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The South Island DHBs have all endorsed the Conceptual Framework for as the future direction for 
South Island District Health Boards.  This is a living document and is expected to change as Health 
Service Planning progresses. The Conceptual Framework identifies the challenges facing the South 
Island in planning sustainable health and disability services for the future.   

 Health Services Planning is making progress in all projects, although the timeframe to establish and gain 
momentum has taken longer than originally intended.  The workstreams have lead to the development of 
relationships through different networks across the South Island DHBs, e.g. child health staff, surgical 
service managers and others.   

South Island Health Services Planning had its challenges during 2009.  In part this has been due to 
DHBs facing pressures locally that took much of the focus and resource through the year.  DHB’s all 
recognise the need to undertake planning as a South Island level but the local pressures of finances, 
service delivery, H1N1 virus, national and operational issues mean busy staff struggle to take on a 
commitment to future planning as a priority.   

The sub-regional work between Otago & Southland and West Coast & Canterbury has gained 
momentum during 2009 and will provide long term benefits for those DHBs.  The models developed will 
be reviewed when considering options for South Island approaches. 

It is anticipated that the 2009 national focus on the Ministerial Review Group report and development of 
the National Health Board will lead to an increase in support for the regions with the development of a 
national clinical service framework and planning tools. 

2010 will continue to challenge South Island Health Services Planning both in resources and decisions 
that will support the development of a sustainable health and disability service for the future. It will be 
critical for SI HSP to be aligned with District Annual Plans and District Strategic Plans to build on the 
gains of 2009 and continue a whole of population focus for the future. 
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1.1 ���
��������	

The Chief Executives and Chairs of the South Island District Health Boards (DHBs) have requested that 
a framework be developed to support planning for clinically and fiscally sustainable health & disability 
services for the future in the South Island.   

This framework will provide direction for the type and level of health services that will be required to best 
meet the needs of the South Island population, while allowing discussion and debate about how services 
can be configured and organised.  

In considering the future there are concepts that must be agreed to enable individual DHBs and providers 
to plan and move forward without waiting for the South Island Health Services Planning process to be 
sufficiently advanced to provide detail for each service and related activity including service delivery 
specifics required for facility developments.   

The goal is to have a regionally coordinated system of health service planning and delivery of health 
services that will see lasting improvements in the sustainability, quality and accessibility of clinical 
services.  Initially this will be largely focused on hospital services however over time it must incorporate 
the development of primary and community based health care to provide the essential base for any 
changes to hospital services. 

The ‘New Zealand Health Strategy’ sets the foundation for the government’s action on health along with 
other key strategies such as He Korowai Oranga: Maori Health Strategy 2002 and the Primary Care 
Strategy, 2001.  District Health Boards are charged with improving the health of their populations and 
reducing health inequalities. The recent WHO report strongly supports these underpinning strategies and 
states that more than ever there is a need for a well coordinated primary care. 

1.2 �����
����	

The current model of hospital services is not sustainable from a fiscal or a clinical perspective.  Available 
future funding will not meet the current cost structures of providing secondary and tertiary (hospital) 
services in the current way; capital requirements for investments in new facilities and equipment are 
greater than the available level of funding.   

Clinical sustainability issues are present in all District Health Boards (DHBs) now.  Currently these vary 
between DHBs but include where there are not enough clinical staff to provide basic medical and surgical 
services, insufficient number of specialists for the population they service.  The South Island also has a 
number of small, vulnerable clinical services deployed across the region providing to small populations.    

The South Island DHBs agree that access to timely and accessible health and disability services, of a 
high quality, is a right that all New Zealanders have regardless of where they live.  Services will only be 
accessible if they are sustainable.  Services will only be sustainable in the medium to long term if they are 
of a high quality reflecting contemporary evidence based practice.  These two issues create a 
counterbalancing effect when considering the configuration of health and disability services across the 
South Island, and indeed across New Zealand. This dichotomy ultimately results in a balancing between 
local provision of services and centralisation of services.   

Increasingly some services within the South Island are facing key sustainability issues.  More than ever 
regional approaches are required to ensure the population of the South Island have access to services 
and the ensure health resources are utilised in a manner that provides equitable access. 
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This conceptual framework outlines the: 

�  The key challenges facing the South Island health services  

�  Why we need to plan South Island health services  

�  Underpinning principles of the health services planning approach 

�  The planning approach to be undertaken 

�  Going forward 

�  What the future may look like. 

1.3 ����������	��	���	
����	������	

Significant challenges are expected in the provision of health and disability services over the next 20 
years including: 

�  Population growth, redistribution and ageing 

�  Increasing risk and prevalence of long term conditions 

�  Reducing health inequalities 

�  An international shortage of skilled healthcare workforce 

�  Effective utilisation of the available workforce 

�  Increasing sub-specialisation  

�  Managing within an affordable funding path 

�  Effective application of technological advances and  

�  Rising consumer expectations. 

Within the South Island we know: 

�  We have inequity across the South Island e.g. access to elective services, health status for Maori 
�  Chronic conditions are the major case of life expectancy disparities between Maori, Pacific and 

other New Zealanders 
�  Our Maori & Pacific Island populations are increasing by 38% & 48% respectively compared with 

7% for the remainder of the population 
�  Our population is ageing - by 2021 one in five of our population will be aged 65 years or over, 

compared to one in eight in 2009 
�  Older people have higher rates of use of health services and population ageing drives health 

expenditure 
�  The prevalence of chronic conditions is predicted to increase due to obesity and ageing 
�  International evidence indicates 75-80% of health budgets are spent on managing chronic 

conditions 
�  Chronic conditions account for approximately 30% of acute admissions to hospitals 
�  Our four largest cities make up 58% of the South Island population which remains relatively 

constant through to 2026, with Christchurch City expected to grow at the fastest rate, 14% and 
Invercargill population expected to decrease by 7% 

�  While our rural population is relatively stable on average there are areas of growth and decline 
�  The geography & population spread in the South Island challenges standard models of care and 

service configurations 
�  Most of our hospitals have a number of services that are at risk due to shortages of skilled 

workforce 
�  Some hospitals are providing services at a level not supported by their population base 
�  Some of our community health services are at risk due to workforce issues 
�  Primary health care services do not have sufficient capacity to meet the demands of an ageing 

population and increasing levels of chronic disease 
�  Our DHBs and funding structures create artificial boundaries when designing health services 
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1.4 ���	����	��
	���	
����	������		

Individually and collectively DHBs face a number of challenges that relate to access, quality, 
sustainability and affordability. 

Clinical and financial viability has increasingly and will continue to become more difficult to maintain and 
with the continual drive to higher quality services there is a need for a well coordinated planning process 
to develop plans that provide certainty of services, inform sensible investment and to ensure survival of 
small DHBs. 

In undertaking South Island Health Service Planning, the concept of provision as close to the patient / 
clients home as possible is an underlying principle to be aspired to.  It is recognised that some services, 
particularly lower volume and more specialised levels of care, will not be able to be undertaken at all 
locations.   

Whilst, the health service plan initially is focusing on secondary and tertiary services consideration of the 
broader environment such as primary, community and NGO sectors and aged care sector is vital and 
there is a need to incorporate representatives in the development of service plans.  

 

 

 

 

 

 

 

 

In understanding the challenges, the South Island DHBs recognise the following key drivers for health 
services planning:  

Sustainability  of health services is an increasing problem.  There are inequalities in access, utilisation 
and outcomes of services as well as geographic (metropolitan vs provincial and rural vs urban), 
demographic and ethnicities.  Thus the health status of our population is influenced by where people live, 
their ethnicity, and their level of affluence.  There is recognition that the majority of South Island DHBs 
cannot be clinically or financially sustainable in isolation.   

Demand will continue to put pressure on current resources and is expected to be a major challenge 
going forward for health.  The current model of care for people with chronic conditions is not sustainable 
and the demand will far outstrip the health systems ability to provide care and treatment therefore it is 
essential that a more effective model is required to manage these conditions whereby people are not 
required to have frequent hospital admissions thus their care is provided within the community utilising 
primary and community providers and supported by the specialists services within the non acute 
environment. 

Future Investment decisions regarding investments in services, workforce, facilities and technologies are 
required.  Certainty in service demand and revenue is important in cases where facilities and/or 
technologies are highly specialised such as tertiary services and require a certain minimum rate of use to 
justify the financial investment. 

Patient Satisfaction – factors that influence include waiting times; service quality; poor integration 
between services, providers and regions; transport and poor coordination between aspects of the ‘patient 
journey. 

 

 

The key objectives of the South Island Health Servi ces planning are to: 

�  reduce inequalities in access to health services across the South 
Island 

�  enhance the quality of health services across the South Island 
�  enhance the sustainability of all health services for the South Island 

population that are appropriately delivered in the South Island 
�  engage with key stakeholders to ensure understanding and 

acceptability of South Island Health Services. 
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The principles for all of the South Island Health Service Planning are shown below.  It was agreed that 
these principles would form the basis for all planning that determines health service configuration and 
models of care. 

Equity of Access Clinical engagement Quality & safety Clinical sustainability 

Clinician input, through 
active clinical leadership, 
into the planning and 
decision making process 
is recognised as a critical 
component of the 
success of the SIHSP 

Patient centred 
consumer involvement 

Planning will be based 
on the health needs of 
our constituent 
communities  

Historical demand and 
service provision will not 
determine future needs. 

Planning for health 
services relates to 
recognising and planning 
for changing demand 
and providing an 
equitable level of service 
for the population 
catchments with a 
continuing focus on 
reducing inequalities in 
health status. 

Health care services will 
be co-designed with 
service users including 
the patient. 

This will be a 
collaborative process 
allowing a sharing of 
perspectives and 
experiences. 

The health consumer is 
the primary focus of any 
model of health care 
quality management 

Health treatment and 
care is based on the best 
available evidence with 
appropriate monitoring 
and evaluation. 

All health care providers 
have access to systems 
that enables outcomes of 
care to be assessed 

Quality of care systems 
that focus on: safety, 
access, effectiveness, 
efficiency, acceptability, 
appropriateness, and 
consumer participation. 

The identification of 
future need and supply 
of clinical skills. 

Design of service 
delivery models that 
allow appropriate 
access, meet 
credentialing 
requirements, support 
evidence based 
practice, and are 
consistently delivered to 
a high standard of 
quality & safety.  

Clinical education and 
ongoing training for all 
health care providers 
must be considered to 
ensure quality service 
delivery 

M� ori health service 
needs 

Community 
engagement 

Continuum of care Fiscal sustainability 

We recognise our 
commitment to 
partnership with Maori  

We recognise that M� ori 
in our communities do 
not have equal access to 
health care or equal 
health outcomes.   

We aim to reduce health 
disparities by planning 
for services to address 
these 

The Community will be 
informed and involved so 
that they have an 
awareness of the 
SIHSP, the drivers of 
sustainable health 
services that may result 
in changes to health 
service configuration  
and can accept the 
outcomes as being in the 
long term best interest of 
the population 

SIHSP will consider the 
full continuum of care  

Continuum of care refers 
to services and 
integrating mechanisms 
that guide & track 
patients/clients over time 
through a 
comprehensive array of 
services spanning public 
health through to tertiary 
& including supports 
required to enable 
service delivery 

Acknowledgement that 
efficient and effective 
use of resources will be 
required across the SI. 

Resources include 
workforce, facilities and 
infrastructure (including: 
information systems, 
clinical equipment, and 
transport) to deliver the 
models of care within the 
allocated funding 
system. 
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The planning model is supported by three prioritisation tools: 

1. Health Equity Assessment Tool1 - addresses inequities. 

2. Decision Matrix2 - plots amenability of addressing the problem i.e. is it feasible to implement, 
against the impact of the solution on outcomes. 

3. Wh� nau Ora Health Impact Assessment3 –a tool to support Health Impact Assessment on 
policy decisions aimed at reducing inequalities. 
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1.7 "����	��
��
�	

“The nature of health problems is changing dramatically; urbanisation, globalization and other factors 
speed the worldwide spread of communicable diseases and increase the burden of chronic 
disorders…In the face of all this, business as usual for health systems is not a viable option.” World 
Health Organisation (WHO) 

Life expectancy is increasing and as people live longer they are also living with one or more long-term 
conditions.  Healthy life expectancy is not increasing as fast as life expectancy.  Previously fatal 
conditions are now treatable but may last or recur for many years. The combination of demographic and 
lifestyle changes [increasing obesity, reducing activity, poor diet, ageing of smokers] means that the risks 
of long-term conditions are increasing, and are likely to be major burdens on the health system in the 
future [and disproportionately so for disadvantaged groups, contributing to increasing health inequalities].   

There is no option of the Status Quo.  Doing nothing is not sustainable as it will lead to needing more 
hospital beds, more doctors, nurses and other health professionals.   

Hospitals provide an important back-up and a setting for highly specific care, and their importance to a 
preventative health system is paramount.  However, a preventative health system would be primary and 
community-care led, also recognising home and community as the preferred place for provision of health 
services.  This approach has been promoted by the World Health Organisation (WHO). 

Every year the WHO provides an annual report on the status of health care and health care systems.  As 
2008 was the 30th Anniversary of the Alma Ata Declaration it is not surprising that the report would focus 
on Primary Health Care.  The underlying premise of the report, Primary Health Care – Now More Than 
Ever4, is that an aligned systems wide approach is required to transform the health system and achieve 
the core WHO values of making health systems more equitable, more inclusive and fairer.   

The Report explores the need to combine four sets of reforms (universal coverage, service deliver, public 
policy and leadership) in a way that reflects a convergence between the values of primary health care 
that requires that health systems to “put people at the centre of health care”, the expectation of the 
people as to what they find desirable for themselves and their society and common challenges facing 
health systems world-wide.   

The Report clearly places primary health care in the pre-eminent place in the future health system as the 
guardian of a person-centred system.  Consistent with general practice themes over time it recognises 
explicitly the role of primary health care in delivering comprehensive, continuous and integrated care, 
providing a regular point of entry to the health system that builds trusting relationships with individuals.  In 
addition, the Report recognises the danger of specialisaton, hospital centric systems and complex 
fragmented services driven by a disease rather than a person focus.  It notes frequently the need to 
move services closer to the person and supports the development of primary care networks and multi-
disciplinary teams.  

There is a strong theme to support primary care taking responsibility for a defined population and being 
supported to coordinate care for that population from hospitals, NGOs and specialised services.  As part 
of this approach the Report suggests that primary care providers should have their role as coordinator 
strengthened by giving them administrative authority and purchasing power.  

The Report explicitly recognises that Primary Health Care is not a cheaper option but a more cost 
effective option and identifies this as one of the misconceptions that has led to failure to implement the 
vision of primary health care. 

A core theme of the Report as a whole is that health systems do not naturally align with the values of 
Primary Health Care. It has to be a deliberate and planned reorientation of a health system around a 
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single point of continuity based in the community and an explicit move away from fragmented specialised 
care to a more holistic person centered model.  

 

1.8 ����	���	����
�	���	����	����	

The challenge for health professionals is that they will need to work differently, in different settings, 
across different sectors to coordinate patient care and ensure smooth transition for patients to 
appropriate levels of care.  Secondary and tertiary services in the future need to exist within DHB 
structures but be provided across a number of DHBs.  Most health professionals do not work in a linear 
structure they work in professional teams, collegial networks, across teams and in the future this will be 
the way that secondary and tertiary services will need to operate in particular across DHB boundaries 
providing services to local, sub-regional and regional populations.   

A strong and highly developed primary care infrastructure is the required foundation for all South Island 
DHBs.  More health care will be provided at home and in the community for long term conditions and 
rehabilitation.  It needs to be noted that the future of the health services being able to meet the future 
demands on health services achieving the objective of a highly developed primary care sector is 
fundamental without which it is unlikely that secondary and tertiary services will be able to be sustainable.  
This is supported by WHO’s annual report 2008. 

Clinical networks will provide a forum for clinical leadership, and a partnership between management and 
clinicians across the service continuum to support delivery of a quality health service.  For this networks 
are likely to have a more formal place in the health system and be accountable for agreed outcomes. 

The traditional labels for facilities that align with the levels of service delivered i.e. primary, secondary and 
tertiary, are now and will continue to blur as services are delivered in a variety of places, including the 
home.  Models of care, clinical networks and new technologies are changing to support service delivery 
in different environments to those traditionally recognised.  However, there will always be a need for 
facilities where specialised services will be delivered and coordinated from.  The labels primary, 
secondary and tertiary are used in this document to reflect the core level of services delivered from the 
facility. 

With these changes the current configuration of facilities across the South Island will need to evolve.  The 
traditional DHB boundaries and patient flows across the South Island will need to be challenged to 
ensure the services across the South Island are supported in a sustainable manner.   

Without working through the more detailed planning to address the above issues, it is impossible to 
accurately predict or determine facility configuration and planning.  There are also political and broader 
economic implications which need to be tested which reach far wider than the health sector.  Examples 
of these policy settings include the impact that any changes to the configuration of tertiary services in 
Dunedin Hospital may have on the Education sector and in particular the University of Otago, and any 
broader economic impact on the wider community.  The same would apply to populations such as 
Greymouth, and to a lesser extent Timaru on the consequential economic impact of any changes.  These 
issues need to be addressed at a political level as they run the risk of derailing robust health service 
planning, or result in the focus of health service planning being centred around immovable assumptions / 
paradigms. 

 
This being said a structure of facilities across the South Island is likely to be: 

 
1. Integrated Family Health Centres – These centres will be primary led services providing a full 

range of multi disciplinary primary care services, including some services that have traditionally 
been provided through hospitals or District Health Board settings.  These may include some 
outpatient activity; community based & district nursing, needs assessment.  These will be 
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provided in numerous settings and will be sized to take account of the population mass and 
distribution.  Integrated Family Health Centres will be aligned with designated ‘Base Hospitals’, 
not necessarily along existing referral lines. 

2. Community Hospitals – These centres may include services provided in other areas through 
Primary led Integrated Family Health Centres, however they will also provide acute stabilisation 
and transfer services, visiting secondary outpatient services, primary maternity care, sub acute 
care, rehabilitation for patients transferred from secondary and tertiary hospitals and appropriate 
day patient services including low level surgical activity.    

3. Secondary Hospitals –will provide core Secondary Services for sustainable catchment 
populations.  A number of these services will be provided in these facilities via In Reach 
Services from larger regionally based services.   These facilities may develop areas of special 
interest but will be undertaken through regional planning rather than individual DHB generated 
initiatives.  Some tertiary services will be provided in secondary hospitals through integrated 
service planning and delivery on behalf of the region 

4. Tertiary Centre – Tertiary services will include robust outreach services, both from an 
outpatient, day patient, and where appropriate inpatient services, provided across the region. 

The configuration of services can be summarised under different groups of clinical services: 

Emergency care  will need to be provided in the community and in all hospital facilities in the South 
Island (all current secondary care level hospitals).  However, there is likely to be a requirement for 
enhancements to be invested into forming a coordinated regional service that is supported by telehealth 
(videoconferencing, real time transfer of clinical data/information and images) along with enhanced 
communication systems and transport systems. 

Medical services  will likely be provided by general medical services with visiting sub-specialist services 
provided at local hospitals, specialist outpatients services which could be provided at local hospitals or at 
‘integrated family health centres’ and specialist outreach nursing services and home-based care.  Major 
acute secondary and tertiary hospitals will provide a full range of medical subspecialties. 

Surgical services  will provide those and all other surgical specialties.  These specialties will also provide 
visiting outpatient clinics and elective surgery at local hospitals. Some minor procedures such as skin 
lesions are likely to be provided in general practice and ‘integrated family centres’.  It is likely that there 
will need to be a move to regional booking systems to ensure optimal use of theatre capacity and equity 
of access. 

Women’s and Children’s Services  Secondary obstetric and paediatric services are likely to be 
provided in all local hospitals through sub-regional and regional services.  Paediatric services are likely to 
be more focused on community paediatrics with more integration with primary and community providers.  
For tertiary paediatric services these are likely to be part of tier 2 or national service framework. 
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1.9 ����������	

From the issues highlighted in the above sections there are themes that should underpin any changes in 
the way South Island provides health services and these are reflected in the principles described earlier. 

Inevitably there will be concerns for individuals, communities and services as the changes are planned, 
debated and instituted  It will be critical to build partnerships locally across the health system that 
integrates planning and delivery of health services between all aspects of the system.  Intersectorial 
partnerships will also be important both at a local but also regionally especially related to 
telecommunications and transport systems.  Underpinning partnerships is the need to have joined up 
accountabilities and this will be important at the sub-regional and regional level. 

Some DHBs have been considering changes for some time and are further ahead in their thinking and 
planning than others.  However it is important that any changes are made in the context of the whole 
South Island.   

It is also critical that we have active engagement at a political level to ascertain the extent of which 
change will be acceptable in the health sector, taking into account whole of government, and broader 
economic flow on implications. 

Underpinning all of the decisions must be the goal of a fiscally and clinical sustainable health system in 
the South Island.  This conceptual framework will now be utilized to guide and structure the approach 
taken through the South Island Health Service Planning processes, as well as a guiding structure for any 
localized or sub regional activity. 
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The challenges facing the South Island DHBs result from a number of factors including: 

�  changing population demographics  

�  distribution of the population across often challenging geography  

�  expectations of the population relating to treatment  

�  availability of workforce to deliver the care needed. 

The demographic structure and socioeconomic conditions of a population are major determinants of the 
health of the population.  See Appendix One for more detail.   

The population of the South Island District Health Boards at the time of the 2006 census was 967,893, 
and in 2009 is estimated at 1,021,040, 24% of the total New Zealand population.  Statistics New Zealand 
predict that the South Island population is to increase by 9.3% between 2006 and 2021, compared with 
14.5% for New Zealand5.   

Figure 1 shows that New Zealand’s population growth to 2026 will be concentrated in urban centres, 
particularly metropolitan Auckland.  There will be much less growth in smaller centres and rural areas, 
and in some of these populations will decline1.  The concentration of growth in the upper North Island will 
mean that the South Island DHBs will receive proportionately less of any funding increase. The funding 
availability for facility development will also be focussed in the upper North Island to meet demand.. 
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     3%
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5 All projections information is based on the Statistics New Zealand mid range projection scenario. 
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2.1 $����
������	

Population Distribution  

The South Island DHBs have different predicted growth rates.  Nelson Marlborough, Otago and Canterbury 
are growing, while the remaining DHB populations are relatively static.  The four largest cities make up 58% 
of the South Island population which remains comparatively constant through to 2026.  Christchurch City is 
expected to grow at the fastest rate, 14%, and the Invercargill population to decrease by 7%2,   

	 ,"���-  �!�@����%�1�/�)�)�" ���&��# &'���
����>�
�
��

DHB 2009 2011 2016 2021 
% change 2009 - 
2021 

Canterbury 483,320 509,010 531,030 550,890 14.0% 

Nelson Marlborough 133,635 139,240 143,800 147,540 10.4% 

Otago 184,600 187,910 190,620 192,940 4.5% 

South Canterbury 55,135 55,590 55,515 55,250 0.2% 

Southland 109,965 111,660 112,575 112,890 2.7% 

West Coast 32,055 32,200 32,120 31,810 -0.8% 

South Island  998,710 1,035,610 1,065,660 1,091,320  9.3% 

New Zealand 4,184,125 4,399,160 4,600,580 4,790,110  14.5% 

 

The Territorial Authority districts predicted to have the highest percentage increases between 2006 & 2026 
are Queenstown/Lakes (50.2% = 12,100 people) and Selwyn (42.6%, 14,900 people) while Gore (-12.5%, 
1550 people) and Waitaki (-11.8%, 2450 people) have the largest percentage decreases.   

Age 

Table 2 shows the percent change predicted in age groups by DHB between 2009 and 2021.  Like the 
national population, the population is aging, with the highest percentage increase projected to occur in the 
85+ age group.  The 0–14 year age group is projected to decrease by 0.8%. while by 2021 one in five of our 
population will be aged 65 years or over, compared to one in eight in 2009.  We know that older people have 
higher rates of use of health services and population ageing drives health expenditure.  

	 ,"��
-  ��)�" ���&��# &'���)!�%����%���!��#������#���" &%�
 ����0�
�
��

 
South Island 

 

Age Bands 

% population 
2009 

% population 
2021 

% change 
2009 - 2021 

0-14 18.8% 17.8% 0.8% 

15-24 14.2% 12.6% -4.9% 

25-44 25.8% 23.4% -3.3% 

45-64 26.6% 26.5% 6.5% 

65-84 12.7% 17.1% 43.8% 

85+ 1.9% 2.7% 51.5% 

Total   6.9% 
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Ethnicity  

In contrast with the national population, the South Island has a higher proportion of European/Other and a 
lower proportion of people identifying as M� ori, Pacific or Asian.  Our Maori & Pacific Island populations are 
increasing by 38% & 48% respectively, in the period to 2026, compared with 7% for the remainder of the 
population. 

Over the last fifty years the difference in life expectancy between M� ori and non-M� ori has decreased.  In 
1955-1957 the life expectancy at birth for non-M� ori exceeded that of M� ori by 10.8 years for males and by 
14.3 years for females. Between 2005 and 2007, the life expectancy at birth for non-M� ori exceeded that of 
M� ori by 8.6 years for males and by 7.9 years for females. 

	 ,"��8-  �!�@����%�)�)�" ���&��&��#��&�=��
���� !��,��)!��!� ����%���#&�����.�
��9�, ���

 South Island  New Zealand  

Ethnicity  M� ori  Pacific  Other  M� ori  Pacific  Other  

2006 79,740 16,210 902,780 624,280 256,865 3,302,950 

2011 87,420 18,090 928,620 672,220 284,310 3,444,930 

2016 94,880 19,955 944,970 717,800 311,165 3,562,070 

2021 102,360 21,885 957,310 763,780 338,525 3,669,090 

2026 110,080 23,940 965,810 810,730 367,100 3,762,020 

Change 
2006–26 

38.0% 47.7% 7.0% 29.9% 42.9% 13.9% 

 

 

2.2 %�����  ���&������	

The South Island has known inequalities in access to elective services and in health status for Maori & 
Pacific Island peoples.   

Socioeconomic Status  

For the country as a whole, the distribution across the 10 NZDep2006 scores is fairly even.  In the South 
Island there are more people living in areas with a low socioeconomic deprivation score.  12% of the total 
population having the lowest score which is associated with better health status than the higher scores3.   

Health status  

Pacific peoples have the highest hospitalisation rate for diabetes in the South Island followed by M� ori, who 
have significantly higher rates that Asian and European/Other people.  

Chronic conditions are the major case of life expectancy disparities between M� ori, Pacific and other New 
Zealanders.  With the expected increase in the proportion of the population who are obese, over 65 years, 
M� ori or Pacific Island, the prevalence of chronic conditions is also predicted to increase across the South 
Island.  This will be significant for health service planning as international evidence indicates 75-80% of 
health budgets are spent on managing chronic conditions and chronic conditions account for approximately 
30% of acute admissions to hospitals. 

In addition, the economic impact of chronic conditions extends well beyond direct medical expenses (WHO 
2002).  Chronic conditions affect the productive age groups, and may contribute the largest detrimental 
effect to an economy of any group of disease. For instance WHO has estimated cumulative losses to 
Canada and the UK from 2005 to 2015 owing to labour lost from deaths due to heart disease, stroke and 
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diabetes to be $8.5 billion and $32.8 billion respectively6 (WHO 2006). Labour lost due to illness as a result 
of chronic conditions adds even more to these figures. Recent evidence shows that chronic diseases have 
significantly detracted from economic growth in high-income countries (Suhrcke et al 2006). 

The World Health Organization has indicated that the cost to the world of the current and projected epidemic 
of chronic disease related to diet and physical inactivity dwarfs all other health costs. (World Health 
Organization 2003). 

The predicted increase in the over 65 year population means the 
ability to manage the health of older people will be significant.  
While the population is living longer “weller, there are also higher 
expectations of health services.  

Elective Services  

Access to elective services varies significantly within the South Island.  South Island DHBs other than 
Canterbury DHB, show standardised discharge rates higher than the national average.  In the case of 
Canterbury DHB, there are 47 fewer discharges per 10,000 residents (2,300 discharges per year).    

In developing the Elective Services Plan, the South Island DHBS have worked collectively to understand the 
current regional delivery from a geographical and population distribution perspective, population need and 
provider view including issues related to the size, geography and population distribution of the South Island, 
and what the capacity is across the South Island.  

The South Island Elective Services Project team have indicated that the next step is to undertake a detailed 
assessment of the populations to better understand the relative unmet elective service needs over the next 
three years. There is recognition that the demand for acute health care is growing and that an appropriate 
balance needs to be maintained at a regional and local DHB level to meet the demand for acute and elective 
surgery. This next step will inform the regional production planning activities. 

2.3 "���
����  

The geography and population spread in the South 
Island challenges standard models of care and 
service configurations.  The South Island has a land 
mass of 151,215km² with the Southern Alps 
dividing the length of the island and providing 
some geographical challenges for the delivery of 
health services.  In the 2006 census 19.1 
percent of the South Island population lived in 
rural areas.   

The District Health Boards in the South Island 
are characterised by large land areas.  
Southland, Otago, Canterbury and West 
Coast DHBs have the four largest DHB 
land areas in New Zealand.  Despite the 
large land area, all South Island DHB 
populations are over 70.0% urban, with 
the exception of the West Coast where 
approximately 42.0% of the population 
reside in ‘rural’ areas.  

                                                      
6 In 1998 international dollars. 

The South Island population over 65 
years is predicted to increase from 1 

in 8 in 2009 to 1 in 5 by 2021. 
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Transport  

The two main South Island roads are State Highway 1, which runs down the length of the coast to the east, 
and State Highway 6, which runs down the West Coast and then heads inland at Haast.  In general, the 
main highways converge around Christchurch and Invercargill.  The Southern Alps mean that some areas in 
the South Island, particularly the West Coast, are more difficult to travel. 

Air transport is important in the South Island with small planes and helicopters providing access to some of 
the more remote areas.  The island has 31 airports in all, although some of these are simple grass landing 
strips.  The majority of commercial flights within the South Island utilise Christchurch airport.  There are no 
commercial flights between Dunedin and Invercargill, or out of Greymouth.  

Travel times and distances  

The road travel distances in the South Island are significant.  The distances to Christchurch from hospital 
centres are: Nelson 426km, Blenheim 308km, Greymouth 333km, Timaru 163km, Dunedin 362km, 
Invercargill 579km.  The distances to Dunedin are: Timaru 199km, Invercargill 217km, Queenstown 283km.  
A table of distances & travel times around the South Island is included in Appendix One. 

2.4 ���
�����	'
�����
�	

Changes in service configuration for any acute tertiary services will a review of air ambulance transport.  It 
has been indicated that the current service would not meet the acute needs for services based as a single 
site in the South Island.  There is no current review underway for air transport service requirements should 
service configurations around New Zealand change.   

The national air ambulance review in 2008 identified the following helicopter services in the South Island.  

DHB Population Helicopter Average flying time 
(mins) 

Nelson Marlborough 130,071 1 dedicated 55.5 

West Coast 31,326 1 dedicated  57 

Canterbury 521,832 1 dedicated, 1 non-dedicated  53.4 

Otago 193,800 Dunedin - 1 dedicated; 1 non-
dedicated  

Queenstown - 1 dedicated (pool 
of 8) 

90.2 – Dunedin 

na -Queenstown 

Southland 90,873 Te Anau -1 dedicated (pool of 4)  53.4 

 
The report identifies that: 

�  the South Island has a concentration of missions around Canterbury (centred around Christchurch)  

�  there are a significant number of missions in the southwest corner of the South Island, but apart 
from some concentrations around Queenstown, Wanaka and the ski fields, the patient locations are 
widely dispersed and variable between years  

The National Ambulance Sector Office (NASO), a joint venture between the Ministry of Health and ACC is 
charged with managing all ambulance related work for the two Crown agencies. There is ongoing work 
between NASO and the DHBs towards determining linkages between the draft New Zealand Ambulance 
Strategy and the Inter Hospital Transfers project which DHBs have managed with the same providers and 
similar clients.  The ongoing commitment is that ACC and DHBs will engage openly about opportunities that 
will benefit common clients and advance mutual outcomes.  
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2.5 %�������	
�
�����	

Healthcare Facilities  

The South Island DHBs have a number of facilities throughout the region as shown on the maps below.  
There has been little major facility change in the past 11 years since these maps were published in the 
Ministry of Health Hospital Services Plan in 19987.  Changes are now being proposed at a local level, 
particularly in relation to the smaller facilities.  As service planning progresses this will inform the service 
configurations and subsequent impacts on clinical, technology and facilities requirements. 

The South Island Regional Asset Management Plan (2009) identified some key issues relating to facilities 
that need to be examined including: 

�  The future configuration of tertiary services in the South Island 

�  Secondary delivery – sites delivering to populations less than 40,000, should there be a standard 
service delivery across these sites? 

�  Integrated Family Health centres – investment is required, who will be the investors? 

�  Standardisation of ED for different size populations, do smaller population needs both ED and GP 
after hours operating from different locations? 

�  Use of leases for equipment, there is a mixed model in the South Island, should this be standardised 
to free up capital? 

�  Private/Public partnerships? 

 

For services that cross regional boundaries, there will need to be a process to ensure capital plans are 
integrated across regions to ensure that we have sustainable services in the future while minimising 
duplications. 

                                                      
7 Available on: http://www.moh.govt.nz/moh.nsf/pagesmh/428?Open  
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There is also a view that planning, management and monitoring of capital expenditure across the South 
Island needs to be strengthened; there is suggestion of either creating a holding entity for the asset base or 
implementing a more robust regional/national capital process.  

Hospital redevelopments are proposed for Canterbury, Dunedin, West Coast, Nelson Hospital stage two and 
Waikari/Dunedin. While the West Coast is arguably the most difficult capital decision to be made, it is clear 
that all the hospital redevelopment business cases will need a collaborative approach (including with the 
lower North Island DHBs) to align the thinking of future clinical service delivery. 

It is also clear that projection of changing demographic on health demand and workforce availability needs to 
be given the highest priority and the development of this plan will evolve as Health Services planning gains 
momentum. 

Role Delineation  

Classification of hospitals as secondary and tertiary has been based on the level of some core services 
provided and has been used by providers to access a tertiary funding pool.  This terminology is changing as 
individual services are classified under the New Zealand role delineation model4.  This model allows for 
greater definition of the service provided and the level of support services required.  

The New Zealand role delineation model provides the current status of each level of service.  The model 
does not provide any indication of what is required for a clinically or sustainable service.  At this time 
recommendations for population and level of service are based on the Australian Medical Workforce 
Advisory Committee5 which are endorsed by the Australasian Colleges.  

The Role Delineation Model (RDM) identifies the level of service from 1-6, based on activity and the level of 
the support services required.    

Level One: Primary/Community Services  

Level Two: Community Hospitals/Services,  

Level Three: Provincial Base E.g.: core acute capacity 

Level Four: Large Metropolitan/Provincial E.g.; major services with some subspecialties 

Level Five: Most Complex Metropolitan, I.e.; major hospital with multiple subspecialties 

Level Six: Definitive Care Services, I.e.; service of supra 

Key Determinants 

�  Service Characteristics largely determined by clinical capability. 

– Clinician characteristics 

�  Medical focus 

�  Anchor that does not limit alternative models of care 

– Patient characteristics 

�  Patient complexity 

– Procedures/Treatments 

�  Marker procedures e.g.; Bladder Reconstruction 

�  Hours of Service 

– Normal Working Hours 

– Extended Hours 

– After Hours 

– On-site or On-call 

�  Receiving & Referral Patterns 

– Planned patient flows 
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The table below shows the level of service provided in each of the South Island DHBs. 

SERVICE 
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Smaller Facilities 
The smaller facilities have been grouped into five groups. The table below illustrates the level of service 
provided across each of the categories by each facility.  The rural hospital categories are: 

�  Accident & Medical Clinics or Outpatient Centres 

�  Rural Rest Homes 

�  Rural Rest Homes & Birthing Centres combined 

�  Birthing Centres 

�  Rural Emergency Hospitals 
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Accident & Medical Clinics or Outpatient Centres �
Motueka � Nelson Marlborough� 
� 
� � � � � �
Arthur McCaa� Nelson Marlborough� �� � � � � � �
Oxford� Canterbury� � � � � � � �
Darfield� Canterbury� �� �� �� �� 
� 
� �
Reefton� West Coast� �� �� �� 
� �� 
� 
�

Rural Rest Homes �
Ellesmere Canterbury �� �� �� �� � �� ��
Waikari Canterbury �� �� �� �� � � ��

Rest Home & Birthing Centres �
Akaroa Canterbury 
� �� �� �� 
� �� 
�
Kaikoura Canterbury 
� �� �� �� 
� �� 
�
Rangiora Canterbury �� �� �� �� 
� � ��

Birthing Centres �
Lincoln Canterbury � � � � 
� � �

Rural Emergency Hospitals �
Wairau Nelson Marlborough 8� 8� 
� 8� 8� 8� �
Golden Bay Nelson Marlborough 
� 
� � � �� � �
Buller West Coast 
� 
� � 
� 
� 
� 
�
Clutha Otago 
� 
� 
� 
� 
� 
� 
�
Dunstan Otago 
� 8� 8� 
� �� 
� 
�
Oamaru Otago � � � � � � �
Gore Southland 
� 
� 
� 
� 
� 
� 8�
Lakes District Southland 
� 
� �� �� 
� 
� ��

 

2.6  
���
�	%�����	��
�	

While the main focus of South Island wide Health Service Planning relates to hospital services, there is a 
need to understand the implications of any proposed service change on the primary & community sector.   

Across the South Island there are a number of primary care initiatives in place and in development to 
support changing models of care.  One example is the Canterbury Initiative where general practitioners and 
hospital specialists have agreed that having clinical information and access criteria available to general 
practice will lead to: 

�  appropriate management of patients. 

�  having easily accessible information available to general practice will improve the quality of referral. 

�  better referral reduces the time required for triage and assists with achieving consistent triage. 
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�  having information available to general practice on management of patients in the community will 
reduce or in some cases eliminate the need for hospital follow up. 

To date services involved include: 

�  Child Health  

�  Gynaecology  

�  Orthopaedics / Musculoskeletal  

�  Plastics  

�  Respiratory  

PHO Changes  

During 2009 South Canterbury, Otago & Southland DHB’s have undertaken major changes relating to their 
PHOs.  There are now interim Boards in place in South Canterbury & Otago/Southland to determine the 
long term governance & management structures required.  These Boards are in place in South Canterbury 
until 30 April 2010 and Otago/Southland until 30 June 2010.  Otago & Southland have agreed to a single 
PHO to replace the nine currently in place.   

Better, Sooner, More Convenient  

Better, Sooner, More Convenient Primary Healthcare is the Government's initiative to provide more 
personalised primary health care closer to home that makes New Zealanders healthier and reduces 
pressure on our hospitals.  In September 2009 the Ministry of Health Expression of Interest invited proposals 
from eligible primary health care providers and/or primary health care organisations or networks for the 
delivery of Better, Sooner, More Convenient Primary Health Care6.  Canterbury and the West Coast have 
been selected to develop business cases for submission February 2010.   

2.7 (��	����	��	 
�������	%�������
�	

The Conceptual Framework discusses the challenges facing the health system in the South Island and the 
options in moving forward to manage these. The Ministry of Health have summarised the Trends in Service 
Design and New Models of Care in the diagram below1.  This identifies the challenges and opportunities 
facing the South Island are the same as those being faced across New Zealand and internationally.    

The South Island Health Services Planning enabler projects have been established to support the system 
changes needed to support trends going forward. 
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Large systemic pressures on 
the system (and 
opportunities) 

Resulting patient experience Resulting sector experience 

Associated system shifts 

FROM TO 

Trends in health service 
design responses 

Population redistribution, 
ageing and increasing 

Increase in chronic 
conditions 

Ongoing developments in 
technology 

Persistent inequalities 

Health workforce constraints 

Financial affordability 

Growing/changing public 
expectations 

Increase home based access to 
advice, services and self 

management support – increasingly 
electronic and over the telephone 

Better patient access to a broader 
range of interconnected and 
culturally responsive services 

through integrated family health 
centres and their partners 

Improve clinical and financial viability 
of hospitals by working in larger 
cluster and regional / national 

services 

Consolidation of highly specialised 
services into a smaller number of 

sustainable units 

Independent 
entities 

Integrated 
services 

Reactive Planned / 
anticipatory 

Resource 
competition 

Isolated 
infrastructures 

Quality 
programme

Resource 
collaboration 

Linked national 
infrastructures 

Systematic 
quality 

Services feel more part of a system and less 
as ‘separate’ organisations 

More electronic communication and services 
accessed from home 

Increasingly access more services from 
integrated family health centres which are as 

much an icon of health services as the 
hospital 

May travel more to access specialist 
equipment and teams 

Experience more prevention-focused 
interactions 

Expectations around quality and 
communication better served 

Growth mostly in larger urban areas 

More use of electronic communications 
with patients 

Community based providers more formally 
linked to the broader health system 

Primary care practitioners involved in more 
preventative services and self management 

Technology and systems used to ‘leverage’ 
scarce expert skills 

Consolidation of some hospital services into 
a smaller number of centres and regional or 

national services 

Specialist clinicians leading cross-DHB and 
cross-regional services 

 

2.8 '��	 �������	����
������	

Our DHBs and funding structures create artificial boundaries when designing health services.  
Recommendations may suggest changes to services delivered locally and result in the perception of the loss 
of service where there is greater benefit for centralising delivery or the service base.  This has the potential 
for difficult decisions having to be made in a politically difficult environment.  There is currently no national 
service plan for New Zealand that clearly identifies the framework for services across the country. 

The Ministry of Health discussion paper “Where to Next for Long Term Service Planning?7” includes the 
sections relating to regional service planning.  A brief outline of the approach for 2010/11 is provided below 
with further information included in Appendix Two. 

The Ministry’s aims for 2010/11 for Regional Service Plans (RSPs), are as follows: 
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�  maintain regional planning momentum, to support a sense of the ‘greater good’ and common 
purpose, and a bridge into the new operating environment  

�  provide guidance on plan content, methodologies and tools to ensure reasonable degree of 
standardisation 

�  develop explicit connections to regional and national capacity planning developments, and the 
strategic choices identified in asset management planning 

�  develop explicit connections with policy advice and implementation on clinical network development 

�  develop a strong working relationship with regional service planners, and create the nucleus of a 
national service planning network. 

 
The Ministry also seeks to ensure that the development of the RSPs is mutually reinforcing of other planning 
at each level of the system, i.e.: 

�  DHB District Strategic Plans (DSPs) and District Annual Plans (DAPs), and  

�  emerging national service plans.   

 
Timing for 2010/11  

Each region is underway with development of their initial RCSP, but the regions are at different stages of 
development.  

The Ministry is seeking draft RCSPs to be submitted by each region to the Ministry by 30 June 2010.  If DHB 
regions are in a position to submit draft RCSPs sooner than 30 June 2010 that would be welcome. 

This timing will allow the draft RCSPs to inform each DHB’s DSP (indicative timescale - drafts due early 
October 2010).  It will also mean that 2010/11 DAPs will have been informed by RCSP development (with 
the extent of this depending on progress with the region’s RCSP), and 2011/12 DAPs will be fully informed 
by the RCSP and reviewed DSP.  

The Ministry will review the draft RCSPs to ensure consistency with current and emerging Government 
policy and strategic direction.  The review will involve consideration across a range of parameters including: 

�  fit with emerging national / regional / district service planning and configuration 

�  reflection of demographic and epidemiology trends 

�  reflection of new models of care 

�  contribution to clinical viability (including workforce and safety) 

�  contribution to financial viability  

�  contribution to quality improvement 

�  contribution to asset management planning in respect of facilities and technology 
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The South Island Health Service Planning purpose is to develop a South Island Health Service Plan that 
provides the principles and framework to support sustainable health and disability services for the population 
in the South Island. 

3.1 "���
�����	

A Steering Group provides oversight to the development and implementation of the South Island Health 
Services Plan.  It is the responsibility of the SIHSP Steering Group to: 

1. Develop the work plan and priorities for SIHSP 

2. Develop overarching principles to be adopted across all SIHSP 

3. Oversee the SIHSP work plan 

4. Recommend regional health services plans to the SI CEO Group for adopting 

5. Remove barriers to progressing SIHSP  

6. Ensure linkages with other regional and national priorities 

7. Ensure that there is wide spread acceptance of both the processes utilised to develop and 
implement the SIHSP and the results of the SIHSP 

8. Adopt a whole of system approach to SIHSP 

9. The SIHSP will not change the need for local and sub-regional planning where access, clinical, 
and/or financial sustainability does not require a South Island perspective 

The South Island Steering Group membership is: 

Position Person Primary Linkages 

Chief Executive Officer (Chair) Chris Fleming (SCDHB) SI CEOs, DHB of employment 

Chief Operating Officer Lexie O’Shea (SDHB) SI COOs, DHB of employment 

Chief Medical Advisor Richard Bunton (ODHB) SI CMOs, DHB of employment 

Director of Nursing  Mary Gordon (CDHB) SI DoNs, DHB of employment 

GM Planning & Funding Sharon Kletchko (NMDHB) 

Wayne Turp (WCDHB) (from March 
2009) 

SI GMs P&F, DHB of 
employment 

DHB of employment 

Primary care representative:  

 

Carol Atmore (WCDHB) (Resigned 
February 2009)  

Roy Morris (resigned September 
2009) 

Vacant as at December 2009 

SI GP Liaison Officers, DHB of 
service 

GM SISSAL Rob Weir SI CEOs, SI Health Services 
Planner 

GM Maori Health Nicola Ehau (resigned August 2009) 

Hector Matthews (from September 
2009) 

Te Herenga Hauora o Te Waka 
o Aoraki 

CTU Chris Wilson Trade Union Representative 

DHB Relationship Manager, 
Ministry of Health 

Siobhan Brown MoH 
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3.2 $�������	!�����	

The Steering Group does not have decision making responsibility.  All decisions to be referred to SI CEOs. 
All views will be documented when decisions are referred to SI CEOs.   

The diagram below provides an overview of the decision making process for South Island Health Services 
Planning projects. 

 

 

3.3  
�*���	+���
��	

A brief outline of the 2009 project aims and outcomes is described below.  The full status report for each 
project is included in Appendix Two. 
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3.3.1 ���,��
�	

Communications 

Objective �  To raise awareness of SIHSP 

�  To support the engagement of relevant stakeholders in the development of 
SIHSP 

�  To keep key stakeholders informed of SIHSP progress 

�  To foster support of SIHSP 

�  Provide a mechanism for seeking and acting on feedback to encourage the 
involvement and participation of key stakeholders. 

Deliverable �  Communication plan developed  

�  Website established 

�  Regular updates /  

�  Roadshows to clinicians and managers at each DHB 

�  2009 Action Plan agreed  

Status �  Communication plan developed  

�  Website established 

�  SI HSP update provided to Steering Group members and key stakeholders 
monthly 

�  Roadshow delivered to 5 of 6 SI DHBs 

�  Media releases drafted  

Next Steps Ongoing workstream through life of programme 

 

Technology 

Objective The project objectives are to: 

�  Understand the barriers to changing service delivery models because of 
current constraints relating to technology and information systems: 

�  Consider new and innovative technologies that support changing models of 
care, including: 

- Clinician support e.g. decision support tools, telemedicine, etc. 
- Service specific technologies e.g. PACS 
- Patient management support e.g. telehealth 
- Patient information e.g. South Island Labs and Pharmacy 

Warehouse. 
- Linkages across providers (DHBs & primary care), e.g. single 

patient record. 

�  Determine the benefits and risks of a South Island DHB collaborative 
approach to planning for technology development. 

- Including a convergence approach to information technology and clinical 
equipment. 

Deliverable A report that includes: 
- Collaborative Frameworks 
- Systems that support the delivery of patient care 
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Technology 

- Telemedicine and videoconferencing 
- Population information and data mining 
- Information supply and clinical governance. 

�  identifying: 

- The current environment 
- The strategic drivers 
- New and innovative technologies 
- Benefits and risks 
- Barriers to implementation 
- Recommendations 

Status Progress has been slow for a number of reasons including: 

�  Perceived overlap with national and regional projects – HMSC, South 
Island Support Services review 

�  Approach realised as too ambitious to undertake in one stocktake 

�  Time commitment & leadership 

Next Steps Stocktake of current environment 

 

Demand Modelling 

Objective The project objective is to estimate inpatient bed requirements which will support 
the South Island DHBs to plan and deliver hospital services through an 
understanding of current and future facility resource availability, theatres, ICU, 
beds and needs by using demographic growth forecasts. 

Deliverable A report that: 

�  details assumptions about the possible future need for inpatient hospital 
beds 

�  shows the consequences of those assumptions 

�  attempts to capture the main expected causes of bed need  

�  The model is expected to be useful in overall strategy setting and site 
selection, while planning for individual units and services will require more 
detailed work. 

Status Draft results circulated to DHBs for confirmation and sign-off of base data 
Nov/Dec 09 

Draft results included in Project Report - Appendix Two 

Next Steps �  Theatre modelling  

�  Agree scenarios that will effect bed & theatre requirements for future 
modelling 

�  Review models for impact on planned and future facility developments 

 

Patient v Clinician Travel  

Objective The project objective is: 

�  To understand the economic and social impacts of potential changes to 
models of care and service delivery for patients and clinicians 
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Patient v Clinician Travel  

�  To develop generic model(s) that evaluate the economic and social impact of 
patients travelling vs clinician travel to assist in service planning for outpatient 
and inpatient services. 

Deliverable �  Report that identifies generic model(s) that evaluate the economic and social 
impact of patients travelling vs clinician travel for outpatient and inpatient 
services 

Status Data collection underway 

HIA screening – December 2009 

Next Steps HIA screening identified the Project Plan is not yet clear enough about which 
services are to be identified for analysis and how it is proposed to analyse them. 
Plan to be revised with input MoH HIA team. 

Source Health Economist resource 

 

Elective Services  

Objective The key priority for this work is delivery of the increased volumes of cases in the 
09/10 year and ensuing years. 

The following key objectives are summarised from the SI elective services plan 
and include: 

�  ensure improved equity of, and access to, surgical services that contribute to 
the health outcomes for the people of the SI through: 

- the development of agreed patient focused outcome measurements 
- improved understanding of need (including unmet need)  

�  ensure southern region DHBs have the capacity to deliver the required levels 
of service to deliver increasing elective volumes (meeting the Ministers 
expectations) and equitable access to services through:  

- development and implementation of an integrated SI operational 
production planning, management and booking systems for patients 
requiring elective surgery 

- regional employment of medical staff (surgeons and anaesthetists etc), 
registered nurses, anaesthetic technicians and other identified health 
professionals  

- shared SI accommodation and travel policy for patients and /or staff 
being transported out of their deciled district for treatment 

- regional planning for establishment of new theatre facilities  

�  ensure southern region DHBs provide efficient and effective delivery of 
services through the: 

- establishment of outcome measurements to monitor and evaluate the 
benefits of the regional elective surgical service delivery 

- monitoring and evaluation of the delivery of elective surgical services 
and establish region wide mechanisms to manage variance from 
expected performance 

Deliverable - deliver agreed volume of additional cases for 2010/11 
- IDF’s will continue to be used until an alternative mechanism is used. 
- There will be common definitions  
- There will be a national CPAC tool used within DHBs 
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Elective Services  

- Common data  
- Three year plan 
- Private surgical facilities will be considered if appropriate.   
- Most appropriate provider to be utilised 

Status Project groups established 

Action plans in development 

Next Steps Project Plan development including timeframes and project group workplans. 

 

3.3.2 ��������	
�
�����	

Vulnerable Services  

Project Objective:  To support the development of the SI HSP through the identification of services 
at risk of failure, that will benefit from a regional approach to service planning  

Deliverable �  Stocktake of vulnerable services 

�  Report to MoH  

�  Services prioritised for SI Health Services Planning 

Status �  Stocktake & report completed January 2009 

�  Neurosurgery and Child Health identified as first priority for SI service 
planning 

Next Steps Review for 2010 planning 

 
Neurosurgery 

Objective A single geographical South Island service to be developed, including 

�  Detailed description of service configuration 

�  Implications for on-call rosters, sub-specialisation, training and continuing 
education  

�  Cost analysis of models 

�  The implications for emergency transport 

�  Implications for other services and related organisation identified in report 
feedback  

Deliverable In 2009 a draft plan for a South Island neurosurgical service was developed.  
Consultation on the draft identified a number of areas that require further 
development and discussion.   

Status Phase two commenced November 2009 lead by SI Neurosurgical Service 
Clinical Establishment Leader.  

Next Steps The project plan identifies the components of service configuration requiring 
review and costing to ensure the service meets the South Island Conceptual 
Framework. 

The Project must be completed so that the South Island DHB Chief Executives 
will, by 30 April 2010, have made a final decision on the configuration of the 
South Island regional neurosurgical service, and the implementation timeline. 
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Child Health  

Objective �  Establish a South Island child health group, comprised of child health service 
practitioners and managers at the South Island DHBs. 

�  Understand current child health service delivery across the South Island. 

�  Identify and prioritise the issues within the current child health service at each 
South Island DHB, particularly in regards to workforce. 

�  Explore ways in which the issues identified can be addressed through a 
regional approach. 

�  Develop recommendations to address the issues identified through a 
regional approach. 

�  Develop a South Island Regional Child Health Services Plan to improve child 
health service delivery across the South Island 

Deliverable �  Project plan approved 

�  Clinically led service 

Status �  DHB visits December 2009 

Next Steps �  Stage One report due Dec 09 

�  Final report due June 2010 

 

3.3.3 -���
	

Regional Asset Management  

Project Objective:  Develop a South Island Regional Asset Management Plan 

Deliverable Develop a regional asset management plan that: 

�  Highlight problems (such as duplicate investment or inefficient service or 
asset configurations) and potential improvements that cannot be solved in 
the period allowed for the 2009 regional AMP.   

�  Highlight such issues and detail how they will, or should, be resolved.   

�  Regional AMPs should identify where benefit is to be found from regional 
service and asset solutions and seek solutions to adverse consequences (for 
example untenable financial impacts) identified by individual DHB AMPs 
(and individual DHB AMPs be updated accordingly).   

Status A draft South Island Regional Asset Management Plan was submitted to the 
Ministry of Health by 31 August 2009 as requested. 

This plan is to remain as a draft document as this is based on the six South 
Island DHB Asset Management Plans and identifies a number of key issues in 
the template and in affordability of DHB proposed   

Next Steps Review recommendations and implications from SI HSP projects 
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4.1 ����	�����	
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Work has been undertaken by West Coast DHB leading to the submission of two capital cases to the 
National Capital Committee (NCC), for development of the Grey Base hospital site and for the development 
of Buller Health facilities.  Following review by NCC, the business cases have been returned to the DHB for 
further consideration.  The DHB has been asked to ensure that strategic options for delivery of secondary 
services have been thoroughly reviewed and that the planned facility is based on a clinically and financially 
sustainable model of care for secondary services.   

Models of care development and analysis, that involved identification and exploration of the high-level costs 
and benefits of potential models of care for the West Coast health services was completed in February 
2008.  Following that, further detailed work was completed leading to the development of three key 
documents, describing the proposed model of care for the West Coast and presenting analysis around that 
in the form of a clinical services plan for the district.   

The West Coast District Health Board and the Ministry of Health commissioned a report in 2009 in order to: 

�  identify options for viable models of care for West Coast DHB major service groupings; 

�  provide a criteria-based assessment of models, exploring the impact of changes at a specialty level; 
and  

�  recommend a preferred medium and longer term option and approach to implementation.   

The key recommendations from the report under consideration are: 

a. confirmation by both MoH and West Coast DHB that the vision is for Greymouth Hospital  to become a 
centre of excellence for rural health, rather than a general acute hospital, and that all actions of the DHB 
(particularly in terms of workforce and provision of services) should work towards moving the DHB in 
this direction; 

b. an immediate move towards a formal clinical partnership arrangement with Canterbury DHB (CDHB), 
and as an important aspect of that, agreement that all future appointments of specialist staff (other than 
rural hospital generalists) will be joint appointments with staff working at both CDHB and WCDHB; 

c. adoption, over time, of the key elements of the following model of care for Greymouth hospital 

Greymouth Hospital is led by a core medical team specifically trained and credentialed as rural hospital 
specialists, who work across the emergency department and inpatient services to provide an integrated 
range of assessment and treatment services.  Surgical services are provided on an elective basis with 
additional 24/7 acute services in general surgery and obstetrics & gynaecology, so long as regional 
clinicians are willing to support this.  This core senior medical team works in a multidisciplinary team way 
with advanced nursing and allied health practitioners and visiting specialists to provide the majority of 
acute and elective hospital level care required by the West Coast population.  People with complex or 
urgent needs that can not be safely met in a rural hospital environment are transferred to the nearest 
major acute hospital.   Most surgical specialists and subspecialty senior medical officers are not based 
on the Coast but fly in to deliver services.  Surgical specialists that are based on the Coast spend a 
portion of their time working at Christchurch hospital and are part of the Canterbury clinical team.    
Primary care practitioners work from the same centre, use a common information system, and are 
encouraged to help staff the rural hospital.  
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d. realignment of medical and surgical SMO FTEs to the number required by the clinical activity workload 
and service coverage requirements; 

e. review of the Greymouth new hospital plans to emphasise flexibility in the acute and inpatient areas to 
manage future demographic and model of care changes; 

f. review, by an independent civil aviation expert, of the options for improving the reliability of urgent 
patient transport options; 

g. investment in continued development of nurse-led services and nurse and allied health advanced 
practitioner roles with extended scopes of practice (within an overall multidisciplinary framework);  

h. focus on developing a critical mass of rural hospital generalists and further bedding in strong secondary 
integration with primary care (with shared facilities on the Greymouth site); 

i. ongoing investment in clinical skills development to cover rare but life threatening emergencies; and 

j. continued commitment to shared planning and increasing integration with other South Island DHBs, 
sub-regionally and regionally 

4.2 -����	0	
��������	$%��	

The Otago and Southland Health boards hold a shared vision to work together as if one to provide clinical 
services to their collective communities ensuring health services are equitable, accessible, integrated and 
sustainable for the population across the Otago and Southland regions. 

A Regional Clinical Services Concept paper was released in January 2009 outlining the intentions and 
underlying principles around this initiative. It advocated that a high level strategy be prepared outlining an 
approach towards delivering a regional clinical services model across Otago and Southland and as a 
building block for change. 

At the cornerstone of the strategy, will be a mandate to focus strategic planning on our collective needs. 
Priority will be given to services with the greatest need or where it provides the greatest benefit to implement.   

Effective communications, stakeholder engagement, common systems and processes, a continued focus on 
service improvement and prioritisation of areas with the greatest need are all key success factors in the 
change process. 

Regional initiatives to date mainly relate to the formation of the Southern Alliance in February 2007:  The 
Southland and Otago DHBs formed the Southern Alliance in February 2007 with the objective of working 
more closely together to provide better, more sustainable health services across the two regions. Initiatives 
to date have included: 

�  A single regional executive team across the two DHBs 

�  Shared support functions such as finance, procurement, human resources, information technology 
and planning and funding 

�  The Southern Blood and Cancer Service 

�  A shared laboratory service for hospital and community based laboratory services across Otago and 
Southland 

�  Regional hospital based services continue such as ENT (Ear Nose and Throat), Blood and Cancer 
and Mental Heath. 

�  A regional Plastics service is the latest service to regionalise. 

A consultation document proposing the merging of the Southland and Otago DHB’s was sent to staff and the 
wider community in November 2009. This will be considered by both boards early in 2010. 
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The Southern Cancer Network has a leadership, facilitation and coordination role in implementing the 
Cancer Control Action Plan 2005 – 2010 which is directly linked to the NZ Cancer Control strategy 
with an overall purpose to:  

�  Reduce the impact and incidence of cancer and  

�  Reduce inequalities with respect to cancer. 

Networks have a leadership, facilitation and co-ordination role in implementing the Cancer Control 
Strategy, improving cancer outcomes and reducing inequalities.  Networks work across organisational 
boundaries and promote a collaborative approach to service planning and delivery.  Networks have a 
strong systems and quality improvement approach to address the strategic drivers of cancer control. 

The Southern Cancer Network will facilitate the coordination of services across health providers at the 
primary, secondary and tertiary levels by bringing the various providers and consumer organisations 
together to ensure effective cooperation and integration of services.  

The Southern Cancer Network through the Crown Funding Agreement has an obligation to: 

(i) Develop region-wide, tumour-specific and service improvement multidisciplinary groups and 
workstreams, not constrained by organisational or professional boundaries; 

(ii) Develop patient pathways, promoting a focus on the patient journey and improving the experience 
of care;  

(iii) Provide specific cancer control expertise to support service planning, promoting the efficient and 
effective use of finite resources to improve cancer outcomes and reduce inequalities;  

(iv) Identify existing gaps in cancer services, including workforce gaps, and support providers to reduce 
duplication in the delivery of cancer services;  

(v) Identify barriers to performance across provider organisations; 

(vi) Support a range of quality improvement initiatives across the continuum and promote the use of 
quality improvement tools such as clinical guidelines, protocols, patient information process 
mapping, and capacity or demand analysis; 

(vii) Promote and facilitate information dissemination and knowledge sharing; and 

(viii) Support clinical research, audit and outcomes reporting. 

(ix) Undertake, sponsor, or facilitates work programmes to improve the multidisciplinary management of 
specific tumours, the improvement of cancer services, and the development of the cancer workforce 

2009 Activities include: 

�  Patient journey mapping – lung, bowel 

�  Histology synoptic reporting  

�  Inequalities project 

�  Travel & accommodation 

�  Otago District Health Board Audit: Access to Colonoscopy Services 

�  Local cancer networks 

�  South Island cancer nurse network 

�  Canterbury palliative care network 
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The South Island Regional Mental Health Network provides a mechanism for progressing regional 
collaboration and for achieving the overall purpose identified in the terms of reference:  

�  To provide effective regional mental health planning and funding advice and recommendations to 
the South Island Regional General Managers Network. 

�  To develop, prioritise, monitor and implement the regional mental health planning and funding work 
programme. 

�  To promote effective and appropriate sharing of information that supports a regional perspective on 
Mental Health Planning and Funding, influences changes, and progresses the implementation of 
National Mental Health Strategy. 

During 2009 the South Island Regional Mental Health Network has completed the following: 

�  Development of a South Island Regional Mental Health Strategic Plan 

�  Cognitive behaviour therapy – up skill workforce 

�  Recovery Oriented Indicators tool developed, now to be piloted 

�  Established the South Island Forensic Governance Group 

�  Mother & baby treatment – Kennedy Unit Regional Access - Service Provision Framework Review   

�  Review and standardised South Island Opioid Substitution Treatment Programme Service Provision 
Framework 

�  Tangata whaiora training fair – held January 2009 

�  Eating Disorders strategic plan development 

�  Forensic 5 year plan 
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The South Island Health Services Planning groups have all exceeded the agreed timelines.  There 
have been a number of reasons including: 

�  activity happening within DHBs which impacts on staff time and priorities.  Dealing with the here & 
now issues and agreed changes is difficult to compete with when asking for time to plan for the 
future. 

�  There are sub-regional activities that are taking time and resource including the Southern Alliance 
developments in Otago and Southland and the West Coast Sustainability project and collaboration 
with Canterbury DHB. 

�  In addition there are regional activities e.g.: support function potential mergers and long term 
conditions planning and service development 

�  During the middle of the year H1N1 impacted on the availability of many staff 

Others issues faced have included: 

�  Data integrity  

�  Clinical engagement 

�  Patch protection  

�  Independence of the working group 

�  Perceived overlap with other regional &/or national work 

�  Regional decision making 

 

Going forward the DHB Chief Executives must identify regional planning as a priority if outcomes are to be 
achieved.  That timelines must be realistic and alternative options  considered e.g. a block period of time 
rather that monthly meetings. 

The Chief Executives have agreed a decision making framework that will support the right decisions being 
made for the South Island population. 

 

6 #7�7	0	������	

7.1 (�������	 
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The Governments Priorities for Health: 

�  Reduce endless waiting 

�  Better, sooner and more convenient Primary Care 

�  Improving performance and quality 

�  Strengthening the health workforce 

�  Achieving health targets 
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The Ministers Priorities 

�  The DHB will live within its means  

�  Improved clinical leadership and staff engagement 

�  Focus on primary care and Integrated Family Health Centres 

�  Hospital productivity, wait times and workforce retention 

�  Evidence of regional planning 

�  Performance improvement actions 

�  Reduction of DHB deficits – breakeven positions 

 

7.2 +�������	��������	
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There is a requirement to develop a South Island Regional Clinical Service Plan that includes the 
following scope & content: 

�  10-year focus within a 20-year horizon 

�  Financial impact analysis on global operational and capital cost changes from current to proposed 
service configuration 

�  Comprehensive & cover the continuum of care 

�  Consistent scope of content 

- Strategic context 

- Population need 

- Current service delivery configurations 

- Current operating requirements / investments 

- Options analysis – Models of Care 

- Preferred Model of Care 

- Proposed service delivery configurations 

- Operating requirements / investment  

�  Basis for DSP 

�  Basis for AMPs (district, regional & national) and capital investment strategy 

 

The minimum RCSP content that will be acceptable in 2010-11 is 

1. Vulnerable services 

2. Services related to capital investment proposals that are expected in the next 3 years 

3. Configuration changes that will contribute to financial viability 
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Workstream  Report Due Date  

Neurosurgery April 2010 
Child Health June 2010 
Communications Ongoing 
Information & Technology Significant delay - April ?? 
Economic & Social Impact of Patient v Clinician Travel Significant delay - April?? 
Demand Modelling Phase One – December 2009. 

Final April?? 

Elective Surgery Phase One February 2010 
Final December 2012 
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�  Vulnerable Services - review of 2009 stocktake 

- General Medicine 

- Health of Older People 

- Women’s Health 

- Diagnostics 

�  Ophthalmology 

- Identified as priority for Canterbury, South Canterbury, Southland, Otago.  West Coast have just 
issued an RFP, Nelson Marlborough recruiting  

�  Public Health Recommendations 

- Public Health Physicians and GM’s P&F identify key issues 

- Working party established with clinician & management representation 

- SISSAL negotiate resource requirements with MoH 

�  Regional Service Plan requirements 

- Service configuration changes 

- Regional Asset Management Plan 

- Financial 

�  Others 

- Health of Older People 

- Productivity 

- Shared Services 

 

7.5 ����������	

�  Resource to project manage 

�  DHB / primary / community resource to participate 
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