
Screening programmes already in place to screening  for 
cancer risk 
 

PHO 

Maintain current health promotion activities for smoke-free 
living and healthy eating and healthy action.   
 

 

Utilise opportunities for linking primary prevention to the 
Keeping Well outcomes framework. 

PHO 

 Promotion and education workshops with targeted groups 
to address their specific needs: 
• Secondary school students 
• Maori women 
• Mental Health service users 

PHO, Public 
Health, Smoke 
Free 
coordinator, 
DHB Provider 

Screening and 
Early Detection 

Evaluate the success of the Breast Screening Campaign 
of 2008 and apply learning from this to achieve higher 
rates for the 2009/10 campaign 
 
GP centre wide campaign to improve Cervical Screening 
rates for high risk groups 
 

 

DSP Priority: Cancer 
Wairarapa 
Cancer Control 
Action Plan 
Goals: 

Actions Target 
Date 

Responsibility 

Extension of the Access to Diagnostic project and 
feasibility of Virtual FSAs to expedite prompt diagnosis 
 
Establishment of Central Region Multi Disciplinary Team 
meetings via tele or video conferencing tools  
 
Implementation of the Central Region Imaging Guidelines 
project 
 
Continued investigation into the development of a 
chemotherapy treatment service in Wairarapa. 
 

 Wairarapa 
Hospital 
 
 
 
 
 
 
 
Planning and 
Funding 

Diagnosis and 
Treatment 
 
 
 
 
 
 
 
Support and 
Rehabilitation  

Refer to Long Term Conditions section 5.18   

 
 
Outcome 
Measurements 

IDPs: POP 10 Reducing chemotherapy  cancer waiting times 
 

Health Target 100% of patients in Category A, B, and C wait less than six weeks between their FSA 
and the start of radiation oncology treatment 
 
Target 100% 
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5.6 Reducing Avoidable Hospitalisations and Improving ED 
 Waiting Times 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Approach and Plans for the year ahead 
Ambulatory-Sensitive Hospital Admissions 
(ASH) are hospital admissions that might 
have been avoided if services had been 
delivered more effectively or patients had 
accessed services provided in the 
community setting, including primary health 
care.   
 
The aim is for DHBs to lower overall 
avoidable admissions and reduce variation 
amongst population groups. 
 
In Wairarapa Hospital most unplanned 
hospitalisations are admitted through the 
Emergency Department (ED).   We know 
from an examination of the data that at 
least half the repeat hospitalisations are 
also frequent presenters to ED.  Analysis of 
primary care data shows frequent 
presenters at ED are also frequent 
presenters at primary care. This cohort 

represents an important target group with respect to avoidable hospital admissions. 
 
Wairarapa DHB is committed to continuing to improve the performance of it’s 
Emergency Department specifically that there will be continued improvements in 
triage waiting times and the dispatching of patients from ED in under 360 minutes.  
 
Current ASH results 
Using data currently available for ASH to the end of June 2008 Wairarapa DHB has 
not made significant gains and has in fact lost ground in each of the age and 
population groups. Wairarapa DHB acknowledges that it must develop other 
strategies to reduce its avoidable hospital admissions. Table fifteen refers. 
 
 

Wairarapa hospital has very high rates of emergency department attendances, and avoidable 
admissions in comparison with other parts of New Zealand.  This indicates some deficiencies in 
access to primary care, and in discharge planning and post-hospital community support services 
and linkages. 
 
Acute hospital treatments account for approximately half of the DHB provider’s expenditure. Strong 
uncontrolled growth in acute presentations puts at risk the provider’s ability to deliver on its contracts 
for elective services and manage within budget.   
 
Patients who frequently attend hospital for emergency care account for a large proportion of hospital 
costs. Good community treatment pathways and hospital assessment processes can reduce the 
requirement for hospitalisation, reduce costs and improve a patient’s quality of life. 
 
However, much of this potential can only be released if all sectors of the local health community 
work together in a systematic way. 
 

Past year achievements 
 
• An electronic monitoring system has 

been introduced to enable the early 
identification of frequent and habitual 
presenters 

• A new triage / floor coordinator role has 
been introduced in acute services 

• An In Reach Community Nursing team 
has been developed to go into ED and 
the acute units to identify patients who 
would benefit from community-based 
care 

•  IV in the home service has been 
established 

• ED ‘frequent flyer’ project was initiated 
as part of the Long Terms Conditions 
collaborative with the goal of reducing 
frequent flyer presentations to ED 

• Very high uptake of Careplus in Primary 
Care (98%) 

• Admission / Discharge planner has been 
appointed in the medical / surgical unit to 
expedite admission / discharge 
processes. 
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Table 15: ASH rates 2008/09 

Latest Four Quarter Ambulatory Sensitive Hospitalisations Results  - Wairarapa DHB 
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As this is a high priority for the DHB who has already started some of the work 
planned for 2009/10.  The DHB is currently completing in-depth analysis of its ASH 
data in conjunction with the PHO with a specific focus on data capture and how 
national coding rules are being applied to these cases. The DHB will work with the 
ASH Champion to assist the DHB with strategies to reduce ASH rates across all age 
and population groups as it grasps a better understanding of its data. 
 
There are also a number of existing hospital projects / initiatives that will contribute to 
reducing ASH if appropriate linkages can be made.  These initiatives include the 
Acute In Reach Community Nursing Service, the ED Frequent Flyers Project, the 
Triage Coordinator in acute services and the Admissions / Discharge Coordinator in 
the medical / surgical unit. 
 
The success of this initiative will be the extent to which the DHB can take a systems 
approach and involve all of the parties that can have an impact on ASH.  This will 
include working closely with the PHO, ED, Acute Services and the Patient Journey 
Facilitator.   
 
Reducing the ED Length of Stay 
 
Wairarapa DHB acknowledges the Governments priority to reduce the length of stay 
in Emergency Departments (ED).  The new Health Target for 2009/10 focuses on 
dispatching patients from ED in under 360 minutes.  Table sixteen shows the 
Wairarapa DHB’s baseline / average duration in ED (in minutes) by triage for the past 
seven months.  This shows that for triage 2-5 patient’s their average duration in ED 
was less than 200 minutes.  For the period July 2007-December 2008 95% of 
presentations to ED had a length of stay less than 6 hours.  
 
The DHB has examined the reasons why triage 1 patients waiting times have 
increased for the past three months. This has in part been due to patients requiring air 
transfers and the time delay in waiting for retrieval teams.  
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Table 16: Average duration in ED by triage July 08 – Jan 09 
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Wairarapa DHB is committed to reducing the length of stay in it’s ED and is already 
providing a very responsive and efficient ED service.  Specific initiatives contributing 
to this include the introduction of a triage floor coordinator based in ED who works 
across all acute services and links with the acute wards to pull patients through from 
ED and the development of the in reach community nursing team into acute services 
including ED to manage patients transition in and out of acute services.  The DHB 
anticipates that it will be able to meet the new ED Health Target in 2009/10. 
 

Reducing ASH Priority Area: 

 Outcomes Actions Target 
Date 

Responsibility 

• Complete ASH data analysis- 
how is data is captured and how 
national coding rules are being 
applied 

 Quarters 1 Planning and Funding 
 

• Engage with PHO, Hospital 
services acute service and patient 
journey facilitator regarding data 
findings and outcomes. 

Quarter 1 Planning and 
Funding, PHO, 
Hospital acute team. 

• Complete a joint project with PHO 
and acute services to ID and 
manage ASH patient cohort throu 

All Quarters Planning and 
Funding, PHO, 
Hospital acute team. 

Ambulatory-
Sensitive 
Hospital 
Admissions 
(ASH) 

Fewer Avoidable Hospital 
Admissions 

• Develop linkages with existing 
hospital initiatives e.g. frequent 
flyer project, In Reach team, med 
/ surg DC planning to assist in 
managing patient group.  

Quarters 2/3 Planning and Funding 

 
Health Target 95% of patients will be admitted, discharged, or transferred from an Emergency Department (ED) 

within six hours 

Outcome 
Measurements 

IDPs: 
POP 15 
To achieve a reduction in variation between DHBs and between different population groups in the 
rate of admissions to hospital that are avoidable or preventable by primary health care for 0 – 4 
years old, those aged 45- 65 and those aged 0 – 74 
 
Targets  

Ambulatory Sensitive 
Hospital Discharges 

Maori Pacific 
peoples 

Other 

0 – 74 years 140 N/A 140 
0 – 4 years 120 N/A  120 
45- 64 years 129 N/A  120  
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5.7 The Future Workforce 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Approach and Plans for the year 
ahead 
 
The national DHB’s vision for the 
future workforce is; 
 
A vital, innovative and responsive 
health and disability workforce able to 
deliver New Zealand’s desired 
population health outcomes. 
 
In order to realise this vision a 
number of nationwide initiatives are 
underway building essential 
infrastructures to support workforce 
planning and development. These 
include the creation of the health 
careers brand, and a strategic plan 
that looks out to 2018. A ten year time 
frame has been chosen to enable 
suitable lead-in times needed for 
effective national workforce change. 
 
In conjunction with the national 
approach, the Wairarapa DHB has 
developed 7 Strategic Action 
Priorities. These priorities will provide 
the framework on which we plan and 
development our workforce in the 
short term (0-3 years) and medium 
term (3+ years). Wairarapa DHB has 
chosen a shorter time frame due to 
the more immediate needs it has. 
Nevertheless, the approach is 
consistent with the national workforce 
development strategy. 
 
 
 

Delivery of health and disability services relies on a dedicated and diverse workforce. The health and 
disability workforce is our core resource for sustainable service delivery now and in the future.  Evidence 
suggests that simply increasing the numbers of health and disability workers will not be enough. We will 
have to work differently to ensure our services will be able to meet the health and disability needs of our 
communities.  

Future Workforce is DHBs’ joint strategic plan to progress a coherent sector wide approach to developing 
the health and disability workforce.  It provides a clear direction for development and sets priorities and 
actions for development of the health and disability workforce. Future Workforce is supported by the 
another combined DHB initiative – the Health Workforce Information Programme (HWIP) 

In line with the national approach the WDHB has developed its own set of priorities and actions designed 
to focus attention on the WDHB’s workforce development in the short term ( 0-36 months) and medium 
term (3 + years) . This workforce development programme will enable the DHB to identify what its future 
workforce development needs are and plan accordingly.  

Past year achievements 
 
During 2008/09 the Wairarapa achieved the following 
workforce development outcomes: 
 

• Diploma in Frontline Management NZIM - 30 
Maori health workers completed in the 
Central Region - 7 in the Wairarapa 

• Social Marketing Framework developed to 
increase Maori workforce numbers across the 
Central Region  

• Maori workforce initiative Tukaha - Whanau 
Ora Summit was conducted and a report to 
support learning and innovation across the 
Central Region completed and distributed   

• Student Nurse Mentoring Program working 
well 

• The Wairarapa DHB Leadership / 
Management seminar programme for 
managers continued in 08/09.  

• Appointment of a Nurse Practitioner to work 
in the South Wairarapa 

• The new role of Health Care Assistant (HCA) 
was developed and 10 HCA’s were recruited 

• A Family Violence Screening training 
programme commenced February 2009. 12 
Wairarapa DHB staff have been trained as 
Family Violence Intervention trainers 

• The Wairarapa DHB participated in the Otago 
University’s medical school rural immersion 
programme. Four fifth year students 
participated in the programme 

• Short Term Service Support workers gained 
NZQA Level  2 in Health and Disability Care 
in a community setting 

• All Community Nurses have commenced 
second level certification in Central Venous 
Access Device for IV  

• First stage Palliative Care training for Health 
Care professionals working in the field has 
been completed  

• Ongoing training for Community Nurses and 
residential facility staff in the gold standards 
of Continual Assessment Tool leading to the 
Liverpool Care Pathway. 
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Key initiatives that will be delivered in 2009/10 include: 
• Expansion of Nursing Entry to practice expansion programme 
• Development of a nurse practitioner role for Health of Older People 
• Implementation of an annual workforce plan for Community Oral Health 

Services 
• Building the local midwifery workforce 
• Establishing a  leadership / management development programme 
• Incorporating the cultural competency framework across services to increase 

Maori responsiveness 
• Rolling out the DHB professional nurse educator role and DHB professional 

development and recognition programme. 
 
Each service unit within the Wairarapa DHB has developed its own set of workforce 
development actions which are aligned to each Strategic Action Priority.  The following 
table sets out the key Wairarapa DHB Workforce Development Strategic Action 
Priorities and Objectives, and the actions for 2009/10. 
 

 Priority Area 
Objectives Actions for 09/10 Target Date Responsibility 

Align Workforce 
to emerging 
models of care 
and service 
delivery 

Link workforce 
planning and 
development to 
service planning 
and future 
service demand 
 

F          Focus on 
workforce 
planning as a 
key component 
of emerging 
regional delivery 
models for 
identified key 
services 

Include workforce planning and 
development as a key strategic priority at 
all levels within the WDHB 
 
 
Continue to improve the  primary / 
secondary continuum of Mental Health 
care related to:  
Primary Health 
Older Person Health  
Child, Youth and Family/caregivers 
Including identification of required skills 
mix to support service delivery 
 
Adopt and agree new model of care within 
Community & Public health 
 
Develop a Nurse Practitioner role for 
Health of Older Persons 

All Quarters 
 
 
 
 
 
 
All Quarters 
 
 
 
 
 
 
 
 
 
 
 
All Quarters 
 
 
 
 
Quarter 4 

SMT Managers 
 
 
 
 
 
 
Manager Mental Health 
 
 
 
 
 
 
 
 
 
 
GM Community & Public 
Health 
 
 
 
Director of Nursing 

Build a system 
unified approach 
to workforce 
planning and 
development 

Develop a 
WDHB- wide 
coordination of 
workforce 
planning and 
development 
that recognizes 
and integrates 
the various 
service unit 
approaches. 
 
 

Progress current workforce planning and 
development initiatives 
 
Implement a process that provides a 
WDHB workforce planning and 
development plan. 
 
Review current clinical and cultural core 
competency requirements, delivery, and 
individual assessment  of PDRP and 
credentialing to ascertain if  effective and 
efficient 
 
 
Implement  revised clinical core 
competency training and assessment plan 
if required 
 
Implement Annual Workforce Plan for 
Community Oral Health Service 
 

All Quarters 
 
 
Quarter 2 
 
 
 
Quarter 1 
 
 
 
 
 
 
 
Quarter 2 
 
 
 
All Quarters 

GM Human Resources 
 
 
 
GM Human Resources 
 
 
 
Director of Nursing 
GM Hospital Services 
GM Community & Public 
Health 
Manager Mental Health 
Services 
Chief Medical Advisor 
Director Maori Health 
 
SMT 
 
 
 
GM Community & Public 
Health 
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 Priority Area 
Objectives Actions for 09/10 Target Date Responsibility 

Identify and 
respond to 
workforce 
supply issues 

To grow WDHB 
workforce supply 
strategies  
 
 
 
 
 
 

Develop awareness within the region of  
health career opportunities 
 
 
Develop robust workforce information 
about current and predicted workforce 
need 
 
Continue to grow opportunities for  
appropriately qualified non clinically 
trained employees in health care roles 
 
Build the local  midwifery workforce by 
investigating the possibility of an outreach 
Bachelor of Midwifery programme 
delivered locally 
 
 

All Quarters 
 
 
 
All Quarters 
 
 
 
 
All Quarters 
 
 
 
Quarter 2 

GM Human Resources 
Director of Maori Health 
 
 
GM Human Resources 
 
 
 
 
GM Hospital Services 
GM Public and Community 
Health 
 
Director of Nursing 
GM Hospital Services 

Ensure service 
demand is 
driving 
employee 
development 

Identify WDHB and 
employee needs to 
ensure the best 
possible learning 
outcomes benefitting 
both the DHB and 
employee 

Continue monthly 
Leadership/Management  development 
Seminar programme for Managers 
 
Implement Leadership/Impact  Inventory  
for SMT managers and line managers 
 
Ensure all employees professional 
development reviews align with an 
individual’s training and service needs. 
Once identified then planned for, and 
study supported 
 
Identify potential clinical leaders and 
support their ongoing professional 
development 
 
 

All Quarters 
 
 
 
 
Quarter 2 
 
All Quarters 
 
 
 
 
 
 
All Quarters 

GM Human Resources 
 
 
 
 
GM Human Resources 
 
All managers 
 
 
 
 
 
GM Hospital Services 
GM Community & Public 
Health 
Director of Nursing 
Chief Medical Advisor 

Value People 
and work groups 
through 
fostering 
supportive 
environments 
and positive 
cultures 

Ensure a sustainable 
workforce by focusing 
on retaining 
employees and 
supporting productivity 

Ensure all employees have an agreed 
work performance and development plan 
 
Individual work performance and 
development plans are reviewed regularly 
and staff receive the required regulatory 
body professional development hours 
 
 
Deliver on the requirements of being a 
‘good employer’ as defined by the New 
Zealand Public Health and Disability Act. 
 
Incorporate the WDHB cultural 
competency framework  across services to 
increase Maori responsiveness and 
support and retain Maori staff 
 

Quarter 1 
 
 
 
 
Quarter 2 
 
 
 
All Quarters 
 
 
 
 
 
All Quarters 

All managers 
 
 
 
 
All managers 
 
 
 
SMT Managers 
 
 
 
 
 
All managers 

Grow and 
develop the 
community, 
primary health 
and NGO 
workforce 
interface 

Strengthening 
knowledge about and 
the connectivity of 
community, primary 
health care and NGO 
workforces with a 
focus on the interface 
between these 
agencies and the 
WDHB 

Undertake a pan DHB approach to Mental 
Health workforce development and service 
delivery 
 
Develop and maintain formal linkages with 
Primary / NGO / voluntary sectors  e.g. 
Older person Liaison Nurse role 
 
Roll out the DHB  professional 
development and recognition programme 
for nursing staff 
 
Develop Nurse Educator role to ensure 
the ongoing competence of the nursing 
and health career workforce 
 
Nursing Entry to practice Expansion 
programme established and accreditated 
 
 

Quarter 1 
 
 
 
Quarter 1 
 
 
 
Quarter 4 
 
 
 
Quarter 3 
 
 
 
 
Quarter 2 

Manager Mental Health 
Services 
 
 
Manager Mental Health 
Services 
 
 
Director of Nursing 
 
 
 
Director of Nursing 
 
 
 
 
Director of Nursing 
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 Priority Area 
Objectives Actions for 09/10 Target Date Responsibility 

Grow and 
develop the 
Maori health 
workforce 

Develop the existing 
Maori health 
workforce, growing 
participation across 
the workforce and 
addressing structural 
barriers 

Mental Health Service implements the ‘Te 
Rangiora bicultural development project 
 
Work to enhance positive collaborative 
relationships with Maori NGO sector, in 
particular Whaiora Whanui Te Hauora 
Runanga o Wairarapa  
 
Utilise the Central Region’s social 
marketing framework and tool kit to 
increase Maori workforce locally 
 
Evaluate the BN Programme Nurse 
mentor role to establish ongoing support 
required for the Maori student nursing 
workforce 
 
Build the Maori Midwifery workforce on a 
regional basis through establishing a 
regional training programme for midwifery 
 

Quarter 1 
 
 
All Quarters  
 
 
 
 
All Quarters  
 
 
 
Quarter 2 
 
 
 
 
 
Quarter 4 
 

Manager Mental Health 
Services 
 
Clinical Service Managers  
Maori Health Unit 
Mental Health Services  
 
 
Clinical Service Managers  
Maori Health Unit 
Mental Health Services  
 
Director of Nursing/Director 
of Maori Health 
 
 
Director of Nursing/Director 
of Maori Health 
 

 
Improving Clinical Staff Retention 

Sustaining a skilled, supported and responsive health workforce is a key requirement to delivering 
effective health care and improving health outcomes.  A successful functioning health system relies 
on having the right balance of trained and qualified people in sufficient supply and working in 
partnership with each other – from medical and nursing staff and allied health professionals, to 
management and administrative teams. Trusting, valuing and fully engaging health professionals 
improves patient care and job satisfaction and will assist in recruitment and retention.  Focusing on 
improving clinical workforce retention and fostering clinical leadership (also refer to pages 75 & 76) 
has been identified by the Minister of Health as a key priority for 2009/10. Specific activities that 
will be implemented to address clinical staff retention and leadership will include: 
 

• Focusing on the individual needs of each employee through the individual performance 
planning and development process to reduce staff turnover and improve staff retention 

• Completing organisational culture initiatives based on the findings of the Organisational 
Culture Survey completed in 2007/08 

• Initiating professional managers development seminars throughout 2009/10 
• Including in regular tripartite forums discussions that focus on clinical employee retention 

issues 
• Introducing a coaching and mentoring framework for actual and potential clinical leaders 
• Developing clinical leadership training for clinical staff 
• Developing core competencies for all management / leadership positions 
• Supporting the Work Place Wellness programme facilitated through the HEHA programme 

e.g. Workplace Weightwatchers. 
 
Halting the Growth in Management and Administration  FTE 

Wairarapa DHB acknowledges the Governments expectation of maximising the level of resourcing 
that can be invested in front line services. One of the strategies associated with this expectation is 
to contain the level of resourcing attributing to the management and administrative functions of 
DHBs. Wairarapa DHB is committed to containing the level of ongoing investment in Management 
and Administrative resourcing.  The following table demonstrates the Wairarapa DHB’s target 
Management and Administration FTE cap: 
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Objective Deliverables Target Timeframe 
Contain the level 
of investment in 
Management and 
Administration 
resourcing 

Manage the FTE’s 
categorised as Management 
and Administration within 
the District Health Board 
within the target FTE cap 

 Number 
FTEs 
Employed 

116.3 

+ 
contractors 

4.0 

+ 
Advertised 
vacancies 

3.0 

+ 
Subsidiaries 

3.5 

+ other 8.9 
= TOTAL 135.7  

Monthly 
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5.8 Improving Quality & Safety & Supporting Clinical Leadership 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality & Safety 
 
Approach and Plans for the year 
ahead 
In 2009/2010 Wairarapa DHB will 
continue implementation of its 
Strategic Quality Plan and will 
strengthen its clinical governance / 
leaders systems and processes.   

QIC programme 

The QIC initiatives will be incorporated 
in Wairarapa Quality plan. Further 
consideration will need to be given to 
committing resources into 
accreditation programmes whilst at the 
same time meeting the QIC objectives. 
It is acknowledged that clinical 
leadership and consumer involvement 
needs to be strengthened to achieve 
the QIC priorities. 

- Safe Medication Management 
- Management of Healthcare 

incidents 
- Optimising the Patient’s 

journey 
- Infection Prevention and 

Control 
- National Mortality Review 

systems 

Outcome 
Measurements 

IDPs: SER 04 To improve patient flow management and prioritisation 
 

Wairarapa District Health Board’s quality framework describes our approach to quality assurance 
and improvement.  We focus on a systems approach to quality improvement that is designed to: 
• Ensure services provided are safe, and meet national and professional standards. 
• Develop systems and organisational culture to achieve high quality outcomes 
• View quality as the search for continuous improvement 
• Ensure services provided are consistent with best practice and improve  consumer’s quality 

of life. 

We achieve our quality and safety objectives through use of the following tools and processes: 
• Accreditation and certification 
• Legislative compliance 
• Policies, procedures and patient information publications 
• Clinical governance 
• Credentialing 
• Reportable events and complaints 
• Consumer participation – surveys and focus groups 
• Monitoring, audit and risk management 

Wairarapa District Strategic Plan 2006 – Appendix 3 

Quality & Safety - Past Year Achievements 
• Completion of Wairarapa DHB Strategic 

Quality Plan for 2007-2010 
• Audited against new draft EQIP standards in 

February 2008. Certification surveillance 
audit completed. 

• Established The Patient Journey project with 
dedicated project manager. 

• ACC Endorsed Provider Accreditation for 
Physiotherapy 

• ACC Workplace Safety Management tertiary 
status maintained. 

• National Cervical Screening Unit audit 
undertaken, corrective actions implemented. 

• Review of clinical audit systems undertaken. 
• Development of mortality and morbidity 

process transfer review process 
• Review of legislative compliance programme 
• Baby Friendly Community and Hospital 

Initiative audits successfully completed.   
• Establishment of Triage role in ED 
• Focus groups held. 
• Staff member undertook auditor training 

facilitated by Healthcare Audit Agency 
• Quality in Healthcare Practical Skills training 

provided for 12 staff – facilitated by NZ 
Organisation for Quality 

• Challenging Behaviour training provided to 
DHB staff and wider DHB providers. 

• Review of Quality ,Risk Department forums. 
• Serious and Sentinel event reporting  
• Auditing:  MOH audit – Pharmacy, NZRL, 

Medsafe. 
• Review of Blood and Bone bank storage 
• Accreditation – IANZ, ACC and NZBS 
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Supporting Clinical Leadership  
 
 
 
 
 
 
 
 
 
 
 
 

 

Providing Clinical Leadership through the Clinical Board 

The Clinical Board is responsible for providing clinical leadership; leading the 
development of clinical governance across all of the services provided by the DHB; 
overseeing the quality and safety of services delivered by the DHB’s provider arm 
and the clinical quality programme; and providing advice and recommendations to 
the DHB Board, chief executive and management.  In 2009/2010 the Clinical Board 
will focus on: 

• The agreed goals for patient safety 
• Patient identification 
• Communication 
• Medication Safety 
• Medication Reconciliation 
• Health care associated infection 
• Patient Involvement 
• Patient Falls 
• Pressure Areas 
• Advance Directives and care planning 
• The identification of goals of care, standards of care and improvement in the 

process of care through the successful implementation of “Optimising the 
Patient Journey”  

 
The Clinical Board is responsible for oversight of systems and processes to assure 
clinical safety and the management of clinical risk.  Clinical Risk includes “risks” for 
both patients and the organisation resulting from both the provision and the non-
provision of clinical care. 
 
Clinical Board Membership 
The membership of the Clinical Board provides the clinical and managerial 
partnership and interaction that enables creative and fruitful clinical leadership. The 
presence of the GP Liaison as one of two primary care practitioners allows for 
“leadership collegiality” between primary and secondary care and encourages the 
DHB focus on the primary and secondary care partnership. 
 

Minister’s Expectations - Supporting Clinical Leadership 

Clinical leadership is internationally recognised as a fundamental driver for improved care.  DHBs will actively 
foster the development of a culture of clinical leadership including supporting the development of clinical networks 
and regional cooperation. 

What is Clinical Governance? 
 
The definition of clinical governance used by Wairarapa DHB is: 
 
Clinical governance is the responsibility for clinical quality and professional standards of the health care 
organisation.  The responsibility is allocated to a team of both clinical and managerial health care professionals. 
The clinical representation is multidisciplinary, involving clinicians from the diverse professions involved in the 
provision of clinical care. 
 
Clinical quality is the provision of clinical care that is accessible, appropriate and provided in continuity.  The care 
provided is effective, efficient, responsive and safe.  
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Outside the Clinical Board there is always an undercurrent of clinical leadership with 
both senior and junior clinical staff challenging clinical care, challenging the clinical 
board and challenging the system as the expectation of improved clinical standards 
and systems continues.  The listening to and hearing of the challenges is an 
organisational expectation of senior clinical staff.  Determining the relevance and 
context of the challenges is an innate role of senior clinical staff.  One pathway for 
eliciting actual change is the clinical and managerial collegiate partnership that 
facilitates the governance role of the Clinical Board. 
 
Regular activity of the Clinical Board 
Regular activity of the Clinical Board involves analysing recommendations from both 
internal and external reviews and creating new improved clinical expectations. The 
importance of clinical audit is reinforced together with an understanding of the 
processes and resources required for effective quality improvement. 
 
The Clinical Board has demonstrated its organisational clinical leadership at a 
national level by providing comprehensive responses to clinical enquiries on national 
issues.  This has included: 

• The RMO commission 
• The Medical Council of New Zealand 
• The Office of the Health and Disability Commissioner. 

 
Achievements 
Clinical leadership and support have been essential for the successful introduction of 
the redesign of new model of care for nursing in the medical / surgical unit. The close 
liaison and partnership between a newly appointed Clinical Nurse Specialist and 
Consultant Physician has also created exciting improvements in the management of 
older people and their rehabilitation needs.  Clinical partnerships in Respiratory Care, 
Cardiac Care, Palliative Care, Emergency Department and discharge planning have 
resulted in both visible and measurable improvements. 
 
The Wairarapa District Health Board is committed to developing a stronger 
relationship with its Clinicians. 
 
Fostering Clinical Leadership at Wairarapa DHB 
Wairarapa DHB is committed to continuing to support and grow clinical leadership.  
This will be achieved by supporting clinical governance of the patient journey across 
primary and secondary services in the Wairarapa.   We will demonstrate our 
commitment to fostering clinical leadership by: 
 

• Supporting Clinicians on the Wairarapa DHB’s senior leadership team to be 
active participants in all decision making 

• Developing partnerships between clinicians and management at all levels of 
the organisation with shared decision making, responsibility and 
accountability 

• Supporting the Wairarapa DHB’s Clinical Board and the advice and 
recommendations they give to the DHB Board on the quality and safety of 
services delivered by the Hospital 

• Devolving decisions and accountability to the most appropriate clinical units 
or teams (which may include clinics, wards or departments) across the DHB 

• Ensuring strong clinical leadership and governance of the Wairarapa Clinical 
Services Action Plan (25 clinicians from across the health system are 
currently members of the steering group). 
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There are also other enablers that Wairarapa DHB recognises as imperatives for 
effective clinical governance.  These enablers include: 
 

• The Chief Executive – is charged with enabling strong clinical leadership and 
decision making throughout the organisation. Key performance indicators 
within the performance agreement of the Chief Executive include the 
improvement of clinical outcomes, clinical effectiveness and the further 
development of clinical governance. 

• DHB Governance - promoting and supporting clinical leadership and clinical 
governance at every level of the organisation.  The ongoing development of 
clinical leadership and clinical governance will be reported on through DAPs, 
SOIs and should include the function of the Clinical Board. 

 
Fostering Clinical Leadership through Regional Coll aboration 
The Wairarapa DHB has clinical staff from both the Hospital and Primary Care on the 
Leadership Group and steering group of the RCSP.  The Director of Nursing (DON) 
and Chief Medical Officer (CMO) are actively involved with the RCSP programme 
through the central region DON/CMO group and its associated work plan.  Wairarapa 
DHB clinicians are supported to participate in the regional clinical networks for 
cancer, cardiology, renal, plastics and burns ensuring that Wairarapa DHB is well 
represented as regional clinical networks develop. 
 
Clinical Leadership Outputs 
Wairarapa DHB has identified the following specific outputs for clinical leadership that 
will be delivered in the 2009/10 year and beyond as follows: 
 
Output  Timeframe 
Roll out of the regional Early Warning System for recognition of 
deteriorating patients 

1 April 2010 

Completion of the Wairarapa Clinical Services Action Plan  31 July 2009 
 

Development of Advanced Care planning for the Aged 
Residential Care sector 

30 June 2010 

Establishment of a district ethics framework responsive to a 
regional ethics committee     

1 December 2009. 

Establishment of a committee for exceptional circumstances 
 

1 October 2009 

Development of clinical leadership competencies and 
integration into performance development reviews of all senior 
clinical staff 

1 April 2010 

Introduction of coaching and mentoring framework for actual 
and potential clinical leaders 

1 April 2010. 

Development of clinical leadership training for senior clinical 
staff 

1 May 2010. 

Review of clinical governance and clinical leadership structure. 
 

31 December 2009 
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5.9 Value for Money, Cost containment and Efficiency 
 

 
 
Approach and Plans for the year 
ahead 

Reducing costs and increasing 
efficiency is the DHB’s most 
immediate priority.  Wairarapa DHB 
faces a growing challenge to fund 
and provide increasing access to the 
required range of safe, high quality 
services at levels that will deliver the 
best value for money within its fiscal 
envelope. 

In 2009/10 and outyears, growth in 
the DHB’s funding envelope will be 
less than in previous years, while 
demand for services and operating 
costs are rising faster.  Managing in 
this environment requires the DHB 
funder to make the best possible 
prioritisation and allocative decisions, 
and the DHB provider to focus on 
cost reduction, and cost containment.  
Both funder and provider must 
manage demand and practise strong 
financial discipline to ensure services 

achieve financial and clinical sustainability 

 

“Value for money” includes a wide range of quantitative and qualitative considerations.  Wairarapa 
DHB defines “value for money” as: 

“Using resources effectively, economically and without waste in achieving health and disability 
outcomes desired by government and beneficial for people of the Wairarapa.” 

Ensuring value for money requires: 

• Robust prioritisation and funding allocation processes 

• Delivery on planning and funding decisions 

• Monitoring and review of impacts and outcomes 

• Self-evaluation by the DHB of decisions and processes – a culture of enquiry and change 

• Application of learnings 

Value for money is a combination of efficiency and effectiveness and may be determined from 
different perspectives such as those of the DHB as funder, the service provider, the clinician, and 
the service user. 

Assessment of value for money and efficiency gain needs to occur across planning, service 
delivery, service development, and evaluation. 

Past year achievements  

• Achieved significant increases in percentages 
of operations/procedures completed as day 
cases, and day of surgery admissions. 

• Ongoing participation in national and regional 
procurement collaborations. 

• Delivered on a number of systems 
improvements related to ‘The Patient Journey’ 
programme. 

• Long Term Conditions project nearing 
completion which will result in all Primary Care 
practices routinely screening for diabetes and 
CVD risk assessment. 

• Increased the percentage of people receiving 
aged care services supported in the community 
in their own home. 

• Increased hospital productivity - service 
volumes/throughput increased by 5% above 
plan while expenditure increased 2% above 
plan.  

• Established IV in the home service. 
• Achieved full compliance with elective services 

performance indicators. 
• Implementation of the new Palliative Care 

Service with improved service coordination and 
service provision for a wider group of palliative 
care patients. 
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DHB wide 

 
The DHB continues to progress a number of value for money initiatives within the 
coming year including: 
• Completion of Wairarapa Clinical Services Action Plan – this review will identify 

where resources may be able to be moved from low value to higher value 
activities, and the most effective and efficient service configurations and models 
of care 

• The Patient Journey:  continue to further streamline the operations of the Hospital 
and the flow of the patient from primary care through the hospital and back to 
primary care. 

• Ongoing involvement and participation within the national and regional 
collaborative procurement programmes. 

• Complete the roll out and uptake of the long term conditions project with all 
Wairarapa practices capturing 80% of their at risk population using CDEvolution. 

• Continue to monitor ambulatory sensitive admissions, analyse data, and identify 
and implement system changes to reduce these admissions.    

• Continue to use transparent prioritisation and funding allocation processes across 
all areas of DHB activity, and within specific services. 

 
DHB Provider Arm 

Wairarapa DHB faces significant financial sustainability issues within its provider arm.   
Line by line reviews of all provider expenditures, completed in early 2009, have 
identified many areas where savings/efficiency gains are likely to be achieved.  This 
work has provided the rationale for a suite of direct cost reduction strategies 
(focusing on where gains are expected to be greatest) that are now being 
implemented to take effect during 2009/10.  The most significant of these are shown 
in the table below: 
 
Objective Deliverable(s) Target Impact Timeframe 
Increased 
efficiency of 
theatre 
services 

Review of scheduling 
processes, hours of 
activity, capacity 
planning etc 

Theatres FTEs 
managed to 
budget 

Capacity 
maximised 

June 2010 

Reduce 
expenditure on 
locums 

Staffing and rostering 
plan developed and 
implemented to 
reduce use of locums 

Reduce annual 
expenditure on 
locums by $200k 

Cost 
reduction 

Achieve 
saving by 
June 2010 

Better manage 
costs of  
supplies 

VfM review of all 
clinical supplies, 
including prosthese 

Reduce annual 
expenditure on 
supplies by  $150k 

Cost 
reduction 

Achieve 
saving by 
June 2010 

Improve 
management 
of access to 
and costs of 
imaging 
services  

Complete review of 
radiology services 
and implement 
recommendations 

Reduced annual 
growth in 
expenditure on 
imaging 

Cost 
contain-
ment  

Achieve 
saving by 
June 2010 

Most efficient 
use of nurses 
and health 
care 
assistants 

Review of nursing 
model of care, staff 
mix and rostering 
practices 

Reduced average 
cost per nursing 
FTE 

Cost 
reduction 

December 
2009 
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Increase 
efficiency of 
community 
nursing 
service 

Review and 
reconfiguration of 
community nursing 
service 

Reduced average 
cost per unit of 
service provided 

Cost 
reduction 

December 
2009 

Increase 
efficiency of 
support needs 
assessment 
and service 
co-ordination 
(FOCUS) 

Redesigned service 
to meet increasing 
demand more 
efficiently.  Includes 
streamilining of roles 
and review of on-call 
arrangements 

Increasing service 
volumes/outputs 
provided with no 
increase in staffing  

Cost 
contain-
ment 

December 
2009  
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5.10 Primary Health Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and plans for the year ahead 
Wairarapa PHO and Wairarapa DHB 
develop their strategies and plans 
collaboratively, and ensure aims and 
objectives are closely aligned.  Priorities 
for action in 2009/10 will include: 
 
• Consolidation of new initiatives and 

services developed in primary care 
over the past year, including palliative 
care and community child health 
coordination 

• Extension of primary/secondary 
collaboration to streamline and 
improve services for patients in areas 
including after hours care, the 
management of long term conditions, 
ambulatory sensitive admissions and 
acute demand 

• Progressing the Government priorities, 
including planning for the devolution of 
services to primary care. 

 
Progressing Strategic priorities 
 
Maori Health 
Implementation of the PHO’s Maori Health Plan is continuing, with SIA initiatives in 
the PHO focused on improving access for Maori and high needs people. A “packages 
of care” fund has been placed with Whaiora Whanui (Maori Provider), two outreach 
clinics target Maori and Pacific people, and the Board of the PHO operates very 
much in partnership with Maori.  During 2008/09 the PHO contracted a Maori health 
provider to provide a Maori liaison /outreach service in conjunction with primary care 
practices.  PHO health promotion funding is being used to help fund a Healthy Eating 
/ Healthy Action programme run by the same Maori provider. 
 

The Primary Health Care Strategy sets the framework for all developments in primary care, with 
increasing focus on whole population approaches, health promotion and disease prevention.   
 
Wairarapa is fortunate to have one PHO encompassing all primary medical practices across the whole 
district.  98.7% of the 2006 census population are enrolled with the PHO.  There are seven practices, 
with at least one practice located in each town.  The practices each provide comprehensive first line 
medical and nursing services and collaborate to provide after hours services jointly.  Other PHO 
services include: sexual health, Care Plus; primary mental health care; services to improve access, and 
health promotion.  PHO utilisation reports show increasing service use since the PHO commenced in 
January 2004, particularly by Maori, people in low socio-economic groups, and older people. 
 
The incoming Government has signalled an on-going commitment to the Primary Health Care Strategy 
and an intention to build on the Strategy by shifting some secondary services to more convenient 
primary care settings and establishing multi-disciplinary integrated family health centres.   
 

Past year achievements 
 
• New integrated palliative care services 

are implemented centred on  primary 
care teams 

• B4 School checks for four year olds 
implemented in each Wairarapa practice, 
in collaboration with Whaiora Whanui 
and Plunket 

• Increased coordination of community 
health services for children from birth to 
five years 

• Approximately 100% of the expected 
Care Plus population recruited to the 
programme 

• Collaboration with Maori health providers 
on reducing inequalities in health targets 

• Development of outreach and youth 
clinics 

• Maori outreach/liaison service 
implemented 

• Focus on the prevention and 
management of long term conditions  

• Further development of primary mental 
health services 
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During 2008/09 the DHB and PHO have reviewed the range of services targeting 
Maori, Pacific and people from low socio-economic groups.  The results of this review 
will provide a basis for the development of new Wairarapa specific PHO services 
focussed on measurable reductions in health inequalities and improved health 
outcomes for Wairarapa Maori.  The DHB and PHO will also work together to ensure 
that Services to Increase Access (SIA) initiatives have the same focus. 
 
People in low socio-economic groups 
The roll out of access funding across age groups has been supported by WCPHO, 
with all practices maintaining lower cost fees and all providing free visits for children 
under six.  One Wairarapa practice adopted a Very Low Cost Access payment 
structure from 1 January 2009, leading to significantly lower fees for their enrolled 
patients.  
 
The PHO also supports increased access and improved health outcomes for people 
on low incomes by: 
• Keeping user part charges as low as possible, and implementing schemes to 

assist those who have difficulty paying 
• Contributing to provision of a free community transport service for people 

travelling to health appointments 
• Providing free outreach clinics in areas of high deprivation  
• Packages of Care funded through Services to Increase Access 
• Free sexual health service 
 
A sharpened focus on the impact of each of these initiatives on health inequalities 
over the coming year will see an increase in, or different mix of, services provided. 
 

Older People 
Specific PHO initiatives towards achieving increased access and improved health 
outcomes for older people include: 
• Keeping user part charges as low as possible, and implementing schemes to 

assist those who have difficulty paying 
• Contributing to provision of a free community transport service for people 

travelling to health appointments 
• Care Plus and development of the Long Term Conditions programme – see 

below 
• Packages of Care funded through Services to Increase Access 
 
Children and youth 
The PHO contributes strongly to improving child and youth health by: 

• Implementation of school health clinics in two secondary schools 
• Successful implementation and use of the NIR in all practices 
• Provision of free sexual health services for young people 
• All Wairarapa practices provide free care for under-sixes.   
 
During 2008/09 the PHO coordinated the delivery of the B4 School check in 
collaboration with Wairarapa Public Health, Plunket and Whaiora Whanui.  The 
introduction of the B4 School check has provided an opportunity to improve the 
coordination of services for children under five years of age.  A Community Child 
Health Coordinator has been employed by the PHO to oversee the introduction of B4 
School checks in collaboration with Well Child providers and practice teams.  In 
2009/10 the focus of the new position will be on tracking a range of child health 
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indicators and ensuring that families receive the services they require through the 
coordination of community child health services from birth to five years of age. 
 
A planned project to better understand and reduce ambulatory sensitive hospital 
admissions will also have a particular focus on admissions of children under five 
years. 
 
Reducing the burden of chronic disease  
At January 2009 the PHO is at 98% of its Care Plus target, and is on track to exceed 
100% by June 2009.  Over the past two years implementation of a standardised 
approach to Long Term Conditions (chronic care management) has been completed 
in all Wairarapa practices. The programme enables improved monitoring, early 
intervention and support for people who live with, or are at risk of developing chronic 
illness.  As data is collected it will also provide measures of whole practice population 
health.  With the completion of project funding at the end of 2009, the project will 
move to ‘business as usual’ in each practice. 
 
This progress made through the LTC project will be extended in the coming year 
through the joint DHB/PHO LTC Breakthrough Collaborative Series (BCS) project.  
The BCS will focus on improving systems and processes for generic treatment and 
management of long term (chronic) conditions at primary health care level in the 
Wairarapa.  Three project workstreams will develop the capacity and capability 
necessary for the roll out of DHB wide pathways and clinical programmes for 
improved management of people with long term conditions across the chronic care 
continuum: 
 

• Practice system design/redesign and change management at a practice level 
• Optimising medication for chronic disease 
• Frequent flyers – primary-secondary coordinated care 

 
During 2008/09 integrated palliative care services have been implemented in line 
with the New Zealand Palliative Care Strategy and the Wairarapa Palliative Care 
Plan.  The new model of care is intended to coordinate patient care across service 
areas, through shared care planning and nomination of a key worker for each patient.  
The implementation of the new model will remain a priority in 2009/10. 
 
Reducing the burden of mental illness and addiction s 
The “To Be Heard” pilot service for Wairarapa PHO became fully operational in the 
2006/07 year and will be become an on-going service from 2009/10.    The DHB and 
PHO will continue to consider the results of national evaluation and internal review to 
enhance the operational and clinical effectiveness of the programme. 
 
Implementation of the Depression guidelines and an extensive training programme is 
underway in 2008/09.   
 
Cancer control 
• Wairarapa Community PHO has contributed to the development of cancer 

services and cancer plans for the district 
• WCPHO is committed through the PHO Performance Monitoring framework to 

obtaining full eligible population uptake of Cervical and Breast Screening.   
• WCPHO is working with the DHB to implement improved Palliative Care services 

for Wairarapa during 2008/09.  These services will include an enhanced role for 
generalist palliative care, including primary care.  
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Primary Health Care Priority Area: 

 Outcome Actions Target 
Date 

Responsibility 

Work with local 
communities 
and enrolled 
populations 

Community engagement in 
PHO governance and 
operations is facilitated 

• Strategic cooperation between 
DHB and PHO Boards in service 
development and planning, 
including the development of the 
District Annual and Strategic 
Plans 

• Regular meetings between Maori 
health providers and the PHO, 
and subcontracts with the Maori 
providers for health promotion, 
research, liaison and outreach. 

All quarters PHO Trustees and 
management.  DHB 
Board members and 
Planning and Funding 

• Focus on PHO Performance 
Programme, including the 
development of long term 
conditions indicators. 

All Quarters DHBNZ, DHB, PHO, 
practices and 
Compass Clinical 
Board 
 

Continuous 
quality 
improvement  

 

• Breakthrough Collaborative 
Series, practice design work 
stream 

Quarter  1 
and 2 

BCS participants, 
including participating  
practice teams 

Increased access to 
primary care services 
 
 

• Development of after hours 
services. 

• Focussed project aimed at 
understanding and reducing ASH 

• Increase capacity to extract and 
analyse practice and DHB data to 
focus on the areas of 
demonstrated highest need 

 

Quarter 1 
 
Quarters 1 
and 2 
 
All quarters 

Planning and 
Funding, PHO 
 

Offer access to 
comprehensive 
services to 
improve, 
maintain and 
restore 
people’s health  

Increased equity in health 
outcomes 

• Development of outreach clinics, 
and collaboration with Maori 
providers to reduce inequalities in 
health target outcomes for Maori.  

• Collaboration with Maori providers 
to further increase Maori access 
to primary health care. 

• The Health Equity Assessment 
Tool will continue to be used in 
planning services aimed at 
reducing health inequalities. 

All Quarters PHO, DHB, GPs, 
Clinical Pharmacists, 
FOCUS (NASC)., 
Community Nursing 
Service, GP Liaison, 
Specialist Physicians 

Reduction in the burden of 
chronic conditions 
 

• Implementation of the PHO LTC 
project, including completing the 
identification of the population at 
risk of or having long term 
conditions 

• Build on the PHO LTC project 
through the DHB wide LTC 
Breakthrough Collaborative 
Series project. 

• Complete implementation of the 
integrated Wairarapa palliative 
care service. 

• Complete implementation of 
tobacco ABCs in all primary care 
consults 

 

Quarter 1 
and 2 

PHO LTC Steering 
Group, all practice 
teams 
 
 
BCS participants, 
including participating  
practice teams  
 
PHO, practices, Lead 
GP for Palliative care, 
Lead Palliative 
Carers  

Improved access to 
services for children and 
youth 

• Develop and implement systems 
for the integration of community 
child health services, including 
the development of performance 
indicators. 

 

All quarters PHO, Planning and 
Funding, WPHU, 
Whaiora Whanui, 
Plunket 
 

Coordinate 
care across 
service areas  

Increased services are 
available in primary care 

• Plan for the devolution of 
secondary services to primary 
care from 2010/11 

All quarters PHO, Planning and 
Funding, DHB Senior 
Management Team 
and SMOs 
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Performance Measures  

The table below shows the measures we will use in 2009/10 to monitor progress 
towards improving health outcomes through primary health care services.  
 
 

Health Target, 
Indicator of DHB 
Performance or 
additional reporting 
requirements 

Measure  Target/expectati
on for 2008/09 

IDP(SER-07) Fee increases above annual statement of reasonable referred to fees review 

Practices comply with fees committee recommendations 

PHO practices ensure access to fees information  

100% 

PHO PMP Percentage of PHO enrollees aged 65 years and above who received 
influenza immunisation 

75% 

Health Target Percentage of PHO enrolled two year olds fully immunised  85% 

PHO PMP Cervical screening coverage rate  Total 
population:80% 

High needs: 75% 

PHO PMP Breast screening coverage (high needs population) 70% 
Kick start the shifting of 
services to primary care 

Provide a report briefly outlining: 
1. How secondary care and primary health care clinical leaders are involved in the 

planning and change management process, how the engagement is occurring, 
and how agreement will be reached as to services to be shifted and processes 
to be followed 

2. Which services are to be shifted from secondary care settings to primary care by 
1 July 2010 

3. Confirming how the DHB will spend the change management funding over the 
2009/10 year 

4. Once a decision has been made on the service to be shifted, the DHB is to 
provide an outline summary identifying - a description of the transferred services, 
the new provider, the setting in which the shifted services will be delivered, and 
the anticipated date of commencement of the service. 
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5.11 Keeping Well / Public Health Initiatives  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the year ahead 

• Work regionally with Capital & Coast 
and Hutt valley DHBs to: 
o undertake review of current 

population health contracts and 
link the contracting process to an 
outcomes framework aligned to the 
Keeping Well strategic objectives 

o develop an outcomes framework 
with associated indicators for 
Keeping Well strategy that will 
enable the DHB to measure 
progress of population health 
initiatives 

 
• Work with Whaiora Whanui to further develop whānau ora outcomes and 

performance measures for the Whānau Ora Service as an exemplar project 
for the Wairarapa. 

 
• Work with the PHO to review how their Wairarapa specific services can be 

aligned to the Keeping Well strategic objectives and identify opportunities and 
synergies for primary health to contribute to population health outcomes. 

 
• Public Health Unit develop evidence and needs based programme logic, 

outcomes and performance measures for public health interventions that are 
aligned to DHB population health goals. 

 
• Continue to build capacity of public and primary health workforce in 

programme logic and health outcomes. 
 

• Scoping population health strategy to improve the health status of Māori and 
Pacific Island men aged over 35 through co-ordinating existing public and 
primary health interventions and identify opportunities for better collaboration 
to maximise health gain. 

In conjunction with the Capital and Coast and Hutt Valley DHBs and the Ministry of Health, the DHB is 
participating in the implementation of Keeping Well 2008-2012 which is the population health strategy 
for the Wellington region.  With the strategy being signed off in 2008, a two year implementation plan 
has been agreed to by all DHBs and a project team employed to facilitate the implementation across 
the region.  Keeping Well project team are working closely with the DHB and providers in the district to 
meet the deliverables of the implementation plan. 
 
The purpose of Keeping Well is to guide collaborative MOH/DHB leadership for population health 
issues as well as providing direction for organisations working in population health.  The aim of the 
strategy is to improve the health of the whole population and, particularly, to improve health outcomes 
for high need groups, including Māori and Pacific people.  The DHB recognises that working closely 
with their high needs communities is an important part of their approach to planning and funding.  
Keeping Well is rooted in the need to focus resources and integrate programmes into high needs 
communities. 
 
 

Past year achievements  
 
• Developed new service specifications 

for Whaiora Whanui Whānau Ora 
Service moving towards a whānau ora 
outcomes framework and alignment to 
the Keeping Well strategic objectives. 

 
• Public Health Unit service plan aligned 

against the Keeping Well strategic 
objectives 

 
• Contributed to the direction of the 

broader Keeping Well strategy through 
participation in the Public Health 
Steering Group. 
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Keeping Well Goals & Strategic Objectives 
 
Goals  
1. Reduce health inequalities for the population groups most at risk 

2. Support the development of healthy communities 

3. Reduce the incidence and  impact of chronic conditions 

 

Strategic objectives 
To make measurable improvements to regional health outcomes in the following 
eight population health priority areas: 
 
1. Equal opportunity to good health 

2. Smokefree living 

3. Mental Wellbeing 

4. Healthy Eating Healthy Action 

5. Lives free from harm due to drugs and alcohol 

6. Control of infectious diseases 

7. Living conditions that nurture human health 

8. Families enjoying violence free lives 

 
Keeping Well is an overarching approach to population health and informs this 
Annual Plan.  Specific population health actions aligned to the strategic objectives 
are identified in the relevant sections of this Plan.  Keeping Well will also form the 
basis for the development of the next DHB Strategic Plan and guide future 
contracting between the DHB and providers as the DHB develops a more logical 
approach to the design of interventions through outcomes frameworks.  The 
Wairarapa Public Health Unit Service Plans will be shaped by Keeping Well as well 
as the broader services provided by Regional Public Health in the Wairarapa. 
 
The implementation of Keeping Well requires both workforce and infrastructure 
development to support a more effective population health sector.  The diagram 
below illustrates the identified key areas of focus and infrastructure development for 
both the Keeping Well Implementation team and the DHB. 
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5.12 Reducing Inequalities 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the year ahead 

The Wairarapa DHB approach to improving the health of the Wairarapa population 
will focus on  identifying opportunities to improve the health status of high needs 
population groups including, Māori, Pacific people and low income families. 
Disparities in the health outcomes of these groups are evident across the health 
continuum. Reducing these inequalities will require changes in the way that all health 
services are provided as well as changes in the wider determinants of health. 
Because many of these determinants lie outside the health sector, collaboration with 
many sectors and agencies will be a key factor in achieving improvements in long 
term population health outcomes for priority groups and reducing current inequalities. 
 

“Keeping Well 2008-12” has been adopted as the Wellington regional approach to population health.  The 
overarching goal is to provide equal opportunity for good health to all population groups. This means 
focusing on opportunities to improve the health status of high needs population groups including, Māori, 
Pacific people and low income families.  
 
Improving access to health services and health outcomes for these groups will reduce disparities. 
Services and programmes will be developed and implemented to improve their health outcomes 
compared to those of other new Zealanders. 

Past year’s achievements  
 
Level 1 – Structural 

• Development of Te Arawhata Totika – a cultural competency framework for the Wairarapa 
• Implementation of new Māori health provider contracts focussed on Whanau Ora 
• Commenced implementing Keeping Well, the Wellington Regional Strategic Plan for Population Health, 

which focuses on improving equity in health outcomes 
• Increased workforce capacity and capability through training in Nutrition and Physical Activity for Māori  
• DHB support for the development of Pasifika Wairarapa, a trust for the Wairarapa Pacific community 

Level 2 – Intermediary pathways 
• Work has continued with Māori, low income groups, children, youth and older people, to improve nutrition, 

increase breastfeeding rates, increase physical exercise, reduce smoking rates and housing – through a 
range of programmes delivered by Māori providers, the PHO and joint initiatives. Examples of these are 
nutrition and physical activity programmes in schools, Healthy Homes, physical activity programmes such 
as Tai Chi, for older people. 

• Wairarapa Waitangi Origins Day 
• Māori Women’s Welfare League promotion of Oranga Kai Oranga Pumau 
• Supporting Māori and Pacific projects initiated by community groups 
• Implementation of a Smokefree Wairarapa Plan 

Level 3 – Health and disability services 
• Continued development of community outreach clinics for Māori and Pacific 
• Appointment of a Māori outreach/liaison role to work across primary care 
• Integration of Whanau Ora services with the PHO Māori Liaison role and general practice teams 
• Increasing transparency and equity of access through the establishment of a single point of entry  
• Implementation of B4 School checks focussing on children from high needs families 
• Ministry of Social Development funded primary mental health pilot for people on sickness or invalid 

benefits 
Level 4 – Impact 

• Significantly reduced disparity in diabetes management through increased collaboration and improved 
access to health services 

• Increased focus on reducing inequalities in all national health targets 
• Childhood immunisation rates are higher for Māori and Pacific children than other ethnic groups 
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Wairarapa DHB’s recent Health Needs Assessment 2008 (HNA) has indicated that 
there are significant inequalities in health between different population groups within 
Wairarapa, and that the degree of inequality in Wairarapa is high relative to the rest 
of New Zealand.  
 
The DHB’s strategic plan focuses on improving the health status of four priority 
population groups that were identified as having the poorest health outcomes relative 
to other groups. These population groups are Māori, older people, children and youth 
and people with low incomes.  Reducing inequalities not only requires changes in the 
way health services are provided, but also on changes in the wider determinants of 
health: socioeconomic status, income, education, employment, housing and 
discrimination. 
 
The HNA raised awareness of equity issues and inequalities and increased 
commitment to address them. The DHB and Wairarapa PHO both use the ‘equity 
lens’ in assessing and deciding on programmes and interventions.  Across all 
services there is increasing measurement of utilisation and outcomes by ethnicity, 
age, and deprivation decile.   
 
Wairarapa DHB routinely assesses its efforts against the Ministry’s Health Equity 
Intervention Framework to ensure that interventions are being pursued at all levels.   
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Priority Area: 

 

Reduce disparities in health outcomes 

Objective Outcome Actions Target 
Date 

Responsibility 

Review M āori 
Health Plan 

Updated health targets  
 
Prioritise health issues 
 
 

• Update plan with 2008 HNA data 

• Review targets 

• Identify and prioritise health issues 
for intervention 

• Review priorities for DHB Strategic 
Plan 

 
 
 
 

Māori Health Directorate 

Increase cultural 
competence 

Increased cultural 
competence by 
providers of health 
services 
 

• Implementation of Te Arawhata 
Totika – cultural competency 
framework 

All quarters Māori Health Directorate 

Improve 
pathways of care 
and access to 
services for 
priority groups 

Reduce inequalities in 
access to Health 
services 

• Review pathways of care for Maori 

• Collaboration between PHO and 
Māori providers to achieve key 
national and regional health targets 

• Evaluation and development of 
health services to increase access 
for Māori and Pacific 

• Ensure Māori and Pacific input into 
service planning 

• Improve management of long term 
conditions for Māori, Pacific and low 
income groups 

• Increase access to palliative care 
services for Māori, Pacific and low 
income groups 

 DHB Planning & 
Funding 

Reduce 
inequalities in 
child health 

Increased co-ordination 
of child health services 
 
Increased ability to 
measures inequalities 

• Increase co-ordination of community 
child health services 

• Identify changes necessary to 
improve data collection 

• Implement changes to enable 
improved measurement of 
disparities in child health outcomes 
and target services 

All quarters DHB Planning & 
Funding 
PHO Community Child 
Health Co-ordinator 
Plunket  
Whaiora 
Public Health 

Reduce 
disparities in 
breastfeeding 
rates 

Reduce disparities in 
breastfeeding rates 
 
Increase in exclusive 
breastfeeding at 6 
weeks and 6 months for 
Māori and Pacific infants 
 
 

• Implement Wairarapa Breastfeeding 
Action Plan 

• Increase support for Māori and 
Pacific mothers through whanau 
workshops 

• Implement Wairarapa Breastfeeding 
Promotion Campaign 

• Improve linkages between support 
agencies 

Quarter 4 HEHA Project Manager 
Maternity Services 
Māori Health Providers 
Māori Women’s Welfare 
League 

Reduce 
disparities in 
smoking rates 

Reduce smoking rates 
among Māori and Pacific 

• Implement targeted initiatives for 
Māori and Pacific within Smokefree 
Plan 

 

 Smokefree Co-ordinator 
PHO 
Whaiora 

Reduce lifestyle 
inequalities 

Reduce obesity and 
increase physical activity 
in Māori and pacific 
populations 

• Implement Healthy Lifestyles 
Programme and Social Marketing 
Strategy with targeted interventions 
for priority groups (Maori, Pacific 
and low-income groups)   

• Develop community outreach 
lifestyle clinics 

Quarter 4 DHB Planning & 
Funding 
HEHA Project Manager 
Te Iwi Kainga 
Māori Health Committee 

Reduce 
disparities in 
workforce 
capacity and 
capability  

Increase Māori and 
Pacific workforce 
capacity and capability  
 
 

• Increase and develop opportunities 
for professional development and 
training for Māori and Pacific 
workforce 

• Support the development of local 
“trainers” through nationally 
delivered “train the trainer” 
workshops 

All quarters DHB Planning& Funding 
Whaiora 
Te Hauora 
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5.13 Maori Health 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Approach and Plans for the year 
ahead 
He Korowai Oranga: the Maori 
Health Strategy sets the national 
direction for Maori health 
development. The overall aim is 
whanau ora, whereby Maori families 
are supported to achieve their 
maximum health and wellbeing. He 
Korowai Oranga sets out four 
pathways for action which 
determines the priorities, objectives, 
and actions being undertaken by 
Wairarapa DHB at a local level. In 
2008 Wairarapa DHB completed the 
development of Te Arawhata Totika 
- a cultural competency framework. 
This is a significant achievement for 
Wairarapa as the framework 
articulates the values relating to 
hauora that Wairarapa tangata 
whenua have identified. Te 

Arawhata Totika will be used to support, strengthen and increase responsiveness to 
Maori across all WDHB services. The framework also provides the structure for the 
Wairarapa DHB Maori Health Action Plan 2009-2012.   
 
Iwi Kainga provides oversight of all DHB Maori health service planning and delivery.  
The Maori Health Committee works across the DHB to ensure opportunities to 
improve health outcomes for Maori are maximised. The Maori Health Committee will 
continue to monitor progress of the Maori pathways of care project and ethnicity data 
collection programmes. Te Hauora o te Karu o te Ika collective and individual Maori 
health providers will continue to increase workforce capability and capacity. There will 
be an increased focus this year on collaborative approaches with the WCPHO and 
other community providers to increase access for Maori to services.  
 

Why is health of Maori a priority? 
• Maori have poorer health than any other group 
• Some gaps between health of Maori and health of non-Maori are reducing but in some areas, such as 

asthma, they are increasing  
• Despite having greater needs, Maori are less likely to access primary health services 
• Maori are an increasing proportion of the total Wairarapa population and will place increasing demand 

on health services 
• Maori health is a national priority 
• DHBs have statutory responsibilities to advance Maori health and to reduce disparities between Maori 

and non-Maori 
 
Increasing recognition and understanding of the cultural determinants of health is of specific relevance to 
Maori.  Whanau is central to Maori health and well-being.  Service developments for Maori must support 
whanau ora and Maori models of health. He Korowai Oranga, the national strategy for Maori health, sets 
out pathways for the achievement of whanau ora. 

Wairarapa District Strategic Plan 2005 

Past year achievements  
• Te Oranga O Te Iwi Kainga / WDHB developed a 

Cultural Competency Framework – Te Arawhata Totika  
• Maori Health Committee reviewed the Maori pathways 

of care in Colposcopy, HDU, Care Plus users  
• Maori strategic input on HEHA lead group and  

community initiatives supported through the community 
action fund  

• New model of Whanau Ora being piloted with Whaiora 
Whanui. 

• Reducing inequalities data integrated within reporting 
processes 

• Increased delivery of clinics at Marae and Maori 
communities, Te Rangimarie, Papawai 

• Emphasis on improving linkages between PHO and 
Maori health providers e.g. diabetes reviews. 

• Maori Provider Te Hauora have strengthened  weekly 
clinics within a General Practice    

• Supported Maori provider development in IT and 
systems design 

• PHO establishment of a Maori Liaison role to work 
across General Practice and Maori Providers  

• Increased Maori workforce capability e.g. Seven 
Wairarapa Maori achieved a diploma in qualified NZIM 
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Maori Priority Area: 

 Outcome Actions Target 
Date 

Responsibility 

He Korowai 
Oranga 

    

Pathway 1 – 
development of 
whanau, hapu and 
iwi and Maori 
communities 
 
 
 
 
 
 
 
 
Fostering Maori 
community 
development  
 
 
 

Collaborative initiatives 
with the collective - Te 
Hauora o Te Karu o Te Ika 
have strengthened and 
increased. 
 
 
 
 
 
 
 
 
Whauau Ora practice is 
strengthened 
 
 
 
 
 
 
 
WDHB MHS have 
increased community 
engagement with tangata 
whaiora  
 
 
 
Treaty knowledge 
increased and practiced at 
governance level  

Work with Maori Health providers to: 
• Further develop whanau ora 

approaches in their service 
delivery and evaluate new 
whanau ora service models 

• Provide Maori providers advice 
and support during contract 
review processes  

• Build on Maori provider 
management systems 
improvements  

 
• Continue to increase  whanau 

case management practice 
• Increase effectiveness of the 

Maori liaison role with General 
Practices   

• develop innovative strategies for 
increasing access of hard to reach 
Wairarapa whanau 

 
• Further develop programmes for 

tangata whaiora 
• Increase linkages and 

collaborative approaches with 
provider arm mental health 
services  

 
• Complete WDHB Board Iwi 

Kainga combined  training in 
implementing the Treaty at 
governance level  

 

All Quarters 
 
 
 
 
 
 
 
 
 
 
 
All Quarters 
 
 
 
 
 
 
 
 
Quarter 2 
 
 
 
 
 
 
 
Quarter 3 
 
 
 

DMH  
P & F  
 
 
 
 
 
 
 
 
 
 
PHO 
Maori Providers 
P & F 
DMH 
 
 
 
 
 
MHS Manager 
Maori provider 
 
 
 
 
 
 
DMH 

Pathway 2 – 
Maori 
participation in 
the health and 
disability sector 
 
 
 
 
 
 
 
 
 

Quality outcomes following 
consumer focus groups are 
monitored and 
improvements 
implemented  
 
 
 
 
Cultural 
Competency/Tikanga Best 
Practice established as 
core training    
 
 
 
 
 
 
 
Maori communities 
engaged and accessing 
oral health services  
 
 

• Maori Health Committee monitors 
Maori consumer focus groups in 
provider arm services  

• Maori ethnicity data collection 
project is monitored by the Maori 
Health Committee 

• Maori Community Action 
initiatives are supported  

 
• Establish Cultural Competency 

and Tikanga Best Practice as a 
core training component for 
WDHB staff  

• The Cultural Competency 
Framework implementation 
programme is monitored by Iwi 
Kainga and the Maori Health 
Committee 

 
• Iwi Kainga to support and monitor 

the implementation of the new 
oral health service model and  
access of mobile units  

 

All Quarters 
 
 
 
 
 
Quarter 4 
 
 
Quarter 2 
 
 
 
 
All Quarters  
 
 
 
 
Quarter 3 
Quarter 4 
 
 

GM Hospital 
Maori Health 
Coordinator 
 
 
 
P & F Project 
Coordinators 
 
GM HR 
DMH 
MHU 
 
 
GM Hospital 
DMH 
 
 
 
DMH 
GM Wairarapa Public 
Health 
P & F  
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Maori Priority Area: 

 Outcome Actions Target 
Date 

Responsibility 

He Korowai 
Oranga 

    

Pathway 3 – 
effective health 
and disability 
services 
 
 
 
 
 
Addressing 
health 
inequalities for 
Maori  

More Maori children are 
accessing health and 
disability services  
 
Maori responsiveness and 
cultural competence 
increased in 2 hospital 
service areas 
 
 
The cultural competency 
framework planning tool is 
developed  
 
 
Ethnicity data collection 
processes improved 
through establishment of 
benchmarks and increased 
Maori access targets      
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Maori Needs Assessment 
process supports and 
increases Maori access     
 
 
 
Numbers of Maori 
accessing To Be Heard 
have increased 
 
 

• High level of input into the 
implementation of the DHB’s child 
health strategy  

 
• Implement Te Arawhata Totika - 

Cultural Competency Framework 
within two provider arm services  

 
 
 
• Further develop Te Arawhata 

Totika  as a health strategy 
planning tool that can be utilised 
in any service development   

 
• Increase Maori ethnicity data 

collection and data quality.   
• Establish ethnicity data 

benchmarks and goals for 
increased Maori access of 
elective services   

• Work with Te Iwi Kainga and the 
Maori Health Committee to 
monitor the Maori ethnicity data 
collection quality programme 

 
• Maori Health Committee reviews 

of pathways of care within the 
hospital provider arm: 
o Paediatrics services 
o Medical Surgical 
    Services  
o Mental Health Services 
 

• In conjunction with the Needs 
Assessment agency FOCUS, 
review access to and 
effectiveness of needs 
assessment processes for Maori 

 
• Increase Maori access to the To 

Be Heard primary mental health 
programme 

 
 
• Implement the Rangiora Maori 

responsiveness plan in Mental 
Health Services 

 

All Quarters  
 
 
 
All Quarters  
 
 
 
 
 
Quarter 1 
 
 
 
 
Quarter 4 
 
All Quarters 
Quarter 2 
Quarter 3 
 
All Quarters  
 
 
 
 
 
All Quarters  
 
 
 
 
 
 
Quarter 2 
Quarter 3 
 
 
 
 
 
All Quarters 
 
 
 
Quarter 1 
Quarter 2 

DMH 
P & F 
 
 
DMH 
Gm Hospital 
 
 
 
 
DMH 
CCF Coordinator 
 
 
 
GM Hospital  
Maori Health 
Coordinator  
Clinical Service 
Managers 
 
 
 
 
 
 
 
Maori Health 
Coordinator 
 
 
 
 
 
Community & Public 
Health Manager 
Manager FOCUS 
Maori Health 
Coordinator 
 
 
PHO Manager 
 
 
 
MHS Manager 

Pathway 4 – 
working across 
sectors 
 
 
 
 
 
Encouraging 
initiatives that 
positively affect 
whanau ora 
 

Nurse Mentor Pilot 
completed and tool kit 
distributed to Central 
Region DHB’s 
 
 
 
 
 
Rates of Maori access 
increased  
 
An East side community 
development leadership 
and coordination structure 
established  
 
 
 
 
 
 
 

• Continue to support Maori 
nursing through implementation 
of the Nurse Educator (Maori 
Mentor) pilot at UCOL. 

• Monitor and evaluate the Nursing 
Mentorship Pilot Programme 

• Develop Nurse mentoring tool kit    
 
• Evaluate SIA initiatives and work 

with the WCPHO to further 
develop innovative approaches 
for increased access   

• Support the establishment of a 
governance / leadership structure 
for Wairarapa East side 
development 

• Monitor Maori access of the 
Healthy Homes Initiative 

• Ensure Maori input is provided 
across all healthy lifestyle 
initiatives; suicide prevention, 
violence intervention, Smokefree  

 

All Quarters  
 
 
 
Quarter 2 
 
 
Quarter 3 
 
 
 
 
All Quarters  
 
 
 
All Quarters  
 
 
 
Quarter 2 
Quarter 3 
 

DON 
DMH 
 
 
DON 
DMH 
 
 
P & F  
DMH 
 
 
DMH 
P & F 
 
 
Manager Public 
Health 
 
 
P & F Project 
Coordinators 
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Maori Priority Area: 

 Outcome Actions Target 
Date 

Responsibility 

He Korowai 
Oranga 

    

 
A Maori workforce initiative 
implemented  
within the Wairarapa  

• Utilise the Central Regional Maori 
workforce development social 
marketing tool to increase 
workforce numbers 

 

 
Quarter 4  
 
 
 

 
DMH 
GM HR 
 
 

• Work with a range of community 
agencies to promote healthy 
lifestyles  (e.g. Active Wairarapa, 
HEHA, smoking cessation, 
suicide prevention).  Continue 
with work-streams as per 
individual plans 

All Quarters Planning and Funding 
Project Coordinators, 
Wairarapa Public 
Health 
  
 

Promote more 
holistic 
approaches in 
services 
 

Promotion of healthier 
lifestyles engages Maori 
communities 

• Establish Lifestyle Clinic for 
Maori/Pacific Island people 

Quarter 2 Planning and Funding 
Project Coordinators, 
PHO, Wairarapa 
Public Health 

• Targeted promotion of influenza 
vaccine to front line health 
professionals. 

 

Quarter 3 PHO, Wairarapa 
Public Health 
 

• Implement 3 project work-streams 
of the collaborative project 
(Breakthrough Series model) : 
1) Practice system redesign 
2) Optimising medication for 

chronic disease  
3) ‘Frequent Flyers’ – Primary-

Secondary coordinated care 
 

All Quarters PHO, DHB, GPs, 
Clinical Pharmacists, 
FOCUS (NASC)., 
Community Nursing 
Service, GP Liaison, 
Specialist Physicians 

Community wide 
collaborations 
 

PHO, Wairarapa Public 
Health and service 
providers have increased 
integrated service models 

• Work with the PHO to develop 
systems that focus on  the 
management of long term 
conditions for Maori  

 

All quarters PHO, Planning and 
Funding 

• Continue to increase uptake of 
the Care Plus programme and 
improve integration of this 
programme with other health 
services. 

 

All Quarters PHO, Lead Palliative 
Carers  

• Action Implementation plan from 
AT&R review recommendations 

 

Quarter 1, 
Quarter 2 

General Manager, 
Hospital Services, 
AT&R and Clinical 
Services Managers 
 

Improve quality 
and safety of 
services  

Implementation of Best 
Practice guidelines for long 
term conditions 

• Continue involvement in Regional 
projects (e.g. renal, cancer)   

All Quarters Planning & Funding 

 



 96 

 
 

Outcome 
Measurements 

IDPs: 
HKO 01 –  Local iwi/Maori are engaged and participate in DHB decision-making and the development of 
 strategies and plans for Maori health gain 

• Percentage of PHOs with Māori health plans (MHP) that have been agreed to by the DHB.  
Target – 100% 

• Percentage of DHB members that have undertaken Treaty of Waitangi training.  Target – 
100% 

 
HKO 03 – improving mainstream effectiveness  

• Maori Health Committee reviews of pathways of care within the hospital provider arm: 
o Paediatrics services 
o Medical Surgical Services  
o Mental Health Services 

 
 
HKO 04 – increase in funding for Maori health and disability initiatives 

 
 
1. Maori Health Providers 

2009/10 
budget 

20010/11 
target 

2011/12 
target 

Mainstream PHO services 
for Maori 

272,860   

Maori providers 1,269,759   
Maori specific in mainstream 750,668   
Funding increase  *                     * 
Total expenditure 2,293,287   

 
* Out year funding to be confirmed once the CSAP is complete. 
POP 15 – avoidable hospital admissions (for Maori) 
Targets  

Ambulatory Sensitive 
Hospital Discharges 

Maori 

0 – 74 years 140 
0 – 4 years 120 
45- 64 years 129  

 PHO Performance Management Programme targets for Maori and Pacific: 
• Breast screening 
• Cervical screening 
• Diabetes management and control 
• Cardiovascular risk assessment 
• Childhood immunisation 
• influenza vaccinations 
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5.14 Pacific People 
 
 
 
 
 
 
 
 

 
Approach and Plans for the year 
ahead 

Pacific people make up less than 2% of 
the Wairarapa population, with the 
2006 Census reporting that 846 people 
identifying as of Pacific ethnicity.  Due 
to the small numbers it is difficult to 
analyse health data and gain a picture 
of the health status for the group. 

However Pacific people have not historically been specifically provided for by health 
services, and available statistics indicate that many Wairarapa Pacific people suffer 
from poorer health than other groups. 
 
During 2008 a Pacific Health Promoter position was established within the Wairarapa 
Public Health Unit, and the Pacific Community Health Worker was appointed to the 
position.  These positions has been successful in providing a bridge between 
community and health services and provided an initial basis for assessing and 
meeting community needs.  A community based health clinic with nurse and GP 
services is supported by the health promoter and has helped to reduce the cost and 
cultural barriers to accessing primary care.  A PHO focus group for Pacific people 
living with long term conditions has provided a basis for improving the 
responsiveness of primary care to this group. 
 
In 2008 Pasifika Wairarapa was established with the support of the DHB.  This 
community Trust will provide a focus and mechanism for community development 
initiatives and consultation with the Pacific community.  The inaugural Pasifika 
Festival in March 2008 also provided a focus for the community as well as an 
opportunity for health education and promotion.  The festival will be held again in 
2010. 
 
These recent developments have provided a platform for an increased focus on 
health promotion, access to services, and the health outcomes for Pacific people 
living in Wairarapa.  During 2009/10 the DHB and health service providers intend to 
continue to focus on a community development approach, particularly in Masterton 
East.   
 
The Wairarapa DHB approach to improving the health of the Wairarapa Pacific 
population is to ensure there is a focus on identifying opportunities to improve the 
health status of Pacific people.  Disparities in the health outcomes of Pacific 
communities are evident across the health continuum. Reducing these inequalities 
will require changes in the way that all health services are provided as well as 
changes in the wider determinants of health. Because many of these determinants lie 

The small number of Pacific people in Wairarapa makes it difficult to draw reliable conclusions about 
their health needs from local data.  National data shows that Pacific people generally are in low socio-
economic groups, and have poor health outcomes compared with non-Maori and non-Pacific groups. 
 
In Wairarapa there are no Pacific health provider organisations and Pacific people are not represented 
in DHB decision-making.  A DHB priority for the immediate future is to establish a Pacific people’s 
advisory group. 
                                                                                                   Wairarapa District Strategic Plan 2005 

Past year achievements  

• Pasifika Wairarapa established 
• Pacific Health Promoter  works with health 

and social services to increase access for 
Pacific people 

• Te Awhina community clinic increases 
access to primary care for Pacific people 

• Health clinics in primary and secondary 
schools with Pacific pupils 
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outside the health sector, collaboration with many sectors and agencies will be a key 
factor in achieving improvements in long term population health outcomes for 
Wairarapa Pacific families. 
 
Priority Area: Healthy Pacific Peoples achieving their full potent ial  

Objective Outcome Actions Target 
Date 

Responsibility 

To improve 
access to 
primary health 
care services for 
all pacific  
children   

Child Health Strategy 
increases access of 
health services by 
Pacific children and 
families   

• Ensure Pacific input during  
implementation of the child health 
strategy  

• Monitor and evaluate Pacific 
immunisation rates  

 

All quarters  
 
 
 

GM Public Health  
WCPHO Manager 

Promoting 
Pacific healthy 
lifestyles and 
wellbeing  

Increased access of 
healthy lifestyle 
initiatives by Pacific 
communities  
 
 
 
Reduce obesity and 
increase physical activity 
in pacific populations 

• Healthy lifestyle initiatives centred 
on the existing community clinic, 
including smoking cessation for 
Pacific clients and implementation of 
learnings from training in Pacific 
nutrition 

• Implement Healthy Lifestyles 
Programme and Social Marketing 
Strategy with targeted interventions 
for Pacific groups 

• Develop community outreach 
lifestyles clinics 

 

All quarters Planning & Funding 
HEHA Project Manager 
Director Maori Health  

Improve Pacific 
access to 
effective primary 
health services  

Pacific primary 
healthcare development 
is supported and further 
developed   
 
 
 
 
 
 
 
 
 
 
 

• Further development of free primary 
healthcare services in Masterton 
East  

• Support the development of health 
services to increase access for 
Pacific 

• Ensure Pacific input into service 
planning 

• Improve management of long term 
conditions for Pacific  

• Increase access to palliative care 
services for Pacific  

All quarters  DHB Planning & 
Funding 
Director Maori Health  

Reduce Pacific 
inequalities in 
child health 

Increased co-ordination 
of child health services 
 
 

• Increase co-ordination of community 
child health services 

• Identify changes necessary to 
improve data collection 

• Implement changes to enable 
improved measurement of 
disparities in child health outcomes 
and target services 

All quarters DHB Planning & 
Funding 
PHO Community Child 
Health Co-ordinator 
Plunket  
Public Health 

Pacific provider 
development and 
workforce 
development  

Support the growth and 
development of newly 
established Pacific 
health focused 
organisations  

• Support Pacific Provider access of 
the MOH  Pacific Provider 
Development Fund and the 
Community Action Fund 

• Improve linkages between support 
agencies and Pacific communities  

Quarter 4 Planning & Funding  
HEHA Project Manager 
Director Maori Health  

Reduce 
disparities in 
smoking rates 

Reduce smoking rates 
among Pacific 

• Increase support for Pacific mothers 
through whanau workshops 

• Implement targeted initiatives for  
Pacific within Smokefree Plan 

 

 Smokefree Co-ordinator 
PHO 
Public Health  

Reduce 
disparities in 
workforce 
capacity and 
capability  

Increase Māori and 
Pacific workforce 
capacity and capability  
 
 

• Increase and develop opportunities 
for professional development and 
training for Pacific workforce 

 

All quarters DHB Planning& Funding 
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5.15 Lower Socio Economic Groups 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the year 
ahead 
This population group has been 
given priority across all sections of 
the DAP because of this group’s 
poor health outcomes relative to 
others.  Inequalities can be found in 
almost all aspects of health and 
disability services provision, 
including access to services, 
utilisation of services, incidence of 
health risk factors and disease, and 
clinical interventions provided.   
 
All sections in this DAP therefore 
include activity that illustrates how 
the DHB targets the health needs of 
those people in lower socio-
economic groups.   
 

Efforts to ensure increasing access to health services and improve the health status 
of people in the lower socio-economic groups will continue, including focusing the 
PHO to more closely target high needs groups, increased collaboration between child 
health providers to ensure children from low income families are receiving the health 
services they require and the alignment of health promotion activities to the Keeping 
Well strategic goals. 
 
Along with the many and various DHB-wide initiatives to increase access for those 
people of lower socio-economic status, a key focus will remain on ensuring alliance 
with other sectors (e.g. Local Councils, Te Puni Kokiri, Wellington Regional Council, 
Ministry of Social Development, Housing NZ, Energy Smart).  This will occur through 
advocating for parallel approaches by other sectors, participating in multi-sectoral 
projects, and contributing to future planning by other agencies. 
 
 

People who live in relatively deprived areas (the highest deciles) are twice as likely to die early from 
avoidable diseases.  They are also much more likely to be admitted to hospital for diabetes, asthma 
and other chronic conditions, compared with the rest of the population.  They face greater barriers to 
accessing health services – user charges and transport pose greater difficulties – than for people in 
better off groups.  About 12% of the total Wairarapa population lives in the most deprived areas 
(Deciles 9 and 10).   

People in deciles 9 and 10 are: 

• Twice as likely to die early from avoidable diseases 
• More likely to be hospitalised 
• Less likely to use primary care 
• More likely to live in homes that are poorly insulated and damp 
• More likely to smoke  
• 12% of Wairarapa’s total population 
• 23% of Wairarapa Maori 
• 28% of Wairarapa Pacific people 

Wairarapa District Strategic Plan 2005 

Past year achievements  
• Increased subsidised services: 
• Review of PHO services aimed at high needs 

groups 
• Transportation to clinics and services 
• free school based health services in low decile 

schools 
• More healthy homes 
• Child health strategy developed 
• B4 School checks targeting high needs families 
• New oral health service implemented 
• Palliative care available to a wider range of 

people 
• Increased number of high needs people on 

Care Plus scheme 
• Implementation of the PHO Long Term 

Conditions programme across all GP practices 
in the District 

• Free clinics in high needs communities 
• Single point of entry to support services 

implemented 
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People in low socio economic groups Priority Area: 

 Outcomes Actions Target 
Date 

Responsibility 

• More targeted PHO services, 
including Services to Increase 
Access 

All Quarters PHO 
 

• All Wairarapa practices offer free 
care for under sixes 

All quarters PHO 

• Development of indicators of child 
health outcomes and 
implementation of community 
child health coordination role. 

All quarters PHO, Plunket, 
Whaiora Whanui, 
Wairarapa Public 
Health, Planning and 
Funding 

Increase 
connectedness 
between 
services 
 

Lower barriers to access to 
primary health care and 
support services 

• Continue implementation of 
integrated palliative care services 
for all those who will benefit 

All quarters PHO, Community 
Nursing, Planning and 
Funding, Te Omanga 
Hospice 

Promote more 
holistic 
approaches in 
services 
 

Healthier environments 
 
 

• Continued multi-sector approach 
to healthy lifestyles and enabling 
those of low socio-economic 
status to access services, 
including home insulation and 
participation in projects in 
Masterton East. 

All quarters PHO, Planning and 
funding, Public Health 

• Early intervention, appropriate 
referral and care coordination, 
improved through on-going 
emphasis on CVD and diabetes 
risk screening  

 

All quarters Planning and funding 
Aged Care Providers, 
PHO, Hospital 
Managers,  
General Manager 
Community Health 
Services, FOCUS 
(NASC)  

• Breakthrough Collaborative 
Project improves effective 
management of long term 
conditions. 

Quarter 3 Hospital Managers, 
PHO, Project 
Manager 

Community 
wide 
collaborations 
 

Fewer avoidable hospital 
admissions (refer to 
section 5.6 of the DAP) 

• Increase use of IV at Home 
Service 

 

All Quarters Hospital Managers,  
Community Health 
Services Managers 

• Healthy Homes Nursing 
intervention including assessment 
of family health needs, health 
education and referral to other 
agencies as appropriate  

All Quarters Wairarapa Public 
Health 

Improve quality 
and safety of 
services  

Achieve equitable 
outcomes for high need 
communities 

• Free access to Health Clinics in 
low decile (low socio-
economic)schools 

All Quarters PHO, Public Health, 
Planning and Funding 
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5.16 Older People 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the year ahead 
Wairarapa has a higher than average number of older people in its population. They 
are the major user group of health and disability support services. It is therefore 
essential that the DHB takes heed of the NZ Health of Older People Strategy to 
ensure that older people receive their right service in the right place at the right time 
by the right provider. The DHB has prioritised implementation of the Health of Older 
People Strategy through its DSP and the principals of this strategy have been 

Past year’s achievements  
 
• Evaluation of the trial Support to Live at Home service.  This is a flexible, goal focused support service to 

assist older people with complex needs who wish to remain at home, but who otherwise would be in 
residential care. 

• Reviewed Health Recovery (transitional) Programme.  76% of all participants returned home from hospital 
through this programme.  Referrals from GPs have also increased for this programme.   

• Supported older people in residential care through implementing a review system to ensure that residents’ 
changed level of needs were met by the appropriate level of care.   

• Established the Single point of entry for all Community Health and Support Services.  It has enhanced the 
continuum of care through providing seamless transition between funding streams.  This means that all 
people in Wairarapa regardless of their age, ethnicity, and health or disability status have access to support 
services, community nursing and palliative care. 

• Established the Needs Assessment and Service Coordination (NASC) Carer Support co-ordinator role to 
enable identification of family carers, provide relevant information, education and networking for family 
carers.  This role also helps carers to use allocated support for their own wellbeing and manages access to 
beds for respite care when needed.  A local carer support publication has been launched and regular face-to-
face group support for family carers is now well established. 

• The Public Health programme for Older People has been extended to South Wairarapa (Featherston).   
• Appointment of a clinical nurse specialist – Gerontology and Rehabilitation 
• Joint DHB/Residential Care Provider forum which instigated a project to explore models of care 
• Preparation of implementation for the InterRAI Home Care Assessment tool.  With the NASC agency having 

been absorbed into a broader role, the structure, staffing capability and systems are well aligned for the 
implementation of the InterRAI assessment tool.  

 

Why is health of Older People a priority? 
• As people get older their health needs usually increase 
• Compared with other DHB’s, Wairarapa has a greater proportion of older people (17.6% of the total 

population, 6920 people over 65 years). 
• The Wairarapa population aged 65 years and over is projected to increase to 29.8% by 2026.  
• The greatest projected increase is in the numbers of people aged 75 years and above – these ‘old’ 

older people are the biggest users of health and disability services 
• 5.2% of people over 65 years in Wairarapa are in residential care. 
• The largest single group of residents coming into residential care is aged 90-94 
• 36% of all older people receiving funded support are in residential care.  64% are living at home. 
• Of those supported at home, a third have high/very high support needs and meet the criteria for 

residential care.  37% of those eligible for residential care are living at home. 
• Avoidable admissions for older people are significantly higher in Wairarapa than in New Zealand as a 

whole.  However admissions from residential care facilities has dropped by 62% since 2005 and 
hospital bed days used by people in residential care have nearly halved over this period. 

• Older people’s problems are more complex and the impact more severe and pro-longed 
• Older people are far more likely to suffer from, and die from chronic conditions, than are younger 

people 
• More than half of all people over 65 years have some arthritis 

Wairarapa District Strategic Plan 2005 
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incorporated into the Wairarapa Elder Local Links (W.E.L.L.) plan4 which describes 
the direction the DHB is taking to implement the Strategy. 
 
Implementing an integrated continuum of care for older people will continue through 
a range of service developments across the Health and Disability sector.  These 
developments will be aligned with ensuring a smooth transition between services 
(e.g. hospital, community and other agencies).  The single point of entry for universal 
access to community nursing and support services has yet to incorporate psychiatric 
disability into this portal. 
 
Although the NASC (FOCUS) ensures culturally appropriate assessment processes, 
there is potential to increase the number of Maori referrals to FOCUS through 
Primary Health and Maori Health providers.  There is also potential to extend the 
carer support service to better address the needs of whanau carers. 
 
Quality and safety will be addressed through a range of DHB initiatives, including 
assistance with workforce development.  The DHB already assists providers with 
workforce development through providing a range of development opportunities.  It 
expects providers to commit to the NZQA career development framework for its 
workforce. 
 
 

Health of Older People DSP Priority: 
 Objectives Actions Target 

Date 
Responsibility 

• Encompass Mental Health NASC 
function within single point of 
entry for support services for 
older people 

• Appointment of a Psycho-
Geriatric Clinical Nurse Specialist 
for older people with mental 
health, addiction or dementia 
support needs. The newly 
established role of will work 
closely with AT&R, Mental Health 
Service and FOCUS.  

 

Quarter 4 
 
 
Quarter 4 
 

General Manager 
Community Health 
Services, Manager 
Mental Health, Manager 
FOCUS (NASC), 
Planning and Funding  
 

Increase 
connectedness 
between 
services 
 

Provision of a continuum of 
care for older people 

• Ensure the new roles of Clinical 
Nurse Specialists – Psycho-
geriatric and Gerontology/ 
Rehabilitation will  span AT&R, 
Mental Health, Aged Care 
Providers and Primary Health 

Quarter 4 General Manager 
Community Health 
Services, Manager 
Mental Health, Clinical 
Nurse Specialists, 
Planning and Funding  
 

  • Promote the Single Point of Entry 
to Community Health and Support 
Services to stakeholder and the 
general public 

 

Quarter 2 General Manager 
Community Health 
Services, Manager 
FOCUS (NASC), 
Planning and Funding  
 

• Assist whanau carers to protect 
their wellbeing and that of their 
whanau through establishing 
marae based support and 
education for carers. 

 

Quarter 1 FOCUS (NASC), Carer 
Support Coordinator, 
Maori Health Directorate 
 

Promote more 
holistic 
approaches in 
services 
 

Promotion of healthier 
lifestyles 

• Work with a range of agencies to 
promote wellbeing of seniors in 
the community within the Healthy 
Lifestyle Framework and related 
projects.  (Active Wairarapa, ACC 

All Quarters Wairarapa Public Health 
Planning and Funding 
Project coordinators (e.g. 
HEHA) 

                                                
4Wairarapa Elder Local Links (W.E.L.L.) – Health of Older People Plan, Wairarapa DHB 2004 
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Health of Older People DSP Priority: 
 Objectives Actions Target 

Date 
Responsibility 

falls prevention, nutrition and 
activity education). 

 
 
 
• Work with stakeholders to 

develop a model of care for older 
people which applies the 
principles of the NZ Health of 
Older People strategy, ensures 
equitable opportunity for funded 
support and  is applicable in any 
location (residential care or home 
based).  This work will continue to 
be shared with other stakeholders 
(e.g. Ministry of Health and other 
DHBs). 

  

Quarter 4 Planning and funding 
Aged Care Providers 
FOCUS 
 

Community 
wide 
collaborations 
 

develop flexible, goal 
focused models of care 
across the continuum, 
including dementia care at 
all levels 

• Identify potential workforce and 
development opportunities for 
support workers in conjunction 
with other providers and agencies 

 

Quarter 3 Planning and Funding, 
NGO Providers 
(Career Force) 

• Continue to implement 
recommendations from 
Rehabilitation review.  Develop 
the Clinical Nurse Specialist role 
across the Wairarapa, especially 
with regard to providing specialist 
advice, knowledge transfer and 
clinical support for residential care 
providers. 

 

Quarter 2 & 
4 

General Manager, 
Hospital Services, 
Rehabilitation and 
Clinical Services 
Managers, Clinical Nurse 
Specialist 

Improve quality 
and safety of 
services  

 

• Enhance quality improvement and 
the medical management of 
residents in care through 
Specialist Nurse input and the 
Patient Journey Project  

 

Quarter 2 General Manager, 
Hospital Services, 
Clinical Nurse Specialist 
– Gerontology,  Patient 
Journey Coordinator  

  • Progress the Central Region 
business case for InterRAI Home 
Based assessment tool which is 
being adopted nationally.  Capital 
and Coast DHB will be the host 
DHB for the IT platform. 

 

Quarter 4 Planning & Funding 
General Manager 
Community Health 
Services, Manager 
Mental Health, Manager 
FOCUS (NASC), 

  • Align home based support service 
provision with national 
developments led by the Joint 
Funders (ACC, Ministry and 
DHBs) for provision of care and 
support in the community.  This 
development will be dependant in 
part on the timing of the nation-
wide project (e.g. service 
specifications and contractual 
arrangements) and funding 
implications. 

 
 

Quarter 4 Planning and Funding 
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5.17 Children and Young People 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and plans for the year 
ahead 

The childhood years set the 
foundation for health in later life, 
with both risk and protective factors 
established for many diseases that 
affect adult health.  In the context 
of an aging society, children and 
young people are also our future 
social and economic capital, our 
taonga.  The effectiveness of 
health and social services in 
promoting their well-being has a 
direct consequence for our future.   
 
During the 2008/09 year the DHB 
and its Child Health Advisory 
Group has completed a Child 
Health Strategy to provide a 
framework for the on-going review 
and development of child health 
services.  The high level goal or 
outcome that the DHB is working 
towards is that all children in 
Wairarapa have equal opportunity 
to a long and healthy life.   

The Strategy acknowledges that the most important and direct influence on the health 
and well-being of children are their parents, with the role of health services being to 
support families through education and advice, to screen for illness and disability and 
to provide affordable and accessible clinical services as required.  The Strategy also 
takes a life course approach, recognizing that the health needs of children vary 
markedly from pre-birth, through early childhood and in the school years.  The needs of 
children and families at each of these stages, and the most effective intervention points 
will therefore be considered, with services tailored accordingly.  
 

Why is the health of Children and Youth a priority? 
• Childhood and youth have their own age specific health issues, and are also vitally important 

years in setting the pattern for health in later life.  During childhood and adolescence both risk and 
protective factors are established for many diseases that affect adult health. 

• While generally improving, health statistics for children and youth in Wairarapa are below national 
averages in some key areas   

• Wairarapa youth show high levels of risk behaviours – sexual activity, binge drinking, exposure to 
drugs, unsafe driving 

• Children and young people are more likely than adults to live in areas of high deprivation 
• Wairarapa children and young people have high rates of hospitalisation 
• High use of sexual health services indicates high level of sexual activity among Wairarapa youth 
• High and increasing rates of dysfunctional families and child abuse notifications 

Wairarapa District Strategic Plan 2006 

Past year achievements 
• Incredible Years programme successfully offered 

to a wide group of parents 
• Food and nutrition programmes in place in many 

Early Childhood and Primary Schools 
• A fun and innovative programme at Alternative 

Education School (Youth Choices Trust) 
supporting students to grow and cook healthy 
meals 

• Child Health Strategy completed and 
implementation plan in place 

• Introduction of ante-natal HIV screening 
programme 

• Excellent uptake of HPV programme among 
young women  

• Primary mental health service for adolescents 
working well with an increasing level of referrals 
and uptake of packages of care 

• 2 secondary school health clinics running well with 
good links between all providers working in 
schools 

• Additional Multi Systemic Therapist in place 
working with youth with addiction issues 

• Implementation of B4 school checks 
• Local child and youth mortality review 

establishment underway 
• Community Child Health Executive Group and 

Child Health Advisory Group established to 
improve coordination between services 
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In order to monitor progress towards this outcome the DHB will develop baselines and 
targets for six goals: 
 

• All children live in an environment that promotes development and learning, so 
that they are securely attached and resilient, and reach their full potential 

• All children are safe from injury and avoidable death  
• All children are protected against infectious disease 
• All children have clean air to breathe 
• All children are encouraged to be physically active and have a diet that 

promotes growth and wellbeing and good oral health 
• For all children, there is prompt identification of illness, developmental delay, 

and disability, with referral to appropriate and timely treatment, and services 
that support the child and family / whānau 

 
Planned child health services and activities will increasingly be targeted to the 
achievement of these goals, with more systematic monitoring of access to services and 
the health gains achieved.  As a first step, a Community Child Health Coordinator has 
been appointed within the PHO to coordinate a multi-agency community child health 
team.  The focus of this position during 2008/09 has been the implementation of the B4 
School check.  During 2009/10 the coordinator will work with other providers of child 
health services to ensure that all children from birth to five years are accessing the 
health services they need.  A range of indicators of child health will be monitored by an 
inter-agency Community Child Health Executive Group.  Membership of the CCHEG 
includes the PHO, Well Child Providers, Public Health and Special Education Services.  
The indicators will include: 

• enrolment in and uptake of primary care and Well Child services 
• breastfeeding rates 
• immunisation rates 
• exposure to cigarette smoke and family violence, and  
• avoidable hospitalisation rates.   
 

At the same time systems and processes will be developed for the timely identification, 
treatment and/or support for children with complex needs, including improved 
communication and coordination between health professionals and agencies.  
 
The Child Health Strategy also acknowledges the influence of maternal health on 
outcomes for children.  Promoting good ante-natal, delivery and post-natal care, along 
with access to smoking cessation, drug and alcohol and mental health services will be 
a further focus of the strategic approach, as will timely and effective hand-over to Well 
Child and primary care services.  
 
The education sector has a major influence on the outcomes for school aged children.  
The DHB will seek opportunities for collaboration between health and education 
providers to target services for children and whanau. 
 
The DHB’s Youth Health Strategy will continue to guide the development of services for 
youth.  The Strategy targets five major priorities: 

• Encouraging healthy lifestyles 
• Improving mental well-being 
• Reducing the incidence of drug and alcohol use 
• Improving sexual health 
• Addressing the incidence and impact of motor vehicle accidents. 

 



 106 

The approach taken for each for these priorities is to facilitate youth participation, 
increase community collaboration and joint approaches, and develop youth specific 
services to increase access for this group. 
 
In the year ahead the PHO and PHU will continue to work to deliver more services in 
secondary schools and ensure greater linkages to other services such as the Multi 
Systemic Therapy Service for youth with addiction issues and the primary mental 
health service for youth.  
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Children and Youth Priority Area  
 Outcomes Actions Target 

Date 
Responsibility 

Development of a multidisciplinary 
approach to child health development 
services and services for children with 
complex needs. With improved interface 
protocols between services 

Ongoing Paeds, PHO, 
CAMHS, PHU, 
Allied Health 

Improved collaboration 
between providers 

Implementation of the Community Child 
Health Coordination role, including 
establishment of child health indicators 
and targets  

On-going PHO lead with all 
other providers of 
child health 
services 

Increased use 
of primary and 
secondary care 

Increase numbers of children 
and youth in the lower socio 
economic groups accessing 
services 

Continued expansion of health services 
into low decile schools 
 
Roll out of HPV immunisation for girls 
aged 12 to 18 

All 
quarters 

WPHU, PH 

CAMHS participation in the child 
development MDT 

Ongoing CAMHS Team 
leader 

CAMHS interface with other services will 
be reviewed and team members 
encouraged to develop portfolios of 
interest eg: 
• Eating Disorders 
• Paediatric 
• Primary Care 

Ongoing CAMHS team 
leader 

Development of youth focussed 
programmes in Wairarapa Addictions 
Services Day Programme 

Qtr 1 WASI 

Better mental 
health of 
children and 
youth 

Increased services across the 
care continuum 

Increased investment into the youth 
primary mental health service to support 
more early intervention and support for 
youth 

Qtr 1 PHO 

Smoking uptake among 
students 

Pilot one secondary school programme to 
reduce the uptake of smoking among 
students and evaluate outcomes 

Qtr 3 Smoke Free 
coordinator and 
Community 
Health Promotion 
Group 

Reduction in 
risk taking 
behaviours 

Decrease risk taking 
behaviour using alcohol and 
drugs 

Community Action Alcohol Group will 
utilise opportunities to run alcohol 
education programmes in schools and the 
community 

Ongoing CAAG 

Health Target Progress towards the national target of 95% of two year olds 

Percentage of children fully immunised: 

Maori 85% 
Total 85% 

 IDP POP 15 
Reducing ambulatory sensitive (avoidable) hospital admissions for 0 – 4 year olds 
 
Targets  

Ambulatory Sensitive 
Hospital Discharges 

Maori Pacific 
peoples 

Other 

0 – 4 years 120 N/A  120 
 
 

Additional 
reporting 

Provide a report confirming that the DHB is: 
• Identifying women who meet the clinical criteria set out in the Maternity Facility Service specification who 
should be offered a longer post natal stay 
• Offering these women a longer post natal stay 
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5.18 Oral Health 
 

 

 

 

Approach and Plans for the year 
ahead 
Reducing inequalities in access to oral 
health services remains an important 
focus for the Child Health Strategy in the 
2009/10 year. Across both indicators at 
5 years old and year 8, Maori children 
have much poorer oral health than non 
Maori.  
 
The implementation of the DHBs 
Business Case for Oral Health Services 
for 0 – 18s is critical in achieving this; 
taking oral health services to the 
population groups that are most in need 
of theme will be much more achievable 
with modern mobile clinics and a 
workforce focussed on continuing to 

improve the service that is provided for our young people. 
 
Understanding service utilisation 
In order to improve adolescent treatment rates it is acknowledged that understanding 
of current service utilisation must improve. 2009 will see the first year in which data 
about adolescent service utilisation will be captured. At present while Wairarapa DHB 
achieves excellent treament completion rates, little is understood about who is not 
using the services – how old they are, what ethnicity they are, and where they live.  
 
In the year ahead the DHB will estabish a process to gather information on 
adolescent treatment rates which will assist the DHB in future service planning. 
 
A similar issue exists in understanding unmet need for oral health services in lower 
income groups.  In the year ahead the DHB will also gather information about oral 
health services for people in lower income groups including older people by working 
with the PHO, primary care practices and other agencies.  This work does align with 
similar work being undertaken by the Ministry of Health to understand and inform any 
potential for the use of surplus capacity in the mobile clinics to reduce inequalities in 
access to services. 
 
Implementation of the Business Case for Oral Health Services for 0 – 18 year olds 
Wairarapa DHB is in the process of implementing its Business Case for Oral Health 
Services for  0 – 18 year olds. 
 
 

Past year achievements 
• 100% enrolments of year 8s into 

adolescents services 
• First Maori student recipient of the 

Wairarapa DHB scholarship in dental 
therapy  

• Emergency dental service operated 
within budget and applied access criteria 
with increased consistency across the 
Wairarapa 

• 76% of adolescents had treatment 
completed in 2007 

• Increased awareness among community 
and hospital settings of referral 
processes for children and adolescent 
and low income adult to oral health 
services 

• New model of care described in the Oral 
Health Business case is provided at  the 
Masterton base clinic 

The DHBs Oral Health Services Strategic Plan sets five objectives for oral health services; 
1. Increase oral health prevention and promotion 
2. Increase early intervention opportunities 
3. Improve treatment rates for adolescents 
4. Increased access to all services 
5. Maximize efficiency and effectiveness of existing workforce capacity 

Wairarapa DHB 2005 
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The key features of the new service are: 

• Two 2-chair mobile clinics which will be transported to most rural primary 
schools 

• One 2 chair hub (being built on DHB land in front of the current helicopter pad) 
that will provide services for: 
� Those children who are geographically close to the hub 
� Those children in the Masterton area who have historically travelled to a 

clinic 
� All Masterton preschoolers 
� All children and adolescents who have a disability that precludes them from 

accessing the mobile clinics. 
 

The phased roll out of the new service will begin early in the 2009/10 year with the 
achievement of the following milestones: 

• Delivery of first mobile unit                     September 2009 
• Delivery of second mobile unit    October 2009 
• New Hub Facility built, ready for service        June 2010 
• Roll out of the new model of care  As each facility is commissioned 
• Individual school sites for mobiles phased from July 2009  
 
Wairarapa DHB is also  supporting the intention expressed in the South Wairarapa 
Long Term Community Council Plan (LTCCP) to investigate the possibility of 
fluoridation of the water supply in the South Wairarapa District in the next three 
years.  

 
 Priority Area; 

Oral Health 
 

Actions Target 
Date 

Responsibility 

Complete local and national processes to 
build and procure facilities required to deliver 
the business case: 

• Hub designed and building 
commenced 

• Mobile clinics and equipment 
purchased as national programme 
permits 

(delayed from 2008/09 due to national 
procurement process) 

Project Manager 
PHU 
Planning and Funding 

Increase training of hospital and primary care 
practitioners in the identification of oral health 
need 

 

Implementation 
of DHB 
Business Case 
for Oral Health 
Services 

Service models described in Business Case 
are applied to existing facilities as far as 
possible 

Project manager 
PHU 
Human Resources 

Increase % of 
adolescents 
who have 
treatment 
completed 

Greater linkages between school based 
health services and the adolescent oral 
health coordinator and dentists to increase 
the number of adolescents who have their 
oral health treatment completed 
 
Improved data capture of current service 
utilisation 

Adolescent oral health 
coordinator 
Public Health 
PHO 
Wairarapa Dentists 

Equitable 
access to 
emergency 
dental services 
for low income 
adults 

Ensure equitable access to available funding 
through well maintained access criteria 
processes and prioritisation 
 
Undertake project to assess level of unmet 
need for services for low income adults and 
older people 

Ongoing  

Planning and Funding 
Central Dental 
Practitioners 
PHO 
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Outcome 
Measurements 

IDPs: 
POP 04 – Mean DMFT score at year 8 
Targets 
DMF score at Yr 8 – fluoridated   

Overall M āori Pacific Other 
1.25 1.7 1.95 1.35 

 
DMF score at Yr 8 – non fluoridated   

Overall M āori Pacific Other 
1.25 1.7 1.05 1.35 

 
 
POP 05 – Percentage of children caries free at age 5 years 
Targets 
  % 5 yr olds caries free – fluoridated  

Overall M āori Pacific Other 
57 37 36 69 

 
  % 5 yr olds caries free – non- fluoridated  

Overall M āori Pacific Other 
67 42 56 78  

 POP 14 utilisation of DHB funded dental services by adolescent from year 9 and up 
to and including age 17 years 
 
Half of the cohort aged 13 years 

Overall M āori Pacific Other 
77 77 77 77 

 
All of the cohorts aged 14-17 years inclusive 

Overall M āori Pacific Other 
77 77 77 77 

 
NB in the absence of accurate data, broken down by age group and ethnicity, targets have 
been set based on the current rate of completion across all age groups and ethnicity 
 
 

Additional 
reporting 

1. Number of preschool children enrolled in DHB funded dental services 
2. Number of preschool and primary school aged children enrolled in DHB funded dental 

services who did not receive an annual examination 
3. Progress achieved in relation to oral health services focused on: 

• Progress in re-orientating child and adolescent oral health services 
• Oral health initiatives not related to child and adolescent service improvements 

Oral health workforce development. 
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5.19 Long Term Conditions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the year 
ahead 
The social and economic costs of 
chronic conditions are high and 
affect all New Zealanders directly or 
indirectly. People with chronic 
conditions use a wide range of 
services repeatedly and often do so 
frequently. Changes to the health 
system that make it easier for people 
with chronic conditions to use these 
services are expected to benefit all 
people who use these services as 
well as for those who care for them.  
 
The incidence of chronic conditions 
is increasing. This group of 
conditions is the leading cause of 
morbidity in New Zealand, and 
disproportionately affects Māori and 
Pacific peoples. Reducing 
inequalities by orienting the system 
to meet the needs of those at 
greatest risk of poor outcomes’ is 
one of the essential principles 
underpinning the approach being 
taken by Wairarapa DHB in reducing 

Past year achievements 
• Contributed funding and support to the implementation of 

Active Wairarapa. 
• Progressed the Long Term Conditions project which 

involves all Wairarapa GP practices.  Software installed 
and being used to extract population health data. 

• Commenced pilot for improving systems and processes 
for generic treatment and management of LTCs at 
primary health care level, which includes three strands   

o System design and change management at 
individual practice level  

o Improved prescribing and medication 
management – for patients in the community and 
Wairarapa hospital  

o Targeted multi-disciplinary case management for 
‘frequent flyers’ and support for them to better 
self-manage. 

• Developed Wairarapa Palliative Care model and 
implemented major service change accordingly.  This 
service is a partnership between the DHB, PHO and Te 
Omanga Hospice and is affiliated with Palmerston North’s 
Arohanui Hospice for Education. 

• Implemented single point of entry for all Community 
Health and Support Services.  This provides Universal 
access to support services and community nursing 
(regardless of age, diagnosis or disability status) through 
a single agency.  It has enhanced the continuum of care 
through providing seamless transition between funding 
streams and has enabled equitable access to support for 
people with long term conditions. 

• Appointment of Clinical Nurse Specialist – Gerontology 
and Rehabilitation to assist in establishing organised 
stroke services and developing pathways across the 
primary- secondary interface. 

Chronic conditions are any ongoing, long term or recurring health problems that can have a significant 
impact on a person’s life. 
• Chronic conditions cover a very wide range of physical and mental conditions including: asthma, 

diabetes, arthritis, depression, heart disease, stroke, cancer, back and neck pain, and HIV.  Many 
people live with two or more chronic conditions.  

• Chronic conditions account for 80% of all deaths and 70% of health services expenditure. 
• The numbers of people with chronic conditions are rising dramatically worldwide. 
• Chronic diseases are the main cause of the gap in life expectancy between Maori and non-Maori. 
• Maori are three times more likely to have diabetes and five times more likely to die from it than non 

Maori. 
• People live with chronic conditions for a long time – this affects all aspects of life for them and their 

family/whanau. 
• Chronic conditions have common risk factors – inactivity, unhealthy diets, obesity, stress, depression, 

smoking and alcohol mis-use. 
• Much chronic illness is preventable. 
• People affected by chronic conditions need to be better supported by services that are holistic and 

better co-ordinated. 
• Chronic cardiac and respiratory conditions account for 14% of admissions to Wairarapa Hospital. 
 
Specific chronic conditions we are targeting are 
• Diabetes 
• Heart disease 
• Respiratory conditions, including asthma 
• Arthritis and osteoporosis 

Wairarapa District Strategic Plan 2005 
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the incidence and impact of long term conditions.   
 
In line with the DHB Strategic Plan, activity related to long term conditions will focus on 
healthier lifestyles (reducing smoking, improving nutrition and exercise), increased access to 
primary care, increased early intervention and improved disease management.  Further 
developments in these areas will be within a multi-sectoral approach and will build on the 
achievements of the past year.  It is expected that the PHO Long Term Conditions project will 
enable increasingly valuable extraction of population health data and provide the platform for 
improved clinical management of the population with long term conditions.  Building on this 
work and enabling change to happen, will be the project for system design and change 
management at practice level (one of the three breakthrough series work streams 
commenced in 2008 – 09). 
 
Diabetes continues to be a high priority for the PHO Long Term Conditions Management 
project.  Funding for services that directly and indirectly impact on diabetes incidence and 
management is not separately identified, but is part of the total DHB investment in the 
management of long term conditions.  Actions planned for the coming year include: 

1. PHO links with Dr Jeremy Krebs’ Patient Self management project. 

2. The PHO increases its effort to contact Maori not accessing their annual reviews 
a) Active assistance to attend for annual review – Maori health provider to 

assist GPs connect with Maori with diabetes  
b) Specialist Nurses to actively promote reviews 
c) PHO to encourage GP practices to use OPD data to contribute to 

reviews. 

3. Clarify protocols across primary and secondary health for people with poorly 
managed diabetes 

4. Contribute to Regional Renal Network. 

5. Education sessions specifically aimed at management of diabetes in residential care. 

 
Recent studies have shown that mortality rates and quality of stroke services vary 
significantly across New Zealand.  The Wairarapa DHB is committed to participating in 
national innovations which will help develop local services in line with the Stroke Guidelines. 
 

Long Term Conditions Priority Area: 
 Outcome Actions Target 

Date 
Responsibility 

• Complete the establishment of 
the key worker role in the 
Palliative Care service. 

• Ensure shared care plan for 
palliative patients. 

• Palliative Care education for 
health professionals in the 
hospital. 

 
 

Quarter 2 
 
 
 
 
 
All quarters 

General Manager 
Community Health 
Services,  
Planning and Funding 

• Ensure data available from the 
LTC system stimulates increased 
primary health/Maori Health 
interface and results in health 
gains for Maori. 

 

All Quarters PHO, Whaiora 
Whanui 

Increase 
connectedness 
between 
services 
 

Integrated continuum of 
care for people with long 
term conditions 

• Develop protocols for diagnosis 
and management of COPD 
across the primary and secondary 
services. 

 

Quarter 3 PHO 
 
 
General Manager, 
Hospital Services,  
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Long Term Conditions Priority Area: 
 Outcome Actions Target 

Date 
Responsibility 

• Stroke management – Establish 
stroke pathway across primary-
secondary continuum  

 
• Improve linkages between cancer 

services.  
• Clarify protocols across primary 

and secondary health for people 
with poorly managed diabetes 

• Contribute to Regional Renal 
Network 

 

Hospital Service 
Managers, PHO 
Planning and Funding 
 

• Support the management of rest 
home residents with long term 
conditions (e.g. Diabetes and 
stroke education)  

All quarters PHO, Managers of 
Clinical Nurse 
Specialists/Educators 

• Implement the Patient Journey 
project, with an emphasis on 
improving points of transfer 
(admission and discharge 
pathway) 

 

Quarter 4 General Manager, 
Hospital Services, 
Hospital Service 
Managers, Patient 
Journey Coordinator, 
FOCUS 

• Work with a range of community 
agencies to promote healthy 
lifestyles  (e.g. Active Wairarapa, 
HEHA, smoking cessation, 
suicide prevention).  Continue 
with work-streams as per 
individual plans 

All Quarters Planning and Funding 
Project coordinators, 
Wairarapa Public 
Health 
  
 

Promote more 
holistic 
approaches in 
services 
 

Promotion of healthier 
lifestyles 

• Establish Lifestyle Clinic for 
Maori/Pacific Island people 

Quarter 2 Planning and Funding 
Project Coordinators, 
PHO, Wairarapa 
Public Health 

• Targeted promotion of influenza 
vaccine to front line health 
professionals. 

 

Quarter 3 PHO, Wairarapa 
Public Health 
 

• Implement 3 project work-streams 
of the collaborative project 
(Breakthrough Series model) : 

1 Practice system redesign 
2 Optimising medication for chronic 

disease  
3 ‘Frequent Flyers’ – Primary-

Secondary coordinated care 
 

All Quarters PHO, DHB, GPs, 
Clinical Pharmacists, 
FOCUS (NASC)., 
Community Nursing 
Service, GP Liaison, 
Specialist Physicians 

Community 
wide 
collaborations 
 

Work with the PHO, 
Wairarapa Public Health 
and service providers to 
ensure integrated service 
development 

• Work with the PHO to develop 
systems that focus on  the 
management of long term 
conditions for Maori (e.g. 
increasing diabetes annual 
review) 

 

All quarters PHO, Planning and 
Funding 

• Continue to increase uptake of 
the Care Plus programme and 
improve integration of this 
programme with other health 
services. 

 

All Quarters PHO, Lead Palliative 
Carers  

• Action Implementation plan from 
AT&R review recommendations 

 

Quarter 1, 
Quarter 2 

General Manager, 
Hospital Services, 
AT&R and Clinical 
Services Managers 
 

Improve quality 
and safety of 
services  

Promote implementation of 
Best Practice guidelines for 
long term conditions 

• Continue involvement in Regional 
projects (e.g. renal, cancer)   

All Quarters Planning & Funding 
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Health Target 

Increased percent of people with diabetes attend fr ee annual checks 

 People with 
Diabetes 

Target % 
for 2009 

Target # 
People for 
2009 

Mäori 227 72% 163 
Pacific 42 N/A N/A 
Other 1505 77% 1159 
Total  1773 75% 1330 
     

 

Health Target Increased percent of people with diabetes have sati sfactory or better diabetes management 

 (HbA1C = or < 8%)  

 Target % 
for 2009 

Mäori 72% 
Pacific N/A 
Other 77% 
Total  75%  

 

Health Target 80% of hospitalised smokers are provided with advice and help to quit by July 2010 
Target 80% 

 
 

Health Target Increased percent of the eligible adult population have had their CVD risk assessed in the 
last 5 years 

2008 -09 Targets 2009-10 Targets 
Mäori 69.3% Mäori 73% 
Pacific N/A Pacific N/A 
Other 75.8% Other 78% 
Total  75% Total  77% 

 
 

 
 
 
 
Outcome 
Measurements 

IDPs: 
SER 02 – Care plus enrolled population  
To improve care for individuals with known high health needs 
 
Target 100% 
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5.20 Mental Illness and Addictions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the 
year ahead  
This years Te Kokiri 
Implementation plan reflects a 
wide range of activities that all 
DHB funded Mental Health and 
Addiction services plan to 
undertake. The common theme 
throughout this is ‘more and 
better, collaboratively’. The 
plan identifies few new 
initiatives but rather builds on 
the achievements of previous 
years and looks to ensure that 
the maximum gain for service 
users is achieved through 
providers and service users 
working more closely together. 
 
There will be no new 
investment into mental health 
services this year. The DHB 
has identified that services for 
older people are a priority and 
opportunities to develop these 
will be investigated during 
2009/10. 
 

All DHB funded mental health and addiction service providers are actively 
participating in the DHB’s pilot Suicide Prevention project. There is close alignment 
between planning for mental health and addictions and the Suicide Prevention Action 
Plan. 

Past year achievements 
• More young adults with serious alcohol and drug 

abuse were supported through an extra full time 
counselor dedicated to Wairarapa being added to 
the sub regional Multi Systemic Therapy programme 
provided by Richmond NZ 

• Establishment of a crisis respite service for children 
and youth that includes a residential care component 

• Establishment of two liaison roles – primary care and 
older people – in the DHB Mental Health Service. 
This will lead to a significant piece of work to develop 
improved interface protocols and shared care 
processes in the year ahead 

• Establishment of a holistic day programme for adults 
with addiction issues with a wide range of group 
programmes that encompass the 4 cornerstones of 
health 

• Extension of day programmes to increase the times 
and sessions available and to ensure programmes 
are able to be offered in Featherston 

• DHB wide sector leaders have developed a 
collaborative model of working together, sharing 
skills, knowledge and expertise 

• Ongoing commitment to professional development 
programmes across all providers ensures that local 
capacity and level of skill is constantly increasing  

• New mix of 3 year contracts in place for community 
mental health and addiction services 

• Closer working relationship with regional services 
with a special focus this year on Eating Disorders 

• The establishment of a more inclusive network of 
consumer participation in service development and 
delivery 

Mental illness, including addiction, is a change in thinking, perception or behaviour that causes 
significant distress, disability or loss of function.    
 
• Mental illness (including alcohol and drug addiction) is widespread and will affect 1 in 5 people at 

some point in their lives.   
• Mental illness and addiction is rising worldwide, and is a major cause of disability 
• Mental illness is estimated to cause about 25% of all disability and will account for 15% of the 

total global burden of illness by 2020 
• Mental illness is very strongly associated with low socio-economic status - unemployment, poor 

housing, less education, and low income 
• Increasing drug abuse, including ‘P’ is a significant and growing complication in mental illness 
• Wairarapa appears to have more drug related problems than many other areas 
• Society in general tends to stigmatise and discriminate against those with mental illness – this 

worsens their problems 
• Maori suffer more from mental illness than do non Maori 
• Access to mental health services in Wairarapa still falls well short of what is required – several 

more years of increasing services will be needed 
• Wairarapa has high rates of suicide and self harm 

Wairarapa District Strategic Plan 2005 
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There are several initiatives that will be undertaken through the implementation of the 
Regional Mental Health Plan. The table on the page that follows indicates priorities 
and actions planned for the 2009/10 year. These will be driven through a 
collaborative approach involving the TAS mental health team, the regional contracts 
manager who is based in Hutt Valley DHB, and the Central Region Mental Health 
Service Managers and Portfolio Managers groups. 
 
A key approach to improving services in 2009/10 will be to work with the five other 
Central Region DHBs to collectively: 
 

• Ensure the region meets the National Health and access targets  
• Develop the second Forensic step down unit in Palmerston North 
• Develop local Infant, Child, Youth and Family Respite services 
• Support the recommendations in the Alcohol & Drug Effective Interventions 

report 
• Support the implementation of the 2009/10 actions from the Central Regions 

Eating Disorder Strategy and specifically, develop local liaison roles that link 
to the regional service 

• Prioritise workforce issues through the continuing implementation of regional 
plans 

• Support local providers to implement PRIMHD as required  
• Ensure appropriate access to the above in particular for Maori and Pacific  
• Support the aims of the Regional Clinical Leadership Forum 
• Begin to develop generic outcome measures. 

 
The Central Region will monitor progress against these planned actions through 
regional reporting systems and regular region wide collaborative forums. 
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Mental Illness DSP Priority: 
 Objectives Actions Target 

Date 
Responsibility 

The DHB wide Health Promotion 
Group will ensure mental health 
and addiction issues are 
incorporated into their work plan 

PHO, SF Wairarapa 

Like Minds Like Mine will bed in 
during 2009/10 and create strong 
linkages with all community groups  

SF Wairarapa 

Healthier 
Lifestyles 

Intersectoral health 
promotion and 
education 
opportunities 
optimised 

Admissions to crisis respite and 
other residential services will be 
utilised as an opportunity to 
encourage healthier lifestyles 
among service users 

ongoing 

Crisis Respite, 
Richmond NZ 

Bedding in of GP and older person 
liaison roles: 
• Establishment of interface 

protocols between primary 
and secondary care 
services 

• Develop a shared care 
model of practice between 
primary care and 
secondary care services 

Quarters 
1 & 2 

MHS, PHO 

Interagency programmes that 
support people to make better 
lifestyle choices eg 
• Alcohol education 

programmes 
• Transition programme for 

inmates released into the 
community  

• employment support 
programme 

 King St Artworks, 
CAAG,  SF, MSD 

Increase level of support for detox 
patients  - overnight support and 
day programme activity 

 WASI, Richmond NZ 

Increased 
access to 
primary 
mental health 
and addiction 
services 

Better working 
relationships 
between primary 
and secondary care 
services and other 
agencies including 
CYFs, Justice and 
aged care services 
 
Greater focus on 
Maori for primary 
care services 

The PHO will deliver to its 3 year 
plan for mental health developed 
during 2008/09 

Ongoing PHO and all other 
mental health 
providers 

  Interface protocols between youth 
services working in Sth Wairarapa 
in particular will be reviewed to 
ensure that all services are linked 
together and no referral to any 
service falls through the gap 

Ongoing PHO School Clinics 
and To Be Heard For 
Youth, Richmond 
NZ, WASI, TE 
Hauora, CAMHS 

More and better home based care 
for acute clients 

Continued improvements to 
models of care for dual diagnosis 
(AOD) clients 

Increased 
access to 
secondary 
mental health 
and addiction 
services 

Review client 
pathways 
 
 
A more inclusive and 
broader range of 
support options Development of criteria and 

support options for Children of 
Parents with Mental Illness and 
respite for carers 

 WASI / MHS / 
CAHMS 
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Mental Illness DSP Priority: 
 Objectives Actions Target 

Date 
Responsibility 

Three key principles: 
1. Prioritise Maori 
Act on evidence of 
health inequality in 
Maori mental health 
and addiction need 
to ensure that new 
and existing 
initiatives are 
responsive and 
effective for Maori 
2. Build on the Gains 
Current initiatives to 
improve Maori 
mental health and 
addiction are 
sustainable and 
have a development  
path for the future 

Te 
Puawaiwhero 
 
 
Overall Aim: 
Whanau Ora 

3. Responsive to 
Maori 
Build on the link 
between health and 
culture to ensure 
initiatives are 
responsive to the 
unique needs of 
Maori 

Maori Health Reps on LAG provide 
support to all services to ensure 
new initiatives are responsive and 
effective for Maori 
 
Te Rangiora is the DHB Mental 
Health Services bi cultural project 
that will develop the infrastructure 
to support Maori relevant: 
• Assessment tools 
• Best practice guidelines 

/quality indicators 
• Traditional Maori treatment 

processes 
• Evaluation methods 
• Outcomes measures 
And will support the development 
of main stream staff in their 
application not withholding the 
ultimate aim of the recruitment of a 
full contingent of Maori staff  
 

Ongoing  
 
 
 
Planning and 
Funding 
 
 
 
 
DHB MHS 

Outcome 
Measurements 

IDPs: 
 
 
POP 06  improve access to treatment and support services for people with  severe mental 
illness 
 

 Māori Other Total 
Child & Youth (0-19) 2.8 2.8 2.8 
Adults (20-64) 4.2 3 3 
Older people (65+) 0 0 0 

 
POP 07  To improve the availability and access to addiction services 
 
POP 17 To improve the health status of peole with serious mental illness 
 
 

 
%  of people with up to date crisis 
prevention/resiliency plans within 
Recovery Plan 

Ethnicity Other Māori 

20 years plus 
(excluding those 
with addictions 
only) 

 
 

95% 

 
 

95% 

AOD 95% 100% 

Child & Youth 90% 90% 

 
 

  

Addiontal 
reporting 

Provide a summary report on progress made towards implementation of Te Kokiri: the mental 
health and addiction plan 

 

Report on Mental Health Volumes 
 
For mental health workforce developments and plans see section 5.7 of this DAP. 
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5.21 Healthy Lifestyles (HEHA) 
 
 
 
 
 
 
 
 
 
 
 
 

 
Approach and Plans for the 
year ahead 
The Healthy Lifestyles strategy 
depends on adopting a whole 
society, whole family/whānau 
approach to integrate nutrition 
and physical activity, smoking 
cessation and emotional and 
spiritual wellbeing (Te Taha 
Hinengaro and Te Taha Wairua). 
Focusing on prevention by 
addressing risk factors in the 
early stages of the health 
continuum will be the most 

effective method of reducing both the future demand for health services and the 
complexity of those demands.  Measures to encourage behaviour change towards 
healthier lifestyles must be introduced at every level of healthcare delivery and focus 
on improving access to health services and improving health outcome for priority 
population groups. Because many of the determinants of good health lie outside the 
health sector, the collaboration of many sectors and the development of multifaceted 
interventions will be the key factors in achieving the desired long term population health 
outcomes.  
 
During 2008/2009 Wairarapa DHB moved further towards a broad population health 
focus linking health promotion strategies consistent with the Wellington Region 
Strategic Plan for Population Health, “Keeping Well 2008-12”. The goals of this plan 
are to improve the health of people in the Wellington region (Capital & Coast, Hutt 
Valley and Wairarapa).   
 
Both the “Keeping Well” plan and the Healthy Lifestyles Strategy are focussed on high 
needs populations and population health priority areas in order to reduce health 
inequalities, support the development of healthy communities and reduce the health 
impact of chronic illness.  
 
Although these priority areas may be at different stages in the development of 
strategies and implementation, the Wairarapa DHB has identified synergies that will 
enable a suite of interventions to be delivered across all the priority areas. 
 

Lifestyle factors can make a significant contribution to the risk of developing a long term condition or 
cancer.  Obesity, smoking, lack of physical activity and mental wellbeing can also significantly modify the 
management of these conditions and this is turn impacts on both the provision and the delivery of health 
services.  

Effective prevention and management requires a collaborative effort from many sectors, because of the 
wide range of influences. Gender and culture, living and working conditions, social and community 
characteristics as well as individual lifestyle factors and metabolic differences all contribute. 

“The aim is to develop a suite of effective interventions that can be applied with a mix, level and balance 
appropriate to local population needs.” 

Keeping Well 2008-12  Wellington Region Strategic Plan for Population Health 

 

Past year achievements 
• Completed MAP2 – Mobilising Communities 
• Completed Children’s Food & Drinks Survey in 

Wairarapa (300 families) 
• Developed Wairarapa Breastfeeding Action Plan & 

Promotion Campaign 
• Implementation of Smokefree Wairarapa Plan 
• New Governance Groups established bringing 

HEHA, Active Wairarapa, Smokefree Wairarapa, 
Family Violence and Suicide Prevention Plans 
together 

• Wairarapa Kids Kitchen Garden Project established 
• Supported 36 Early Childhood and School Nutrition 

& garden initiatives 
• Funded 5 Community Action Projects for Maori 
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It is acknowledged that measurable benefits to the population will take some time to 
become evident, but the DHB is committed to taking a collaborative multisectoral 
approach to HEHA to achieve both immediate and ultimately, long term health gains, 
including: 

 
• Reduce smoking rates 
• Reduce the prevalence of obesity and overweight, particularly among children 
• Reduce obesity related elective procedures 
• Improve oral health 
• Reduce the incidence of chronic conditions including cancer 
• Reduce avoidable hospital admissions  
• Reduce the impact and the incidence of diabetes 
• Improve the mental wellbeing of the community and reduce the incidence and 

impact of depression and suicidal ideation. 
• Improve rates of exclusive breastfeeding until baby 6 months old 
• Reduce family violence 
 
Details of implementation for these initiatives are covered in related sections of this 
plan. 
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Priority Area: 
 

Reduce obesity, reduce impact of diseases such as T ype 2 diabetes 
and cardiovascular disease, improve health status e specially for 
high needs population groups 

Objective Outcome Actions Target 
Date 

Responsibility 

Implementation 
of Healthy 
Lifestyle 
Strategy 

Evidence of increased 
awareness of benefits of 
good nutrition and physical 
activity  
 
Evidence of increased 
consumption of fruit and 
vegetables 

• Integrate Health Sector targets with 
Priority population health areas 

• Utilise research data to develop 
interventions 

• Develop comprehensive wellbeing 
package for priority/high needs 
audiences 

Quarter 4 
 
 
 
 
2010 

HEHA Project Manager 
Planning & Funding 
Public Health 
Primary care 
Maori Directorate 

Increase 
collaboration & 
co-ordination 
of initiatives 

Evidence of increased 
intersectoral and multi-
agency collaboration 
 
Evidence of collaboration, 
commitment and 
participation of community 
partners 

• Further develop governance  
function of Healthy Eating, Healthy 
Action, Active Wairarapa and 
Smokefree Wairarapa with multi-
agency, intersectoral membership 

• Identify synergies that will enhance 
collaboration and co-operation 
between community partners 

• Continue collaboration with 
community partners, and associated 
health disciplines including oral 
health, mental health and child and 
youth health 

All quarters HEHA Project Manager 
Planning & Funding 
Public Health 
Smokefree co-ordinator 
Mental health team 
Suicide Prevention co-
ordinator 
Community Partners 
PHO 

Reduce 
smoking rate 

Increased awareness of 
benefits of being 
smokefree  
 
Evidence of reduction in 
number of young people 
taking up smoking  
 
Reduced disparity in 
smoking rates between 
Maori, Pacific and other 
ethnic groups 
 
Smoking status recorded 
by PHO practices 
 
Evidence of increase in 
smoking cessation 
packages provided 

• Implementation of the Wairarapa 
Smokefree Plan (WSFP) by 
smokefree co-ordinator appointed in 
2007/2008 

• Target high priority groups – Maori, 
Pacific people, pregnant women, 
rangatahi, mental health consumers, 
young people and parents who 
smoke 

• Implementation of the Smokefree 
Wairarapa network 

• Increase collaboration between 
smoking cessation providers and 
health promotion services to 
promote routine screening, brief 
intervention and linking of services 

 

All quarters Smokefree co-ordinator 
HEHA Project Manager 
Public Health 
HEHA Schools Co-
ordinator 
Primary Care 
PHO 

Increase 
breastfeeding 
rates 

Increase in exclusive 
breastfeeding at 6 weeks 
and 6 months 
 
Increased awareness of 
benefits of breastfeeding  
 
Increased support 
available (lactation 
consultant) 

• Implement Wairarapa Breastfeeding 
Action Plan 

• Appointment of lactation consultant 

• Implement Wairarapa Breastfeeding 
Promotion Campaign 

• Develop and support interventions 
to increase breastfeeding in 
community 

• Improve linkages between support 
agencies 

Quarter 4 HEHA Project Manager 
Lactation Consultant 
Maternity team 
Public Health team 
Whaiora Whanui 
Primary Care 
 

Reduce 
childhood 
obesity 

Number of applications to 
the Nutrition Fund 
 
Number of new physical 
activity initiatives during 
and after school day  
 
Number of Health 
Promoting schools or 
equivalent & Enviroschools 
 
Number of Healthy Heart 
Awards and registrations 
from Early Childhood 
Education Services 

• Support education services to 
implement Food and Nutrition 
Guidelines and Food and Beverage 
Classification System 

• Encourage and support innovative 
initiatives funded by HEHA Nutrition 
Fund  

• Work with local Food industry and 
school canteen managers to 
increase availability of healthy food 
options 

• Work collaboratively with other 
agencies to support increasing 
opportunities for physical activity 
during and after school 

• Work with Early Childhood 
Education services to promote 
establishment of good dietary 
practice 

Quarter 4 HEHA Project Manager 
Schools Co-ordinator 
Health Promoters 
Public Health Nurses 
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Priority Area: 

 

Reduce obesity, reduce impact of diseases such as T ype 2 diabetes 
and cardiovascular disease, improve health status e specially for 
high needs population groups 

Objective Outcome Actions Target 
Date 

Responsibility 

Reduce adult 
obesity 

Appointment of health 
psychologist (Obesity 
Services) 
 
Green Prescription uptake  
 
Increase in community 
nutrition and physical 
activity initiatives  
 
Enrolments in workplace 
and community physical 
activity programs 

• Support proposal for improved 
Obesity Services (increased access 
to comprehensive service) 

• Increase access to weight loss 
programs 

• Promote Green Prescriptions 

• Increase access and opportunities 
for physical activity in the 
community 

• Promote and support community 
initiatives to improve nutrition for 
priority groups 

Quarter 4 HEHA Project Manager 
DHB Dietetic Service 
Maori Directorate 

Reduce 
inequalities 

Enrolment in community 
programs that encourage 
behaviour change to 
healthy eating by priority 
groups 
 
Reduction in obesity and 
increase in physical activity  
 
Reduced disparity in 
smoking rates between 
Maori, Pacific and other 
ethnic groups 
 

• Work with Te Oranga O Te Iwi 
Kainga to develop initiatives that are 
culturally appropriate for Maori and 
support the implementation of the 
Cultural Competency Framework 
developed 

• Target Maori, Pacific and low-
income groups to prevent people 
taking up smoking and  provide 
smoking cessation programs for 
current smokers 

• Support initiatives that contribute to 
obesity prevention and improved 
nutrition through the Community 
Action Fund for Maori 

• Support the implementation of the 
Healthy Lifestyle and Whanau Ora  
Initiatives delivered by Whaiora 
Whanui 

• Support the promotion of healthy 
eating and activity in Outreach 
health clinics for Maori, Pacific and 
low-income people 

• Support a Pacific advisory group 

• Work with the Maori Womens’ 
Welfare to promote HEHA in Maori 
communities 

Quarter 4 HEHA Project Manager 
Te Iwi Kainga 
Maori Health Committee 

Research on 
current 
behaviours, 
attitudes & 
beliefs about 
healthy eating, 
nutrition and 
physical 
activity 

Baseline data recorded 
 
Benchmark established for 
future follow-up  
 
Interventions developed 
focused on priority areas 
identified 

• Interpret data from Children’s Food 
and Drinks Survey in Wairarapa to 
developed focused interventions 

• Interpret results of Wairarapa 
Physical Activity Survey 

• Develop physical activity 
interventions based on information 
from survey 

Quarter 1 HEHA Project Manager 

Increase 
awareness of 
benefits of 
healthy eating, 
physical 
activity and 
being 
smokefree 

Number of media and 
social marketing events 
(documented)  
 
Evidence of increased 
awareness, especially in 
priority population groups 
(assessed by surveys) 

• Continue implementation of the 
Social Marketing Strategy  

• Adopt a whole society, whole family, 
whole whanau approach 

• Combine healthy eating, healthy 
action and being smokefree in a 
healthy lifestyle package. 

• Identify promotional synergies with 
other priority areas / groups  and 
develop these 

Quarter 4 HEHA Project Manager 
Communications 
Advisors 
Community partners 
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Priority Area: 

 

Reduce obesity, reduce impact of diseases such as T ype 2 diabetes 
and cardiovascular disease, improve health status e specially for 
high needs population groups 

Objective Outcome Actions Target 
Date 

Responsibility 

A healthy  
workforce – 
“Walk the Talk” 

Provision of healthy 
options for patients and 
staff 
 
Establishment of 
Workplace Wellness Clinic 
Number staff participating 
in weight loss and physical 
activity programmes 
 
Increase in opportunities to 
participate in physical 
activity 

• Implement Wairarapa DHB Nutrition 
Policy revised in 2008 

• Continue implementation of 
Wairarapa DHB Physical Activity 
Policy 

• Support implementation of 
Smokefree Wairarapa strategy 

• Develop opportunities for staff to 
participate in programmes to 
improve nutrition and increase 
physical activity 

• Support implementation of Violence 
Free strategy 

• Develop Workplace Wellness Clinic 
for staff to access advice about 
lifestyle (including work related 
stress)  

All quarters HEHA Project Manager 
Public Health Team 
Occupational Health 
Allied Health team 

Build capacity  Increase in workforce 
capability  
 
Increase in Maori and 
Pacific workforce capacity 
and capability 

• Increase the range of skills and 
knowledge of the nutrition and 
physical activity workforce by 
providing education and 
professional development 
opportunities  

• Support the development of local 
“trainers” through nationally 
delivered “train the trainer” 
workshops 

All quarters  

  •    

Outcome 
Measurements 

IDPs: 
POP 18 Maintain appropriate planning and implementation activity to improve the rates of 
breastfeeding and report progress against these   
 
Target 
Increase the proportion of infants exclusively and fully breastfeed at 6 weeks to 74% or greater; at 3 
months to 57% or greater, and at 6 months to 27% or greater 
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5.22 Reducing family violence 
 
 
 
 
 
 
 
 
 
 
 

Approach and Plans for the year 
ahead 
Wairarapa has a unique approach 
to reducing family violence within 
the region that has been identified 
nationally as a leading light in its 
field. The approach is a community-
based approach with an active 
Violence Network representing 
many community agencies including 
the Wairarapa DHB.  
 
DHB staff are actively involved in 
community initiatives and focus 
primarily on raising awareness and 
community education to reduce 
family violence. White Ribbon Week 
was a high profile event this year 
with Wairarapa DHB giving out over 
2000 white ribbons throughout the 

DHB including patients and visitors. 
 
During 2008/09 an audit of the DHB family violence intervention programme 
conducted by the Auckland University of Technology resulted in scores of 52% for 
Partner Abuse and 52% for Child Abuse.  As this audit preceded the launch of the 
training programme a much improved score is expected at the next audit which will 
take place in April/May 2009. 

 
The focus for this coming year will be DHB staff training and the programme will 
commence in February 2009.  Fortnightly training sessions are scheduled for all of 
2009 to enable all DHB staff to attend mandatory training.  The Training Team 
includes five external agencies and has good representation across the DHB. 
Although the initial priority is training of DHB staff, training will also be offered to a 
wide range of health and social service providers including Well Child and 
Outreach nurses and Maori Health workers.  Wairarapa Community PHO has 
been closely involved in the development of district wide policies and processes.  
Training will be tailored to the needs of general practice teams and delivered in 
conjunction with the PHO. 
 
Regular evaluation data will be collected from all units as they launch the 
programme and will be used to report to the Ministry of Health, DHB Senior 
Management and Clinical Board. 

The Campaign for a Violence Free Wairarapa  

‘Rise Above It’ is a Wairarapa wide community response to violence based on four principles:   
• Partnerships: strengthening the many positive relationships within our community.  
• Changing Attitudes: encouraging the whole community to realise that violence is not 

an answer to any of our problems.  
• Improving Wellbeing:  increasing the sense of belonging within our community and 

improving the quality of life for everyone.  
• Improving Coordination: agencies and groups working together to provide services.    

Masterton District Council, 2002 
 

Past year achievements  
• Two Family Violence Co-ordinators 

established from October 2008. These 
positions are .5 and a .9 position Clinical 
FVIP Coordinator. 

• DHB Partner and Child Abuse procedures all 
approved. 

• A DHB Wairarapa Charter for Collaboration to 
End Family Violence signed by all members 
of Steering Groups including external 
agencies and translated into Maori and 
Samoan. 

• All documentation revised, approved, printed 
and ready for 2009 launch of the VIP 
Programme. 

• Wairarapa DHB met the criteria and were 
approved by Ministry of Health in November 
2008 to receive the FVIP training.  

• All monthly staff Orientation sessions have 
had a presentation on Family Violence 
Intervention. 
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The DHB is optimistic that when staff receive the training and start screening all 
women aged 16 and over that this will further benefit the Wairarapa community 
and create a safer environment and ensure that where family violence is identified 
all agencies can react speedily, collaboratively and effectively to protect the 
families and the Wairarapa community. 

 
Outcome 
Measurements 

IDPs: 
POP 11 – Progress in taking a systemic approach towards the identification and 
intervention of child and partner abuse 
 
Target 
DHBs achieve an overall score of 70/100 in the audits for child abuse and partner 
abuse responsiveness 
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Past year achievements 
 
• Appointment of Suicide Prevention Co-

ordinator in August 2008 
• Establishment of Suicide Prevention Inter-

Agency Steering Group 
• Wairarapa Suicide Prevention Needs 

Assessment and Service Pathways 
mapping undertaken 

• Wairarapa Suicide Prevention three year 
action plan developed 

• Increased access for youth to counselling 
through ‘To Be Heard’ Programme 

• Resilience & mental-wellbeing messages 
delivered through health promoting schools 
and HEHA programmes 

• ED-Mental Health services collaborative 
project established (in association with New 
Zealand Guidelines Group) 

• Workforce development workshop and 
seminar series on suicide prevention, risk 
assessment and postvention undertaken for 
DHB and NGO staff working in mental 
health, public health, social service, 
education, youth and community sectors 

5.23 Suicide Prevention 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Approach and Plans for year ahead 
Suicide is a complex social health issue in 
our community requiring a multi-disciplinary 
and whole-of-community response.  There is 
a wide range of factors that contribute to 
vulnerability and resiliency to mental health 
problems and suicidal behaviours.  Already 
there are a wide range of programmes and 
interventions in the Wairarapa that address 
many of these factors and while they are not 
primarily suicide prevention activities, they 
have the potential to directly influence the 
rates of suicide in this district.  Rather than to 
duplicate, it is the intention of the Wairarapa 
Suicide Prevention Action Plan to work with 
existing programmes to maximize their 
potential as suicide prevention activities. 
 
Statistics for the Wairarapa indicate that more 
young women under 25 years, in particular 
Māori, attempt suicide and that males aged 
25 -54 years are the predominant group who 
are dying by suicide  Contrary to national 
trends; death by suicide is more common in 

Pakeha than Māori men.  These two population groups are the main focus of the 
interventions.  Mental disorders are the strongest risk factors for suicidal behaviour and 
people who make suicide attempts are at high risk of making further non-fatal attempts 

The vision for suicide prevention activity in Wairarapa is a society where all people: 

• Feel valued and nurtured  
• Value their own life 
• Are supported and strengthened if they experience difficulties 
• Do not want to take their lives or harm themselves 
 
        New Zealand Suicide Prevention Strategy, 2006 

 
Suicide rates in the Wairarapa are higher than the national average but have been decreasing since the 
unusually high number of suicides in 2003.  Over recent years the DHB have implemented a range of 
projects in mental health and public health to address the issue of suicide and self harm.  In 2008 
Wairarapa DHB received two years funding for a Suicide Prevention Co-ordinator to develop and 
implement a district wide suicide prevention action plan.  Based on the findings of the Wairarapa Suicide 
Prevention Needs Assessment and the recognition that effective suicide prevention strategies require a 
whole-of-community response; the Action Plan provides a blueprint for suicide prevention across the DHB, 
other government agencies and the community for the next three years.   
 
Action Plan Target Populations 

• Males 25 – 54 especially those living in rural communities 
• People living with a mental illness 
• People who have attempted suicide in particular Māori females under 25 years old 
• Whānau of people living with a mental illness or who have attempted suicide 
• Friends and whānau bereaved by suicide 
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and of dying by suicide.  Early detection of people at risk, the building of the response 
capacity of health and community agencies and ensuring more seamless referral 
pathways are high priority areas action areas.   
 
While the impact of suicide on a family can have long term consequences it needs to 
be recognized that family members are an important resource in keeping people safe in 
times of crisis or extreme emotional distress and that management plans must include 
support strategies for family and significant others.  The prevention and management 
of potential suicide clusters contribute to reducing the risk of suicide in the overall 
population.  With the significant rural characteristic of the Wairarapa it is important to 
monitor the impact that economic factors or adverse natural disasters such as floods 
and droughts have on the mental wellbeing of individuals, families and communities 
and to promote a strong sense of social cohesion in affected rural communities and 
awareness of the support services available. 
 
The focus for the year will be the implementation of Phase 1 of the Wairarapa Suicide 
Prevention Action Plan.  Activities of the plan have been clustered around 6 key areas 
of action 
 
• Promoting well-being and coping strategies for men experiencing adverse 

emotional and social events 

• Co-ordinated delivery of mental health promotion programmes targeting young 
people. 

• Increased capacity of non health sector agencies in the early identification of those 
who have a risk of suicide or self harm. 

• Timely and effective responses by health and community agencies to those who 
have suicidal ideation or have attempted suicide. 

• Seamless referral pathways between primary and secondary services. 

• Timely and appropriate support provided to affected whānau and communities in 
the event of a death by suicide. 
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Keeping Well/Population Health Initiatives Priority Area: 

 Outcome Actions Target 
Date 

Responsibility 

Implementation 
of Wairarapa 
Suicide 
Prevention 
Action Plan 

Co-ordinated suicide 
prevention, intervention 
and Postvention activities 
across the district 

Suicide Prevention Inter-Agency 
Steering Group quarterly meetings to 
monitor progress of Action Plan 
implementation 

All Suicide Prevention 
Co-ordinator 

Increased 
workforce 
capacity 

Confident and competent 
frontline workforce able to  
identify and respond to 
persons with high suicidal 
risk and provide support to 
those bereaved by suicide  

• Training workshops and seminars 
series on all aspects of suicide 
prevention. 

1st, 2nd & 3rd 
quarters 

Suicide Prevention  

Increased 
collaboration 
between 
services 

Seamless referral 
pathways for those at high 
risk or have attempted 
suicide 

• Ongoing implementation of the 
Emergency Department/ Mental 
Health Services Self Harm and 
Suicide Prevention Collaboration 
project 

All ED/MH Project 
Manager 
Suicide Prevention 
Co-ordinator 

• Work with primary care providers and 
referring agencies to increase the 
utilization rates of men using the ‘To 
Be Heard Programme’ 

 

Ist Quarter  Suicide Prevention 
Co-ordinator 
WCPHO 

• Mental health promotion campaign 
targeted at 25-54 year old males 
aimed at increasing help seeking 
behaviour and positive mental health 
messages for dealing with financial 
and inter-personal relationship 
stressors. 

All Suicide Prevention 
Co-ordinator 

Improve mental 
health 
outcomes for 
men at risk of 
suicide 

At risk men are identified 
early and supported 
through times of suicide 
crisis 

• Symposium for agencies working 
with men on promoting positive 
mental health and well-being in men 
aimed at building local capacity of 
men to be mental health promotion 
champions in their families and 
communities. 

3rd Quarter Suicide Prevention 
Co-ordinator 
 

Strengthened 
social support 
systems in 
rural 
communities 

Families supported in 
times of economic or social 
stress 

• Collaboration project with rural 
support agencies in South Wairarapa 
to facilitate support systems in rural 
communities and promote help 
seeking behaviour in times of 
economic or social stress. 

All Suicide Prevention 
Co-ordinator 
REAP 
WCPHO 

Co-ordination 
of mental 
health 
promotion 
activities 
aimed at young 
people 

Mental health indicators of 
at risk young people 
improved 

• Working party of current providers of 
mental health programmes to 
develop district wide youth mental 
health outcome framework. 

Ist & 2nd 
Quarters 

Suicide Prevention 
Co-ordinator 
Public Health Unit 

Minimise the 
impact of 
suicide on 
affected family, 
friends and 
community to 
prevent suicide 
contagion 

Early identification of those 
requiring support and 
appropriate support plans 
implemented  

• Establishment of a Suicide 
Postvention Co-ordinating Group 
to respond to the impact of a 
suicide in a community. 

Ist & 2nd 
Quarters 

Suicide Prevention 
Co-ordinator 
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5.24 Progressing the Health Information Strategy of New Zealand 
 

 
 

Approach and Plans for the year ahead 
The DHB continues to progress the work 
programme identified in the ISSP. Key 
priorities for the 2009/10 year will be: 
• Participation in the seven DHB Health 

Management System Collaborative. 
• Progressing the electronic medical 

record programme. 
• Progressing the planning and 

implementation for an information 
system for the school dental service. 

• Providing improved access to hospital 
clinical information in primary care. 

• Continuing the business intelligence 
programme. 

• Developing requirements and running 
an RFP process for a Electronic 
Document and records management 
solution. 

• Introducing new storage and server 
virtualisation technology to the 
production data centre. 

• Introducing ITIL tools and processes 
to IT operations. 

Alignment with HIS-NZ 

The Health Information Strategy for New 
Zealand (HIS-NZ) contains 12 “action 
zones” which are intended to serve as 
areas of focus for future developments.  

The following table is taken from the ISSP and provides a summary of how the Wairarapa 

Information Systems Strategic Planning is a key tool for the DHB to ensure alignment of 
information systems developments with the needs of the DHB and the population it serves.  The 
Information Systems Strategic Plan (ISSP) for Wairarapa DHB was last refreshed in 2008 and 
describes five core strategies for development of Information Systems at Wairarapa DHB over a 
four year period. The strategies are: 

• Progress the electronic medical record  containing the minimum information necessary 
for clinical decision making. 

• Enhance the patient journey  with integrated information flows across the healthcare 
continuum. 

• Purchase integrated solutions  in well-defined areas such as corporate support 
functions. 

• Give priority to electronic capture of existing data that can inform population health 
planning . 

• Support all information systems with secure, high-capacity, high-availability technology 
services. 

The work programme in the ISSP for Wairarapa DHB aligns to and is consistent with the HIS-NZ, 
in that it addresses a proportion of the action zones directly.   The relationship between the WDHB 
ISSP and the HIS-NZ is described in Section 4.4 of the ISSP. 

Past year achievements 
• Quality improvements to Concerto Clinical 

Information System in consultation with hospital 
clinicians and local GPs, focusing on lab results 
and discharge summaries. 

• New backup and storage solution implemented 
in the DHB disaster recovery (DR) data centre to 
support DR, system backups and IT ops. 

• New Virtual servers implemented in DR room to 
support test environments. 

• Participated in Regional project to select a 
Regional solution for sharing of clinical images 
and sharing of long term image storage for DR. 
RFP process and business case complete and 
now subject to board approvals. 

• Refreshed a large number of end of lease 
desktop devices 

• Started process improvements and internal 
management for IT processes and jobs. 

• Vendor selected for Corporate Performance 
Management solution and proof of concept 
completed 

• Implementation of PRIMHD solution locally, 
currently awaiting final compliance 

• Continued programme of work to migrate SQL 
databases to new SQL platform running SQL 
2005. 

• MidCentral, Whanganui and Wairarapa DHB 
collaborative completed a joint requirements 
analysis and RFI process for a replacement 
Health Management System for all three DHBs. 
This project has now evolved into a seven DHB 
Health Management System Collaborative 
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DHB information systems strategic plan aligns to these action zones. Note that the sections 
referred to in the table are sections within the WDHB ISSP 2008. 

 

Action Zone What it means How the WDHB plans aligns  
National 
network 
strategy 

Progressively implementing a secure 
network to enable the ability for 
organisations in the healthcare 
continuum to exchange information 
securely.  

This action zone is aligned with the WDHB strategy 
to develop robust, secure IT infrastructure.  WDHB is 
also a member of the recently implemented Regional 
Network, collaborating with the other 5 DHBs in its 
region. 

NHI Promotion Routine use of National Health Index 
numbers in the collection and analysis 
of healthcare data.  

WDHB is accustomed to the use of NHI numbers in 
all of the hospital provider systems.  The work 
programmes in the electronic medical record strategy 
will ensure that the routine use of NHI numbers will 
continue. 

HPI 
implementation 

Routine use of Health Practitioner 
Index identifiers to secure access to 
clinical systems. 

WDHB will follow developments in this area and 
incorporate the HPI standards into new and existing 
systems as appropriate. 

ePharmacy Implementation of electronic 
prescribing throughout the continuum. 

WDHB will address electronic prescribing as part of 
the Electronic Ordering project in the third major 
phase of the EMR work programme (Appendix 
F1.1.1). 

eLabs Implementation of electronic reporting 
and test ordering systems 

WDHB completed implementing lab results reporting 
in Phase I of the EMR strategy, and will address 
electronic test ordering as part of the Electronic 
Ordering project in the third major phase of the EMR 
strategy Appendix F1.1.1). 

Discharge 
summaries 

Implementation of structured systems 
for sending discharge information 
electronically. 

WDHB has already implemented a version of 
electronic discharge reporting to general practice.  
These facilities will be extended under the EMR work 
programme (Section F1.1.1). 

Chronic Care 
and Disease 
Management 

Electronic support for processes of 
integrated care across primary and 
secondary care organisations. 

A chronic care programme has been implemented in 
primary care. WDHB will look to implement systems 
which support disease management in Phase II of 
the EMR work programme. (Appendix F1.1.1).  

Electronic 
referrals 

Implementation of structured systems 
for sending referral information 
electronically. 

Sophisticated, structured referrals will be adopted in 
Phase II of the EMR work programme as the 
standards are developed (Appendix F1.1.1). 

National 
Outpatient 
Collection 

Implementation of a national statistical 
collection system for outpatient data. 

WDHB has implemented the first phase of NNPAC, 
and will consider the implications of the next phase 
as part of the NCAMP project described in Appendix 
F1.1.1. 

National 
Primary Care 
Collection 

Implementation of a national statistical 
collection system for primary care data. 

WDHB will monitor progress of this work, and 
schedule specific arising activities in the annual 
refresh of the ISSP. 

National System 
Access 

Implementation of facilities for 
accessing national statistical 
collections in secure fashion. 

WDHB will ensure that the IT infrastructure provides 
the building block to facilitate implementation of the 
identified access initiatives (Appendix F1.1.6). 

Anchoring 
framework 

Development of standard national 
“data dictionary” to provide a standard 
reference for how data should be 
stored and used. 

WDHB will ensure that the requirements 
specifications for systems to be acquired take into 
consideration the emerging standards. 
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Improving National Collections Systems Data Quality  
A data integrity position continues to lead improvements in data quality around Hospital 
systems which feed many National collections including the NHI, NMDS and MWS. This 
position audits the quality of the data and provides ongoing guidance and training to staff 
involved in data entry and collection for those systems. 
 
Other positions are responsible for reviewing and addressing data quality issues in specific 
areas, for example staff in the Mental Health service are responsible for addressing data 
quality and ensuring that extracts to MHIC are reconciled and errors corrected. The elective 
services manager audits all processes associated with the elective services contract. 
 
Improved reporting systems including a new performance management solution are being 
developed at the DHB in order to provide improved feedback and information capability for 
managers. A benefit of this improved feedback is improving awareness of the importance of 
applying resourcing and education to staff to ensure appropriate data quality. 
 
Collaboration 

As the DHB progresses its Information Systems Strategy it will continue to collaborate in the 
Information Management area with other DHB’s in a number of areas. This includes: 
 
• active participation in the national Chief Information Officer forums 
• active participation in the Central Region Chief Information Officer forums 
• attendance at Primary Care Information Management Group  
• collaborating with six other DHBs in the Health Management System Collaborative in the 

procurement of a new solution to replace our ageing Patient Administration Systems and 
related systems 

• examining options for collaboration on the FMIS replacement project 
• sharing IS human resources and knowledge with other DHB’s 
• leveraging the new Central Region high-speed network to improve access to information 

systems 
• collaborating on specification development and testing for system changes related to 

National initiatives with other DHB’s using common systems 
• vendor management 
• initiatives that support the Regional Information System Strategy 
• adopting a common Enterprise Architecture Framework. 
 
Outcome 
Measurements 

IDPs: 
QUA 03 Provide high quality data to the National Collections systems 
 
Associated deliverables 

1. Number of NHI duplicate records that require merging by Data Management per DHB per 
quarter 
Target –  >2% and <=3%  

2. Total number of NHI records created with ethnicity status of “not stated” per DHB per quarter 
Target – >2% and < = 4% 

3. Number of versions of text descriptor per code per DHB 
Target – Ratio >5 and less than 15.0 

4. Total number of publicly funded NMDS events loaded into the NMDS more than 21 days post 
month of discharge  

                  Target  – > 2% and < = 5% late 
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5.25 The NZ Disability Strategy 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

The NZ Disability Strategy aims for an inclusive society which focuses on highly valuing lives 
and continually enhancing full participation of people with disabilities.  Through its Disability 
Action Plan, published in 2007, The Wairarapa DHB has recognised its role as:  

• A health and disability services provider and employer. 
• A funder and planner of health and disability services. 
• A communicator and provider of information. 
• A community leader. 

 
This plan will continue to guide DHB activity in 2009-10.  With the occurrence of disability 
tending to increase with age, the Health of Older People Strategy has also contributed to 
addressing the needs of people with disabilities.  Wairarapa DHB recognises sign language 
as an official language of New Zealand and provides sign language interpreter services when 
required. 

Approach and Plans for the year ahead 
• Extend the use of the Personal 

Communication Guide for people with 
disabilities from AT&R to other inpatient and 
outpatient areas. 

• Further progress the long term (2006 – 2009) 
development of a single point of entry for 
health and disability support services to 
enable better integration and smoother 
processes between health and disability 
support functions. 

• Focus on improving equity and transparency 
for access to support services for people with 
disability and those with long term needs 
arising from their health condition.   

• Continue to develop carer support in 
Wairarapa for primary carers of disabled 
people (all ages). 

• Continue to Implement the recommendations 
of the 2007 AT&R Review and establish 

Stroke protocols according to the Stroke Guidelines. 
• Liaise with local councils to assist them in meeting the needs of their disability 

community. 

The needs of people with disabilities cut across all health and population groups.  All of the DHB’s 
strategies and actions must reflect the DHB’s commitment to implementation of the New Zealand Disability 
Strategy and achievement of its vision of a fully inclusive society.   This is being addressed by the DHB: 

• Being an inclusive employer 
• Working with the local disability community to ensure they have input to service planning and 

development and that people with disabilities have equal access to holistic health services, as well 
as to the disability support services they require to participate in the community 

• Ensuring DHB staff receive disability awareness training and practice it 
• Providing information in disability accessible formats 
• Working with all services and sectors to promote social inclusion and understanding of the needs 

of disabled people 
In addition Wairarapa DHB recognizes its specific responsibility for local implementation of the New 
Zealand Disability Strategy action 8.4 “Ensure disabled people are able to access appropriate health 
services within their community”.  The DHB’s disability support advisory committee regularly reviews 
accessibility of services for people with physical and non-physical disabilities and ensures that barriers 
identified are addressed. 

Wairarapa District Strategic Plan 2005. 

Past year achievements 
• Increase in the number of Maori accessing 

Disability Support services through the NASC  
• Establishment of a single point of entry for all 

Community Health and Disability support 
services, to enable seamless transition 
between services 

• Enabling access to essential high cost 
services through a national funding pool for 
people with a high level of need who are 
disabled by their condition    

• Flexible packages of care responsive to 
individuals with high and complex needs 
introduced for older people 

• Establishment and review of Personal 
Communication Guide (“Talk to Me” flip chart) 
developed for people in hospital who have a 
disability and wish to notify others of their 
communication preferences 

• Increased links with Workbridge to enable 
increasing DHB employment of people with 
disabilities. 
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5.26 Emergency Planning  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Approach and Plans for the year 
ahead 
• Continued preparation for the 

potential of a pandemic event will be 
ongoing, and ensuring the continued 
rotation of Pandemic stocks. 

• Ensure that Emergency Response 
Plans are replaced with a document 
to be known as ‘The Health 
Emergency Plan, in line with the 
Operational Policy Framework (2008 
– 2009) and ensure that it embraces 
significant incidents and 
emergencies referred to in the 
National Civil Defence Emergency 
Plan. 

• Ensure that plan provides for both 
immediate, short duration events and 
extended emergencies, on both 
small and large scales as relevant to 
the Wairarapa DHB population.  

• Provide support to Health Care agencies to develop and evaluate their Health 
Emergency Plans. 

• Continue to train staff on the use of WebEOC and participate on national, 
regional and local exercises on an annual basis. 

• Educate staff on the Health Emergency Plan, by training and exercising.  
• Research emergency management and preparedness best practice methods and 

where applicable implement within Wairarapa DHB 
 

Disasters and emergencies can occur at anytime, and we can be sure that new ones will occur 
without warning. It is Wairarapa District Health Board’s responsibility to respond in a way that 
mitigates the damage these events cause and which restores normality as soon as possible. 
 
Health emergencies can range from the slow build-up of an infectious disease outbreak to the 
sudden devastation of an earthquake. Often the consequences are extreme and the likelihood is 
certain, but the actual timing is impossible to predict. All we can be sure of is that they will 
certainly happen, that Wairarapa District Health Board has to be ready to respond and that our plans 
need to be robust enough to last, yet flexible enough to deal with any foreseeable circumstances. 
 
The Wairarapa District Health Board has established a Health Emergency Plan that will facilitate 
health services to maintain and restore health status during a Civil Defence or any other emergency. 
 
The plan is based on the Co-ordinated Incident Management System (CIMS) and makes provision 
for a flexible response to and recovery from all manner of major emergencies likely to affect providers 
of health care and or the general population. 
 
This plan is designed to meet the requirements of the National Civil Defence Emergency 
Management Plan Order, 2005. 
 
 

Past Year Achievements  
• Updated the Emergency Response 

Plans and Business Continuity Plans to 
reflect what is required within the 
Operational Policy Framework (OPF) 
and meets the requirements of the 
National Civil Defence Emergency Plan. 

• Strengthened alliances within the 
community as a whole by holding regular 
meetings and participating in national, 
regional and local exercises in 
Emergency Preparedness. 

• Provided ongoing support to Health Care 
agencies to develop and evaluate their 
Emergency Plans. 

• Commenced the training of key staff on 
the use of WebEOC and on emergency 
response to incidents, by regular training 
at induction days) 

• Participated on National, Regional and 
Local emergency preparedness 
exercises (Exercise Capital Quake – 
2008). 

 



 134 

6. MANAGING FINANCIAL RESOURCES 

6.1 Overview 
 
Wairarapa DHB is projecting a deficit of $0.96 million in FY 2009/10 which follows the 
forecasted $2 million deficit for 2008/09.  This forecast is despite significantly increased cost 
pressures, particularly wage and salary growth which continues to be in excess of FFT, 
combined with a Board commitment to increased investment in District Strategic Plan 
priorities, while maintaining the level of service delivery set in the previous two years and 
absorbing a significant increase in the price of services provided by other DHBs through the 
IDF mechanism. 
 
The DHB is however, projecting breakeven results for the two outyears covered by this Plan. 
 
To achieve the District Annual Plan operating position in 2009/10, we have “capped” the 
allowable and fundable cost growth within the Provider Arm.  A total of $3 million has been 
targeted as required efficiency gains across the DHB to achieve the projected $0.96 million 
deficit.  At the time of writing the management and staff of the DHB are undertaking a 
detailed line by line review of all expenditures to identify these necessary efficiency savings. 
 

6.2 Managing within the operating budget 
 
Wairarapa DHB will receive a funding increase through the FFT and demographic growth 
adjusters of approximately $4.3 million for 2009/10.  This brings the total revenue for the 
DHB to a projected $119 million.  Wairarapa DHB remains committed to operate long-term 
sustainable health and disability services and manage its financial resources within the 
amount of funding provided. 
 
The financial results for the parent DHB are summarized as follows: 
 

 

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

Actual Forecast Budget Estimate Estimate

$000's $000's $000's $000's $000's

Revenue 109,229 116,366 119,093 123,261 127,575

Operating Costs 106,772 113,650 115,030 118,085 122,229

Net Operating Surplus 2,457 2,716 4,063 5,176 5,346

Depreciation 1,867 1,904 2,528 2,616 2,708

Interest 1,461 1,937 1,933 2,001 2,071

Capital Charge 853 891 560 559 567

Net Surplus / (Deficit) (1,724) (2,016) (958) 0 0

 
 
In budgeting for the deficit position, the DHB has provided for a negative adjuster in the 
amount paid to the Provider arm of $4.9 million which, as noted earlier in this plan, a 
significant increase in the national price and recognises the increase in volumes delivered 
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over the last 2-3 years.  The deficit position is explained within the funding allocation section 
of this Plan (refer section 4.3). 
 
These financial results are shown in the following table split by the three output classes 
defined in the OPF. 
 
 

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

Actual Forecast Projection Projection Projection

$000's $000's $000's $000's $000's

Revenue

Funder 102,640              108,662              112,192              116,118              120,182              

Governance 2,209                  2,018                  1,785                  1,847                  1,912                  

Provider 49,955                55,226                54,991                56,916                58,908                

Elimination (45,579)               (48,991)               (49,875)               (51,621)               (53,427)               

Total Revenue 109,225              116,915              119,093              123,260              127,575              

Expenditure

Funder 101,108              108,662              113,150              116,118              120,182              

Governance 2,289                  2,018                  1,785                  1,847                  1,912                  

Provider 53,131                57,242                54,991                56,916                58,908                

Elimination (45,579)               (48,991)               (49,875)               (51,621)               (53,427)               

Total Expenditure 110,949              118,931              120,051              123,260              127,575              

Net Surplus/(Deficit) (1,724)                 (2,016)                 (958)                    -                          -                          

Net Contribution

Funder 1,532                  -                          (958)                    -                          -                          

Governance (80)                      -                          -                          -                          -                          

Provider (3,176)                 (2,016)                 -                          -                          -                          

Net Surplus/(Deficit) (1,724)                 (2,016)                 (958)                    -                          -                          

Wairarapa District Health Board (Parent) - Output Class

Forecast Statement of Financial Performance
For the year ended 30 June

 
 
The results by output class highlight the deficit arises within the Funder arm with breakeven 
results in the Governance and Provider arms.  As noted above this result incorporates two 
main points: 

• A negative adjuster has been applied to Provider arm funding paid by the Funder arm 
totalling $4.9 million.  This adjustment is required to ensure the Funder arm comes 
close to the breakeven point.  Further work is underway in both the Funder and 
Provider arms to identify savings and efficiency gains to bring the projected result for 
FY 2009/10 to a breakeven point. 

• To deliver the breakeven position within the Provider arm assumes efficiency savings 
of $3 million will be identified and delivered.  This deficit is discussed in the following 
section titled “Addressing the deficit – moving from Good to Great”. 

 
Addressing the deficit - moving from ‘Good to Great ’ 

Over recent months it has become clear that continuing to provide and fund service as we do 
is not financially sustainable, as health sector costs, particularly hospital costs, have risen, 
and continue to rise much faster than growth in health sector funding. 

The Wairarapa DHB does not want to put at risk its Performance Monitoring Status, early 
payment as a result of proposing a deficit of ($957,595) in 2009/10.  To achieve the 2009/10 
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financial position the DAP assumes the achievement of a $3M efficiency, or put another way, 
a reduction in costs of $250k per month from 1 July 2009. 

Recognising the Minister’s expectations of DHBs ability to deliver Government priority areas 
while keeping within budget, Wairarapa DHB is completing a line by line analysis of all of it’s 
Provider and Funder Services and is developing a Financial Recovery Plan.   As a result of 
this process a number of initiatives have commenced to deliver costs reductions and enable 
a sustainable clinical platform.   However without ‘transformational organisational change’ the 
results are unlikely to be sustained.   

To enable sustainable change the DHB needs to move from being a good DHB to a great 
one. To achieve this the DHB will be developing a new Clinical Services Plan for the 
Wairarapa.  The purpose of this review and planning process will be to identify the range of 
services, and service configurations that will be financially and clinically sustainable into the 
future, and a list of savings, efficiencies or disinvestments the DHB can make to achieve the 
$3M savings required to meet the planned deficit of $957k in 2009/10 and the further savings 
to reduce this deficit to zero in 2010/11.  The outcome of this review may include service 
reductions, service reconfigurations or reductions in FTEs.  This work is expected to be 
completed by 31 July 2009.  

The Board wishes to signal its total commitment through the development of the Financial 
Recovery Plan and the Clinical Services Plan to finding solutions that will  improve the patient 
experience, improve the health of the whole population and reduce and control costs while 
ensuring that patient safety and care is not compromised. These solutions need to work for 
both our local communities and also meet the Government’s expectations going forward.  
Table seventeen refers. 

Table 17: Moving from good to great 
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control costs
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6.3 Outlook for 20010/11 and 2011/12 
 
The DHB has completed the two outer years of the DAP based on indicative funding levels 
advised by the Ministry of Health.  The DHB has also assumed that the expenditure will 
increase at the same rate as the funding from the Ministry of Health.  As a result, a 
breakeven financial result is forecast for the years 2010/11 and 2011/12. 
 
The results for 2010/11 and 2011/12 include the ongoing savings and efficiencies required to 
deliver the breakeven result in 2009/10 within the Provider arm and additional savings within 
the Funder arm for the two outyears. 
 
All assumptions carry risks as identified within sections 2.2 and 2.3 of this Plan. 
 

6.4 Financial Assumptions 
 
The prospective financial information in this District Annual Plan has been prepared in 
accordance with the New Zealand Equivalents to International Financial Reporting Standards 
(NZIFRS). 
 
The following is a summarised list of assumptions used in the preparation of the financial 
information: 
 
a) All pressures for additional expenditures must be managed within the DHB’s allocated 

funding envelope for 2009/10 of $108M. 
 
b) The DHB’s funding allocation from Government includes the FFT (forecast funding track) 

annual increase in DHB funding, which for 2009/10 allows for price inflation of 3.116%. 
FFT has been calculated based on: 

• 0.65% of the labour cost index (LCI)  
• Plus 0.35% of the consumer price index (CPI) 
• Plus 0.5% for technology 
• No additional efficiency deduction was made to the FFT. 

 
c) Net costs to the DHB of increases in staff remuneration negotiated through MECAs and 

other agreements will be at rates agreed in the settled MECAs and no greater than FFT 
levels for any unsettled MECAs or new MECAs during the period covered by this Plan. 

 
d) Savings and efficiency gains totalling $3 million will be identified, agreed and delivered 

within the Provider arm.  The exact nature of these has not yet been determined. 
 
e) The price increase to be agreed by DHBs collectively for national contracts will be no 

greater than FFT.  This includes all prices in DHBs’ service agreements with providers of:  
• Primary health care services 
• Aged residential care services  
• Pharmacy services 
• Blood and blood products 
• Immunisations & oral health. 
•  

f) IDF volumes will be at levels advised by the Ministry of Health. 
 
g) Volume growth in key demand driven areas of service provision will be no greater than: 
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• 7.4% in number of prescriptions dispensed 
• 4.8% in aged residential care 
• 0-2% in acute presentations to Wairarapa hospital 
• 3% in planned electives services. 

 
h) Costs of new initiatives required by Government (Funding to Advance Government 

priorities) in 2009/10 will be fully funded by additional funding of $1.254M allocated to the 
DHB. This includes boosting funding for medicines, improving the quality of supervision in 
rest homes, kick starting the devolution of services to primary care, investment in respite 
care and investing in post natal stays. 

 
i) Interest and foreign exchange rates will remain within the parameters of the Treasury 

forecasts announced in January 2008. 
 
j) The capital charge rate will remain at 8%. 
 
k) Wairarapa DHB will retain early payment status. 
 
l) That the deficits are funded by way of equity injection from the Government. 
 
m) Wairarapa DHB is committed to regional coordination but will assume no costs 

associated with the first year of RCSP implementation beyond staff’s participation in the 
steering or clinical groups and associated costs.   

 
n) No allowance has been made for any increased asset valuation in line with the 

requirements of NZIFRS. 
 

6.5 Efficiencies 
Wairarapa DHB has made significant efforts to ensure its health and disability services are 
provided in the most effective and efficient manner within the funding available. 
 
The DHB over the last four years has undertaken a number of efficiency projects that were 
identified within the business case for the Wairarapa Hospital development.  These projects 
delivered the total efficiency target identified in the business case.  However, as previously 
noted the cost increases facing the DHB require further efficiency gains to be identified and 
delivered to achieve the current projected financial result.  The DHB is current undertaking a 
line by line review of expenditure to identified these savings and efficiencies.  At the time of 
writing this review had not been completed however an update will be provided in the next 
iteration of this Plan. 
 
It is noted that there are a number of initiatives currently underway that will assist in meeting 
the efficiency target of $3 million.  Examples of the initiatives to be undertaken include: 

• Increasing the efficiency of theatre services 
• Reducing the expenditure on locums  
• Improving management of supply use   
• Improving management of access to and costs of imaging services  
• Ensuring most efficient use of nurses and health care assistants 
• Increasing efficiency of community nursing services 
• Increasing efficiency of support needs assessment and service coordination. 
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6.6 Asset Planning and Investment 
6.6.1 Asset Management Planning 

Wairarapa DHB is committed to asset management planning with a view to a more strategic 
approach to asset maintenance, replacement and investment. 
 
A revised Asset Management Plan (AMP) has been developed.  The revision of the AMP 
includes a detailed review of the asset management practices and will provide a robust 
platform on which to base capital investment decisions in the future.  The AMP reflects the 
joint approach taken by all DHBs and current best practice. 
 
6.6.2 Capital Expenditure 

The projected capital expenditure for 2009/10 is $8.6 million.  Of this total $2.1 million is 
primarily for normal asset replacement and priority new equipment.  This level of expenditure 
is approximately equivalent to the level of depreciation. 
 
The remaining $6.5 million reflects two additional facilities that are in the detailed planning 
phase.  Both these facilities are expected to be financed through two 20-year finance lease 
arrangements.  The details and legal documentation for these is being finalised at the time of 
writing and the DHB notes that consent for these two arrangements is required from the 
Ministers of Health and Finance.  The DHB considers it prudent to include these two facilities 
within the Plan to show the affordability of the arrangements being entered into which is 
demonstrated by the breakeven results in the two outyears. 
 
6.6.3 Business Cases 

Business cases relating to information technology and other significant capital projects will 
include Regional Capital Committee (RCC), National Capital Committee (NCC) and Ministry 
of Health (MOH) review and endorsement, where appropriate. 
 
The DHB is participating in a seven DHB collaborative to replace the outdated legacy patient 
administration system with a patient centric Health Management System (HMS).  The seven 
DHBs have agreed to work collaboratively on the replacement with the detailed planning 
work currently underway.  It is expected that the value of the HMS will require notification to 
the RCC and likely to the NCC and MOH.  It is also likely that capital will be required from the 
Health Capital Envelope following completion of the detailed planning work. 
 
At the time of writing no business cases requiring notice to RCC, NCC or MOH are planned 
other than the replacement of the PAS. 
 
6.6.4 Alternate Funding 

As capital investment proposals are finalized managers will review the most appropriate 
financing option currently available for a particular item.  This may result in items being 
acquired via donation or leasing options and therefore not being purchased via the capital 
expenditure programme. 
 
Also, as noted in section 6.6.2 above the DHB has included two finance lease arrangements 
totalling $6.5 million which have not yet received consent from the applicable Ministers. 
 
6.6.5 Asset Valuation 

Wairarapa DHB revaluated its property and building assets at 30 June 2007 in line with 
generally accepted accounting practice requirements and NZIFRS. 
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There is increasing likelihood that there will be a need for an asset revaluation to be carried 
out on the building and property assets during the future financial years.  At the current point 
in time no allowance has been made for any change in the asset valuation.  However, this 
will depend on whether the valuation has a material impact on the financial statements.  If a 
revaluation does occur then there will be additional depreciation and capital charge costs 
which are unlikely to be reimbursed on a yearly basis. 
 
6.6.6 Asset Disposal 

Wairarapa DHB actively reviews assets to ensure that it has no surplus assets.  No 
significant assets are scheduled for disposal during the plan period as a result of being 
declared surplus. 
 
The approval of the Minister of Health is required prior to the DHB disposing of land.  The 
disposal process is a protective mechanism governed by various legislative and policy 
requirements. 

6.7 Debt and Equity 
The DHB's total term debt held with the Crown Health Financing Agency (CHFA) is expected 
to be $25.25 million as at June 2009 and for the three years covered by this Plan. 
 
The DHB has a long-term debt facility that is almost fully drawn down, of $25.75 million with 
the CHFA.  The CHFA waived the covenant ratios that had previously covered this facility.  
Until that point the DHB had fully complied with the covenants. 
 
The DHB has a range of finance leases covering the replacement of the Ambulance fleet and 
partial funding for the implementation of the RIS/PACS system.  These leases are at very 
competitive interest rates (ranging from 1% to 4% per annum) and are provided by the 
Wairarapa Community Health Trust.  This reflects a long standing arrangement where the 
Trust has provided the funding for the regular replacement of all the ambulance fleet.  A 
further lease, to a value of $120,000, will be entered into early in the 2009/10 year. 
 
Also refer to sections 6.6.2 and 6.6.4 regarding the proposed finance leasing arrangements. 
 
The DHB maintains a working capital facility of $6.0 million with the ANZ Bank.  The ANZ 
Bank also provides the transactional banking facilities for the DHB.  All banking covenants 
with the ANZ Bank are complied with. 
 
The DHB has included the sum of $1 million as an equity injection within the financial 
projections.  This equity injection represents cash support for the deficit presented in this plan 
for 2009/10. 

6.8 Projected Financial Statements 
The projected financial statements have been prepared in accordance with the accounting 
policies adopted by the Board and included within the Statement of Intent.  The accounting 
policies are included in Section 6.9 of this Plan.  These statements, including the underlying 
assumptions, were approved by the Board of Wairarapa DHB in March 2009. 
 
The actual results achieved for the period covered by the financial projections are likely to 
vary from the information presented, and the variations may be material.  The financial 
projections comply with section 142(1) of the Crown Entities Act 2004 and the information 
may not be appropriate for any other purpose. 
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Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent

$000's $000's $000's $000's $000's $000's $000's $000's $000's $000's

Revenue

Revenue 110,546                      109,229                      117,876                      116,366                      120,918                      119,093                      125,379                      123,261                      129,772                      127,575                      

Total Revenue 110,546                      109,229                      117,876                      116,366                      120,918                      119,093                      125,379                      123,261                      129,772                      127,575                      

Expenditure

Provider Expenditure (53,055)                      (53,055)                      (59,652)                      (59,652)                      (63,274)                      (63,274)                      (64,498)                      (64,498)                      (66,756)                      (66,756)                      

Operating Expenditure (54,842)                      (53,717)                      (55,407)                      (53,998)                      (53,463)                      (51,756)                      (55,541)                      (53,587)                      (57,507)                      (55,473)                      

Depreciation (1,947)                        (1,867)                        (1,920)                        (1,904)                        (2,546)                        (2,528)                        (2,634)                        (2,616)                        (2,720)                        (2,708)                        

Interest (1,461)                        (1,461)                        (1,937)                        (1,937)                        (1,933)                        (1,933)                        (2,001)                        (2,001)                        (2,071)                        (2,071)                        

Capital Charge (853)                           (853)                           (891)                           (891)                           (560)                           (560)                           (559)                           (559)                           (567)                           (567)                           

Total Expenditure (112,158)                    (110,953)                    (119,807)                    (118,382)                    (121,776)                    (120,051)                    (125,233)                    (123,261)                    (129,621)                    (127,575)                    

Net Surplus/(Deficit) (1,612)                        (1,724)                        (1,931)                        (2,016)                        (858)                           (958)                           146                             -                                 151                             -                                 

Gain/(Loss) on Sale of Assets (59)                             -                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 

-                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 

Income Tax (20)                             -                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 -                                 

Net Surplus/(Deficit) (1,691)                        (1,724)                        (1,931)                        (2,016)                        (858)                           (958)                           146                             -                                 151                             -                                 

2008/092007/08

Forecast Statement of Financial Performance
For the year ended 30 June

2009/10 2010/11 2011/12

Wairarapa District Health Board

 
 

Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent

$000's $000's $000's $000's $000's $000's $000's $000's $000's $000's

Opening Equity 10,534                         10,330                         8,840                            8,603                            8,431                            8,109                            8,570                            8,148                            8,713                            8,145                            

Equity Injection/(Repayment) (3)                                  (3)                                  1,522                            1,522                            997                               997                               (3)                                  (3)                                  (3)                                  (3)                                  

Change in Revaluation Reserve -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     

Net Surplus/(Deficit) for the Period (1,691)                          (1,724)                          (1,931)                          (2,016)                          (858)                              (958)                              146                               -                                     151                               -                                     

Net Surplus/(Deficit) 8,840                            8,603                            8,431                            8,109                            8,570                            8,148                            8,713                            8,145                            8,861                            8,142                            

Forecast Statement of Movements in Equity
For the year ended 30 June

2009/10 2010/11 2011/122008/092007/08

Wairarapa District Health Board
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Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent

$000's $000's $000's $000's $000's $000's $000's $000's $000's $000's

Public Equity

Equity 18,268                         18,268                         19,790                         19,790                         20,787                         20,787                         20,784                         20,784                         20,781                         20,781                         

Revaluation Reserve 1,479                            1,479                            1,479                            1,479                            1,479                            1,479                            1,479                            1,479                            1,479                            1,479                            

Retained Earnings (10,907)                        (11,144)                        (12,838)                        (13,160)                        (13,696)                        (14,118)                        (13,550)                        (14,118)                        (13,399)                        (14,118)                        

Total Equity 8,840                            8,603                            8,431                            8,109                            8,570                            8,148                            8,713                            8,145                            8,861                            8,142                            

Represented by:

Current Assets

Bank in Funds 4,612                            4,500                            2,167                            2,000                            2,284                            2,000                            2,460                            2,000                            2,668                            2,000                            

Receivables 3,882                            3,701                            4,301                            4,143                            4,103                            3,920                            4,123                            3,930                            4,142                            3,930                            

Other Current Assets 446                               446                               702                               702                               702                               702                               702                               702                               702                               702                               

Total Current Assets 8,940                            8,647                            7,170                            6,845                            7,089                            6,622                            7,285                            6,632                            7,512                            6,632                            

Current Liabilities

Bank Overdraft (2,526)                          (2,526)                          (2,179)                          (2,179)                          (1,925)                          (1,925)                          (1,217)                          (1,217)                          (855)                              (855)                              

Payables & Provisions (14,024)                        (13,874)                        (14,484)                        (14,302)                        (14,193)                        (13,958)                        (14,489)                        (14,203)                        (14,460)                        (14,110)                        

Short Term Borrowings -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     

Total Current Liabilities (16,550)                        (16,400)                        (16,663)                        (16,481)                        (16,118)                        (15,883)                        (15,706)                        (15,420)                        (15,315)                        (14,965)                        

Net Working Capital (7,610)                          (7,753)                          (9,493)                          (9,636)                          (9,029)                          (9,261)                          (8,421)                          (8,788)                          (7,803)                          (8,333)                          

Non Current Assets

Property, Plant & Equipment 42,719                         42,522                         44,046                         43,764                         43,479                         43,186                         42,765                         42,461                         42,045                         41,753                         

Other Investments -                                     103                               -                                     103                               -                                     103                               -                                     103                               -                                     103                               

T rust Funds 54                                 54                                 55                                 55                                 55                                 55                                 55                                 55                                 55                                 55                                 

Total Non Current Assets 42,773                         42,679                         44,101                         43,922                         43,534                         43,344                         42,820                         42,619                         42,100                         41,911                         

Non Current Liabilities

Borrowings (25,500)                        (25,500)                        (25,250)                        (25,250)                        (25,000)                        (25,000)                        (24,750)                        (24,750)                        (24,500)                        (24,500)                        

Provisions (769)                              (769)                              (872)                              (872)                              (880)                              (880)                              (881)                              (881)                              (881)                              (881)                              

T rust Funds (54)                                (54)                                (55)                                (55)                                (55)                                (55)                                (55)                                (55)                                (55)                                (55)                                

Total Non Current Liabilities (26,323)                        (26,323)                        (26,177)                        (26,177)                        (25,935)                        (25,935)                        (25,686)                        (25,686)                        (25,436)                        (25,436)                        

Net Assets 8,840                            8,603                            8,431                            8,109                            8,570                            8,148                            8,713                            8,145                            8,861                            8,142                            

As at 30 June

Wairarapa District Health Board

Forecast Statement of Financial Position

2009/10 2010/11 2011/122008/092007/08
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Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent Consolidated Parent

$000's $000's $000's $000's $000's $000's $000's $000's $000's $000's

Operating Cash Flows

Cash Receipts 109,574                       108,253                       115,990                       114,330                       121,236                       119,093                       125,833                       123,261                       130,541                       127,575                       

Payments to Providers (55,543)                        (55,529)                        (59,652)                        (59,652)                        (63,275)                        (63,275)                        (64,498)                        (64,498)                        (66,755)                        (66,755)                        

Payments to Employees & Suppliers (50,719)                        (49,457)                        (55,718)                        (54,247)                        (53,401)                        (51,456)                        (55,592)                        (53,277)                        (57,834)                        (55,157)                        

Interest Paid (1,489)                          (1,489)                          (1,937)                          (1,937)                          (1,933)                          (1,933)                          (1,985)                          (1,985)                          (2,038)                          (2,038)                          

Capital Charge Paid (721)                              (721)                              (891)                              (891)                              (560)                              (560)                              (559)                              (559)                              (567)                              (567)                              

Net Operating Cash Flows 1,102                            1,057                            (2,208)                          (2,397)                          2,067                            1,869                            3,199                            2,942                            3,347                            3,058                            

Investing Cash Flows

Cash Received from Sale of Fixed Assets 28                                 28                                 2,300                            2,300                            -                                     -                                     -                                     -                                     -                                     -                                     

Cash paid for purchase of deposit investment -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     -                                     

Cash Paid for Purchase of Fixed Assets (2,103)                          (1,977)                          (3,250)                          (3,116)                          (2,231)                          (2,150)                          (2,081)                          (2,000)                          (2,081)                          (2,000)                          

Net Investing Cash Flows (2,075)                          (1,949)                          (950)                              (816)                              (2,231)                          (2,150)                          (2,081)                          (2,000)                          (2,081)                          (2,000)                          

Financing Cash Flows

Additional Loans Drawn 6,120                            6,120                            120                               120                               120                               120                               120                               120                               120                               120                               

Equity Drawn -                                     -                                     1,525                            1,525                            1,000                            1,000                            -                                     -                                     -                                     -                                     

Equity Repaid (3)                                  (3)                                  (3)                                  (3)                                  (3)                                  (3)                                  (3)                                  (3)                                  (3)                                  (3)                                  

Loans Repaid (130)                              (130)                              (582)                              (582)                              (582)                              (582)                              (351)                              (351)                              (813)                              (813)                              

Net Financing Cash Flows 5,987                            5,987                            1,060                            1,060                            535                               535                               (234)                              (234)                              (696)                              (696)                              

Net Cash Flows 5,014                            5,095                            (2,098)                          (2,153)                          371                               254                               884                               708                               570                               362                               

Opening Cash Balance (2,928)                          (3,121)                          2,086                            1,974                            (12)                                (179)                              359                               75                                 1,243                            783                               

Closing Cash Balance 2,086                            1,974                            (12)                                (179)                              359                               75                                 1,243                            783                               1,813                            1,145                            

Represented by:

Short term deposits 4,612                            4,500                            2,167                            2,000                            2,284                            2,000                            2,460                            2,000                            2,668                            2,000                            

Bank Overdraft (2,526)                          (2,526)                          (2,179)                          (2,179)                          (1,925)                          (1,925)                          (1,217)                          (1,217)                          (855)                              (855)                              

Total Cash on Hand 2,086                            1,974                            (12)                                (179)                              359                               75                                 1,243                            783                               1,813                            1,145                            

Wairarapa District Health Board

Forecast Statement of Cash Flows
For the year ended 30 June

2008/09 2009/10 2010/11 2011/122007/08
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6.9 Significant Accounting Policies 
Reporting entity 
Wairarapa District Health Board (“DHB”) is a Health Board established by the New 
Zealand Public Health and Disability Act 2000.  Wairarapa DHB is a crown entity in 
terms of the Crown Entities Act 2004, owned by the Crown and domiciled in New 
Zealand.  Wairarapa DHB is a reporting entity for the purposes of the New Zealand 
Public Health and Disability Act 2000, the Financial Reporting Act 1993, the Public 
Finance Act 1989 and the Crown Entities Act 2004. 

Wairarapa DHB is a public benefit entity, as defined under NZIAS 1. 

The consolidated financial statements of Wairarapa DHB for the year ended 30 June 
2010 comprise Wairarapa DHB and its subsidiary Biomedical Services New Zealand 
Limited (together referred to as “WDHB”) and joint venture the Central Region 
Technical Advisory Service Limited (TAS) which is one sixth owned.   

Wairarapa DHB’s activities involve delivering health and disability services and 
mental health services in a variety of ways to the community. 

Statement of compliance 
The consolidated financial statements have been prepared in accordance with 
Generally Accepted Accounting Practice in New Zealand (NZGAAP). They comply 
with New Zealand equivalents to International Financial Reporting Standards 
(NZIFRS), and other applicable Financial Reporting Standards, as appropriate for 
public benefit entities. 

These are Wairarapa DHB's first NZIFRS financial statements and NZIFRS 1 has 
been applied.  An explanation on how the transition to NZIFRS has affected the 
reported financial position and financial performance of Wairarapa DHB is provided in 
note 24. 

Basis of preparation 
The financial statements are presented in New Zealand Dollars (NZD), rounded to 
the nearest thousand.  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 interest rate swap contracts), 
financial instruments classified as available-for-sale, land and buildings and 
investment property. 

Non-current assets held for sale and disposal groups held for sale are stated at the 
lower of carrying amount and fair value less costs to sell. 

The accounting policies set out below have been applied consistently to all periods 
presented in these consolidated financial statements and in preparing an opening 
NZIFRS Statement of Financial Position at 1 July 2006 for the purposes of the 
transition to NZIFRS. 

The preparation of financial statements in conformity with NZIFRSs 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 which form the basis of making the judgements about 
carrying values of assets and liabilities that are not readily apparent from other 
sources.  Actual results may differ from these estimates. 

The estimates and underlying assumptions are reviewed on an ongoing basis.  
Revisions to accounting estimates are recognised in the period in which the estimate 
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is revised if the revision affects only that period, or in the period of the revision and 
future periods if the revision affects both current and future periods. 

Basis for consolidation 

Subsidiaries 
Subsidiaries are entities controlled by Wairarapa DHB. Control exists when 
Wairarapa DHB has the power, directly or indirectly, to govern the financial and 
operating policies of an entity so as 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 control ceases. 

Joint ventures 
Joint ventures are those entities over whose activities WDHB has joint control, 
established by contractual agreement. The consolidated financial statements include 
WDHB’s interest in joint ventures, using the equity method, from the date that joint 
control commences until the date that joint control ceases. 

Transactions eliminated on consolidation 
Intragroup balances and any unrealised gains and losses or income and expenses 
arising from intragroup transactions, are eliminated in preparing the consolidated 
financial statements. Unrealised gains arising from transactions with associates and 
jointly controlled entities are eliminated to the extent of WDHB’s interest in the entity. 
Unrealised losses are eliminated in the same way as unrealised gains, but only to the 
extent that there is no evidence of impairment. 

Budget figures 

The budget figures are those approved by the health board in its District Annual Plan 
and included in the Statement of Intent tabled in parliament. The budget figures have 
been prepared in accordance with NZGAAP. They comply with NZIFRS and other 
applicable Financial Reporting Standards as appropriate for public benefit entities. 
Those standards are consistent with the accounting policies adopted by WDHB for 
the preparation of these financial statements. 

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. 

Revenue 

Crown funding 
The majority of revenue is provided through an appropriation in association with a 
Crown Funding Agreement. Revenue is recognised monthly in accordance with the 
Crown Funding Agreement payment schedule, which allocates the appropriation 
equally throughout the year. 

Revenue relating to service contracts 
WDHB 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 WDHB, with the agreement of the Ministry of Health, may 
be required to expend it on specific services in subsequent years. The amount 
unexpended is recognised as a liability. 
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Goods sold and services rendered 
Revenue from goods sold is recognised when WDHB has transferred to the buyer 
the significant risks and rewards of ownership of the goods and WDHB does not 
retain either continuing managerial involvement to the degree usually associated with 
ownership nor effective control over the goods sold. 

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 WDHB and that payment can be measured or estimated reliably, and to the 
extent that any obligations and all conditions have been satisfied by WDHB. 

Rental income 
Rental income from investment property is recognised in the statement of financial 
performance on a straight-line basis over the term of the lease. Lease incentives 
granted are recognised as an integral part of the total rental income over the lease 
term. 
 

Expenses 

Operating lease payments 
Payments made under operating leases are recognised in the statement of financial 
performance in the periods in which they are incurred. 

Finance lease payments 
Minimum lease payments are apportioned between the finance charge and the 
reduction of the outstanding liability.  The finance charge is allocated to each period 
during the lease term on an effective interest basis. 

Net financing costs 
Net financing costs comprise interest paid and payable on borrowings calculated 
using the effective interest rate method, interest received and receivable on funds 
invested calculated using the effective interest rate method, dividend income and 
gains and losses on hedging instruments that are recognised in the statement of 
financial performance. 

The interest expense component of finance lease payments is recognised in the 
statement of financial performance using the effective interest rate method. 

Dividend income is recognised in the statement of financial performance when the 
shareholder’s right to receive payment is established. 

Non-current assets held for sale  
Immediately before the classification of assets as held for sale, the measurement of 
the assets (and all assets and liabilities in a disposal group) is brought up-to-date in 
accordance with applicable NZIFRSs. Then, on initial classification as held for sale, a 
non-current asset and/or a disposal group is recognised at the lower of its carrying 
amount and its fair value less costs to sell.  

Impairment losses on initial classification as held for sale are included in the 
statement of financial performance, even when the asset was previously revalued. 
The same applies to gains and losses on subsequent remeasurement. 

Business combinations involving entities under common control 
A business combination involving entities or businesses under common control is a 
business combination in which all of the combining entities or businesses are 
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ultimately controlled by the same party or parties both before and after the business 
combination, and that control is not transitory. 

WDHB applies the book value measurement method to all common control 
transactions. 

Income tax 

WDHB is a crown entity under the New Zealand Public Health and Disability Act 
2000 and is exempt from income tax under section CB3 of the Income Tax Act 1994. 

The wholly owned subsidiary company, Biomedical Services New Zealand Limited, is 
subject to income tax. Income tax expense is charged in the group statement of 
financial performance in respect of its current year’s earnings after allowing for 
permanent differences. Deferred taxation is determined on a comprehensive basis 
using the liability method. Deferred tax assets attributable to timing differences or tax 
bases are only recognized where there is virtual certainty of realisation. 

Foreign currency 

Foreign currency transactions 
Transactions in foreign currencies are translated at the foreign 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 statement of financial performance. 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 stated at fair value 
are translated to NZD at foreign exchange rates ruling at the dates the fair value was 
determined. 

Property, plant and equipment 

Classes of property, plant and equipment 
The major classes of property, plant and equipment are as follows: 

• freehold land 

• freehold buildings 

• medical equipment  

• information technology 

• motor vehicles 

• other plant and equipment 

• 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.  The cost of self-constructed 
assets includes the cost of materials, direct labour, the initial estimate, where 
relevant, of the costs of dismantling and removing the items and restoring the site on 
which they are located, and an appropriate proportion of direct overheads. 

Land and buildings are revalued to fair value as determined by an independent 
registered valuer with sufficient regularity to ensure the carrying amount is not 
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materially different to fair value, and at least every five years. Any increase 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 financial performance. Any 
decreases in value relating to a class of land and buildings are debited directly to the 
revaluation reserve, to the extent that they reverse previous surpluses and are 
otherwise recognised as an expense in the statement of financial performance. 

Additions to property, plant and equipment between valuations are recorded at cost. 

Where material parts of an item of property, plant and equipment have different 
useful lives, they are accounted for as separate components of property, plant and 
equipment. 

Property, Plant and Equipment Vested from the Hospital and Health Service 
Under section 95(3) of the New Zealand Public Health and Disability Act 2000, the 
assets of Wairarapa Health Limited (a hospital and health service company) vested 
in Wairarapa DHB on 1 January 2001. Accordingly, assets were transferred to 
Wairarapa DHB at their net book values as recorded in the books of the hospital and 
health service. In effecting this transfer, the health board has recognised the cost (or 
in the case of land and buildings – the valuation) and accumulated depreciation 
amounts from the records of the hospital and health service. The vested assets will 
continue to be depreciated over their remaining useful lives. 

Disposal of Property, Plant and Equipment 
Where an item of plant and equipment is disposed of, the gain or loss recognised in 
the statement of financial performance is calculated as the difference between the 
net sales price and the carrying amount of the asset. 

Properties Intended for Sale 
Properties intended for sale are valued at the lower of cost or net realisable value.  

Leased assets 
Leases where WDHB assumes substantially all the risks and rewards of ownership 
are classified as finance leases. The assets acquired by way of finance lease are 
stated at an amount equal to the lower of their fair value and the present value of the 
minimum lease payments at inception of the lease, less accumulated depreciation 
and impairment losses. 

The property held under finance leases and leased out under operating lease is 
classified as investment property and stated at fair value. Property held under 
operating leases that would otherwise meet the definition of investment property may 
be classified as investment property on a property-by-property basis. 

Subsequent costs 
Subsequent costs are added to the carrying amount of an item of property, plant and 
equipment when that cost is incurred if it is probable that the service potential or 
future economic benefits embodied within the new item will flow to WDHB.  All other 
costs are recognised in the statement of financial performance as an expense as 
incurred. 

Depreciation 
Depreciation is charged to the statement of financial performance using the straight 
line method. Land is not depreciated. 
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Depreciation is set at rates that will write off the cost or fair value of the assets, less 
their estimated residual values, over their useful lives. The estimated useful lives of 
major classes of assets and resulting rates are as follows: 

Class of Asset    Estimated Life 
• Freehold buildings   2 to 50 years 
• Medical equipment  2.5 to 15 years 
• Information technology  2.5 to 15 years 
• Motor vehicles   5 to 12.5 years 
• Other plant and equipment 2.5 to 15 years 

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 completion and then depreciated. 

Intangible assets 

Intangible assets comprise computer software products acquired by WDHB and are 
stated at cost less accumulated amortisation and impairment losses. 

Subsequent expenditure 
Subsequent expenditure on intangible assets is capitalised only when it increases the 
service potential or future economic benefits embodied in the specific asset to which 
it relates. All other expenditure is expensed as incurred. 

Amortisation 
Amortisation is charged to the statement of financial performance on a straight-line 
basis over the estimated useful lives of intangible assets unless such lives are 
indefinite. Intangible assets with an indefinite useful life are tested for impairment at 
each balance sheet date. Other intangible assets are amortised from the date they 
are available for use. The estimated useful lives are as follows: 

Type of asset   Estimated life 

• Software   2 to 5 years 

Impairment 

The carrying amounts of WDHB’s assets, inventories and inventories held for 
distribution are reviewed at each balance date to determine whether there is any 
indication of impairment.  If any such indication exists, the assets’ recoverable 
amounts are estimated. 

For intangible assets that have an indefinite useful life and intangible assets that are 
not yet available for use, the recoverable amount is estimated at each balance sheet 
date and was estimated at the date of transition. 

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 statement of financial performance. 

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. 

When a decline in the fair value of an available-for-sale financial asset has been 
recognised directly in equity and there is objective evidence that the asset is 
impaired, the cumulative loss that had been recognised directly in equity is 
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recognised in the statement of financial performance even though the financial asset 
has not been derecognised. The amount of the cumulative loss that is recognised in 
the statement of financial performance is the difference between the acquisition cost 
and current fair value, less any impairment loss on that financial asset previously 
recognised in the statement of financial performance. 

Calculation of recoverable amount 
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 interest 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.  Value in use is calculated differently depending on 
whether an asset generates cash or not. For an asset that does not generate largely 
independent cash inflows, the recoverable amount is determined for the cash-
generating unit to which the asset belongs. 

For non-cash generating assets that are not part of a cash generating unit value in 
use is based on depreciated replacement cost (DRC). For cash generating assets 
value in use is determined by estimating future cash flows from the use and ultimate 
disposal of the asset and discounting these to their present value using a pre-tax 
discount rate that reflects current market rates and the risks specific to the asset.  

Impairment gains and losses, for items of property, plant and equipment that are 
revalued on a class of assets basis, are also recognised on a class basis. 

Reversals of impairment 
Impairment losses are reversed when there is a change in the estimates used to 
determine the recoverable amount. 

An impairment loss on an equity instrument investment classified as available-for-
sale or on items of property, plant and equipment carried at fair value is reversed 
through the relevant reserve. All other impairment losses are reversed through the 
statement of financial performance. 

An impairment loss is reversed only to the extent that the asset’s 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. 

Investments 

Investments, including those in subsidiary and associated companies, are stated at 
the lower of cost and net realisable value.  Any decreases are recognised in the 
Statement of Financial Performance. 

Trade and other receivables 

Trade and other receivables are initially recognised at fair value and subsequently 
stated at amortised cost less impairment losses. Bad debts are written off during the 
period in which they are identified. 

Inventories 

Inventories are stated at the lower of cost and net realisable value.  Net realisable 
value is the estimated selling price in the ordinary course of business, less the 
estimated costs of completion and selling expenses. 

Cost is based on weighted average cost.  
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Inventories held for distribution 
Inventories held for distribution are stated at the lower of cost and current 
replacement cost.  

Cash and cash equivalents 

Cash and cash equivalents comprises cash balances, call deposits and deposits with 
a maturity of no more than twelve months from the date of acquisition.  Bank 
overdrafts that are repayable on demand and form an integral part of WDHB’s cash 
management are included as a component of cash and cash equivalents for the 
purpose of the statement of cash flows. 

Interest-bearing borrowings 

Interest-bearing borrowings are recognised initially at fair value less attributable 
transaction costs.  Subsequent to initial recognition, interest-bearing borrowings are 
stated at amortised cost with any difference between cost and redemption value 
being recognised in the statement of financial performance 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 statement of financial performance as incurred. 

Defined benefit plan  
WDHB’s net obligation in respect of defined benefit pension plans is calculated 
separately for each plan by estimating the amount of future benefit that employees 
have earned in return for their service in the current and prior periods; that benefit is 
discounted to determine its present value, and the fair value of any plan assets is 
deducted. The discount rate is the yield at the balance sheet date on New Zealand 
government bonds that have maturity dates approximating to the terms of WDHB’s 
obligations. The calculation is performed by a qualified actuary using the projected 
unit credit method. 

When the benefits of a plan are improved, the portion of the increased benefit 
relating to past service by employees is recognised as an expense in the statement 
of financial performance on a straight-line basis over the average period until the 
benefits become vested. To the extent that the benefits vest immediately, the 
expense is recognised immediately in the statement of financial performance. 

All actuarial gains and losses as at 1 July 2006, the date of transition to NZIFRSs, 
were recognised. Likewise, all actuarial gains and losses that arise subsequent to the 
transition date in calculating WDHB’s obligation in respect of a plan are recognised in 
the statement of financial performance. 

Long service leave, sabbatical leave and retirement gratuities 
WDHB’s net obligation in respect of long service leave, 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 
balance sheet date. 
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Annual leave, conference leave, sick leave and medical education leave 
Annual leave, sick leave and medical education leave are short-term obligations and 
are calculated on an actual basis at the amount WDHB expects to pay. WDHB 
accrues the obligation for paid absences when the obligation both relates to 
employees’ past services and it accumulates. 

Provisions 
A provision is recognised when WDHB has a present legal or constructive obligation 
as a result of a past event, and it is probable that an outflow of economic benefits 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. 

Restructuring 
A provision for restructuring is recognised when Wairarapa DHB has approved a 
detailed and formal restructuring plan, and the restructuring has either commenced 
or has been announced publicly.  Future operating costs are not provided for. 

Trade & other payables 

Trade and other payables are stated at amortised cost using the effective interest 
rate. 
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7. APPENDIX 

7.1 Crown Funding Agreement Indicators of DHB Performance 2009/10 
Measure Definition Frequency Targets, Expectations and Deliverables 2009/10 

HKO - 01 Local Iwi / Māori are 
engaged and 
participate in DHB 
decision-making and 
the development of 
strategies and plans 
for Māori health gain 

Six monthly  
(Q2, Q4) 

Ongoing partnership model with local Iwi and M āori and the 
implementation of the M āori Health Plan. 
 
Associated Deliverables 
DHBs to report providing the following information: 
 

1. Percentage of PHOs with Māori health plans (MHP) that have been 
agreed to by the DHB.  Target – 100% 

2. Percentage of DHB members that have undertaken Treaty of 
Waitangi training.  Target – 100% 

3. Achievements against the Memorandum of Understanding (MoU) 
between the DHB and its local Iwi/Mäori health relationship/ partner, 
and describe other initiatives achieved that are an outcome of 
engagement between the parties during the reporting period.  
Provide a copy of the MOU. 

4. Report on how (mechanisms and frequency of engagement) local 
Iwi/Māori are supported by the DHB to participate in the development 
and implementation of the strategic agenda, service delivery 
planning, development, monitoring, and evaluation (include a section 
on PHOs).  

5. Report on how an MHP is being implemented by the PHOs and 
monitored by the DHB (include a list of the names of the PHOs with 
MHPs). 

6. Describe when Treaty of Waitangi training (including any facilitated 
by the Ministry) has, or will take place for Board members.   

7. Identify at least two key milestones from your Māori Health Plan to 
be achieved in 2009/10.  For reporting in Quarter 2, provide a 
progress report on the milestones, and for reporting in Quarter 4, 
provide a report against achievement of those milestones during the 
current year. 

 
HKO-03 Improving mainstream 

effectiveness 
Six monthly 
(Q2, Q4) 

To ensure clinical safety and effectiveness for Mao ri. 
 
Associated deliverables 

1. Provide a report describing the reviews of pathways of care that 
have been undertaken in the last 12 months that focused on 
improving Health outcomes and reducing health inequalities for 
Māori. 

2. Report on an example(s) of actions taken to address issues 
identified in the reviews.    

 If possible, develop a reporting template based on the key points      
 above 

HKO - 04 DHBs will set targets to 
increase funding for 
Māori Health and 
disability initiatives 

Annual 
(Q4) 

To increase funding over the next three years for M āori health and 
disability initiatives 
 
Associated deliverables 

1. Actual expenditure on Māori Health Providers by General Ledger 
(GL) code 

2. Actual expenditure for Specific Māori Services provided within 
mainstream services targeted to improving Māori health by Purchase 
Unit (PU) 

DHBs to provide a table that reflects the DHB predicted expenditure for Maori 

Health in the DHB 2009/10 DAP in comparison to actual expenditure, with 

explanation of variances. 

 

 
 
 
 
1. Maori Health Providers 

2009/10 
budget 

20010/11 
target 

2011/12 
target 

Mainstream PHO services 
for Maori 

272,860   

Maori providers 1,269,759   
Maori specific in mainstream 750,668   
Funding increase  60,000 60,000 
Total expenditure 2,293,287 2,353,287 2,413,287 
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Measure Definition Frequency Targets, Expectations and Deliverables 2009/10 

PAC - 01 Pacific provider service 
contracts 

Quarter Four Not applicable to Wairarapa DHB 

POP - 04 Oral Health - Mean 
DMFT score at Year 8  
 
 
 
 
 

Annual 
(Q3) 

To reduce the average Decayed / Missing / Filled Te eth score for children 
at year 8  
 
The total number of permanent teeth of year 8 children, decayed, missing (due 
to caries), or filled and the total number of caries free children at the 
commencement of dental care, at the last dental examination, before the child 
leaves the DHB COHS. 
 
Targets 
DMF score at Yr 8 – fluoridated   

Overall M āori Pacific Other 
1.25 1.7 1.95 1.35 

 
DMF score at Yr 8 – non fluoridated   

Overall M āori Pacific Other 
1.25 1.7 1.05 1.35 

  
POP-05 Oral Health - 

Percentage of children 
caries free at age five 
years 

Annual 
(Q3) 
 
 
 
 
 
 
 
 

To increase the percentage of children caries free at age 5. 

The total number of Caries free children and the number of primary teeth 
decayed, missing (due to caries), or filled at the first examination after the child 
has turned five years, but before their sixth birthday. 

Targets 
  % 5 yr olds caries free – fluoridated  

Overall M āori Pacific Other 
57 37 36 69 

 
  % 5 yr olds caries free – non- fluoridated  

Overall M āori Pacific Other 
67 42 56 78  

POP - 06 Improving the health 
status of people with 
severe mental illness  

Six monthly 
(Q2, Q4) 
 
 
 
 
 
 
 
 
 
 

To improve access to treatment and support services  for people with 
severe mental illness.  
 
The average number of people domiciled in the DHB region, seen per year  
rolling every three months being reported (the period is lagged by 3 months*) 
for: 
 
Targets 

 Māori Other Total 
Child & Youth (0-19) 2.8 2.8 2.8 
Adults (20-64) 4.2 3 3 
Older people (65+) 0 0 0  

POP - 07 Alcohol and other drug 
service waiting times 

Six monthly 
(Q2, Q4) 
 
 
 
 

To improve the availability and access to addiction  services 
 
DHBs reporting the longest waiting time in days, for each service type for one 
month prior to the reporting period for Inpatient Detoxification, Specialist 
Prescribing, Structured Counselling, Day Programmes and Residential 
Rehabilitation. 
 

POP - 10 Chemotherapy 
treatment waiting times 

Quarterly Reducing cancer waiting times   
Targets 

1. Templates measuring the interval between the patient’s FSA and 
start of 1st chemotherapy treatment are supplied on time and 
complete from each DHB as detailed in the reporting template 
located on the NSF. 

2.  Qualitative comment on reasons and management plans for people 
with chemotherapy waits longer than 6 weeks supplied in quarterly 
reports. 

 
POP - 11 Family Violence 

Prevention 
Annual           
(Q4) 

Progress in taking a systemic approach towards the identification and 
intervention of child and partner abuse. 
 
Targets 
DHBs achieve an overall score of 70/100 in the audits for child abuse and 
partner abuse responsiveness. 

POP – 14 Utilisation of DHB 
funded dental services 
by adolescent from 
Year 9 up to and 
including age 17 years 

Annual                  
(Q4) 

Identify overall coverage and target the groups at greatest disadvantage 
in the district where children’s oral health status  is poorest. 
 
Targets 
The total number of completions and non-completions under the Combined 
Dental Agreement for adolescent patients plus additional adolescent 
examinations with other DHB funded dental services.  
Adolescents are defined as people from Year 9 up to and including age 17 
years) 
 
Half of the cohort aged 13 years 
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Measure Definition Frequency Targets, Expectations and Deliverables 2009/10 

Overall M āori Pacific Other 
77 77 77 77 

 
All of the cohorts aged 14-17 years inclusive 

Overall M āori Pacific Other 
77 77 77 77 

 
NB in the absence of accurate data, broken down by age group and ethnicity, 
targets have been set based on the current rate of completion across all age 
groups and ethnicity 
 

POP – 15 Ambulatory sensitive 
(avoidable) hospital 
admissions 

Six monthly   
(Q2, Q4) 

To achieve a reduction in the variation between DHB s and between 
different population groups in the rate of admissio ns to hospital that are 
avoidable or preventable by primary health care for  0-4 years old, those 
aged 45-65 and those aged 0-74. 
 
The ratio of total number of annual hospital discharges, considered to be 
ambulatory sensitive, in identified age bands, as they result from diseases and 
conditions sensitive to prophylactic or therapeutic interventions deliverable 
through primary care and are, therefore, avoidable for  - Māori / Pacific peoples 
/ Other compared to the total expected number of annual ASH hospital 
discharges.  

Associated deliverable 
Provide a commentary on their latest quarterly ASH data that’s available via 
the nationwide service library.  This commentary may include additional district 
level data that’s not captured in the national data collection and also 
information about local initiatives that are intended to reduce ASH admissions.  
Each DHB should also provide information about how health inequalities are 
being addressed with respect to this health target, with a particular focus on 
ASH admissions for Pacific and Maori 45-64 year olds.   
 
Targets  

Ambulatory Sensitive 
Hospital Discharges 

Maori Pacific 
peoples 

Other 

0 – 74 years 140 N/A 140 
0 – 4 years 120 N/A  120 
45- 64 years 129 N/A  120  

POP – 17 Improving mental 
health services  

Six monthly To improve the health status of people with serious  mental illness. 
 
Deliverables 
Provide a report on:  

1. The number of adults and older people (20 years plus) with enduring 
serious mental illness who have been in treatment* for two years or 
more since the first contact with any mental health service (* in 
treatment = at least one provider arm contact every three months for 
two years or more.)  The subset of alcohol and other drug only 
clients will be reported for the 20 years plus. 

2. The number of Child and Youth who have been in secondary care 
treatment* for one or more years (* in treatment = at least one 
provider arm contact every three months for one year or more). 

3. The number and percentage of long-term clients with up to date 
crisis prevention/resiliency plans (NMHSS criteria 16.4), and 
describe how this is assured. 
 

These deliverables are to be reported by Maori and non-Maori. 
 
 
 

 
%  of people with up to date crisis 
prevention/resiliency plans within 
Recovery Plan 

Ethnicity Other Māori 

20 years plus 
(excluding those 
with addictions 
only) 

 
 

95% 

 
 

95% 

AOD 95% 100% 

Child & Youth 90% 90% 
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Measure Definition Frequency Targets, Expectations and Deliverables 2009/10 

POP – 18 Healthy Eating – 
Health Action : 
Improve Breastfeeding 
Rates 

Quarterly Maintain appropriate planning and implementation ac tivity to improve the 
rates of breastfeeding and report progress against these. 
 
Deliverable 
Increase the proportion of infants exclusively and fully breastfed at six weeks to 
74% or greater; at three months to 57% or greater; and at six months to 27% 
percent or greater.   
 

 6 weeks 3 months  6 months 
All (Total) 74% 62% 31% 
Maori 74% 60% 30% 
Pacific 74% 60% 30% 

 
 
 

QUA - 03 Improving the quality of 
data provided to the 
National Collections 
Systems (NCS) – 
09/10 

Reported by 
Information 
Directorate 
MOH six 
monthly 

Provide high quality data to the National Collectio ns Systems. 
 
Associated deliverables 

5. Number of NHI duplicate records that require merging by Data 
Management per DHB per quarter 
Target –  >2% and <=3%  

6. Total number of NHI records created with ethnicity status of “not 
stated” per DHB per quarter 
Target – >2% and < = 4% 

7. Number of versions of text descriptor per code per DHB 
Target – Ratio >5 and less than 15.0 

8. Total number of publicly funded NMDS events loaded into the NMDS 
more than 21 days post month of discharge 
Target – > 2% and < = 5% late  

 
RIS - 01 Service Coverage   Quarterly Timely and equitable access for all New Zealanders to a comprehensive 

range of health and disability services, regardless  of ability to pay, and a 
high performing system in which people have confide nce. 
 
Deliverables 
Report progress achieved during the quarter towards resolution of exceptions 
in service coverage identified in the District Annual Plan and not approved as 
long term exceptions, and any other gaps in service coverage identified by the 
DHB or Ministry through: 
 

1. Analysis of explanatory indicators 
2. Media reporting  
3. Risk reporting 
4. Formal audit outcomes 
5. Complaints mechanisms 
6. Sector intelligence 

 
SER - 04 Continuous Quality 

improvement – 
Elective services 

Six monthly To improve patient flow management and prioritisati on 
Standardised Intervention Rates (SIRs) measure a DHB’s delivery of services 
relative to their standardised population.  The Ministry will be monitoring DHB 
SIRs for elective surgical services, and for a range of identified elective 
procedures. 
Deliverable 

• For publicly funded casemix included elective discharges in a 
surgical DRG, a target intervention rate of at least 280 per 10,000 of 
population will be achieved. 

• For major joint replacement procedures, a target intervention rate of 
210 per 100,000 of population will be achieved.  This should be 
comprised of the following rates: 

a. 105 per 100,000 of population for hip replacement 
b. 105 per 100,000 of population for knee replacement 

• For cataract procedures, a target intervention rate of 270 per 
100,000 of population will be achieved. 

• For cardiac procedures a target intervention rate of at least 59 per 
100,000 of population will be achieved. DHBs with rates of 59 per 
100,000 or above in 2007/08 will be required to maintain this rate. 
DHBs with rates less than 59 per 100,000 will be required to 
increase the level of service to at least 59: 100,000. By 2011/12 all 
DHBs will be delivering at a rate of at least 65 per 100,000 of 
population. 

a. Cardiac surgery is defined as coronary artery bypass 
graft (CABG), valve replacement or repair, and CABG 
plus valve replacement or repair, for people aged 15 
and over. 

b. The current national intervention rate for 
percutaneous revascularization is 108. It is expected 
that DHBs will maintain their current rates of this 
procedure in 2009/10. 
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Measure Definition Frequency Targets, Expectations and Deliverables 2009/10 

Qualitative Indicator 

For any procedure where the standardised intervention rate is below the target 
level a report demonstrating: 

• what analysis the DHB has done to review the appropriateness of its 
rate 

• the reason that the DHB considers the rate to be appropriate for its 
population, or an action plan as to how it will address its relative 
under-delivery of that procedure.   

SER - 07 Low or reduced cost 
access to first level 
primary care services 

Quarterly To improve access to primary care services for low income people 
 
Associated Deliverable 

1. 100% of fee increases that should be referred (as per the Ministry of 
Health letter sent to DHBs dated 26 January 2007) are referred to a 
regional fee review committee and 100% of practices comply with 
the recommendations of the regional fee review committee, and in all 
cases, where practices fail to comply, the DHB applies appropriate 
sanctions. 

2. 100% of PHO practices ensure public access to local information on 
the fees PHO practices are charging patients. 

Target - 100%  

 



 158 

 
QUALITATIVE REPORTING 
 
Definition Frequency  Deliverables   
Reducing inequalities 
achievements (self 
assessment) 

Q2 & Q4 Identify 1 or 2 examples of initiatives of services 
that are working well for their populations with 
regards to reducing inequalities. 

Brief (max 2 pages) high 
level summary of DHB 
activity 
 

Oral Health Annual 
Q3 

Number of preschool children enrolled in DHB 
funded dental services 
Number of preschool and primary school aged 
children enrolled in DHB funded dental services 
who did not receive an annual examination 
Progress achieved in relation to oral health 
services focused on: 

• Progress in re-orientating child and 
adolescent oral health services 

• Oral health initiatives not related to child 
and adolescent service improvements 

• Oral health workforce development. 

 

Delivery of DAP in key 
priority areas – confirmation 
and exception report 

Q2, Q4 DHBs are to confirm by priority/health target 
aea, that all the key services, actions, 
programmes or initiatives identified in their DAP 
linked to the progression of health sector targets 
and ministerial priority areas are progressing 
according to plan and have been delivered. 

 

Annual update report on 
delivery of Te Kokiri: the 
Mental Health and 
Addiction Action Plan 

Q3 DHBs are to provide a summary report on 
progress made towards implementation of Te 
Kokiri: the Mental Health and Addiction Action 
Plan. 

 

DHB Confirmation and 
Exception Reports 

Q2 & Q4 DHBs are to confirm: 
• The DHB uses a formal risk management 

and reporting system to manage DHB risks 
and report them to its Board 

• The system meets current Australia / NZ 
Standard requirements relating to risk 
management 

• How frequently the DHB submits formal 
risk report updates to its Board (or a Board 
approved sub-committee). 

 

DHB Self Evaluation – 
provider arm efficiency 

Quarterly DHBs to provide a high level summary report  on 
one area of focus including  
• A brief description of the 

initiative/programme and its aims 
• An outline of how the DHB has assessed 

the impact of the initiative/programme 
• A brief description of what has been 

learned 
• An outline of how learning is intended to be 

applied 

DHB choices: 
• Patient flow & discharge 

planning 
• Acute demand 

management 
• Primary secondary 

interface & referral 
management 

• FTE configuration / 
productivity 

Delivery of Personal Health 
Services & Mental Health 
Service volumes 

MH  
Quarterly 
PH  
Q2 & Q4 

Mental Health: 
Complete MOHs Mental Health Volumes 
reporting template 
Personal Health: 
Provide a variance report where under or over 
delivery of greater than 5% against target in any 
purchase unity during any quarter showing: 
• Actual & planned delivery volumes and 

variances 
• The dollar value of the variances 
• The elective delivery component of any 

variance 
• The reason for the variance 
• DHB plans to manage the variance 
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Definition Frequency  Deliverables   
Status Updates – Service 
Changes and Management 
of Service Risks 

Quarterly 1. Service change proposals  
Each DHB to indicate the status (according to 
the criteria as outlined in the MOH template) of 
each service change proposal identified in it’s 
2009/10 District Annual Plan, or formally 
identified to the Ministry. Check the appropriate 
category for each service change.  
2. Management of service risks  
Each region (All DHBs need not report one DHB 
can supply on behalf of region) to indicate the 
status of its management plan for each service 
identified as vulnerable as part of the stocktake 
of vulnerable services conducted in early 2009, 
or subsequently identified to the Ministry – DHBs 
to provide a status update by checking the 
appropriate category(s) for each service 
identified. 
 

 

Introduction of Global 
Trigger Tool 

Annual 
Q1 and Q4 

• Provide a plan outlining the DHB’s plan for 
introduction of the global trigger tool 
methodology leading to an implementation 
date of 1 January 2010 

• Report on global trigger tool results for the 
six month period 1 January to 30 June 
2010 

 

Post natal stays – 
confirmation and exception 
report 

Six monthly 
Q2 and Q4 

Provide a report confirming that the DHB is: 
1. Identifying women who meet the clinical 

criteria set out in the Maternity Facility 
Service specification who should be offered 
a longer post natal stay. 

2. Offering these women a longer post natal 
stay. 

 

 

Kick start the shifting of 
services to primary care 

Six monthly 
Q2 and Q4 

Provide a report briefly outlining: 
5. How secondary care and primary health 

care clinical leaders are involved in the 
planning and change management 
process, how the engagement is occurring, 
and how agreement will be reached as to 
services to be shifted and processes to be 
followed 

6. Which services are to be shifted from 
secondary care settings to primary care by 
1 July 2010 

7. Confirming how the DHB will spend the 
change management funding over the 
2009/10 year 

8. Once a decision has been made on the 
service to be shifted, the DHB is to provide 
an outline summary identifying - a 
description of the transferred services, the 
new provider, the setting in which the 
shifted services will be delivered, and the 
anticipated date of commencement of the 
service. 

 

 

 
 
 



 160 

7.2 Electives Services Plan 2009/10 
 

Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

Minimum Service Requirements      

A 3.3 percent increase over total 
planned elective services in 2008/09; 
or  
A 20 percent increase over base, 
including minimum joint, cataract and 
cardiac surgery increases 
And 
A 5 percent increase in first specialist 
assessments (FSAs) 

Regional agreement for 
IDF volumes 
Private arrangements for 
additional capacity 
Any issues related to 
ESPI compliance or 
follow ups 

� Total Elective Discharges (including Dental and 
Cardiology): our electives plan shows a 21.7% 
increase in discharges over the 05/06 base of 1,580 
(adjusted for Orthopaedic Initiative and Cataract 
Initiative volumes) to a total of 1,922 discharges. 

� Surgical Elective Discharges  (excluding Dental and 
Cardiology): our electives plan shows a 23.3% 
increase in discharges over the 05/06 base of 1,467 
(adjusted for Orthopaedic Initiative and Cataract 
Initiative volumes) to a total of 1,809 discharges.  

� FSAs:  our template also shows an increase in FSAs of 
7.07% above base. 

� IDFs:  we have used the agreed IDF volumes as 
published in the Dec 08 Funding Package (with the 
exception of plastics at Hutt DHB). 

� Capacity:  we continue to offer our additional capacity to 
other regional DHBs. Details for this are outlined below.  

 

 Quarterly 
reports 
 
 
 
 
 
 
 
 
Quarterly 
reports 
 
 
As below 
 

GM 
Wairarapa 
Hospital 

Identified service level increases, 
including type and mix of procedure. 

Clinical endorsement of 
plans 
Marginal analysis / local 
knowledge 
SDR evidence 
Identified access 
constraints 

� Clinical Endorsement:  our Clinical Board will be 
signing off on the final electives plan. 

� SDR Evidence:  our only SDRs less than 1 are in 
Cardiac and Neurosurgery. Neither of these specialty 
services are provided in the Wairarapa so we are 
dependent on IDFs for service provision, largely at 
Capital and Coast DHB (CCDHB).  

� Access Constraints:  As mentioned above, for 
specialties not provided at Wairarapa Hospital 
(neurosurgery, cardiothoracic surgery etc) we are reliant 
on other DHBs to meet our targets. There are also 
specialties like Plastics for example, where we do some 

May 2009 
 
Quarterly 
SDR’s 

 
 
SDR 
 

 
 
CCDHB 
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

work here but are again reliant on other DHBs (Hutt, in 
this case) to complete the highly specialised work. This 
is an ongoing issue for us and we are working together 
with the central region to manage these workflows. 

� Cardiothoracic Electives:  Our Additional’s Electives 
template has been pre-populated by the MOH with 135 
additional CWDs for this speciality.  All of this work is 
currently done for us by CCDHB. Our Base in 09/10 is 
127 CWDs and with the budgeted 135 CWD additionals 
comes to a total of 262 CWDs.  

� Our event level SDRs based on 07/08 actual data for 
cardiothoracic is 1.66 and for cardiac is 0.63.  Current 
waiting list data for these services indicates that there 
are 9 Wairarapa patients (cardiology 6 / cardiothoracic 
3) at the end of February waiting for surgery at CCDHB, 
all of which had been waiting less than 3 months. 

� Our clinicians maintain a good relationship with CCDHB 
clinicians and the CCDHB service has generally been 
responsive to our needs. 

� We have discussed the issue of capacity with CCDHB 
for 09/10 and they have signalled that they expect to be 
able to deliver our budgeted volume of 262 CWDs for 
this speciality should this level of demand occur in 
2009/10.  If there is any under achievement in this 
specialty, it is likely to be due to lack of demand rather 
than any other reason. Should this situation arise, we 
anticipate being able to achieve the equivalent 
additional volumes in other specialties and would 
discuss such a scenario with the MOH Electives team 
as soon as practicable. 

� Our forecast actuals for these services for the 08/09 
year are a total of 297 (179 CWDs cardiothoracic / 118 
CWDs cardiology).  The 09/10 budget for these 
specialties including additionals in 306 CWDs. 
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

Capacity       

Capacity Analysis completed, to 
identify actual capacity, and potential 
capacity (including surplus capacity) 

Barriers and incentives 
identified 

Wairarapa Hospital is currently tracking ahead of its base 
planned discharges for the 2008/09 year by 533 
discharges.  Considering this Wairarapa Hospital could 
undertake the following work locally within existing 
resources i.e. physical theatre space and workforce, 
achieving an estimated 320 additional discharges for the 
region in 2009/10: 
 
 

� General Surgery – 60 discharges 
� ENT - 20 discharges 
� Ophthalmology – capacity for cataracts – 20 

discharges 
� Plastic Surgery - capacity for skin lesions -150 

discharges 
� Orthopaedics –  capacity for 10 joint replacements – 

10 discharges 
� Gynaecology –60 discharges 

 
To increase elective surgical capacity in the medium to long 
term, other than that described above, Wairarapa DHB 
would need to increase its bed and theatre capacity.  
Subject to approved CAPEX, Wairarapa DHB could remodel 
a procedures room freeing up a fully functioning theatre 
which would allow the DHB to offer the region up to 10 full 
theatre sessions per week. This type of investment would be 
subject to CAPEX approval and would need to be 
considered as part of the Regional Clinical Services Plan. 
 
Alternatively, we are able to provide one fully resourced 
theatre each week on a Friday (2 x 4hr sessions) complete 
with the necessary workforce. The surgery list would need to 
be mainly day surgery as limited bed capacity is currently 
available. 

 
 
09/10 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
09/10 
 
 
 
 
10/11 

 
 
Quarterly 
discharge 
report 
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

Capacity Initiatives implemented, 
specifically in the following areas: 

- productivity improvement 
- increased staffing 
- increasing physical capacity 
- utilisation of regional capacity 

through improved 
collaboration 

Clinical and primary care 
agreement 
Regional agreements 

The following Capacity Initiatives have been implemented or 
are underway: 

� Specialty blitzes in ENT and Ophthalmology 
� Ongoing recruitment of SMOs and visiting 

specialists 
� Considering option of providing an additional theatre 

but subject to CAPEX approval (see above) 
� Offering our service capacity to central region DHBs  
In discussion with local private hospital to increase bed 
capacity from 6 to 10 beds 

  

   

Quality       

Three clinical quality standards 
identified: 

- current performance against 
clinical quality standards 

- target performance in 
2009/10 against standards 

- plans to achieve targets 
identified 

Action:  
Consenting prior to day of 
surgery. 
Pre-assessment for all 
patients. 
All GA patients have pre-
anaesthetic appointment 
and diagnostics. 
 
Action: 
Training for bookers then 
move to specialisation, 
monitor workloads, wait list 
management and booking 
times. 
 
Action: 
Increase procedures in 
Gynaecology, 
Ophthalmology, minor 
ops and Urodynamics 
Enhance IT to capture 
activity. 

 
Measure 2007/08 Target 09/10 

1.DOSA  
 

95% 
 

 
>95% 

 
 

 

2. Bookers specialise 
across both Surgery and 
clinic bookings 
 

0 All specialties 
 

3. Increase in OPD 
performed procedures 
 

1218 
 

1400 
 

 

 
 
 
Quarterly 
 
 
 
 
 
 
 
 
Quarterly 
 
 
 
 
 
 
Quarterly 

 
 
Achievement 
against the 
target 
 
 
 
 
 
 
Achievement 
against the 
target 
 
 
 
 
Achievement 
against the 
target 
 

 
 
GM Hospital 
Services 
 
 
 
 
 
 
GM Hospital 
Services 
 
 
 
 
 
GM Hospital 
Services 
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

Full list of quality standards identified: 
- current performance against 

clinical quality standards 
- target performance in 

2009/10 against standards 
- plans to achieve targets 

identified 

 
 
 
 
 
Action:  
Consenting prior to day of 
surgery. 
Pre-assessment for all 
patients. 
All GA patients have pre-
anaesthetic appointment 
and diagnostics. 
Action: 
Implement U-Book 
No follow up bookings 
prior to 6 weeks. 
 
Action: 
All patients must confirm 
theatre booking. 
Patients phoned evening 
prior to theatre. 
Action:  
Preassessment by nurse 
and anaesthetist. 
Action : 
Monitor surgeons leave 
and offer sessions to 
others. 
All lists filled according to 
length of procedure. 
Standby patients pre-
assessed. 
 
 
 

 
1. Perioperative 
services     
     
Measure 2007/08 Target 09/10 
DOSA 95% > 95% 

Pre-assessment of 
patients having GA 
 
 

100% 100% 

Reduce rebooking 
Outpatient appointments 

to measure 
in 08/09 20% reduction 

DNA on the day surgery  0.59% Zero 

 
Unplanned transfers 
 

to measure 
in 08/09 

<2% 

 
 
 
Theatre utilisation 
 
 
 

76% 85% 

  
 
    

 
 
 
 
 
Quarterly 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Achievement 
against the 
Targets       
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

 
 
 
Action: 
Monitor all referrals for 
appropriateness of 
acceptance. 
Prioritisation processes 
maintained and adapted, 
e.g. faxing to visiting 
specialists to ensure 
timeliness. 
Active review times 
monitored and 
appointments made 
within 6 months. 
Thresholds adhered to. 
Monitoring of waiting 
times and thresholds 
adjusted according to 
availability. 
Reporting performed on 
time. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2. ESPI Compliance    

Measure  2007/08 Target 09/10  
Buffer zone  over and 
above the compliance 
required by MOH ESPI 1 – 0% ESPI 1 – 5% 

  ESPI 2 – 1% ESPI 2 – 1% 

  ESPI 3 – 3% ESPI 3 – 2% 

  ESPI 5 – 3% ESPI 5 – 3% 

  ESPI 6 – 5% ESPI 6 – 8% 

  ESPI 7 – 3% ESPI 7 – 3% 

  ESPI 8 – 0% ESPI 8 -  5% 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
     

 
 
Quarterly 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Green status 

on all ESPIs 
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

 
 
 
Action: 
Period of observation at 
Hutt Outpatients to learn 
U-Book processes. 
Processes introduced. 
Monitoring of DNA’s and 
rebooking. 
 
Action: 
Maori Health Service 
commence early 
intervention approach, 
contacting patients prior 
to appointments, 
identifying barriers to 
attendance and 
addressing these. 
 
Action: 
Training for bookers then 
move to specialisation, 
monitor workloads, wait 
list management and 
booking times. 
 
Action: 
Develop nurse led clinics, 
monitor reduction in 
specialist work load and 
enhanced patient flow 
 
 
 
 

3.  Process 
improvements  

Measure 2007/08 Target 09/10 

Specialties using U Book 
system 
 

0 3 services 

Patients contacted prior to 
appointments.  Paediatrics 

ENT 
Ophthalmology 
Paediatrics 
Gynaecology 

 
 
 
 
Bookers specialise across 
both Surgery and clinic 
bookings 
 
 
 

0 All specialties 

 
 
 
Nurses lead clinics  
 
 
 
 
 

Orthopaedics 
Urology,  
Orthopaedics 
 Hep C  

 
 
 
 
 
 
 
Quarter 2 
 
 
 
 
 
 
 
Ongoing 
 
 
 
 
 
 
 
Quarter 1 
 
 
 
 
 
 
 
Quarter1 
 
 
 
 
 

 
 
 
 
 
 
 
Achievement 
of targets 
 
 
 
 
 
 
 
Achievement 
of targets 
 
 
 
 
 
 
 
Achievement 
of targets 
 
 
 
 
 
 
 
Achievement 
of targets 
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Outcome Supporting Information 
required: 

Actions Timeframes Measures Accountability 

Action: 
Increase procedures in 
Gynaecology, 
Ophthalmology, minor 
ops and Urodynamics 
Enhance IT to capture 
activity. 
 
 

Increase in OPD 
performed procedures 
 
 

1218 1400 

 

 
 
 
Quarterly 
 

 
 
 
Achievement 
of targets 

Sustainability      

Indicative volume increases for 10/11 
and 11/12 of at least 3.3% over 
previous year 

 Elective surgical discharge volumes (excluding dental and 
cardiology) will increase by a minimum of 3.3% each year 
on the 09/10 planned level of 1,809 discharges. This 
equates to the following: 
10/11    1,869 
11/12    1,930 

Year end 
10/11 and 
11/12 

Volumes to 
required 
levels 

 

Analysis of future capacity 
requirements, including:  

- productivity improvements 
- staffing requirements 
- facility requirements 
- other capacity (DHB or 

private) 

  
� Should Wairarapa Hospital require additional private 

electives capacity it would work with regional private 
hospital providers (within a national electives pricing 
framework) to negotiate access to electives procedures 
for its population.  This may include discussions with 
Selina Sutherland the Private Hospital integrated with 
Wairarapa Hospital. 
 

� The addition of a procedure room to free up additional 
theatre capacity 

 
� See also section on “Capacity” above. 
 
 

09/10 Theatre 
Capacity for 
regional 
DHB’s 
1 theatre full 
time 

 

 
 
 
 


