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1. Foreword

The Central Region District Health Boards (DHBs) are required by the Public Health & Disability
Amendment Act 2010 to develop a plan that addresses local, regional, and national needs for health
services. This is the first such Regional Services Plan (RSP) for the Central Region.

In signing up to this RSP the six DHB Chairs and Boards have committed to the following:

1. The RSP is the foundation for all Central Region DHBs to agree specific regional health service
arrangements that are sustainable and affordable. The approach requires DHBs not to let
institutional arrangements impede regional and sub-regional collaboration and to make
substantial progress in the key areas of collaborative structures, processes and culture. In the best
interests of the greater good of the population of the Central Region, the six DHBs agree to pool
part of their planning as part of an ongoing RSP process. As a region, if we cannot make
sufficient progress in collaborative arrangements then we accept that change in our institutional

arrangements may need to occut.

2. The RSP is the overarching strategy for all Central Region DHB Annual Plans for 2011/12
onwards. This includes agreed common District Annual Plan assumptions, clarity about planned
inter-district activity flows, changes to service models (including workforce appointments) and

capital investment.

3. In recognition of the Treaty of Waitangi, the RSP will be developed in partnership with Maori in
areas of service and policy development, and implementation to ensure equal standards of
healthcare, equality of access to healthcare and equity of health outcomes for Maori.

The active involvement of representatives from across all six DHBs has helped create a positive
environment for the next steps in regional collaboration. The leadership and engagement of health
professionals in these processes ensures that work plans and planning principles are owned by those
directly involved in the delivery of health services in the Central Region.

The Central Region DHBs are confident that as a result of this approach, future investment in service
development will be considered in the context of more collaborative and effective regional protocols and
systems. The actions described in this plan will ensure that the six DHBs collectively work towards
providing excellent service coverage, equitable access, ongoing quality improvements, clinical viability and
financial affordability from a regional perspective to improve health outcomes for our collective
population.

Stignatories to the RSP are listed on the next page.
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2. Executive Summary

The CEOs of the Central Region are committed to ensuring the operationalisation of this plan. In
developing this RSP and progressing Central Region health services planning, it is clear that the
traditional DHB boundaries and patient flows across the Central Region will need to be challenged to
ensure that services are configured in a sustainable manner. We recognise that the solution does not lie in
the reconfiguration of services alone, but requires a step-change in the way we design and deliver services
across the whole of the health system, to put consumers at the centre of our services and meet the
changing needs of our population.

This Central Region RSP is aligned with national policy including “Better Sooner More Convenient” and
the Workforce New Zealand strategy, and regional strategies such as the Mental Health Strategy and
Maori Health Plan.

The Regional Context:
There are approximately 869,000 people living in the Central Region - around 20 percent of the total New
Zealand population. Each of the six DHBs in the Central Region ensures the provision of primary,
secondary and community services for their respective populations, and the majority of the health care
provided by DHBs in hospitals, and by primary and community service providers is good quality.
However, the complex interaction of a number of factors presents the region with the following strategic
challenges:

e Ensuring our services are sustainable

e Ensuring our services meet the changing needs of our population and there is equity of access

particularly for Maori
e Adopting a systematic framework to address changes in workforce, IT and capital investment
e Meeting our financial responsibility to manage our budgets including increasing costs, within the

revenue available, and achieve combined cost efficiencies of approximately $40 million.

Summary of Regional Priorities and Plans:

The Region’s response to these challenges is set out in the RSP. The aim is for the six DHBs in the
Central Region to build on existing regional collaboration to make better use of available resources, to
meet the challenges outlined above. To begin this work, the Central Region has agreed on 11 priority
areas for action in 2011/12 which are aligned to the Minister’s Letter of Expectations!. System linkages
are reflected in the DHB local plans, and are strengthened by each Chief Executive taking a lead
sponsorship role for a regional implementation plan on behalf of the other DHBs. The local DHB plans
focus on strengthening the primary and community sector, putting the patient first by improving service
integration between primary and secondary care, and managing the demand for secondary acute care. The
result of this alignment will be a regionally coordinated system of health service planning and delivery.
The following are the regional priorities for action in 2011-12:

e Meeting the national health targets: improving services and reducing waiting times through
improved access to elective services and shorter waiting times for cancer services,

1 Letter of Expectations for District Health Boards and their subsidiary entities for the 2011/12 year.

D .
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e Strengthening vulnerable services: including regional radiology and older adults and
rehabilitation,

e Key regional enablers: strengthening clinical leadership and clinical governance in partnership
with consumer involvement as a fundamental driver of improved patient care, the Central
Region Information Systems Plan (CRISP), capital asset management, shared support services
(non — clinical), and transport and accommodation,

e Sub - regional activity: the action plans for sub — regional activity are detailed in Section 0 for
Capital & Coast, Hutt Valley and Wairarapa DHBs, and the Central Alliance between MidCentral
and Whanganui DHBs.

Table 1 below summarises the actions for the priority areas.

Table 1: Summary of implementation plans for 2011/122

Shorter Waits for Cancer Treatment:

All Central Region DHBs have met the target for the first quarter 2010/11. The priority for the region for 2011/12
is to reduce premature death from Cancer by ensuring people with cancer have equitable and timely access,
particularly Maori, to radiation treatment, and improving the treatment of priority cancer sites. Aspects of cancer
services, such as Medical Oncology, are vulnerable. The empbhasis of the plan is to develop sustainable models of
specialist service delivery by exploring a single service, two site model with closer collaboration between the two
current providers — Capital and Coast DHB and MidCentral DHB.

Tmproved access to Elective Services:

Access to elective services varies across the Central Region, with some populations having far better access than
other populations. The aim is to improve access for consumers to elective care, reduce waiting times and avoid
further complications caused by delays in treatment. The focus of this plan is to ensure the Central Region DHBs
deliver the required levels of service. This includes the ability to deliver elective volumes (meeting the Minister’s
expectations), provide equitable access to surgical services, the development and implementation of an integrated
Central Region production plan, and capacity and distribution modelling to support future development. Clinical
Leadership is seen as the key to ensure the success of this approach. There is a need to make the most of existing
surgical services across the Central Region through smarter choices about how, where and when we provide elective
surgical setvices. The Central Region has agreed to implement a common waiting list approach during 2012/ 13
(across one or two services) as a building block to developing a sub-regional or regional elective booking system as a
single point of entry for patients. In 2011/12, there will be a specific focus on achieving targets for cardiac surgical
discharges, monitoring for inequity in access to cardiac interventions particularly for Maori and access to batriatric

surgery.

2 Each of these plans will be subject to and supported by detailed operational project plans with clear timelines and milestones.
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Radiology Services:

The focus for 2011/12 is on developing a patient focussed regional radiology setvice focusing initially on after hours
coverage, and then a fully regionalised service, to reduce service vulnerability across the region and enhance timely
access to radiology services. This requires an enhanced IT infrastructure for Picture Archiving and Communications
(PACS) and Radiology Information Services (RIS), and strong clinical governance through the use of evidence based
referral guidelines.

Older Adults and Rehabilitation:

The key focus atea for 2011/12 is the development of regionally coordinated multidisciplinary models of care for
older adults that can be locally implemented. This will support older adults with co-morbidities to remain
independent for as long as possible, remain out of hospital and have care provided in a culturally appropriate way.

Capital and Coast, Hutt Valley and Wairarapa DHBs:

The three Greater Wellington Board Chairs agreed a Statement of Commitment to a closer relationship in early
2010. The sub-regional Clinical Leadership Group has projects for ENT services and Child Health underway.
There are also a range of other initiatives being progressed involving two or more of the DHBs.

The Central Alliance:

MidCentral and Whanganui DHBs entered into a formal alliance (the Central Alliance) in 2009. The agreement
establishes a contractual arrangement for how the two DHBs will identify and implement collaborative initiatives to
improve the efficiency and effectiveness of services. Collaboration now exists across much of the two DHBs’
activities, with joint appointments to key management and clinical positions, a shared women’s health service,
common purchasing of hospitality services, common financial management system technology and the devolution
of the Central Alliance concept into business-as-usual planning and management.

Clinical Leadership and Clinical Governance:

The focus of this plan is to improve the quality of care and enhance patient safety by strengthening and aligning
clinical leadership and governance systems across the Central Region DHBs. Early actions will be the establishment
of a Regional Clinical Board, providing greater support for sole practitioners, implementing regional credentialing to
one or two services, and considering opportunities for joint appointments. This will lead to improved quality and
safety of services for patients, and sustainability of services through shared appointment opportunities.

Central Region Information Systems Plan:

The CRISP supports regional delivery of effective and coordinated care for consumers by building systems that will
deliver information to clinicians across the region regardless of their own or their patient’s location. It also supports
the clinical requirements of the Regional Services Plan’s strengthening vulnerable services projects and the existing
Regional Clinical Services Plan (RCSP) Programme. Health professionals across the region will be able to share
relevant information about patients so that safe and effective care can be provided. Patients will be able to
communicate with health professionals when they need to, using a range of communication technologies.

Capital and Asset Management:

Future capital and asset management planning will be undertaken within the context of service planning to ensure
that expenditure plans will address regional requirements and health needs, coordinate future investments, and
maximise the health dollars available to the region.
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Shared Support Services (non — clinical):

The focus of this plan is to identify the non-clinical support functions where there is unnecessary duplication and
cost in the configuration of current services, and where significant benefit will be delivered from shared service
arrangements. Benefit may be in the form of cost reduction, improved service, and risk reduction or as a key
enabler to service change. This initial plan focuses on Health Benefits Ltd national shared services and on three keys
projects in 2011/12 - shared laundry, payroll and recruitment processes.

Transport and accommodation:

Major transport improvements will be needed so patients and their families/whanau, and health professionals, can
get to community health centres and hospitals. Accommodation needs to be available so people and travelling
specialist clinicians have somewhere to stay when they are away from home. These arrangements should be well co-
ordinated and made on behalf of patients and their families/whanau. Active participation in national discussions,

with a view to determining a regional solution in the context of the national network, is required.

DHB CEO signatures:

f ]
i \
L el

Kevin Snee Murray Georgel
Hawke’s Bay MidCentral

ﬂ%‘%ﬂ/\r v Oﬂf
Mary Bonner Graham Dyer
Capital and Coast Hutt Valley

J
L/

Tracey Adamson Julie Patterson
Wairarapa Whanganui
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3. Introduction - Strategic Context

The Central Region is home for approximately 869,000 New Zealanders whose health care is largely
funded and delivered by six DHBs. In 2008, the Central Region DHBs developed a Regional Clinical
Services Plan (RCSP), and this document is in essence the next iteration of that plan. Within the RCSP is
a clear recognition that we simply cannot continue to do things as we have been doing. There are genuine
threats to the sustainability of some of the region’s health services. There is a major financial imperative
for change and, most importantly, we can and should be delivering even safer and higher quality services

to the population of our region.

The financial imperative can best be illustrated by the current debt burden across the region, whereby the
region delivers health services to approximately 20% of New Zealand’s population but carries
approximately 75% of the National Health Service operational deficit (largely consisting of operating
expenses for Wellington Regional Hospital). The New Zealand Government has signalled a need as a
nation to limit growth in health expenditure and cleatly there is an equivalent need as a region. Financial
prudence is also essential if we are to have the funds to invest in the future configuration of health

services, whether it be in IT, facilities, or in people.

Sustainability of health services across the region undoubtedly requires close attention. A number of the
Central Region’s health services have been identified as requiring strengthening if they are to be
sustainable. With changing demographics, in particular an increasing proportion of older persons, and
with difficulties in maintaining and supporting a high quality workforce, an increasing number of the
region’s services will prove difficult to operate effectively into the future if we keep doing things just as

WweE arec now.

Inequities exist in both access to health services and in the quality of health services available across the
region. Significant numbers of the Central Region’s population are currently not able to access the range
of services that the majority of the region’s population can, and critical appraisal of the health services
across the Central Region sees significant variation in the quality of services delivered. Maori, Pacific
Peoples, those on low incomes, and the people of some of the region’s rural communities are
disadvantaged as a result of the way health services are currently provided.

Despite these challenges, the health services in the Central Region are of a high standard with many
instances of clinical excellence and innovation. Over the past three years there has been significant
financial investment to upgrade the region’s hospitals. This is evidenced by three new hospitals
(Wairarapa, Wellington and Whanganui Hospitals), new operating theatres, cancer treatment facilities and
specialised equipment, emergency departments and specialised patient care units; these have all supported
our hospitals to provide more efficient and effective care. The challenge now is to ensure these benefits
are enjoyed by all of the region’s population, and provided by a health service that we can afford and one
that is sustainable. To achieve this requires people to enjoy good health, to use their family health centre
first and to use hospital services only when required. Significant developments are underway to
strengthen the way primary care is provided. This will result in a much closer relationship with hospital

clinicians as well as a more proactive community service.

D .
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There is also a need to take a regional approach to health service delivery. If executed well, this can and
will address the key issues facing the Central Region. Regional planning and delivery of services for a
population of over 869,000 allows provision of nearly all modern day health services, with the necessary
critical mass for effective operation of these services. There are a small number of exceptions where a
national approach is preferable, and in most instances such an approach is already in place, albeit in need
of strengthening in some particular instances.

A regional approach can provide necessary efficiencies in terms of high cost facilities, technologies, and in
the use of professional staff — both clinical and support. A regional approach should result in better
support for health professionals across the region with greater peer support, provision of supervision,
training opportunities, and better working conditions. Such gains in support of health professionals will
have real benefits in terms of stability of the workforce, with improved retention and recruitment. It is
self evident that a highly trained, stable workforce is able to deliver improved standards of health care —
safer health care - to the population it serves. What is more, a regional approach can and should mean

greater equity of access to the services available to our population.

In the 2008 Central Region’s RCSP the following vision was espoused:
“There will be a regionally co-ordinated system of health service planning and delivery that will lead to ongoing
improvements in the sustainability, quality and accessibility of clinical services”.
This vision can be further articulated as a carefully governed evolution of the Central Region’s health
services from the current configuration of delivery by essentially autonomous DHBs to a new
environment wherein health services are delivered to the region’s population by a matrix of regional, sub-
regional and local arrangements. We call this integration of care and systems “Connected communities”.

This future configuration will be designed and developed on a foundation of equitable access across the
region to high quality, safe health services. Key contributors to achieving this vision will be:

e fiscal responsibility, with the region’s matrix of health services matched to available resource;

e consistent and compatible infrastructure across the region’s health services, with consolidation of
infrastructure where appropriate;

e a sustainable, well supported workforce with enabled clinical leadership, which includes clinicians
leading changes to clinical models of care, advocating for and working with patients for better
clinical and health outcomes;

e commitment to integrated models of health care and governance. Health care systems integrating
primary, secondary and tertiary services across future community and hospital based services;
and

e commitment to consumer and community involvement in the planning and implementation of
regional health services and the attainment of whanau ora.

This Plan describes the current services in place across the Central Region, including those that already
represent steps towards a regional configuration. Clinical networks, sub-regional initiatives, and work
towards effective integration of primary and secondary services including the ‘Better, Sooner, More
Convenient” programme are outlined. The governance mechanisms being put in place for regional
planning, funding, and service delivery are described. Projects and planning in respect to services
identified as vulnerable are also delineated.

D .
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INTRODUCTION - STRATEGIC CONTEXT

It is clear that the challenge is great and our region’s resources are limited. The next two years are

focussed particularly on joining up the clinicians, clinical systems and pathways to create a much more

regionally integrated health service.

The Central Region is taking critical steps towards achieving its regional vision and I believe a coherent

and logical plan is emerging, as is a determination to do things more effectively and efficiently.

Dr Kenneth Clark
Chair

Regional Clinical Services Programme Leadership Committee

The following Senior Clinical Staff from the Central Region support the Regional Service Plan:

Dr Simon Allan
Sandy Blake

Janice Byford-Jones
Leona Dann

D+ Ian Denholm
Dr James Entwisle
Dr Colin Feek

Dr Liz Fitzmaurice
Dr Peter Foley
Kim Fry

Dr Adrian Gilliland
Dr John Gommans
Michele Halford
Kerrie Hayes

Dr Peter Hicks

Dr Richard Makower
Dr Alison Masters
Dr Caroline McElnay
Chris McKenna
Alistair More

Dr Rick Nicolson
Dr Grant Pidgeon
Helen Pocknall

Dr John Rivers

Dr Geoff Robinson

Dr Simon Shaw

Clinical Director RCTS & Central Cancer Network, MDHB

General Manager Patient Safety, WDHB

Associate Director of Nursing & Midwifery, WaiDHB

Director of Midwifery, MDHB

Orthopaedic Surgeon & CRISP Steering Group Member, WaiDHB

Clinical Leader Radiology, CCDHB

Clinical Director & Older Adults & Rehabilitation Services Lead, CCDHB
Primary Care Liaison, HVDHB

Chief Medical Officer - Primary Services, HBDHB

Allied Health Director, WDHB

Clinical Advisor - Primary and Integrated Care, CCDHB

Chief Medical Officer - Hospital Services, HBDHB

Director of Nursing, HVDHB

Director of Nursing and Midwifery, CCDHB

Clinical Director ICU & CRISP Steering Group Member, CCDHB

Clinical Head of Emergency Medicine & CRISP Steering Group Member, HVDHB
Clinical Director & Chair of Mental Health and Addictions Network, CCDHB
Clinical Director & Medical Officer of Health, HBDHB

Associate Director of Nursing, HBDHB

Director of Allied Health, HBDHB

GP & CRISP Steering Group Member, MDHB

Clinical Director Renal & Chair of Central Region Renal Network, CCDHB
Director of Nursing, WaiDHB

Chief Medical Officer, WDHB

Chief Medical Officer, CCDHB

Clinical Director Mental Health, HBDHB
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Dr Alan Shirtley
Dr Mark Simmonds
Dr Andrew Simpson

Russell Simpson
Iwona Stolarek
Sally Taylor

Sue Wood
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Chief Medical Officer, WaiDHB
Clinical Director Cardiology & Chair Central Region Cardiac Network, CCDHB

Clinical Director of Wellington Blood and Cancer Centre and Clinical Director,
Central Cancer Network Member, CCDHB
Ditector of Allied Health, HVDHB

Chief Medical Officer, HVDHB
Ditector Allied Health, Scientific and Technical Staff, CCODHB

Director of Nursing, MDHB
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4. The Central Region Today

Before considering in more detail why change is needed it is important to understand the makeup of the
Central Region population and the current state of health services. This section provides a high level
overview of these areas, with more detailed information contained in ‘Appendix 1: A Snapshot of the
Central Region’ or in the document, ‘Central Region Health Needs Analysis (2008).

4.1. People and Services

There are approximately 869,000 people living in the Central Region - around 20 percent of the total New
Zealand population. Today, about 80 percent of people in the Central Region live in a city or major
centre. For the remainder of the population, many have to travel some distance away from home to
receive care and treatment at hospitals and clinics.> The Central Region has a slightly higher proportion of
Maorti (17%) than the national average (15%), and Pacific Peoples (6%) than the national average (5%).
Whanganui and Hawke’s Bay have the highest percentage population of Maori residents (24.3%, 24.1%).
Maori are relatively younger than the rest of the population.

4.2. Current Service Profile

Each of the six DHBs in the Central Region ensure the provision of primary, secondary and community
services for their populations. There are seven public hospitals in the Central Region — Hawke’s Bay,
Whanganui, Palmerston North, Wairarapa, Hutt, Kenepuru and Wellington. Figure 1 shows their position
in the region and general referral pathways. Each of these hospitals offers a range of health services. Six
of the hospitals have an emergency department. Wellington Hospital has the most specialised tertiary
services (i.e. provides services for other hospitals in the region), such as cardiothoracic and neurosurgery
services. Palmerston North Hospital and Hutt Hospital also have tertiary services, the latter providing
plastic surgery services for the region (not shown in Figure 1). For more detail see section 10.3: Hospital
Services.

3 Noting the burden of this travel in terms of time, cost & need for family/whanau to stay away from home is not shared equally i.e. Whanganui, Wairarapa & Hawke’s Bay

DHBs. This is especially so as the Tertiary Centre for many services is at the southern edge of the region rather than being more centrally sited.
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Figure 1: Hospitals and associated referral pathways
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Ambulance services are provided by St John Ambulance, Wellington Free Ambulance, and Wairarapa
Ambulance Service (DHB owned). Each DHB maintains and runs its own information and technology
systems, and there is limited sharing of information about patients between DHBs, or between hospitals
and primary care services delivered in the community.
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5. Why We Need to Change

The majority of the health care provided by DHBs in hospitals, and by primary and community service
providers is good quality. However, as increasing demand, ageing populations, long term (chronic)
conditions, technology advancement, workforce shortages and public and fiscal expectations place
pressure on the health system, some of our current service delivery models will become unsustainable,
and may impact on patient safety if they are not addressed. Having integrated approaches to health care
delivery will put service users, family and whanau at the centre of care, reducing duplication and multiple
attendances at health care facilities. In future we want to provide better quality health care more
conveniently in an appropriate setting, and within our funding allocations.

5.1. Changing Demographics and Health Status

The current population trend towards more eldetly, fewer young people and more Maori and Pacific
Peoples is projected to continue into the future. Whilst mortality rates across the region are generally
decreasing, more people will be living longer with long term conditions such as ischaemic heart disease
and cancer. The demographic profile of the Central Region is outlined in Appendix 1: A Snapshot of the
Central Region. The way health is provided in the future will need to change to meet the needs of an
ageing population, with one or more long term condition, and culturally appropriate to address the needs
of an increasingly diverse ethnic population, particularly the increasing Maori population. See Appendix 1:
A Snapshot of the Central Region.

5.2. Consumer Experience and Involvement

Today individuals, their family and whanau have different expectations of health and health and disability
services. Most people want support to stay healthy, to be involved in decisions affecting their health and
care, and expect service providers to provide safe, seamless care as close to home as possible. Most
people want an ongoing relationship with primary care clinicians as well as the convenience of a 24 hour
health service. However, some patients with complex health care needs will need to travel to highly
specialised services, usually based in a hospital, in order to receive the best and safest care possible in the
region from a small pool of expert clinicians. Such changing expectations require DHBs and clinicians in
the Central Region to strengthen the consumer voice in planning, service delivery and decision making
regarding the use of scarce health resources and how to respond to the diversity of expectations.

5.3. A Quality and Safety Culture

A whole system quality approach needs to be based on a framework of quality and sustainability. A
systems approach recognises that quality is the result of the complex interaction of people, individuals,
teams, organisations and systems. A focus on clinical quality and sustainability leads to a more effective
health system, for example, with significant reduction in incidence of disease, mortality rates, medication
errors etc. A quality focus also improves productivity, reduces wasted resources and effort, joins clinical
teams together to make treatment and care more efficient and effective, and enhances the patient
experience. We know that improving models of care and reducing service vulnerabilities is more cost
effective (e.g. a sustainable workforce will use less locum cover). The centralising of some complex
services may be necessary as part of a quality approach; as more activity concentrated in a designated
team is shown to produce greater clinical effectiveness, leading to fewer complications and better patient

outcomes.
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5.4. Changing Patterns of Demand for Services

5.4.1. Hospital Services

Demand, especially for hospital services, is putting pressure on our total health resource and is one of our
major challenges going forward. The current demand and utilisation of hospital services in the Central
Region is unsustainable both from capacity (e.g. emergency care and acute services) and financial
perspectives. Estimations of the demand for acute services in the Central Region project an increase on
average by 1.2% per annum over the next 16 years, being an additional 21,600 patient admissions
requiring hospitalisation.* Demand for medical acute services will grow on average by 1.3% per annum
with an increase in hospitalisations ranging between 900 and 1350 additional admissions per year.
Currently Central Region emergency departments have approximately 200,000 presentations a year.>
Based on reported activity for the Central Region for the 2009/10 year, 40% of treated emergency
attendances were subsequently admitted to an inpatient area. Approximately 80% of all internal medicine
in the region is for the elderly with multiple morbidities.

5.4.2. Population Health: Primary and Community Care

A number of the chronic health conditions which impact the sustainability of our health services, and
which contribute to inequities in the health system are preventable. It is essential that we complement the
provision of high quality, integrated personal health services with an approach that focuses on the
environments in which people live, and on increasing awareness around choices or behaviours that may
impact on the health of their family/whanau. A coordinated preventative approach with continuity and
coordination of care will be critical in helping to meet the long-term aims and objectives of this plan.

A strong primary health care system is a core enabler to improving the health of our population and, in
particular, tackling inequalities in health. Primary health care covers a broad range of services and at a
high level can be defined as focusing on publicly funded population health approaches and first-contact
care for a general range of problems. This includes general practice services, health education,
counselling, disease prevention, immunisation, and screening services received in the community.
Delivery of these services is principally through PHOs (and their primary care practices and member
organisations) as well as through a network of other community and NGO agencies and providers. Maori
and Pacific providers have been established in the region for more than a decade and are being supported
by DHB and MOH to assist high needs communities to reduce ethnic inequities in health and improve
Maori health.

To meet our current and future demand for health services we have to shift our focus away from a
traditional hospital centred response to an integrated care system between hospital and primary and
community care, including prevention and self-management. The health system will also need to work
with other sectors to ensure a seamless and coherent system for contracting and delivery of services is
achieved, as part of working towards Whanau Ora. This shift will reduce unplanned admissions through
better management of chronic disease, especially in supporting the frail elderly and improving out of

4 Summarized Acute / Arranged, aged hospitalisation data was sourced from the NMDS for period 2006/07 through to 2009/10 for the Central Regions DHBs based on Agency
codes. Population estimates based on the 2005/06 census for the 2009 year were then applied to project the number of hospitalisations for each age group based on the 2009/10
year. The projections have been done at regional level rather than an individual DHB level.

5 With the establishment of national data collections around non admitted patient activity a more informed understanding of this activity will be developed over time but at this

stage it is too early to conclusively make judgements as the data collections is still new and DHBs are still incrementally meeting the required reporting compliance requirements.
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hours services. This RSP sets out the building blocks for an integrated service model for the region. In
2011/12, the DHBs will be working at the local level to strengthen primary and community setvices. At a
regional level, we will be strengthening primary/secondary integration though our clinical networks, the
regional plans to strengthen our vulnerable services, and our key system enablers. This will provide us
with an even stronger platform for action in the following years (2012 to 2015).

5.4.3. Mental Health

Based on projected population increases and assumptions about the rate at which individuals in the New
Zealand population experience severe mental illness, the number of people that will access specialist
mental health services is projected to increase substantially between 2006 and 2026.6 These predictions do
not take into account changes in models of care or an increase in community based mental health service
provision. Particular attention will need to be placed on the increasing number of young Maori and
Pacific Peoples requiring access to specialist mental health services. Demand from these population
groups is projected to increase 48% and 62% respectively over the next 20 years, requiring a focus by
mainstream services on culturally appropriate service models.

5.4.4. Aged Residential Care

Between 2006 and 2020, the total population of the Central Region is expected to grow by 0.3% per year
(a total 7% increase) which is less than the national projected growth of 15% and is the lowest of the four
regions; however the population aged over 65 years is projected to increase by 72%. The numbers in the
very old population group (85+) are expected to double.

Based on the projected increase in the number of people aged over 65, the current rate of utilisation of
Aged Residential Care (ARC) beds, and scenarios of future demand from a September 2010 Aged
Residential Care Service Review?, the projected change in demand for ARC beds from 2008 to 2026 is
between 3,200 and 5,700 beds.

5.5. Financial Performance and Position

Central Region DHBs combined budgeted deficits for 2011/12 total $26.1m before asset revaluations.
Asset revaluations reduce this deficit to $18.0m. The deficit has reduced from $55.3m in 2010/11 largely
as a result of the actual and planned performance improvement activities within the individual DHBs. By
2013-14 the planned deficit reduces to $4.2m. The region has revenues in 2011-12 of over $2.4bn and
manages assets of $1.2bn. The region spends approximately 19.5 % of the $2.4bn revenue on the four
priority areas identified in this regional services plan, cancer services, elective surgical services, health of
older persons and radiology. For 2011/12 there is likely to be a need for investment in projects such as
CRISP to enable the region to move forward in subsequent years. Any costs related to these projects will
be funded from within the planned budgeted deficit. As part of the development of the implementation
programs for the RSP we will need to develop up financial models that underpin the various work
streams for the priority areas. The financial results for 2011/12 will also be impacted by national decisions
on shared services.

The capital plans for the year largely evolve around delivery of the Oral Health project and the Hutt
Valley Emergency department and theatre redevelopment.

6 Mental Health Commission, 1998. Blueprint for Mental Health Services in New Zealand: How things need to be. Wellington: Mental health Commission.

7 Undertaken by Grant Thornton for DHBs and the New Zealand Aged Care Association.
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Details of the combined financial performance, financial position, capital plans and cash flows can be

found in Appendix 2: Regional Financial Analysis.

5.6. Workforce Requirements, IT and Capital Infrastructure

Workforce is one of the key challenges facing the health system now and into the future. The workforce
is ageing (older workforce in smaller and peripheral DHBs) and many are choosing to work on a more
part-time basis. The Central Region relies on a high proportion of health professionals from overseas to
staff the hospitals, primary and community services, which is similar to the national position. There are
geographical variations in the distribution of statf, with a greater proportion of the workforce choosing to
live and work in larger urban areas such as Wellington, rather than in high need, provincial centres. The
health workforce is also not representative of the ethnic diversity of the region. This will be a focus over
the next three to five years with progress being made through the Kia Ora Hauora programme nationally
and the Central Region’s programme, Tu Kaha.

Table 2: Central Region DHB Workforce Profile

Central Region DHB Workforce Profile

Total Female DHB | Total Male DHB | Total = Central  Region = DHB
Employee Headcount Employee Headcount Employee Headcount

9971 2683 12654

DHB Employee Average Age | Largest Ethnic Group Average Length of Service at a DHB

42.8 to 48.7 years 6.2 to 8.9 years

NZ European

Average 44.2 years Average 7.3 years
Largest Workforce Group Youngest Workforce Group | Oldest Workforce Group
Nursing 4937 FTE Junior Medical 33.3 years Senior Medical 48.5 years

Source: DHBNZ Health Workforce Information Report for the quarter April - June 2010.

In order to respond to future health needs, Central Region DHBs plan to adopt a systematic framework
to address changes in the workforce, and IT and capital investment requirements (both technical
equipment and buildings). This regional approach is driven by projected shortages in workforce,
especially Maori and Pacific People, working from geographically distant sites, creating potential
vulnerabilities in some services such as radiology and rural general practice. Coordinated regional I'T and
capital investment strategies will enable greater efficiency in how the workforce of the future is utilised in
supporting more community based delivery of complex packages of care. Likewise, supporting efforts to
increase training and recruitment from Maori and Pacific Peoples will start to redress the imbalance in
workforce.

5.7. Maori Health and Addressing Inequalities in Health

There are inequalities in health status and outcomes across the Central Region as a result of a
combination of complex factors including disparate access and intervention rates, differing clinical
protocols, inconsistent assessment and evaluation criteria and economic and social determinants. The
health status of our population is influenced by where people live, their ethnicity and their level of
affluence. Evidence to support the focus on health inequalities is outlined in the following section.
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Why focus on inequalities??

Life expectancy

Life Expectancy is a summary measure of population health, reflecting mortality at all ages from all
causes. The 2010 “Social Report” published by the Ministry of Social Development, annually estimates
life expectancy for New Zealanders. Based on the2007-2009 mortality experiences, life expectancy is 78.4
years for males and 82.4 years for females and the gap between females and males is slowly narrowing.
However there are marked differences between ethnic populations. In the period 2005-2007 male life
expectancy at birth was 79.0 years for non-Maori and 70.4 years for Maori, a difference of 8.6 years.
Female life expectancy at birth was 83.0 years for non-Maori and 75.1 years for Maori a difference of 7.9

years.

Avoidable deaths

These are deaths that are potentially preventable. Most avoidable deaths occur in the ages 45 — 74 years
and the major causes of avoidable morality are from Ischaemic Heart Disease, smoking related cancers
and diabetes.

Maori and Pacific Peoples are more likely to die prematurely from an avoidable condition than other
ethnic groups. Maori have three times the avoidable mortality rates and Pacific People have twice the
avoidable death rates of “other”. Avoidable mortality also increase with increasing deprivation, with
people living in the most deprived quintile having twice the number of avoidable mortality than the least
deprived quintile. Ischaemic Heart Disease and Cancer are the priority areas for contributing to this Life
Expectancy gap.

The Regional Response:

Reducing disparities in health and health outcomes is a key aim for the Central Region health sector given
the higher rates of morbidity and premature mortality among Maori and Pacific People from preventable
conditions. He Korowai Oranga, 2002, the Maori Health Strategy, sets the direction for the Health and
Disability Sector in relation to Maori. The overall aim of He Korowai is Whanau Ora - Maoti families
supported to maximise their health and wellbeing. The Whanau Ora programme recently released is about
providers and funders working more with Whanau to develop their own pathway to health and
independence. This is a very different model to that which we are used to. This will require DHBs to be
more flexible in contracting and work with whanau through providers to achieve outcomes established by
the whanau. It is an inclusive approach to providing services and opportunities to whanau. It empowers
whanau as a whole, rather than focusing separately on individual whanau members and their problems.’
To do this, providers will need to work collaboratively with each other to achieve outcomes defined by
whanau.10

The Central Region Maori Health plan — Ta Ora (November 2010) aspires to guide an ongoing
improvement in Maori health and Maori health outcomes. Four key focus areas have been identified as
enablers of change: Maori workforce development, quality service provision, collaborative action and
sharing, and measuring information. The key themes of Tu Ora are integrated throughout the
implementation plans in the RSP.

8 Data source: Health Needs Assessment for the Central Region (2008) Central TAS (Note intention to update the data)
9 Te Puni Kokiri, 2010

10 Collins, 2010.
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As a region we have focussed our actions on health inequalities where this will have the greatest impact.
Smoking, poor nutrition and lack of physical activity are all risk factors for developing Cancer and
Ischaemic Heart Disease so efforts to improve these risk factors will be targeted at Maori, Pacific People
and people living in socio- economic deprived areas. The majority of this work will take place at a local
DHB level through primary and community providers, including Whanau Ora interventions. As a region,
we will develop a consistent approach to identifying health inequalities, especially in relation to our Maori
population, Pacific Peoples and other high needs groups such as New Zealand deprivation deciles 9 or 10
(most deprived), and monitoring the impact of our plans on high needs groups to reduce health
inequalities. In addition, the Central Regions DHBs will work with Te Puni Kokiri, the Ministry of Social
Development and other sector organisations to implement Whanau Ora.

Specific Actions to Address Health Inequalities

From a Regional perspective specific actions have been prioritised to address inequalities through
improved access to Cancer Services and access to electives services, with a focus on Cardiology and
Cardiac Surgery. Central Region research also identified that Maori are less likely to receive
revascularisation interventions following admission for an acute coronary event than non - Maori .

As a statting point to address identified disparities, in 2011/12 there will be a patticular focus on health
inequalities in Cancer Services and Cardiac Intervention Rates. These actions are outlined in the
respective plans for Cancer (Plan 1) and Electives Services/ Catrdiology and Cardiac Intervention Rates

(Plan 2).

6. What We Are Achieving

In 2003, service reviews were undertaken which led to collaborative working across service programmes
in the region and the establishment of a regional audit programme. The Central Region has made
significant progress since 2003 at both a regional and sub regional level to formally support a clinically
and financially sustainable health service for the population of the Central Region. This includes:

e the establishment of a regional decision making and governance framework (found in Appendix
3: Regional Governance and Decision Making),

e regular regional and sub-regional meetings of Board Chairs and CEOs, senior clinicians and
managers,

e the establishment of a Regional Leadership Committee consisting of six key clinical leaders from
across the health sector, in partnership with executive management and consumer
representation,

e consolidation of PHOs (including regional arrangements), with a focus on the management of
patients with chronic conditions and the integration with hospital clinicians,

e sub regional clinical and non-clinical cooperation is well underway with neighbouring DHBs:

e the emergence of regional and sub-regional joint Memoranda of Understanding for
governance, training and credentialing processes,

e agreed terms of reference and statement of principles for closer DHB cooperation,

11 Summary of Central Region Data for Acute Cardiac Events (2010) Eru Pomare Maori Health Research Centre, Otago University
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e joint clinical appointments and the joining of clinical departments between DHBs, for
example, a women’s health service between MidCentral and Whanganui DHBs,

e Tourteen regional projects have been undertaken to strengthen hospital services identified with
the greatest vulnerabilities including Older Adults and Rehabilitation, Women’s Health, and
Radiology. The Older Adults and Radiology work streams will be developed further as priorities
in this RSP,

e well developed regional support programmes as follows:

1. Central Region clinical network programme which is developing expert clinical
recommendations to deliver improvements in quality and access to setrvices through
primary/secondaty integrated pathway solutions. These include:

e the Cancer Network:
e has completed the regional cancer health needs assessment report,
e developed their strategic plan for 2009 — 2014,
e  engaged consumers through their representative forum,

e is working closely with regional Maori representation to demystify cancer, and

increase cancer screening and rates of treatment in the Maori community,
e the Cardiac Network:
e has facilitated the increase in cardiac elective surgery volumes,

e supported workforce development through regional physiology trainer support
to DHBs,

e  reported on ethnic disparities in access to revascularisation procedures,

e the Renal Network:

e has completed needs analysis and feasibility study for satellite renal dialysis units
in the Wellington/Hutt Valley area, and in Whanganui, with a business case
ready for approval,

e s developing support for patients, whanau and family,
e s streamlining clinical pathways for live renal transplantation,
e has developed a business case for a regional I'T solution for renal.

e the Plastic Surgery Network has increased the number of women receiving delayed

breast reconstruction surgery in the region,
e the Mental Health and Addictions Network!2:
e  has developed a Central Region Eating Disorder service,
e developed pathways to regional addiction services to improve equity of access,

e  consolidated specialist medical detoxification in the Region,

12 The mental health and addiction services in the Central Region have been guided by the “Central Region Strategic Plan for the Development of Mental Health and Addiction
Services” (2007). A revised action plan “The Central Region Mental Health and Addiction Services Action Plan 2011-2012” has been developed in line with this RSP and Te

Kokiri, the national Mental Health and Addiction Action Plan 2006-2015.
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e Central Regions Maori Health Action Plan 2009 — 2011:

O

O

O

Established the Central Region Maori Relationship Board forum
Implemented Kia Ora Hauora Maori Health Careers Program within the region

Implemented a Central Region DHB Maori Health Development Conference in
2010 (Tu Kaha).

Investigated the development of a regional approach to Bi-cultural training in
the Central DHB region

2. A regional audit programme, comprising routine and special audits of health service

providers. The audit programme provides the region with:

e Improved contract management practices, including the introduction of a regional risk

assessment protocol in relation to contracted provider organisations,

e Identification of providers achieving excellence and innovative service solutions as well

as those ‘at risk’,

3. Regional projects and administration supporting the regional executive forums

e regional infrastructure planning is occurring, for example the Central Region
Information Systems Plan (CRISP).

The above activities are well embedded in the regional work programmes and will be managed as

“business as usual” on behalf of the region.

7. Addressing Our Challenges

7.1. Priorities and Actions Going Forward

The Central Region DHBs have taken a bold approach to regional setvice planning for 2011/12.

Consensus was reached at a regional planning workshop in November 2010 and the following priorities

for greater regional collaboration were agreed in order to maximise clinical and financial resources, reduce
service vulnerability and to meet the Minister’s Letter of Expectations':

¢ Meeting the national health targets: improving services and reducing waiting times through

improved access to elective services and shorter waiting times for cancer services,

e Addressing vulnerable services: including regional radiology, older adults and rehabilitation,

e Key regional enablers: strengthening clinical leadership and clinical governance as a

fundamental driver of improved patient care, the Central Region Information Systems Plan

(CRISP), capital asset management, shared support services (non — clinical), and transport and

accommodation,

e Sub - regional activity: the action plans for sub — regional activity are detailed in Section 0 for
Capital & Coast, Hutt Valley and Wairarapa DHBs’, and the Central Alliance between
MidCentral and Whanganui DHBs.

13 Letter of expectations for District Health Boards and their subsidiary entities for the year 2011/12
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These priorities are underpinned by a number of key assumptions relating to service delivery across the
region:
e More health care will be provided at home and in the community to support long term conditions
and rehabilitation, and a strong and highly developed primary care infrastructure will be a
required foundation for all CRDHBs
e Secondary and Tertiary services will need to be provided through a collaborative model across
DHB boundaries, providing services to local, sub regional and regional populations;
e Flexible models of care, clinical leadership and new technologies will be needed to support service
delivery in different environments from those traditionally recognised;
e Addressing inequalities and Maori Health will create significant traction in improving the health
gap between Maori and non-Maori
e  Health professionals will need to work differently, in different settings, across different sectors to
coordinate patient care and ensure a smooth transition for patients to appropriate levels of care
and between providers; and
e  (linical networks will provide vehicles for clinical leadership, and a partnership between clinicians
and management will support the delivery of quality health services across the health continuum.

The actions agreed for 2011/12 constitute a step change towatrds achieving the agreed future vision and a
more coordinated health system for the Central Region. The actions reflect the collective regional and
local priorities of the Central Region District Health Boards.

Underpinning these priorities is the need to reconcile detailed implementation plans addressing the
financial deficit across the region. Priority areas that were considered best delivered locally through the
DHBs included primary care, improved cardiovascular and diabetes management, emergency department
petformance, smoking cessation and immunisation/vaccination targets, although it was recognised that
some regional action to share best practice and learning would be beneficial.

7.2. Meeting the National Health Targets

Delivering improvements in health system performance through achieving the six national Health Targets
is a priority for the six Central Region DHBs. Two Health Targets (cancer treatment times, access to
elective surgery) have been elevated for specific regional action plans. The remaining four Health Targets
(shorter stays in ED, increased immunisation, better help for smokers to quit and better diabetes and
cardiovascular care) continue to be a focus for each of the DHBs at a local level with sharing of
information to improve target performance at a regional and national level. (Refer to Table 3 for 2009/10
end of year health target results). The Central Region DHBs will monitor equalities against the health
targets through reporting by ethnicity where it is possible to do so. Results of the monitoring will enable
DHBs to better identify any health or access issues for attention.

7.2.1.Shorter Waits for Cancer Treatment

All Central Region DHBs have met the target for the first quarter 2010/11. The priority for the region is
to reduce premature death from Cancer among the population by improving the effectiveness of service
delivery, moving towards closer collaboration, and exploring the potential for a single service, two site
model of service delivery. For more information, please refer to Plan 1: Regional Cancer Services.
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7.2.2. Improving Access to Elective Services

Four of the six Central Region DHBs have met the target, or are at 99% achievement for Quarter One
2010/11. Two DHBs have not met the target. Two DHBs have comparatively low investment in elective
surgery and are required to increase this investment. Access to elective services varies across Central
Region with some populations having better access than other populations. The Central Region has
agreed to implement a common waiting list during 2011/12 and a single elective booking system during
2012 -2015 (across one or two services). There will be a specific focus on achieving targets for cardiac
surgical discharges, monitoring for inequity in access to cardiac interventions, particularly for Maori, and
access to bariatric surgery. For more information, please refer to Plan 2: Improved and Equitable Access
to Elective Surgery.

Shorter Stays in Emergency Department:
(Local action, regional sharing)

Only Wairarapa DHB met this target for the first quarter 2010/11. All DHBs have local action plans
outlined in their Annual Plan. At a regional level the focus will be on engaging with the national service
improvement programme for Major Trauma.

Increased Immunisation:

(Local action, regional sharing)

Four DHBs have met (or are within 1% of) this target for quarter one 2010/11. All DHBs have local
action plans that are outlined in their Annual Plan.

Better Help for Smokers to Quit
(Local action, regional sharing)

None of the DHBs have met the target for quarter one 2010/11. All DHBs have local action plans that
are outlined in their Annual Plan.

Better Diabetes and Cardiovascular Care:
(Local action, regional sharing)

All DHBs have local action plans that are outlined in their Annual Plan.

7.3. Strengthening Vulnerable Services

During 2009, 160 Hospital services and 45 specialities were surveyed to determine the most vulnerable
services. Three services were then prioritised for further action: Older Adults and Rehabilitation,
Radiology and Women’s Services. Substantive progress has been made with addressing the vulnerabilities
for women’s services by enhancing workforce linkages and establishing regional training for midwifery
competencies. This work will continue as part of the RCSP programme.

7.3.1.Older Adults and Rehabilitation

The key focus area for 2011/12 is the development of a regionally coordinated multidisciplinary older
adults service model that can be implemented locally. For further information, please refer to Plan 3:
Older Adults and Rehabilitation (OA&R).
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7.3.2. Radiology Services

The focus for 2011/12 is on planning a patient focussed regional radiology service focusing initially on
after hours coverage to reduce service vulnerability across the region and enhance timely access to
radiology services. For further information, please refer to Plan 4: Radiology Services.

7.4. Sub-regional Collaboration

Within the Central Region two distinct sub-regions have emerged, each with a stated commitment from
their Boards to undertake joint initiatives. This Regional Service Plan gives the strategic context for these
sub-regional relationships. Hawke’s Bay DHB continues to engage at a regional level.

7.4.1. Capital & Coast, Hutt 1V alley and W airarapa DHBs

The three Greater Wellington Board Chairs agreed a Statement of Commitment to a closer relationship in
carly 2010. The sub-regional Clinical Leadership Group has projects for ENT services and Child Health
underway. There are a range of other initiatives underway involving two or more of the DHBs. For
further information, please refer to Plan 5: Capital & Coast, Hutt Valley and Wairarapa DHBs.

7.4.2. Central Alliance (MidCentral and Whanganui DHBy)

The two DHBs entered into a formal alliance (the Central Alliance) in 2009. The agreement establishes a
contractual arrangement for how the two DHBs will identify and implement collaborative initiatives to
improve the efficiency and effectiveness of services. Collaboration now exists across much of the two
DHBs’ activities with joint appointments to key management and clinical positions, shared women’s
health services, common purchasing of hospitality services, common financial management system
technology and critically the devolution of the Central Alliance concept into business-as-usual planning
and management. For further information, please refer to Plan 6: MidCentral and Whanganui DHBs -
The Central Alliance.

7.5. Key Regional Enablers

Primary care:
(Local action, regional sharing)

A strong primary care system is the cornerstone for the success of this RSP. General practice is the place
where the majority of people consult for advice on how to manage their health, and long term health care
needs. With stronger community and primary based services, people’s ongoing health needs will be met
with less need for referral to specialist services, thereby enabling specialist care to be focussed on those
people with complex care needs. This approach and realignment of the health system around the needs of
the patient and population is consistent with recent changes in direction of individual DHBs in the
Central Region and the expectations of the Government for ‘better, sooner and more convenient health
care’. The development of Integrated Family Health Systems and more collaborative support from non
physician health providers (e.g. pharmacists, registered nurses, dieticians and physiotherapists) will help to
support general practice. The development of primary care has a local focus addressed in the DHB
Annual Plans.

7.5.1. Clinical 1 eadership and Clinical Governance

A key focus of this plan is to improve quality of care and enhance patient safety by strengthening and
aligning clinical leadership and governance systems across the Central Region DHBs. Early actions will
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be the establishment of a Regional Clinical Board, greater support to sole practitioners, implementing
regional credentialing to one or two services and considering opportunities for joint appointments. For
further information please refer to Plan 7: Strengthening Clinical Leadership and Clinical Governance.

7.5.2. Central Region Information Systems Plan (CRISP)

The CRISP supports regional delivery of care by building systems that will improve coordination of care
for consumers by delivering information to clinicians across the region regardless of their own or their
patient’s location. It also supports the clinical requirements of the Regional Services Plan’s strengthening
vulnerable services projects and the existing Regional Clinical Services Plan (RCSP) Programme. Health
professionals across the region will be able to share relevant information about patients so that safe and
effective care can be provided. Patients will be able to talk to health professionals when they need to,
using a range of communication technologies. For further information please refer to Plan 8: Central
Region Information Systems Plan (CRISP).

7.5.3. Capital and Asset Management

Future capital and asset management planning will be undertaken within the context of service planning
to ensure that expenditure plans will address regional requirements and health needs, coordinate future
investments, and maximise the health dollars available to the region. For further information, please refer
to Plan 9: Capital Asset Management.

7.5.4. Shared Services

The focus of this plan is to identify the non-clinical support functions where there is unnecessary
duplication and cost in the configuration of current support services and where significant benefit will be
delivered from shared service arrangements. Benefit may be in the form of cost reduction, improved
service, and risk reduction or as a key enabler to service change. This initial plan focuses on supporting
and working with Health Benefits Ltd to deliver their work programme which includes FMIS
procurement and supply, treasury and facacilites management providing resource and support when
required. The central region will focus on laundry, internal audit and TAS will continue to provide
planning executive and project management support to clinical networks secretariat support and DHB
provider contract audit. For further information, please refer to Plan 10: Shared Support Services.

7.5.5. Transport & Accommodation

Major transport improvements will be needed so that patients and their families/whanau, and health
professionals, can get to community health centres and hospitals. Accommodation needs to be available
so that people, including travelling specialists, have somewhere to stay when they are away from home.
These arrangements should be well co-ordinated and made on behalf of patients and their
families/whanau. Active participation in national discussions, with a view to determining a regional
solution in the context of the national network, is required. For further information, please refer to Plan
11: Transport and Accommodation.
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8. Next Steps

8.1. Implementing the RSP

The next step in implementation of this first RSP involves the development of detailed project plans with
clinicians, DHBs and other key stakeholders. Several of the identified priority areas, such as Regional
Radiology Services and Cancer, are already established projects underpinned with detailed plans and
milestones. Where new priorities have arisen, such as Shared Services, they will be supported by the
application of project methodology to identify milestones, manage the assignment of tasks, the
composition of expert teams and working groups from the six DHBs with appropriate clinical leadership.

8.2. Regional Communications Strategy

The development of a regional communications strategy has commenced, and will be an important
enabler to project progress. The strategy will recommend a communications model for the region,
including how best to make use of local DHB communications resources, and how the region might go
about engaging local communities. Communications and information flow will be a critical part of
ensuring the ongoing success of clinical engagement and leadership in the region. The strategy will also
outline the required communications and consultation mechanisms related to significant service change in
accordance with the Operational Policy Framework 2011/12.14

8.3. Developing an RSP Qutcomes Framework

The six DHB Boards want to see the RSP delivering clear, tangible outcomes for consumers, whanau,
and the population of the Central Region. In this first RSP 2011/12, direct consumer and patient
outcomes have been identified in each plan, and where it is possible, supported by quantative
measurements that are currently available. Where plans are under development, or where direct consumer

or patient benefits are limited such as Shared Services, the outcomes are more qualitative at this stage.

As this is the first year of operation for the RSP, the proposed outcomes support the general direction of
travel for delivering real improvements and addressing inequalities. In 2011/12, further work will be
undertaken to identify baselines and refine outcomes for all plans so that the RSP can set more ambitious

outcomes.

8.4. Monitoring Performance

The monitoring and evaluation of this RSP will be undertaken using a regional performance framework.
The approach to improvement will emphasise optimising performance, delivery of high quality services,
improving consumer experiences and achieving value for money. Performance will be monitored using a
balanced score card approach to the RSP and reported through the regional governance mechanisms that
are in place and outlined in Appendix 3: Regional Governance and Decision Making, and:

e lead CEOs will be responsible for the delivery of their regional work plans

e assurance of progress against milestones will be reported quartetly to the RLC and RRC

e any mitigating actions required will be detailed to maintain or improve our performance

¢ we will monitor our plans for their impact on our Maori, Pacific People and other high needs

groups to ensure equity in access to treatment or interventions, and improved outcomes

14 Service Change Rules, Principles and Processes (2011) Operational Policy Framework 2011/12
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e we will explore developing consumer experience indicators as part of putting consumers at the

centre of services and pathways.

Each DHB is at a different starting point in achievement of targets and outcomes for their communities.
As part of our performance process, we will identify areas of best practice across the region and will
formally link this to shared learning opportunities between DHBs. The focus will be on our regional
priorities and our financial position. However, the clinical networks and regional working groups are
increasingly engaging clinicians and managers in sharing best practice across the region.

8.5. Risk Management

The regional priorities and associated action plans carry varying degrees of risk. Several of the plans, such
as radiology, are more detailed than others reflecting the project planning that has already occurred. We
will have a systematic project planning methodology underpinning each plan which identifies and
manages risk to service sustainability, quality and financial viability. Overall responsibility for risk
management will sit with the RRC, and is managed through the RLC.
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9. Regional Implementation Plans

This section contains the regional and sub-regional implementation plans including specific actions, measures of progress, identified regional leads and expected
outcomes. The implementation plans have been developed collaboratively with DHBs, with leadership from regional Chairs, CEOs, clinicians and managers with
input and advice from regional networks.

The plans are categorised below according to the identified priority areas for action contained in Section 7 of this document ‘Addressing Our Challenges’ namely:
meeting national health targets, addressing vulnerable services, sub-regional activities, and regional enablers.

9.1. Meeting National Health Targets

9.1.1.Plan 1: Regional Cancer Services

The challenge:
Improving outcomes for people with cancer is a challenge in the Central Region. This is due to the interaction of a number of factors including increasing incidence

and volumes of people with cancer, high mortality rates, inequalities in access to screening, diagnosis and treatment outcomes, workforce pressures, capital issues,
and the need for standardisation of clinical pathways.

The regional response:

Regional activities for 2011/12 focus on the following:

e Improve the effectiveness of care received by people with cancer by reducing waiting times for cancer treatment, specifically meeting the national radiation
therapy four week treatment target and strengthening Medical Oncology services which has been identified as a vulnerable service.!s

e Improve the quality of treatment of target/ priority cancers by implementing recommendations from the regional mapping reports and national guidelines
to improve the diagnosis and treatment of Lung and Bowel cancer.

15 “Strengthening Hospital Services in the Central Region: Identification of Service Perspectives”
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e Strengthen Cancer Services in the region to improve patient care and safety, ensure the skilled workforce and facilities are used efficiently to meet demand,

reduce service vulnerability and maximise the chances of improved outcomes for patients including scoping the development of a single integrated

specialist cancer service

e Develop the workforce and Clinical Leadership in local and national work on cancer service development supports meeting the shorter waits for cancer
treatment and improving the treatment of target/ priority cancets.

e Address inequalities relating to ethnic, geographical and socio-economic factors

To achieve the following regional outcome: A reduction in prematutre death from cancer among the population of the Central Region by 2015 from cutrent

baseline through improvements in prevention, diagnosis and treatment, and greater efficiencies in service delivery.

-~ Agions  Meawres  Timpames  Lead  Owpms

Shorter waiting times for Oncology

implementation commenced to
deliver the national medical
oncology models of care,
including national Medical
Oncology Prioritisation Criteria

chemotherapy treatment will
have this within 4 weeks.
Prioritisation criteria
introduced and utilised in
clinical treatment.

Regional models of care
plan developed

December 2011

1. Continued improvement in Health target that 100% of Quarterly reporting Murray Georgel, CEO
access times to radiation to people needing radiation MidCentral DHB
ensure timely treatment. treatment will have this
(activities to be informed by the within 4 weeks.
national radiation oncology
plan)

2. Regional plan developed and Everyone needing Quarterly reporting Murray Georgel, CEO

MidCentral DHB

To contribute to these 5-10 year outcomes:

Over time these initiatives lead to:

e Improved clinical outcomes through more
timely access to best practice therapies

e  Reduced disparity in clinical outcomes
through the use of consistent pathways and
measurement of compliance with key
process steps

e Improved financial sustainability through
carlier detection and greater MDM
involvement leading to more evidenced
based treatment decisions and better cure
rates
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Access to Treatment for Target/ Priority Cancers

3. To improve diagnosis and Lung cancer compliance rates: June 2012 Murray Georgel, CEO Measure by:
treatment of target/ priority ® % of lung cancer patients MidCentral DHB e 5 year survival rates for lung cancer and
cancers through lung and bowel who statt treatment within bowel cancer
tumour stream activities, 62 days from receipt of e Reduced differences in survival rates
including: referral into secondary between DHBs
e Implement national services Cost of cancer care versus NZ norms (age,
standards ® % lung cancer patients gender and ethnicity adjusted)
¢ Implement Multidisciplinary presented at MDM
Meeting (MDM)
conferencing solution Bowel cancer compliance rates:
®  Monitoring timely access to | o 9 bhowel cancer patients
services presented at MDM
Iﬂdlfﬂl‘@dpﬂOﬂg/ mmerxforfuturefocm: No[g_' measures 1o bgfﬂn‘ber Zi?f077ﬂ€d
Breast and prostate (2012/13) by the Standards work being
Upper GI, head and neck, gynaecology undertaken by the National lung and
(2013/14) bowel work groups

Reducing Health Inequalities

4. CNN supports service providers | o Inequalities influenced by Six monthly reporting | Murray Georgel, CEO

to identify and address ethnicity, geography and MidCentral DHB
inequalities relating to cancer socio-economic status are
control including: reduced

e  Providing pilot funding to
local cancer networks to
implement activities they
identify to address an area of
inequality relating to
supportive care

e Monitoring the impact of
initiatives aimed at
addressing inequalities and
promoting good practice
(CCN Cancer Control
Indicators Report)
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2012 -2015 Activities
5. Scope the development of e Feasibility study of a regional | July 2013

Murray Georgel, CEO
MidCentral DHB

single integrated specialist cancer service
cancer treatment services
across:

e  Radiation Oncology
e Medical Oncology

e C(linical Haematology

e  Surgical Oncology
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9.1.2. Plan 2: Improved and Equitable Access to Elective Surgery
The challenge:

Elective services are important for improving peoples’ independence and ability to participate in the activities of daily living and timely access to elective care
reduces the risk of complications. Reasonable access to elective services is also essential to ensure public confidence in the public health system as a whole. Our aim
is to deliver the required service whilst meeting financial targets. There are additional financial pressures with 25% of the Case weight (18% of cases) provided via
IDFs. The Central Region has adequate electives capacity to meet demand. The challenge is that the available capacity is not equally distributed between DHBs. A
key area of focus for elective services is access to cardiac procedures and the differential Standardised Intervention Rates (SIRs) across the region.

In 2010/11, contracted activity for cardiac surgery increased from 5.9 to 6.3 per 10,000 population. For the Central Region DHBs this equates to 576 cardiac
procedures. At present there is a risk that the projected levels of activity for 2011/12 will not be achieved due to low rates of referral. Inadequate access to specialist
assessment and angiography are considered potential barriers to onward and timely referral for cardiac surgery'e. MidCentral DHB has been identified as
experiencing challenges in the delivery of cardiac services across the continuum of care for the local population.'”?

The Central Region Cardiac Network has been engaged in the Cardiology Landscape Review at MidCentral DHB through the involvement of Dr. Mark Simmonds,
Clinical Director of the network. The Central Region Cardiac Network was instrumental in raising concerns with MidCentral DHB about intervention rates both
for diagnostic cardiology and cardiac surgery. Through Dr. Simmond’s involvement, the Cardiac Network endorses the recommendations outlined in the
MidCentral Cardiology Landscape Report.

The Network believes implementation of the recommendations will lift cardiac intervention rates to an acceptable level.
The regional response:

The Central Region, executive teams and key clinicians have developed a regional approach to Elective Services. The aim is to ensure the Central Region DHBs
deliver the required levels of service. This includes the ability to deliver elective volumes (meeting the Minister’s expectations), provide equitable access to surgical
services, the development and implementation of an integrated Central Region production plan, agreement on IDF funding principles and capacity and distribution
modelling to support future development. Clinical Leadership is seen as the key to ensure the success of this approach. There is a need to make the most of existing
surgical services across the Central Region through smarter choices about how, where and when we provide elective surgical services. Currently sub regional work
is being undertaken between Wairarapa, Capital and Coast and Hutt Valley, and MidCentral and Whanganui DHBs.

To achieve the following regional outcome: Achieve better outcomes for consumers enabled by delivering the required levels of service to the population,
reduced waiting times, and through the development of a Central Region system for managing referrals, waiting lists and elective services booking.

16 Report to the National Cardiac Network (April 2011) Dr. Andrew Hamer

17 The Cardiology Landscape Report (2011) MidCentral DHB
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Elective Services
1. To deliver the health Target of Exceed the Health Target of 30 June 2012 Kevin Snee, CEO
29,366 elective surgery 29,366 discharges Hawke’s Bay DHB
discharges by:
e Production of a revional Increased understanding of 1 July 2011 and
. . gt regional capacity including March 2012
surgical production plan for the impact of acute surgery,
the elective patient pathway. to inform the regions’
e  Regional consistency of understanding for 2011/12
referral guidelines, and and 2012/13 year
access criteria production planning.
e Develop elective system to Identify barriers.to access 30 June 2012
maximise total regional (e SIRs analysis)
elective capacity and reduce Regional booking system in | 2012 - 2015
waiting times place
Cardiac Surgery
2. Ensure cardiac surgery waiting No more than 5% of Quarterly Kevin Snee, CEO
list is maintained at levels elective yearly throughput is Hawke’s Bay DHB
agreed with NHB. Develop on the waiting list.
workout plans if performance
requires it.
3. Deliver the agreed number of Number of cardiac surgical Quarterly
cardiac surgery discharges by: discharges and number of
e Improve current reporting related cardiac procedures
of waiting times and e.g. Angiography
interventions for the region
within electives reporting to
ensure delivery of service
according to need and
priority

Access Indicators

e Achievement of 29,366 elective surgical
discharges for 2011/12.

e  Improved equity of access, and reduced
variations in SIRs between DHBs.

e  Increased utilisation of elective capacity
across the region.

e All cardiac surgery patients waiting no
longer than three months for surgery.

Inequalities

e Improved equity of access, and reduced
variations in SIRs between DHBs. Monitor
and report on r disparities for Maori and
Pacific People

° Reduce disparities for Maori and Pacific
People from current baseline

Clinical Leadership

e Builds further on existing clinical leadership,
and will utilise clinical leadership to build
and develop effective clinical pathways
across the region.

Primary Care

e Improved/ streamlined processes for
primary care referrals to acute elective
services. Reduced waiting times and
increased utilisation of elective capacity

across the region.

Financial
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e  Regional Cardiac network Quarter 2 for use in e  Better understanding and control of IDF
will investigate varying SIR planning for the pressure
for different cardiac 2012/13 year. e Increased understanding of regional
procedures for disparities capacity including the impact of acute
driven by: surgery, to inform the regions’
Ethnicity understanding for 2012/13 year planning.
Geography e  Enable the region to deliver elective

Socio — economic status services in the most efficient and cost

and where appropriate effective manner as possible

recommend required e Improve overall theatre productivity

changes to services.

Information Technology

Rationale: Ischaemic heart disease is . .
e  Utilisation of shared IT infrastructure to

the main cause of avoidable death in . . . .
facilitate booking across regional capacity

the under 75 in the region. Maori
have higher rates of IHD avoidable
death than “other” ethnic groups.

across the region.

Regional research indicates that
Maori are less likely to receive
angiogram or PCI following first
acute admission with Acute

Coronary Syndrome.!®

Bariatric Surgery

4. Develop regional plan to meet e 31 procedures completed. July 2012 Kevin Snee, CEO
target. Hawke’s Bay DHB

18 Summary of Central Regional Data for Acute Cardiac Events (2010) Te Ropu Rangahau Hauora a Eru Pomare (Eru Pomare Maori Health Research Centre), University of Otago
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9.2. Strengthening Vulnerable Services

9.2.1. Plan 3: Older Adults and Rehabilitation (OA&R)
The challenge:

The median age of the Central Regions population is increasing. The baby boomers will increase numbers of persons aged >65 years during 2010-2030. The
average life span is expected to extend another 10 years by 2050. The growing number of older adults increases demands on the public health system and on
medical and social services. Chronic diseases, which affect older adults disproportionately, contribute to disability, diminish quality of life, and increased health- and
long-term-care costs. Regionally it is estimated that up to 80% of internal medicine provision is for persons aged >065 years with multiple morbidities. The demand
for aged residential care services over the next four years will be able to be met within existing capacity; however from around 2014 onwards additional capacity will
required if the current model does not change. The number of people living with Alzheimer’s disease and other dementias continues to rise. The challenge for
many professionals is how to provide these clients with effective wellness programming.

The response:

The OA&R services will move towards meeting this challenge and improve the care of the older people of our region by leading a change in the focus of services
for older people in the following ways:
e  Supporting older adults preference to live at home where possible in a culturally dignified way
e Technology has great potential for improving the quality of life for older people. For example, telemedicine/e-health will improve the physical and
emotional well-being of older people. Technology can also enable older people to remain connected to family and friends, especially with those who are
distant. Technology can also help older people remain employed and maintain or upgrade their skills, or it can ease the transition to retirement.
e Works across DHBs and the continuum of care to reduce duplication of effort and redesign services for better patient outcomes and experience

e Ensures better links with providers of home based support services, residential care, palliative care and primary care in the community.

To achieve the following regional outcome: Older adults will be supported to live independently in their community through the development a model of care
which promotes and maintains healthy ageing, effectively manage chronic conditions, and reduce reliance on hospital based and residential care services, in the

longer term.
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Behavioural Support Advisory
Service (DBSA) specifications.

reports on the
implementation of new
national guidelines for
dementia care.

4. Develop, implement and
evaluate initiatives to increase
the use of technology, ongoing
training and support for the
Central Region work force,
including e learning and web
based tools.

Supports workforce
development and training
aligned to the national
training process with “Let’s
Get Real

Model of care
1. Develop and implement a e Map local and sub-regional | June 2012
model of integrated health care Improvement Projects for
for an aging population which Older Adults in primary
is planned regionally and and secondary care
implemented locally and e  Collaborate regionally to
improves on the current define model
approach e  Pilot model sub-regionally
e Sustainable reduction in
readmissions within pilots
2. Review medication prescribing e  Report outlining current
patterns for older adults within medication prescribing
the Central Region and patterns.
benchmark nationally if possible
Dementia Services
3. To implement the Dementia e  Six monthly progress June 2012

Julie Patterson, CEO
Whanganui DHB

Access Indicators

e The proportion of older people ( 65 & over)
who are still at home 91 days after discharge
from rehabilitation services ( D00 + D10)

e Acute readmission to hospital 28 days after
discharge for older adults.

Quality of Care

e A patient centred responsive service model
for the older adult with multiple morbidities
is in place

e  Earlier recognition, diagnosis and treatment
of dementia related issues than is currently
available

Inequalities

e  Effective ethnic monitoring tool into the
programmes of work will address barriers to
service access.

e Number of Maori accessing older adults
services

Workforce

e Number of workforce who have reached
required competency levels by discipline.

Clinical Leadership

e A clinical lead identified for each
programme of work
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5. Investigate why Maori and e Senior clinicians involved and represented
Pacific Islander are not using on the OA&R steering group
aged residential care

Primary Care

e More service provision at home, within the
community and rest homes enabling clients
to be managed without needing admission
to secondary services.

Financial
e Keeping people out of hospital for longer is
a better utilisation of scarce resources.

IT

e  Electronic records and e.g. (telemedicine)
will ensure a smoother transition between
service components for clients and
contribute to training, earlier diagnosis and
treatment in the community.

e Increased utilisation and sharing of clinical
records and care plans across the care
continuum.

e Development of integrated health care

through shared care planning across services
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9.2.2. Plan 4: Radiology Services
The challenge:

Radiology services in the Central Region are vulnerable due to workforce issues, poor IT infrastructure and excessive waiting times. Currently where there is no
commonality of systems employed, the implementation process adopted by each DHB has resulted in inconsistent application of functions and patient
prioritisation. Radiology imaging and reports are not available to clinicians at point of care due to incompatible IT systems across the region. The impact for
consumers is reduced quality, effectiveness and efficiency of a service and inequitable distribution of diagnostic imaging across the region.
The regional response:
The radiology project seeks to:

e improve the quality of the service by standardising clinical prioritisation criteria, which will then allow a greater level of sharing of

radiologist resource through the application of a regional PACS system

e improve the efficiency of the service by implementing a suitable Radiology Information Service and development of a regional
radiology services

e address periodic radiologist shortages

e reduce inconsistencies in consumer access radiology services

This will achieve: A consumer focussed radiology service that is high quality, timely, affordable and therefore sustainable.

1. Improve regional I'T e Suitable regional PACS January — March 2012 Graham Dyer, CEO Quality of Care
infrastructure by procuring and solution installed and Hutt Valley DHB e A viable out of hours service is in place
deploying a regional Picture migrated. e Improved patient experience with a
Archiving and Communications reduction in imaging duplication, faster
System (PACS) and disaster reporting will see improved opportunities to

treat patients quicker, thereby achieving
better outcomes and reduced waiting list
times

recovery programme

e Improved access to radiology imaging and
reports at point of care to enable improved
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radiology services by:

e developing and applying
regional evidence-based
referral guidelines.

e Application of standardised
prioritisation codes & KPI

monitoring

Standardised prioritisation
of MRI, CT and Ultrasound
referrals, and ability to
standardise reading times
through the use of the
regional PACS system.

2. Complete a review of the Report completed with June 2012
current radiology service with a recommendations
view to the following;: Common RIS codes used in | December 2012
e  Developing a regional preparation for
radiology after-hours implementation of a
service including common RIS system.
application of regional Milestones for developinga | June 2013
standardised RIS codes and regional radiology service
regional RIS system are met
e  Developing a regional
radiology service
3. Make the best use of clinical December 2011

4. Undertake review to improve
regional radiology workforce

Increase in registrar training
by 2 per year
Commencement of a
regional Fellowship training
programme

Develop extensions to
roles: Radiographic and
MRT assistants.

Increase SMO workforce

2011 and 2012

December 2012

June 2012

June 2012

patient care.
Inequalities

e  Regional health inequalities will be
addressed by improving infrastructure
support and reducing wait list times to
appropriate imaging.

Workforce

e Improved sharing of resources though one
regional after hours service.

e Improved opportunities for sub-
specialisation for radiologists.

e  Less clinical risk for WDHB — only having
one radiologist

e Improved training opportunities across the
region, potential increase in staff retention.

e Improved leave cover opportunities.

Clinical Leadership
e All work will be supported by the regional
radiology group.

Primary Care

e  Enhanced systems integration with all
regional DHBs and also Primary Care
(improved access to reports and images). It
is anticipated the IT infrastructure will also
improve linkages with the private radiology
market.

Financial

e  Reduced duplication of imaging, sharing of
resources (regional work lists and
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2012-2015 Activities

Application for regional e Reduction in out-of-region | May 2013
purchasing framework for reporting (once PACS is
external services. deployed)
e Reduction of outsourced
volumes
e  Regional savings for
relevant, participating
DHB:s.
Complete evaluation of a ° March 2014

regional radiology service

Reported recommendations
for further regional reform.

reporting), improved departmental capacity,
less outsourcing to private providers,
reduction of administration resources.

e Regionalised referral guidelines will help to
avoid wasteful use of radiology and steer
referrers clearly through disease and system-
based imaging.

Information Technology

e  Opportunities to improve linkages with
both the private providers (pushing of
images and reports into regional PACS
archive) and also with the Primary Care
environment.

e Improvements with regional disaster
recovery and business continuity will mean
less risk to the DHB and to the patients
(current risk of losing images).
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9.3. Sub Regional Collaboration

9.3.1. Plan 5: Capital & Coast, Hutt Valley and Wairarapa DHBs
The challenge:
Capital & Coast (296,000), Hutt Valley (144,000) and Wairarapa (40,000) DHBs serve a combined population of 480,000 people. All three DHBs are facing

significant financial pressure, and considerable investment in facilities has already been made or in some cases is in the process of development. There is differing
access to services, with all three DHB’s experiencing challenges in recruiting and retaining clinicians in some specialty areas. The cardiac outcomes for the
MidCentral population are seen as less than optimal.

The sub — regional response:

A statement of commitment was signed in early 2010 by the Chairs of Wairarapa, Hutt Valley and Capital & Coast DHBs that recognised there are potentially
significant benefits to each of their respective communities through more collaborative clinical and corporate arrangements. The Chairs committed to completing a
clinically led programme of work, over the next 1-2 years, focused on implementing initiatives where these support improvements in clinical and financial
sustainability, quality and accessibility of clinical services. A Clinical Leadership Group was established eatly 2010 by the Chief Medical Officers from the three
DHBs. The Group initially selected four service areas, on the basis of vulnerability, workforce sustainability and increasing demand for early sub-regional
collaboration.

To achieve the following outcome: Sub — regional integration of services where there are real gains to be achieved in access to and delivery of care for
consumers, and demonstrates value for money.
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Clinical Leadership Programme

CEOs of the three
DHBs.

1. To implement during 2011/12a | Approval of ENT: September 2011 | Graham Dyer, CEO
sub-regional approach to implementation plan Child Health: Hutt Valley DHB
specific services: (across all three Boards) December 2011
e ENT e Implementation
e  Child Health (dependent on plan).

e Older adults and
rehabilitation
2. Implementation of the sub- e 15 GPEP 1 and 2 registrars Achieved over 2011, Hutt Valley DHB

regional General Practitioner in place and achieving 2012, 2013
training pilot fellowship status
3. To develop a Three DHB e Draft Three DHB Health 30 June 2012 Tracey Adamson, CEO
Health Services Development Setvices Development Plan Wairarapa DHB
Plan to Boards for discussion
and approval.
4. Closer cooperation in providing:
e Aligned with Three DHB December 2011 Hutt Valley and Capital
* Urol.ogy & Ophthalmology Health Services & Coast DHBs
services
Development Plan
) e Integrated strategy agreed March 2012 Hutt Valley and Capital
e  Laboratory services & Coast DHBs
e Joint staffing arrangements | June 2010 Hutt Valley and
e General Surgery implemented. Wairarapa DHBs

Specific outcomes include:

Quality of Care
e  Streamlined and improved access to

services.

Inequalities

e  Greater equity of access to services for the
three populations

Workforce

e Increasing shared appointments and
working across DHBs in some specialties.

e  Enhanced recruitment and retention of
clinicians and better training opportunities.
e Development of opportunities for role

enhancements in primaty care and nursing.

Clinical Leadership

e The sub-regional programme continues as a
clinically led programme.

Primary Care

e Clearer clinical pathways for people to
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5. Collective review of all senior e  Vacancies of senior clinical | Ongoing and review at | CEOs of the three access secondary services appropriately.
clinical and executive positions and executive positions year end. DHB:s. e  Enhanced primary care capability to care for
as they become vacant to reviewed people in alternative settings to hospital.
determine opportunities for e Appropriate SMO and
cross DHB appointments. senior management Financial

appointments are made for e Opportunities to be quantified for each
the sub — region project.

6. Continued cooperation across P&F staff support Three December 2011 CEOs of the three e Increased efficiency in planning and funding
the three Planning and Funding DHB Health Services DHBs. functions
Units, with a focus on: Development Plan
e supporting the Three DHB development and service Information Technology

Health Services projects with analytical and e  Greater utilisation of access to electronic
Development plan and the service planning skills patient records and clinical information if
sub regional service available.
projects; Virtual analyst team in July 2011
e developing virtual teams place
across portfolios and skills
e alignment of policies and Shared sub-regional, Health June 2012
procedures Need Assessment
Shared policies and June 2012
procedures for service
procurement and
contracting

9.3.2.Plan 6: MidCentral and Whanganui DHBs - The Central Alliance

The challenge:

Whanganui (63,000) and MidCentral (169,000) DHBs serve a combined population of 248,000 people. Both DHBs service extensive rural communities where the
access to base hospital services can exceed two hours by road and be marginally accessible in bad weather. Continuity of medical staffing is a shared problem for

both DHBs as is the challenge for management of their budget deficits and the increasing pressure service capacity.
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The two DHBs entered into a formal alliance (the Central Alliance) in 2009. The agreement establishes the contractual arrangement as to how the two DHBs will

identify and implement collaborative initiatives to improve the efficiency and effectiveness of services. The Foundation Agreement preserves the independence and

autonomy of both DHBs. Under the Foundation Agreement the DHBs are implementing a Road Map of initiatives across Clinical, Support Services, Funding and

Planning and Governance streams. The Central Alliance is supported by a dedicated sub group of the Board and through the shared appointment of board

members and the deputy chairs of each board being the chair of the other’s board. Collaboration now exists across much of the two DHBs’ activities with notably

the join appointments to key management and clinical positions, shared women’s health services, common purchasing of hospitality services, common financial

management system technology and critically the devolution of the Central Alliance concept into business-as-usual planning and management.

To achieve the following outcome: The development of collaborative arrangements for agreed clinical and non- clinical support services between the two DHBs

that will improve, promote and protect the health of people, and promote inclusion and participation in society.

- Adies Timames Lead  Owwope

1.

Implement sub-regional service model for women’s health

Board approval for a sub-regional approach for renal services

Sub-tegional shared Health Need Assessment 2012/13

Development of two sub-regionally deployed palliative care
specialists across Whanganui/MidCentral, Taranaki -August 2011

On-going support for newly established sub-regional services —
women’s health and urology

Establishment of other appropriate sub-regional services; e.g.
ophthalmology, ENT, cardiology and sexual health

June 2012

Joint Whanganui
& MidCentral

Quality of Care

e  Right services delivered to the right people
at the right time

e Improved quality and consistency of service
across both DHBs

e Improved use of resource with more
cohesive workforce leading to improved
patient experience/outcomes.

e  Optimal patient access to services and
utilisation of clinical resource/facilities.

Inequalities
e Improved access and equity of access.

Workforce

e  Easier access to more relevant and
consistent in-house nurse education using
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modern educational and communication
7.  Establish a common nursing professional development system tools
e  Alignment of allied health expertise and
capacity across the two DHBs under
8.  Establish a common allied health professional development system common Allied Health leadership
e Improved recruitment and retention
. o . e  Sufficient skill and expertise available to
9. Sub-regional clinical leaders forum established sustain current and implement new services
e Improvement in clinics held/attended,
10. Shared clinical governance to feature in all shared service education provided and medical
arrangements supervision.
o B Clinical Leadership
11. Explore shared sonographer training opportunities e  Shared clinical programmes supported by
senior clinical staff.
12. Review and align best fit for delivery of information systems across
the two DHBs Financial
e Improved value for money
13. Assess feasibility of single transactional processing unit for accounts e Sustainability and affordability of capital
payable and receivable expenditure plans across both DHBs.
14. Establish common asset management planning
9.4. Key Regional Enablers
9.4.1.Plan 7: Strengthening Clinical Leadership and Clinical Governance
The challenge:

The Central Region is facing key challenges, with an ageing population, increasing expectations on the quality and safety of clinical services, a continued shift of

services to different settings, increasing use of technology and ongoing constraints to funding. Clinical Governance is the oversight of clinical systems and

processes, with monitoring and alteration where required, in order to ensure and improve the quality of health services. Clinical Leadership is integral to Clinical
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Governance but extends further into all aspects of the governance of health services. Clinical Leadership is well proven to be a fundamental driver of improved

health services.
The regional response:

The focus of this plan is to:

e Improve quality and effectiveness of care for patients, their whanau and family, and the wider community by aligning clinical governance systems across

the Central Region DHBs to provide greater support to sole practitioners, develop further the multidisciplinary focused training hub that aligns workforce

needs, applying credentialing to two services and taking opportunities for joint appointments

e Develop strong Clinical Leadership and Clinical Governance supported by a Regional Clinical Board

To achieve the following regional outcome: Improved quality of care and enhanced safety for consumers receiving health care across the region, including

primary care, through the development of robust Clinical Governance systems under the leadership of a Central Region Clinical Governance Board.

1. Establishment of Regional
Clinical Board. Scope to
include:

e  Credentialing and
facilities, SMOs and
advanced scope
Practitioners

e  Single Policies in
important areas e.g.
informed consent,
reportable events, open
disclosure

e  Regional approach to
medicines and national
drug chart

Establishment of a Regional
Clinical Board, with Terms
of Reference and
participation from all
DHBs.

September 2011

Mary Bonner, CEO
Capital & Coast DHB

Service user indicators:

The qualitative baseline of improvements to
the quality and safety of setvices for patient/
service users through regional credentialing,
greater consistency in clinical guidelines and
formal support for sole practitioners
established (December 2011)

Workforce indicators:

Number of formal arrangements between
sole practitioners and larger clinical
departments by the end of the first year of
operation of the clinical Board

Improved sustainability and resilience of
services.

45| Page




% REGIONAL

Alignment with HQ&SC
recommendations
Review/collate/support
practice change from
major HDC and Coroner
recommendations
Regional research
opportunities

Regional leadership
supporting regional service
development, especially to
increase Maori and Pacific
leadership capacity and
capability

Regional Health Passport
Review of inter-DHB
complaints and reportable
events

Development of
Consumer responsiveness
as a region

Oversight of regional
Training Hub

Linkage and support to
PHO clinical governance
systems

REGIONAL IMPLEMENTATION PLANS

2. Al

sole practitioners have

formal links with neighbouring
DHBs

Identification of all
practitioners

Development of key

sole

December 2011

December 2011

Greater support to sole practitioners thus
improving recruitment and retention.

Clinical quality and professional development
activities undertaken.

An increased emphasis on regional approach
to specialist workforce.

Increased Maori and Pacific People
workforce development and leadership

Population Health and Inequalities

Reduced geographical variations in service
quality and safety due to greater
standardisation of clinical practice across the
Region

Clinical Leadership

Alignment of Clinical roles in DHBs and
regionally

Greater consistency in level of input clinicians
have to service redesign and decision-making
Response to ‘In Good Hands’ Transforming
Clinical Governance in New Zealand.
Alignment of clinical governance structures
across DHBs.

DHB Clinical Boards to have cross-
membership at a sub-regional level.

Primary Care

Improved integration of Clinical Governance
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components of agreement with Primary and Community Care
e  Formalised arrangements July 2012

to link sole practitioners are

in place Efficiency and productivity indicators:
3. To ensure that all vacancies are . . e Impact of increasing sustainability of
. . e  Joint appointments, shared L . .
reviewed to consider . specialist workforce thereby reducing reliance
.. . on-call rosters with
opportunities for joint DHB o hboutine DHBs i on locums.
appointments for highly nle1g ouring s e Greater sharing of staff potentially leading to
specialised roles (e.g. SMOs) pace increased productivity.
e SMO regional credentialing = December 2011
4. Application of the Regional of two ‘services’ has
Credentialing MoU to two occurred

services.
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9.4.2. Plan 8: Central Region Information Systems Plan (CRISP)
The challenge:

Clinical and patient administrative systems across the Central Region are unable to support coordination of consumer care or clinical decision making through a
shared information system. The current position is unable to support more efficient or effective care proposed in the Regional Services Plan or enable the
achievement of the eHealth vision for the National Health IT Plan. (Plan subject to business case acceptance and approval)

The regional response:
The Central Region’s response to the National Health IT plan is to develop a regional plan (CRISP) that will enable delivery of the RSP by:

e Improve effectiveness and coordination of care for consumers by developing regional applications to provide the information to enable clinical and
business processes

e Improve the supporting infrastructure required to run and access those applications.

To achieve the following regional outcome: Consumer care will be better coordinated and care better managed through the delivery the vision of One Portal,
One Password, One Patient Record through a Regional Information Systems platform that will meet the clinical and administrative needs of health sector
providers in the region. To this end Phase 1 is focussed on delivering the foundation capabilities of a Regional Clinical Data Repository, a common clinical portal, a
shared Patient Administration System, and automating the transfer of care between providers.

1. Establish the CRISP e A coordinated programme July 2011 Tracey Adamson (CEO Quality of care
Programme management of work to deliver CRISP lead) .
structure which will commenced once funding ® Improved quality and safety of healthcare
coordinate the regional ICT and approvals are CRISP Programme ®  Better, sooner, more convenient care
. obtained. Management . . : .
architecture and programme ‘ ‘ ® aunified regional view of patient
planning. ®  Project milestones information and better clinical decision
achieved.
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2. Establish Regional PACS e Achieving project July 2011 — October Graham Dyer
Archive. milestones for regional 2011
PACS project. Regional Radiology
®  Progress reported monthly Group
to the RLC. CRISP Programme Team
3. Establish Regional Concerto e Achieving project System in operation Jul- CRISP Programme Team
and Clinical Data milestones Dec 2011 and rolled out
Repositories to enable e Deliver Stagel National progressively to DHBs. CRISP Programme
clinicians to Health T Plan Management
access clinical information ® Reporting to programme
across the region regardless board
of their or their patients’
location.
4. Establish Regional Patient e Achieving project System in operation Jan CRISP Programme team
Administration Systems. milestones 2012 and rolled out
Enable the replacement of e  Reporting to programme progtessively to 3 legacy CRISP Programme
legacy patient Administration board DHBs. management
Systems at Whanganui,
Wairarapa, MidCentral and
consolidate all DHBs onto
one platform.
5. Establish a single regional System in operation Jul- CRISP Programme
referrals capability and Dec 2011 and rolled out | Management
establish regional e-referrals progressively to DHBs.
platform.

making supports more integrated
management of care

®  Systems to support patient focused, high
quality, timely, sustainable and affordable
care.

Inequalities

®  Valuable source of information for
regional population health research.

®  Reduction in inequalities due to
information being available at point of
care especially in rural and community
settings.

Clinical Leadership

e  (linical leaders fully engaged in the
development and management of the
CRISP programme, agreeing regional
approaches to clinical processes, work
flows and problems.

Primary Care

e Integrated patient view across primary and
secondary care.

[ ]

Improved communication with secondary
care and enhanced transfer of care.
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6. Lay the foundations for the Achieving project milestones To be available from July | CRISP Programme
regional consolidation of the 2011. Management
CRISP identified systems. Workforce
Regional Infrastructure ®  Enabled centres of expertise to support
through development of: the whole region.
e  Regional Data Centre ®  FEnabled the sharing of patient care within
e Regional Identity the region.
Management ®  Enabled Regional Service Plan initiatives.
2012-2015 Activities ®  Supports increased efficiency and
1. Consolidate Regional patient Rolled out progressively CRISP Programme productivity gains for clinical practice.
Administration systems. across 3 DHBs July 2012 | Management
onwards. Financial
2. Establish Regional GPs and Community CRISP Programme ®  Reduced costs of care from reduction in
Infrastructure for Connected Providers connected July | Management unnecessary and duplicated tests, reduced
Health to enable all 2012 onwards. time and costs associated with
healthcare providers to administrative processes, reduced cost of
connect to a single healthcare chronic disease management.
network. ®  DPotential opportunities for DHBs to get
3. Safer medicines management In operation July 2012 CRISP Programme more value from the capital investment
by onwards. Management through consolidation of resources.
enabling e-prescribing, e-
administration and review. Information Technology
4. Safer medicines management In operation July 2013 CRISP Programme ®  Supports eHealth vision of the National
by establishing Community e- onwards. Management Health IT Plan.
presctibing to enable
community e-prescribing
between GPs and
pharmacists.
5. Establish patient shared care First pilot July 2013 CRISP Programme
record. onwards. Management
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9.4.3. Plan 9: Capital Asset Management

The challenge:
Capital investment decisions ate connected to decisions on the delivery of setvices and the purchase of clinical equipment or an expansion/reduction in setvice
capacity in one part of the system may impact on other DHBs.

The regional response:

A regional approach to capital investment is more likely to secure a sustainable approach to service and capacity development. This is especially relevant for any
future service changes. Capital and asset planning will be undertaken within the context of service planning with a regional and national overview to ensure that
expenditure plans will:

e address regional requirements and health needs
e ensure future investments are coordinated

e maximise the health dollars available to the region to spend.

This will achieve the following regional outcome: There will be a more coordinated and affordable approach to capital and asset management across the
region through the establishment of a regional capital committee with the aim of reducing duplication and waste and freeing resources to on direct consumer care.

N N T R N

Establish the terms of The regional capital Regional capital Graham Dyer, Quality of Care

reference of the regional planning and asset Committee functioning Hutt Valley DHB e A collaborative approach to capital

capital committee to ovetsee management committee effectively by 1 Jan 2012 planning will deliver a more unified and
capital investment proposals established by 1 July 2011 improved health and disability system
across the region e All CRDHBs represented

(replacement and new e Review of 2011/12 capital Clinical Leadership

proposals) above a specific plans to identify ® Increased engagement with senior
threshold or where the opportunities clinicians with experience in the evaluation
commonality of equipmentis | Improvements in financial of new products and product procutement
a likely outcome. Criteria for petformance 2011/12 to ensure capital investments support best
decision-making to be through collaborative practice.

developed and applied e.g. planning will set the ®  Clinical governance issues addressed
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consideration of population baseline for year on year relating to clinical practice underpinning
health need, cost/benefit. financial recovery. capital investment facilitated through the
e Quarterly reporting of the Regional Clinical Board
regional capital committee
through regional Primary Care
governance structures. ® Increased regional focus on systems

integration, and improved patient flows
across the system, with more care
delivered in or closer to home or in
primary care, and reduced waiting times.

e  Alignment to the principles underpinning
Whanau Ora and Better Sooner More
Convenient Care.

Workforce

® Increased consideration of workforce
configuration and utilisation as part of
future capital schemes. Future capital
investment schemes such as I'T will enable
new models of service delivery to emerge
such as home based monitoring to support
people with long term conditions to
remain independent and stable in their
homes. This requires a fundamental shift
in workforce skills from acute hospital
based interventions, to case management
through managed care delivered by staff in
an ambulatory community setting.

Health inequalities

e Improved linkages between population
health and the reduction of health
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inequalities — particularly for Maori — are
targeted through business case templates

Productivity and efficiency:

Cost efficient purchasing and development in
real terms through joint procurement, and
ensuring future capital investment is aligned to
population need and setrvice requirements.

9.4.4. Plan 10: Shared Support Services

The challenge:

The Central Region is facing key challenges, with an ageing population, increasing expectations on the quality and safety of clinical services, a continued shift of
services to different settings, increasing use of technology and ongoing constraints to funding. Achieving the greatest value from each health dollar is a continual
focus.

The regional response:

e At a national level, Health Benefits Ltd has been established with the task of making $700m in savings in these areas over five years, savings that will be
used to provide front line service.

e The Central Region DHBs will support and will work with HBL to deliver their work programme which includes FMIS, procurement and supply, treasury
and facilities management, providing resource and support when required.

e The focus of this plan is to identify the support function where significant benefit will be delivered from shared service arrangements. Benefit may be in
the form of cost reduction, improved service, risk reduction or as a key enabler to service change. The list below is a starting point for discussion. For each
area consideration will be given to a single provider for the service, either as a third party provider, host DHB or other arrangements.

To achieve the following regional outcome: Direct benefits to consumers are limited in developing shared services approaches. However, increased regional
collaboration in non — clinical services across the region will reduce costs and deliver efficiencies in administration, and other support functions including work
underway with Health Benefits Limited, and will reduce financial pressures and direct resources to direct patient care. The potential savings to be realised from this
approach will be determined as each service atrea is reviewed.
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1. Review provision of laundry e  Review of laundry services | July 2012 Graham Dyer Hutt Quality of Care
services across the region complete by December Valley DHB e  staff with appropriate skill set recruited to
2011 meet the projected health needs of the
e Implementation of actions population in the region.
commence in Quarter 3&4
2011
Workforce

e  Standard approaches to systems for staff
facilitate staff working across the region

® Increased consistency in interpretation of

2. Review provision of internal ®  Review is complete December 2011 Mary Bonner Capital & employment agreements

audit services across the e Implementation of actions Coast DHB

region commence in quater 3 & 4, Clinical Leadership

2011/12 e Opportunities to share clinical skills and
2012 -2015 Activities leadership between DHBs (refer to Section

3. Review the opportunities Increased shared services July 2015 Mary Bonner Capital & Coast 5

presented by other shared approaches in the region, DHB Financial

services approaches including reducing duplication and e Increased value for money of cach health

human resources, legal increasing organisational dollar and increased productivity.

services, communications, efficiency

clinical decision support
systems

9.4.5.Plan 11: Transport and Accommodation

The challenge:
Future models of acute care may increase the need for a relatively small number of patients with high needs to travel between hospitals (with patient travel overall
reducing through use of telemedicine; shifting of services to primary care settings; and visiting specialist clinics).
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Issues relating to patient transport were identified in the Acute Care in Provincial Hospitals project as barriers to the service reconfiguration needed to ensure the
provision of high quality, sustainable services.

The Acute Care in Provincial Hospitals project’s stock take revealed considerable activity underway at all levels of the system regarding patient transport, and
including rollout of the National Ambulance Strategy, and the 20 DHB work of last year on inter-hospital transfers (most of the recommendations of which have
not been actioned). However, it was noted by the subgroup that there remains a complicated and fragmented arrangement for the planning and funding of patient
transport, affecting both road and air ambulance. The same operators cover both emergency retrieval and hospital transfers, and are variously funded by the
Ministry, DHBs and ACC, in addition to charitable funding. There is no national capacity planning of ambulance services.

There is also a need to consider improved travel and accommodation arrangements for those specialists that will need to travel to provide visiting/ outreach

services where the use of telemedicine technology is not appropriate.

The regional response:

e Major transport improvements will be needed so patients and their families/whanau, and health professionals, can get to community health centres and
hospitals.

¢ Accommodation needs to be available so people and travelling specialists have somewhere to stay when they are away from home. These arrangements
would be well co-ordinated and made on behalf of patients and their families/whanau.

e Active participation in national discussions, with a view to determining a regional solution in the context of the national network, is required.

To achieve the following regional outcome: Consumers and whanau are supported to travel and move around the region where care is provided outside of their
DHB of residence and staff will be supported to work across the region through a coordinated regional system of transport and accommodation.

1. Actively participate in any Participation in review As required Tracey Adamson, Quality of care:
national work on Transport CEO Wairarapa DHB

and Accommodation Patients are transferred in a safe, timely

and appropriate manner in line with their
health care needs.

e Their accommodation requirements and
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2. Scope the impact of proposed | Report and recommendations 3 months post Action 1 Tracey Adamson, that of their family are appropriately met.
service changes on the available CEO Wairarapa DHB Inequalities
accommodation requirements ) ) ~ o
in the Central Region. e  Patients and their whanau or family in

remote communities do not experience
disadvantage in accessing services due to
transport or accommodation needs.

3. Advocate for national Advocate via National I'T As required Workforce
investment in telemedicine / Portfolio Group
telehealth infrastructure o  The needs of a more mobile workforce
will be considered as part of these reviews
Clinical leadership
e Regional solutions will engage clinical
leaders in developing a model that is both
2012 -2015 Activities safe and effective for patients
Financial
4. Implement the actions of the ° Sus.tajnable and affordable solution.s to
above reviews. patient transport and accommodation
developed

Information Technology

e  Telemedicine and telehealth technology
supportts the delivery of care closet to / in
the patients home avoiding the need for
travel
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10. Appendix 1: A Snapshot of the Central Region

10.1. Government Expectations

In 2000, the ‘New Zealand Health Strategy’ set the platform for health action, identifying the
Government’s health priorities. This was to ensure health services were directed at those areas that would
provide the highest benefits to our population, with a particular focus on tackling inequalities in health.
At the core of this strategy (and the many that flow from this e.g. He Korowai Oranga: Maori Health
Strategy, 2002, Primary Health Care Strategy, 2001) is a population based approach that “puts the needs
of communities at the forefront of health setvices” (the Minister of Health, Health Targets, 2007/08).

In November 2009 Cabinet endorsed the recommendations of the Ministerial Review Group. 'Meeting
the Challenge' contains 170 recommendations on how to reduce bureaucracy, improve frontline health
services, and improve value in the public health and disability sector.

Annually DHBs receive guidance from the Minister and Ministry of Health to support them in their
District Annual Planning process and preparation of their annual Statements of Intent’. In 2011/12,
there is clear expectation for the Central Region to achieve the following through the RSP and local
annual plans:

e Improve service and reduce waiting times by achieving the Health Targets
Strengthen Clinical Leadership as a fundamental driver of improved patient care
Develop services closer to home and closer integration of services
Focus on the health of older people, especially mental health (dementia)

Greater regional collaboration including regional plans to focus on priorities and vulnerable
services, development of shared back office functions, and regional I'T solutions.

The 2009/10 end of year (i.c. as at 1 July 2010) Health Target results for Central Region DHBs ate

summarised in Table 3. They act as a collective indicator of DHB performance, and in services where
there is the greatest public health outcome or is perceived to be needed to be the most responsive.

Table 3: 2009/10 End of Year Health Target Results for Central Region DHBs

Health Target Target (%) | CC HB HV M WAI W
DHB DHB DHB DHB DHB DHB
(%) (%) (%) (o) (o) (%)
Shorter stays in ED departments 95 80 93 87 84 97 94
Improved access to Elective surgery 100 102 101 104 96 108 108
Shorter waits for cancer treatment 100 100 100 100 100 100 100
radiotherapy
Increased immunisation 85 89 92 91 89 94 87
Better help for smokers to quit 80 44 75 83 53 87 42
Better diabetes & cardiovascular Not stated 69 71 72 74 75 70
services

19 Letter of Expectations for District Health boards and their subsidiary entities for the 2011/12 year.
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10.2. Central Region Today

Demographic data is based on 2012 census population projections of the estimated usually resident
population. Central Region’s population stands at 869,625 and represents approximately 20% of the total
New Zealand population. The population of the largest Central Region DHB (Capital & Coast) is seven
times that of the smallest (Wairarapa).

Figure 2: Central Region population distribution by DHB (2009)

Whanganui, 7%

Wairarapa, 5%

Population distribution

The Central Region is sparsely populated with most of the population clustered in several urban areas.
Approximately eighty percent of the region are urban dwellers (compared to 86% nationally) however
Capital & Coast and Hutt Valley in particular are highly urbanised (99% and 98% respectively). Wairarapa
has the highest proportion of rural inhabitants (24%).

Age distribution

The structure of the population by age group differs between DHBs. Wairarapa and Whanganui have
‘older’ populations (approximately 16% in the over 65 group). This is considerably higher than Capital &
Coast, which at 10% is under the Central Region and national proportions (13% and 12% respectively).

Maori and Pacific Peoples have a predominately younger population than Other ethnicities. In 2009 half
the Maori and Pacific population in the region are under the age of 25 years, compared to 30% of Other
ethnicities. Projections to 2026 suggest that Maori and Pacific populations will continue to have a younger
population than non-Maori, non-Pacific.
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Figure 3: Central Region population distribution by age group (2026)
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Gender distribution

The Central Region has slightly more females than males (51% and 49% respectively). This is also the
case for each of the six DHBs and New Zealand.

Ethnicity distribution

Central Region ethnicity make-up is similar on a national level. However, marked differences exist
between Central Region DHB populations, as illustrated in Table 4. In Whanganui and Hawke’s Bay
almost one in four of the population are Maori. Capital & Coast and Hutt Valley have the largest
proportion of Pacific Peoples.

Table 4: Ethnicity distribution by DHB (2009)

IDHB Maori Other [Pacific Peoples
\Whanganui 25% 73% 2%
Hawke's Bay [25% 72% 3%
MidCentral 19% 79% 2%
Hutt Valley 17% 75% 8%
\Wairarapa 15% 83% 2%
Capital & Coast|11% 81% 8%
Central Region(17% 78% 5%
New Zealand [15% 79% 6%

Note: Data is sorted from highest to lowest percentage of Maori in a DHB.

Deprivation distribution

Socio-economic deprivation can be measured via the NZ Deprivation index (derived from variables
contained in the Census about factors such as income and employment). There is great contrast between
the proportions of people in each DHB living in the least deprived quintile (1) and the most deprived
quintile (5).
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Figure 4: Population distribution by DHB, deprivation quintile and ethnicity (2006 census)
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As illustrated in Figure 4, Capital & Coast has a more affluent population. Whanganui has a particulatly
poor population with 35% of people living in the most deprived quintile (5) and Maori being particularly
over represented with 53% of all Maori in Whanganui residing in quintile 5. Capital & Coast and
Wairarapa have the lowest proportion in the most deprived quintile (15% and 16% respectively). Across
all DHBs there are higher proportions of Maori and Pacific Peoples in the two most deprived quintiles.

Population growth

Between 2006 and 2026, the Central Region population is expected to grow by 7% to 916,000 (0.3%
increase per year). This is less than the national projected growth of 15% and is the /owest of the four
Regions. Capital & Coast will experience the largest growth (15%) followed by MidCentral (8%), Hutt
Valley (3%) and Hawke’s Bay (4%). There is no growth in population in Wairarapa (0%) and population
numbers are expected to decline in Whanganui (-6%).
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Figure 5: Projected change in population numbers (2009 to 2026)
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There are marked age group changes that DHBs need to be aware of — there will be more elderly and fewer
_young people and these trends are expected in all DHBs in the region. The 65+ group is expected to grow
by 65% (this compares to 74% nationally), with Capital & Coast experiencing the largest annual growth
rate. The numbers in the very old population group (85+) are expected to almost double, with Wairarapa
having the highest growth rate. There will be 5% fewer young people under 15 years, which is in contrast

to the 2% increase expected nationally.

Figure 6: Projected changes to the age distribution (2009 to 2026)
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Age group

The ethnic composition of the region will become more diverse and there will be wore Maori and Pacific
Peoples in all six DHBs. Expected growth by 2026 is 22% for Maori and Pacific Peoples while the rest of
the population is expected to increase by only 3%. The overall proportion of Maori in the region will
have increased from 17% to 20%, Hawke’s Bay and Whanganui will continue to have the highest
proportions (29% and 30% respectively). Capital & Coast will continue to have relatively fewer Maoti in
comparison with the other DHBs (12%), but along with Hutt Valley will continue to have the highest
proportions of Pacific Peoples (7% and 10% respectively).
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Figure 7: Projected changes to the population by ethnicity (2009 to 2026)
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10.3. Hospital Services

Within the lower North Island there are seven public hospitals. From north to south these are Hawke’s
Bay, Wanganui, Palmerston North, Wairarapa, Hutt, Kenepuru and Wellington. Five of these can be
classed as ‘acute’ hospitals at Level 4 (as per the New South Wales role delineation model). Kenepuru is a
lower level (Level 3) and Wellington higher (Level 5).

High level overview of current services

An extensive range of services is offered across the region. Wellington Hospital provides the majority of
the region’s most specialised services, with the exception of rheumatology, plastic surgery and burns
services (Hutt Hospital) and cancer services (both Palmerston North and Wellington Hospitals). A high
level overview of each service group follows, as well as key trends affecting them. Some DHBs provide
specialised services to DHBs outside the region e.g. Nelson Marlborough (Wellington), Taranaki
(MidCentral, Wellington) and Tairawhiti (MidCentral, Hawke’s Bay & Wellington).

There is an extensive range of medical services offered across the region, and most of these services are
hospital based. There are many examples of visiting services to share specialist resources across the
region, especially with the smaller DHBs. The demand for acute medical and emergency services is
expected to exceed demographic growth and is stretching the capacity of inpatient beds and emergency
departments in most DHBs.

Some aspects of cancer services across the continuum (prevention and eatly detection to palliative care) is
provided by all DHBs. Treatment centres are based in Capital & Coast and MidCentral DHBs. Clinicians
from these services undertake regular scheduled outpatient clinics in the other DHBs (including
Tairawhiti and Taranaki). All patients who require radiotherapy travel to Wellington or Palmerston North
for that component of treatment. The Central Cancer Network (CCN) encompasses the Central Region
(including Taranaki and Tairawhiti DHBs) to provide multi-disciplinaty, coordinated care. The demand
for cancer services will also continue to grow faster than demographic growth and multi-disciplinary
teams will become the norm as care coordination becomes increasingly important (from prevention
through to palliative care).
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Women’s health services are offered in all DHBs, and each DHB provides acute obstetrics and
gynaecology setvices available 24 hours a day, seven days a week (24/7). Capital & Coast is the tertiaty
provider of obstetrics services. The demand for gynaecology services is likely to remain static and the
introduction of the HPV vaccine for adolescent gitls is expected to dramatically reduce the incidence of
cervical cancer over the next decade and beyond. Birth rates over the next five to ten years are expected
to fall; however, demand for obstetrics services will be affected by the increase in caesarean sections and

the increasing age of the pregnant woman.

Paediatric or child health services are offered in each DHB. Capital & Coast provides some specialised
services and Hutt (together with Starship) provides paediatric rheumatology. However a significant
number of specialised services (e.g. neurology, cardiology, cystic fibrosis, respiratory, endoctinology,
intensive care, orthopaedics, and renal) are provided by DHBs from outside the region including
Auckland and Canterbury. Capital & Coast provides genetic services for the Central and Southern
regions, and a national perinatal pathology service. Services are predominately hospital based, and most
DHBs are in the process of strengthening outpatient and community based child health services.

Demand for paediatric services will be affected as the numbers of children decline across the region.
Paediatric demand is also highly dependent on poverty, crowding and epidemic factors. As child poverty
shows no sign of reducing and is increasing in some areas demand may increase in these areas, even
though the population may very slowly fall.

Care for children is expected to be provided increasingly on an outpatient basis and in the community,
with the collaboration of primary health and other services and agencies (e.g. Child, Youth & Family,
education and police). The core role of inpatient services will become more one of rapid assessment and
treatment of acutely ill children and those with complex clinical needs.

Corte surgical services (general and orthopaedic) are offered 24/7 in each of the main Central Region
hospitals. The smaller DHBs generally provide a limited range of surgical services, primarily because they
are unable to support several practitioners as required by the relevant professional bodies.
Ophthalmology is not included within the College guidelines and is offered as a sole practitioner service
in at least one instance. Surgical services demand can be expected to increase faster than demographic
growth, particularly in disciplines affected by population aging such as orthopaedics and ophthalmology.
There will be a continuing trend towards less invasive procedures and more day case surgery however
patients will have other conditions that require managing (co-morbidities) and a multi-disciplinary
approach will be needed.

All DHBs have emergency departments (ED). Most EDs have some specialist medical staff accredited
as Fellows of the Australasian College of Emergency Medicine (FACEM) on staff, although these are
rarely available 24 hours a day. Capital & Coast ED is the main referral trauma centre for the region
(including Nelson Marlborough).

All DHBs have some level of Intensive Care. Capital & Coast is the highest level Intensive Care Unit
(ICU) in the region and receives referrals for most cardiothoracic, neurosurgery and complex trauma
cases. Whanganui and Wairarapa DHBs care for patients with the least complexity, while the remaining
DHBs care for a wide range of critically ill patients. There are only a few vocationally registered
intensivists in the region and these are not distributed across all DHBs.
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General trends which shape the way ICU care is delivered include the emergence of outreach services and
new technologies and treatments. These technologies are enabling the ‘virtual’ management of
ICU/HDU patients. There is also an emerging trend to reduce the number of different locations in which
ICU/HDU patients are managed.

Most DHBs manage their own medical imaging, laboratory and pharmacy services, although contracted
services are becoming increasingly common, especially laboratory. Growth in other clinical services has a
cumulative impact on the demand for all clinical support services. Medical imaging is a significant growth

area both in terms of growing demand as well as emerging technologies.

Rehabilitation and older persons’ health services are offered in each DHB, although specialist psycho-
geriatric services are generally based in the larger DHBs. Trends suggest that demand for these services
will increase significantly in terms of actual numbers because of the ageing population. Each DHB offers
a range of community and home based services, and many are in the process of developing new initiatives
such as specialist nursing services to manage a wider range of people in the community.

10.4. Primary Health and Community Services

PHOs are non-profit organisations contracted to DHBs to provide a comprehensive set of preventative
and treatment services for their enrolled population. In 2010/11 the number of PHOs has been
significantly reduced from 22 to 10.

There has been a great deal of innovation by DHBs and PHOs across the region resulting in locally
targeted projects that focus on perceived areas of greatest need (e.g. diabetes, cardiovascular risk
management, asthma, sexual health, youth health, mental health, refugee and migrant health and
immunisations services). For example a number of outreach services provided by primary health multi-
disciplinary teams (including doctors, nurses and community health workers) have found real success in
taking services to communities that would otherwise not engage with mainstream services (e.g.
immunisation, breast and cervical screening, cardiac rehabilitation and respiratory services). Kaupapa
Maori services have had a key role to play here. Considerable benefits have also been gained by working
across and with other sectors (e.g. local City Councils, Work and Income New Zealand, Ministry of Social
Development, Housing New Zealand and Accident Compensation Corporation).
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11. Appendix 2: Regional Financial Analysis.
Table 5: Financial Performance 2012
Summary of Consolidated Statement of Financial Performance for the year ending 30 June 2012
“Coast | Hawkel valey | contra | Welrarspa |whanganui | gogiom | SIS | pogiona
DHB DHB DHB Sub-total Ve EEE) Total
Total Revenues 893.9 459.1 448.4 543.3 127.7 216.1 2688.5 | (230.7) 2457.8
Total Expenditures 913.9 457.1 448.4 542.2 132.0 221.0 2714.6 | (230.7) 2483.9
Net Operating
Surplus/(Deficit) (20.0) 2.0 11 (4.3) (4.9) | (26.1) - 1 (26.1)
Gain on Property Revaluation - - - 8.1 |81 8.1
Total Deficit (20.0) 2.0 1.1 (4.3) 3.2 | (18.0) - | (18.0)
Table 6: Financial Performance 2013
Summary of Consolidated Statement of Financial Performance for the year ending 30 June 2013
“Comst | Hawkel valley | contra | Welrarepa | Whanganui | geclony | SINISOS | pogiona
DHB DHB DHB Sub-total LS Total
Total Revenues 925.7 471.8 463.4 558.7 132 221.8 2773.4 | (238.3) 2535.1
Total Expenditures 933.9 469.8 463.4 557.7 134.5 226.8 2786.1 | (238.3) 2547.8
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Net Operating
Surplus/(Deficit) (8.2) 2.0 - 1.0 (2.5) (5.0) (12.7) - | (12.7)
Other Transactions - - - - - |- 0.0
Total Deficit (8.2) 2.0 - 1.0 (2.5) (5.0 (22.7) - | (12.7)
Table 7: Financial Performance 2014
Summary of Consolidated Statement of Financial Performance for the year ending 30 June 2014
Capital & Hutt Mid : .| Central | gliminations | Central
Coast :aa \g:'(Be Valley Central Wagg%apa il %HF?S nul Regional | (prsasperAP | Regional
DHB y DHB DHB Sub-total | Template) Total
Total Revenues 957.2 484.4 478.4 574.1 136.4 226.3 2856.8 | (242.3) 2614.5
Total Expenditures 957.2 482.4 478.4 573.1 137.8 2321 2861.0 | (242.3) 2618.7
Net Operating
Surplus/(Deficit) - 2.0 - 1.0 (1.4) (5.8) (4.2) - 1 (42)
Other Transactions - - - - - |- 0.0
Total Deficit - 2.0 - 1.0 (1.4) (5.8) (4.2) - 1 (42)

Table 8: Financial Position 2012

Summary of Consolidated Statement of Financial Position as at 30 June 2012

Current Assets

57.7

19.7

14.6

40.7

7.0

12.4

152.1
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Current liabilities (161.1) (63.0) (50.8) (54.8) (18.1) (21.8) (369.6)
Net Working Capital (103.4) (43.3) (36.2) (14.1) (11.1) (94) (217.5)
Non Current Assets 566.7 117.1 196.2 168.9 44.6 90.7 1,184.2
Non Current Liabilities (325.7) (38.5) (90.0) (56.7) (25.8) (36.4) (573.1)
Net Equity 137.6 35.3 70.0 98.1 7.7 449 393.6

Table 9: Financial Position 2013

Summary Consolidated Statement of Financial Position as at 30 June 2013

Current Assets 65.6 23.2 19.8 45.3 7.0 12.4 173.3
Current liabilities (157.5) (65.5) (49.6) (54.4) (17.7) (21.8) (366.5)
Net Working Capital (91.9) (42.3) (29.8) (9.1) (10.7) (9.4) (193.2)
Non Current Assets 551.8 117.5 190.1 164.7 43.9 89.4 1,157.4
Non Current Liabilities (325.7) (38.2) (90.6) (56.6) (25.4) (35.3) (571.8)
Net Equity 134.2 37.0 69.7 99.0 7.8 44.7 392.4

Table 10: Financial Position 2014

Summary Consolidated Statement of Financial Position as at 30 June 2014

Current Assets 79.7 27.0 21.8 46.3 7.0 13.0 194.8
Current liabilities (160.2) (67.9) (49.3) (54.4) (17.4) (21.8) (371.0)
Net Working Capital (80.5) (40.9) (27.5) (8.1) (10.4) (8.8) (176.2)
Non Current Assets 536.9 1176 187.7 164.1 432 87.8 11373
Non Current Liabilities (325.7) (38.1) (90.6) (56.6) (25.0) (34.4) (570.4)
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| Net Equity 130.7 | 386 | 69.6 | 99.4 | 78 | 446 | 390.7 |
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Table 11: Capital Plans 2012
Capital Plans for the year ending 30 June 2012
Capital & Ha wk éBays| Hutt Valley Mid Central Wairarapa Whanganui Rceeri]gr?zid
Coast DHB DHB DHB DHB DHB DHB Tgotal
Core Operational Capital Spend 34.8 17.5 5.5 9.4 0.3 2.3 69.8
Strategic 8.6 1.0 375 14.5 3.4 6.6 71.6
Total Capital Expenditure 43.4 18.5 43.0 23.9 3.7 8.9 141.4
Table 12: Capital Plans 2013
Capital Plans for the year ending 30 June 2013
Capital & Ha wk éBays| Hutt Valley Mid Central Wairarapa Whanganui Rc(:aeri]é;aelll
Coast DHB DHB DHB DHB DHB DHB Tgotal
Core Operational Capital Spend 25.2 15.3 5.5 9.8 0.5 4.0 60.3
Strategic 1.2 5.3 1.0 0.8 8.3
25.2 15.3 6.7 151 15 4.8 68.6
Table 13: Capital Plans 2014
Capital Plans for the year ending 30 June 2014
Capital & Ha wk ééays| Hutt Valley Mid Central Wairarapa Whanganui R%erilgrilll
Coast DHB DHB DHB DHB DHB DHB Tgotal
Core Operational Capital Spend 25.2 15.3 55 15.4 0.5 5.0 66.9
Strategic 3.5 11 1.0 0.3 5.9
25.2 15.3 9.0 16.5 15 5.3 72.8
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Performance Improvement Actions

APPENDIX 2

Capital & Coast Ha wk éBays| Hutt Valley Mid Central Wairarapa Whanganui Ri%?gsél
DHB DHB DHB DHB DHB DHB
Total
2011-12 18.9 4.6 2.3 3.0 25 31.3
2012-13 11.9 0 1.2 1.3 0.6 15
2013-14 1.0 0 0.0 0.0 0.6 1.6
31.8 4.6 3.5 - 4.3 3.7 47.9

Total Savings plan
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12. Appendix 3: Regional Governance and Decision
Making

The Central Region DHBs have a strong basis on which to build integrated regional governance and
decision making. Since 2008, a regional decision making framework (Figure 2) has been in place to enable
regional change to be agreed and led by senior clinicians and executives in the region.

Figure 8: Regional decision making framework

‘ DHB Boards & Local Communities

j‘ RCSP Regional Committee ‘

'Regional Maori . RCSP Clinical
Relationship Leaders
Board Forum Forum

. RecsP Leadership Committee
" Regional

Consumer
Representative
Forum
Expert working parties, for example
O Clinical Regional Sub-Regional
SV Networks Priorities Projects
(CRISP) )

This framework includes the following components:

e a consensus decision making process (including resolution process if decisions cannot be
reached)

e The RCSP Regional Committee (RRC)?, RCSP Leadership Committee (RLC)?!, Clinical Leaders
Forum, Consumer Representatives Forum, and Maori Relationship Board Forum form part of
this framework

e Regional Strengthening Hospital Service projects and Regional Clinical Networks

e Regional DHB Executive Group forums, e.g. Chief Executive Officers, Chief Operating
Officers, General Managers Funding and Planning, Chief Medical Officers, Directors of Nursing
and Allied Health, General Managers Human Resources, Chief Information Officers, Chief
Financial Officers, Central Region Maori Manager Group to meet regularly

e  Project office methodology to provide project coordination, coalition of support and mandate to
proceed

20 The RRC comprises a Board Chair and/ or CEO from each DHB, is chaired by an independent chair person and has the Chair of the RLC in attendance to ensure alignment
of decisions
21 The RLC is a single, integrated committee with clinical and managerial expertise to guide and review regional proposals going to the RRC for decision. This group is chaired by

a clinician and has led the development of this RSP.
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e Regional engagement process around decision making

e  Most importantly, the accountability for the RSP action plans has been strengthened by each
CEO taking a lead sponsorship role for one or more regional priority. This lead role will be
reflected in the local annual plans.

12.1. Disputes Resolution

The RRC takes overall responsibility for the implementation of the RSP. DHB Chairs and CEOs have
delegated authority from their Board to act (where permitted in law) and an obligation to regularly report
progress against the plan.

Implementing the Plan could, from time to time, cause conflicting interests amongst the six Central
Region DHBs. The potential conflicting interests will make it more difficult to achieve consensus
decisions so the following framework to support regional decision-making has been agreed.

For the purposes of the RRC a consensus decision is deemed to have been made when all parties to the

decision willingly agree, and are committed to, the implementation of a particular course of action.

When one (or more) DHB has material disagreement with the view of the majority of the DHBs as to the
course of action that should be followed by the Central Region, then the following process is initiated:

) the substantive rationale be provided for why it, as the dissenting DHB, is not able
to support the proposed course of action;

(ii) a clear outline of the disadvantage it perceives it will experience if the proposed
action was implemented,;

(iif) advice as to what would provide the incentive for it to change its view and support
the proposed action.

Following this the majority DHBs are to give consideration to what could be done collectively across the
region to lessen the disadvantage to the dissenting DHB.
The conditions of any agreed shared action must be documented and signed by all/ the majority DHBs.

The dissenting DHB is then to provide the opportunity for representatives from the majority DHBs to
present to its Board of Governors within a workshop environment.

The dissenting Board must give consideration to this offer and must, in writing, advise the RRC of its
final position.

If, at the conclusion of the above process, a consensus decision is not able to be taken then the Central
Region agrees that the majority DHBs through RRC are able to seck support from the National Health
Board.
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13. Appendix 4: Glossary of Terms

Term

Definition

Better, Sooner, More
Convenient Primary
Care

The Government's initiative to deliver a mote personalised primary health care system
that provides services closer to home and makes Kiwis healthier

Central Alliance

MidCentral and Whanganui DHBs entered into a formal alliance (the Central Alliance) in
2009. This enables the two DHBs to identify and implement collaborative initiatives to

improve the efficiency and effectiveness of services.

Central Region

The region is comprised of the populations of 6 DHBs: Capital & Coast, Hawke’s Bay,
Hutt Valley, MidCentral, Wairarapa, and Whanganui.

Central Region
Information Systems
Plan

The consolidation and standardisation of Clinical, Business and I'T processes for the 6
DHBs in the Central Region.

Chronic condition

A long term condition that cannot at present be cured; but can be controlled by
medication and other therapies. Examples of long term conditions are diabetes, heart

disease and chronic obstructive pulmonary disease.

Clinical governance

Clinical governance is an expression of clinical leadership, defined as corporate
accountability for clinical performance. It involves the oversight of clinical systems and
processes, with monitoring and alteration where required, in order to ensure and
improve the quality of health services. 2

Clinical leadership

Clinical leadership brings clinical accountability for quality within operational settings. 22

Clinician

A health professional, such as a physician, who is involved in clinical practice.

Co-morbidities

Two or more coexisting medical conditions or disease processes.

Consumers at the
centre

A consumer-centred approach that is based on ‘the 3 Ps’, that is: active participation;
partnership; protection. Commitment to consumer involvement at all levels;
incorporating the health consumer mission of ‘nothing about us without us’.

Deprivation deciles

An index of socioeconomic deprivation (based on the 2006 census). The index shows a
graduated scale of deprivation based on variables that reflect eight types of deprivation.
A score of 1 represents the least deprived 10 per cent of areas while 10 is given to the
most deprived 10 per cent of areas. The variables include income, home ownership,

family support, employment, qualifications and transport.

Deprivation quintiles

A summarised version of the deprivation deciles, scoring deprivation on a scale of 1 to 5
instead of 1 to 10.

DHB Annual Plans

DHB plans which describe how the organisation will achieve its strategic goals and
objectives.

District Health
Boards

Organisations established by the New Zealand Public Health and Disability Act 2000,
responsible for ensuring the provision of health and disability services to populations
within a defined geographical area. They have existed since 1 January 2001 when the Act
came into force. There are currently 20 DHBs.

Elective services

Hospital services for patients who do not need immediate hospital treatment.

Evidence based
referral guidelines

The referral advice are consensus statements (based on the best available evidence) to
help clinicians prioritise patients’ needs for specialist services.

Health Benefits Ltd

Health Benefits Limited (HBL) is a shared services organisation established in July 2010
to help DHBs reduce costs and deliver savings in administrative, support and
procurement services for the health sector.

Health consumers

Actual or potential recipients of health care, such as a patient in a hospital or community

22 CLINICAL LEADERSHIP AND CLINICAL GOVERNANCE: A REVIEW OF DEVELOPMENTS IN NEW ZEALAND AND INTERNATIONALLY, 2001.
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setting.

Integrated Family
Health Systems

Co-located, multi-disciplinary services which could include both primary and secondary

services.

Intensivist

A practitioner of intensive care

Inter-district flow

The flow of patients between DHB districts.

Key enablers

The main processes or resources that give the ability to achieve the required aim.

Models of care

How health providers describe the arrangements for care and how health services are
delivered.

Mortality

The state of death.

Multidisciplinary
models of care

A model of care involving a number of different health care professionals.

Multiple morbidities

See co-morbidities.

National health
targets

A set of national performance measures specifically designed to improve the
performance of health services. They provide a focus for action.

Network — clinical

Clinical networks are groups of linked health professionals and organisations (from
primary, secondary and tertiary care) working together free from professional and
organisational boundaries to provide high quality, clinically effective services.

Patient centred

See “consumers at the centre” above.

Patient pathway

Patient pathways are collaborative interdisciplinary tools developed to provide quality
care. They describe the patient’s journey.

PHO

Primary health organisations (PHOs) are funded by District Health Boards to provide
essential primary health care services to those people who are enrolled with the PHO.
PHOs bring together doctors, nurses and other health professionals (such as Maori
health workers, health promotion workers, dietitians, pharmacists, physiotherapists,
psychologists and midwives) in the community to serve the health needs of their enrolled

populations.

Primary care

Non-hospital-based service providers such as general practitioners, primary-care-based

nurses, and community providers.

The RCSP Regional Committee (RRC) will provide regional governance and decision

RCSP Regional making on behalf of the Central Region DHBs (Wairarapa, Whanganui, MidCentral,

Committee Hawke’s Bay, Hutt Valley, and Capital & Coast) to promote the achievement of the
RCSP vision.

Referral guidelines Clinical guidelines on when to refer patients for health services.

Regional Leadership The RCSP Letadership Com.m.itteé (RLC) \,Vﬂl provide regional l.eadership, rr'laking

Committee recommendations and providing information to the RCSP Regional Committee on

behalf of the Central Region DHBs.

Regional Services
Plan

Strategy document for all Central Region DHB Annual Plans for 2011/12 onwards.

Road Map

A set of guidelines, instructions, plans, or explanations.

Secondary care

The service provided by medical specialists who generally do not have first contact with
patients. Usually at a local hospital.

Sole practitioners

Being a single practitioner.

Standardised
intervention rates

Treatment or intervention rates in populations applied to one standard population
profile to allow different rates to be compared in different areas.

Statement of
Commitment

A declaration of intention to commit.

Sub-region

A subset of DHBs rather than all the DHBs in the Central Region.

Telemedicine /
telehealth

Rapid access to shared and remote medical expertise by means of telecommunications
and information technologies, no matter where the patient or relevant information is

located.

Tertiary care

The service provided by specialist hospitals or regional centres equipped with diagnostic
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and treatment facilities not generally available at local hospitals.
A vulnerable clinical service is one where there are sustainability problems of a clinical or

Vulnerable services financial nature now or in the future (5 years for the purposes of this definition).
Vulnerabilities do not mean that hospital services are unsafe or ineffective.
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