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MODULE 1: INTRODUCTION AND EXECUTIVE SUMMARY

CHAIR AND CHIEF EXECUTIVE FOREWORD

The 2011/12 Annual Plan outlines to the Minister of Health and the people of Nelson Marlborough
the services and initiatives we intend to deliver for 2011/12. This plan has been developed to meet
the requirements of the New Zealand Public Health and Disability Act 2000 (2010 version). It
includes the Annual Plan and Statement of Intent.

OQur focus for the 2011/12 Annual Pl an is to cont
improved patient and population health outcomes through better, sooner and more convenient

health and disability services. We are achieving this through the smartest use of our resources

across the whole Nelson Marlborough district and regionally through the South Island DHB Alliance.

We are continuing rigorous focus on the optimal use of our funding to provide services that meet the

needs of the Nelson Marlborough population and to ensure viability within our allocated funding

path. Our overarching goals are best health outcomes for our patients and financial viability for the

district and regional health sectors. This Annual Plan 2011/12 is the second year of our three-year
programme to achieve viability for services we fund and provide. We continue the progress made in

2010/11 to reduce our deficit to achieve a break even position by the end of 2012/13.

To deliver maximum value for both Nelson Marlborough and the South Island people we are:

1. implementing patient-centred service delivery through our management of the DHB having
moved from the past corporate management focus. Our Executive Leadership Team has
been strengthened through the appointment of executive clinical directors for specialist and
community services in our four service directorates. This places a stronger priority on the
patient through increased levels of clinical leadership

2. strengthening clinical leadership across the district through increasing clinical involvement
across specialist and community services. To operationalise this clinical leadership our
Nelson Marlborough Health Alliance, NMDHB and our two Primary Health Organisations,
jointly discusses and determines how to deliver services of highest local priority within
available funding

3. continuing to work with our Mental Health providers and Iwi providers to achieve greater
coll aboration through 6integrated health syste

4. implementing actions to strengthen the regional delivery of services across the South Island
as outlined in the South Island Regional Health Services Plan (and the 2011/12
implementation plan supplement). This provides regional solutions to priority services and
enablers for the SI DHB Alliance to deliver better value for money and strengthen our
collective performance. We are addressing regional consistency of services provision
through equity of access.

The Statement of Intent requirements included in the Annual Plan provides our Statement of
Forecast Performance (SFSP) to assure Parliament as to the services that we expect to deliver for
the people of Nelson Marlborough and other New Zealanders. We are doing this within the funding
allocated by Government.

Jenny Black lan MacLennan
Board Chair Board Deputy Chair
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EXECUTIVE SUMMARY

This Annual Plan with Statement of Intent has been prepared by the Nelson Marlborough District
Health Board to meet the requirements of sections 38 of the New Zealand Public Health and
Disability Act 2000 and Section 139 of the Crown Entities Act 2004. For the 2011/12 year Cabinet
decisions require both documents to be brought together into a single DHB Annual Plan with
Statement of Intent (the AP). The AP incorporates national and regional (including sub-regional)
service planning and balances the medium-term accountability requirements required in a
Statement of Intent (SOI) with annual requirements. It sets out the health needs for Nelson
Marlborough, the outcomes we want to achieve, the actions to achieve these outcomes and the
services that are to be delivered and our performance across a range of measures (coverage,
guantity, quality, efficiency) in 2011/12. It also signals our medium-term impacts and longer-term
strategic outcomes.

Health sector context

In January 2009 the Minister of Health commissioned a review of the NZ public health system. The
Ministerial Review Group recommendations are grouped into:

1 those aimed at encouraging changes in culture and processes to, for example, promote
greater clinical leadership and engagement and decision making, and improve the
integration of primary and hospital-based care, and

1 those recommending changes in structure and aimed at reducing waste and bureaucracy;
improving safety and quality; and enhancing clinical and financial viability.

a~

Government 6s intention is for DHBs to wor k t
better use of available resources, strengthen clinical and financial sustainability and improve equity
of access.

oget |

CAVEAT:

As a result of the 22 February 2011 earthquake in Christchurch, NMDHB responded with local
resources which will continue to impact on our financial bottom line over the 2011/12 annual plan
year. Due to the emergent nature of this additional work it is not possible to describe the volume of
outputs or health and financial impacts for NMDHB. For example, we have had to provide aged
residential care beds to accommodate older people from Canterbury (>10% of our current bed-
days). We have not adjusted our aged residential care outputs for this change given the nature of
the circumstances. Other costs include GP visits, Pharmaceuticals, Pharmacy Services and
NMDHB staff to name but a few.

Government Health Goals for 2011/12

The Government s h e &bptrhal hgalttaand wellbaing roNevil Zedlahders. This
goal is being progressed through the Govern
improved with better waiting times, particularly with respect to the six health targets. Closer
integration between hospital and community health services is underway to achieve the
Governmentd s  gt® @rdvide New Zealanders with better access to a wider range of health
services as close to home as possible, and some through integrated health services. The benefits of
integrated health services can only be realised with the active participation and engagement of
hospital clinicians across multiple disciplines.

Engaging all p a rctrioesssclinicay detivorks ua share knowledge, contribute to
efficiencies, reduce errors, allow for better decisions and provide a wider range of health and
disability service options for patients is an essential focus. This improves the day-to-day
communication between different parts of our regional health system. The new alliance approach
(both at regional and local levels) brings doctors and other health professionals together to design
clinical pathways that focus on the patient journey creating a patient-centred approach to care. This
approach builds on research' that demonstrates both that higher performing hospitals have greater

! McKinsey research, Minister of Health, 18 November 2010
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clinical engagement and that such clinical engagement is vital to addressing our local, regional and
arguably New Zealand's greatest health challenge, our workforce.

Government health priorities

Consideration in our planning of the current economic and fiscal environment is significant
Continuing pressure upon Vote Health for the foreseeable future means a lower funding growth
path for the Health Sector including DHBs. The Government continues to face a constrained fiscal
position and has indicated a desire for a large proportion of the limited new funding made available
in the May budget to be used to improve health services. This increase is to ensure DHBs can meet
the increasing demand of a growing and ageing population as well as the march of health
technology and innovation. There is a strong focus on aligning local and regional plans with national
plans, improving productivity, value for money and reducing waste.

For the 2011/12 year the Minister has signalled a continued focus on ensuring that health services
deliver better, sooner and more convenient care for all New Zealanders. Th e Mi n Lestdr efr 6 s
Expectations for 2011/12 includes the following Government Priorities:

1. Improving service and reducing waiting times

NMDHB is committed to making continued progress towards achieving the national health
targets. Our contribution (in terms of local targets) is set out in the following two pages. The

activity planned to deliver on these health targets is summarised in the 6 Annu al Pl an
Themes and Service | mand dbvatemmentndf Folecast tPerfarmaneed s 6
sections of this document.

2. Providing high quality and safe patient-centred care through clinical leadership

The Government expects the DHB to strengthen clinical leadership from the bedside to the
boardroom. The NMDHB Chief Executive has appointed a hew Executive Leadership Team
strengthened through the appointment of executive clinical directors (specialist and primary
care services) in our four service directorates. The leadership goal is high quality and safe
patient-centred care.

3. Delivering services closer to home

The Government expects NMDHB to refocus resources toward delivering services in local
community settings, closer to patients. NMDHB has completed a major redevelopment of
hospital infrastructure at Wairau, and is committed to providing services closer to local
communities through the Nelson Marlborough Health Alliance and through Integrated Family
Health Centre services in Golden Bay. We will also continue to work closely with NMDHB,
NGO and Maori health providers to further improve our district health services.

4. Ensuring safe and efficient services for older people

The Government expects the DHB to invest more in services for older people to restore their
health and support them to live independently. The focus is on meeting the need for respite
care, dementia care, maintenance of health and supportive care (home based and aged
residential).

NMDHB has a priority to implement services that concentrate on those with dementia and

better, sooner more convenient primary and community care to avoid acute hospital

admi ssi ons. NMDHB wi | | continue to i mplement t
health needs to ensure that people who have a need receive appropriate respite and support

services. We are establishing a comprehensive specialist health service for older people team

which consists of health professionals with geriatric and psycho-geriatric expertise.

5. Collaborating regionally

The Government expects regional collaboration to significantly advance in 2011/12 through
regional plans and development of back office functions across DHBs. NMDHB will continue
to be actively involved in supporting and implementing regional service plan improvements
through the SI DHB Alliance and our regional services providers located at Capital & Coast
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DHB, Hutt DHB and Auckland DHB. We have signalled our intention to do all of this within our
2011/12 Budget allocation.

National Health Board Long Term Health Sector Plan

The National Health Board is developing a draft Long Term Health Sector Plan, provisionally titled
60Strengtheni ng o.0'he Lohg Betmt HealttSSectov Plan eutlides the future direction

for publicly funded health services, focusing on the right service in the right place with the right

funding in line with international trends. It is expected to provide high-level direction over the next 20

years and describe the challenges the health sector expects to face and options for models of care

that offer solutions. It also addresses implications for DHBs for the way services are configured in

the future. On direction from the NHB, the planned acti
annual planning activities.

NATIONAL 20-DHB COLLECTIVE APPROACHES
A range of national 20-DHB collective approaches in conjunction with the Ministry of Health
continue to be addressed. The objectives of these approaches are:
1 enabling service and multidisciplinary team environments that improve patient health
outcomes through delivery on key priority strategies and operational directions
1 organising consistent national service agreements achieved through collaborative
development processes
1 engaging effectively through integrated methods with DHBs, health and disability providers,
the Ministry of Health and other central agencies.

The focus of the national 20-DHB collective approach for 2011/12 lies on completing the clinical
review of publicly funded Laboratory Diagnostic Testing to ensure a national list of publicly funded
tests; finalising the agreed Pharmacy Service funding and contracting model and managing
development of and transition to a new Pharmacy Agreement; working with the Ministry of Health
and NZ Home Health Association to review findings and develop recommendations for action in the
report by the Auditor-General on Home Based Support Services; and working with the NHB to
identify services to be planned and managed at a national level and services that should be
managed by DHBs working regionally or collectively to increase stabilisation and integration.

Regional Health Services Strategy and Implementation Action Plan
South Island Region

In line with the functions and responsibilities of DHBs, collectively and individually the SI DHBs are
delivering on the priorities and expectations of the Minister and Ministry of Health in order to achieve
t he Gover nnaemgodsdorthechaatth sector:

New Zealanders living longer, healthier and more independent lives.
A more unified and improved health and disability system.

People receive better health and disability services.

Good health and independence are protected and promoted.
Improved hospital productivity.

6. Improved Value for Money.

R wN e

At a regional level, in support of the national vision, the South Island DHB Alliance is working
collaboratively to deliver @ clinically and fiscally sustainable South Island Health System where
services are provided as clode to peoplebdbs homes .

In order to contribute to this regional vision and improve health outcomes for our individual
populations, the South Island DHBs are making substantial and associated shifts in the way we
work and interact regionally through the South Island DHB Alliance. NMDHB will support the
delivery and implementation of the South Island Regional Health Services Plan.

Our regional approach is focused on the achievement of four key regional strategic goals or regional
outcomes:
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1. South Island people take greater responsibility for their own health.
The development of services that support people to stay well and take increased
responsibility for maintaining their own health and wellbeing.

2. South Island people are supported to stay well in their own homes and communities.
The development of primary and community services that support people in community-
based settings providing a point of ongoing continuity of care.

3. South Island people receive timely and appropriate complex care.
The freeing-up of secondary care services and specialist resources to ensure provision of
timely and appropriate responses for episodic events; and, the provision of support and
specialist advice as part of a persondés wider

4. South Island people are supported to live and die well
The coordination of services for people with end-stage conditions to enable palliative
approaches and care close to their home.

For the 2011/12 year, the South Island DHB Alliance service priorities include Child Health, Mental
Health and the Health of Older People. The workstream priorities include continuing actions by the
Southern Cancer Network; our collective approach to elective (scheduled) services production; and
implementation of Oral Health Business Cases. The enabling priorities include regionalising
Information Technology, Procurement and Human Resources, which are contained in the 2011/12
Implementation Plan Supplement for the South Island Regional Health Service Plan (SIRHSP).

Through the new South Island DHB Alliance, the South Island Chairs and Chief Executives
mandated a formal process through which the five South Island DHBs can work together to optimise
resource utilisation. The next development of the SIRHSP Plan covers optimal resource utilisation
and a ten-year strategic direction.

NMDHB Role in Delivering the 2011/12 South Island Regional Health Service Plan
Implementation Supplement

This Annual Pl an (AP) reflects NMDHBO6s commitment
expect at DiBs muyst develep.regional and sub regional solutions to address health needs

and strengt he nThip APrskte outthenactiond that NMDHB is taking in 2011/12 to
implement the SIRHSP (refer appendix 5 for an extract of the draft Implementation Supplement).

The NMDHB Annual Plan i achieving our goals

Introduction to NMDHB

Nelson Marlborough District Health Board (NMDHB) is a New Zealand Statutory Crown Entity?
mandated through the New Zealand Public Health and Disability Act 2000 (the Act) to allocate
Crown Funds in order to improve the health and independence of the people of Nelson Marlborough
(population).

The role of our DHB covers most of the health and disability services provided in our district.
NMDHB receives population-based funding (PBF) from the Government, allocated on the basis of
the following:
1 the number of people living in our district
T the populationds historic utilisation of heal't
1 the age, ethnicity, gender and socio-economic status as measured using the New Zealand
Deprivation Score (2006 census) of Nelson Marlborough people
1 how many people live in rural areas.
In line with the Act and the assessed health and disability needs of the population, NMDHB is

improving overall population health status, reducing health disparities particularly for Maori,
ensuring access to safe, effective and high quality health and disability services and promoting the

2 Under The Crown Entities Act 2004
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participation and independence of people with disabilities. We achieve this within the funding
provided by Government. We are achieving our HEALTH 2030 Strategy through transforming
models of care involving:

9 clinical engagement and leadership across the continuum of care in decision making that
enhances our secondary Senior Medical Officer led model

9 changing established practice in community, primary and secondary settings of care through
Clinical Pathways that put the patient at the centre of thinking

9 improving district wide services (primary and secondary) approach

1 achieving benefits from the Wairau Redevelopment

f continuing t he 6optimising Pat i e,nkdoth dirned ran ey 0
improving viability

1 completing the Golden Bay Integrated Family Health Centre

1 completing a new After Hours and extended primary care facility in Nelson

9 supporting people to manage their health and stay well

1 focusing on better coordination and integration of care for people who have multiple long-

term conditions

f measur.i

ng our successPahirenghReé mpt begignmdviith g o e <
O6pl annedd

interventions (individual) and PHO E

Our Population and a snapshot of our p 0 p u | aassessed ealth and disability needs
NMDHB has:

a population >138,100° (67% in Nelson Tasman and 33% in Marlborough)

a challenging terrain and distance frequently isolates our communities

a population density of six people per square kilometre

two secondary hospitals

two rural hospitals

New Zeal and éownedlntdllgctuaDBisBbility Support Service (IDSS)
2320 staff (1795 full time equivalents)

113 GPs with 26 locums and 28 dentists

30 dispensing pharmacies (including one in Nelson hospital and one in Wairau Hospital)
40 NGO providers

2 PHOs

28 aged residential care facilities

5 home based support agencies.

=4 =4 4 48 8 -4 -8 _a _a a2 a2 -9

|

Compared to the rest of New Zealand NMDHB has:
1 a high incidence of chronic lung disease, chronic pain and dementia, intellectual and
physical disability

9 a high incidence of obesity in Maori men, but fewer people overall classified as overweight
and obese

1 a high personal injury and accident rate
more people > 65; fastest growing > 85
1 more births; fewer young adults (18-30)

=

3 Statistics New Zealand 30 June 2010
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1 oneofthelowe s t 6amenab‘lates mortal it y 6

T one of the |l ongest O6life expectancy at bi
T one of the 6émostinBxtived popul ations

9 access to good public health, community, General Practice and Secondary services.

NMDHB Overarching Priorities, Key Themes and Initiatives for 2011/12

Over the past three years we have expanded and improved access to a range of services delivered
locally to our population, including (for example) improved access to home based support services
through our 0 Pac k ag eascess fo ur@eatrpantary carenafier bours dervices,
delivery of vascular risk assessment for at risk people, and delivery locally of complex
percutaneous coronary artery interventional services.

We have completed a major redevelopment of the Wairau hospital site in order for us to ensure the
people of Marlborough have access to specialist secondary health services in a modern and safe
environment.

To achieve the South Island regional goals for 2011/12, our focus is on three overarching priorities
that are underpinned by a range of strategically relevant key themes and initiatives.
Our three overarching priorities are:

A. Improving the health and wellbeing of people in our district

B. Increasing the sustainability of health and disability services in our district

C. Improving the management of demand and the delivery of services

The following outlines NMDHB Annual Plan 2011/12 Key Themes (1-4) and Initiatives (including our
major service changes and service improvements):

1. Regain Viability (financial and workforce)

1.1 Continuing with our Rutherford Initiative

1.2 Designing programmes of care then matching staff and revenue to in order to deliver
expected targets (both qualitative and quantitative)

1.3 Increasing the collaboration with community service providers to achieve more cost
efficient service delivery, closer to home

14 Upskilling the workforce across settings of care to meet the demands

2. Increase Productivity (value for money) and Responsiveness (quality and
collaboration)

2.1 Promoting the LEAN way through reducing waste and implementing quality
improvement and innovated processes

2.2 Working smarter locally to implement programmes of care from a clinical perspective
across the continuum of need

2.3 Working smarter regionally to optimise resource utilisation

2.4 Measuring what we achieve (impacts) as well as what we do (outputs) and what we
use to do it (inputs)

3. Manage Infrastructure (facilities, systems and equipment)

3.1 Continuing our Redevelopment Programme i Nelson Hospital Site including urgent
primary care After Hours Service, Specialist Psycho-geriatric Service, Golden Bay
Integrated Care Facility, Intellectual Disability Support Services and implementation
of the Oral Health Business Case

* A rate that measures premature mortality according to access to health services.
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3.2 Continuing the implementation of the regional IT plan, particularly the regional patient
management systems by June 2013 and piloting the e-prescribing national
programme

3.3 Continuing our partnership approaches for shared information across organisations
and settings of care to better inform health services delivery and to improve health
information sharing between providers and patients/whanau

4, Improve Health and Independence (level, equity, well-being and participation)

4.1 Working with primary health care providers to continue to develop and implement the
Maori Health and Wellness Strategic Plan and Whanau Ora ensuring it is relevant
across the spectrum of care (including community, primary and secondary care)

4.2 Developing and implementing a Nelson Tasman and Marlborough Wellness and

Prevention Strategy through collaboration with Local Authorities and relevant
agencies, including supporting action plans for each sector

NMDHB Partnership with Maori towards achieving Improved Maori Health

NMDHB is committed to a partnership relationship with Maori and to assisting the Crown to fulfil its
obligations under the Treaty of Waitangi. It is guided in that responsibility by the NZ Public Health
and Disability Act 2000 and other policy directions from the Crown.

Specifically, NMDHB is committed to the Treaty of Waitangi principles of:
1 partnership (includes obligation on both parties to act reasonably, honourably and in good

faith; for both parties to recognise and
accountable to one another and have an emphasis on sharing and mutual benefit)

9 protection (duty to protect Maori as a people and as individuals)

1 patrticipation (involvement and influence at all levels of planning, designing, decision making
and delivery of services in the organisation.
Our 2011/12 NMDHB Maori Health Plan builds on the Nelson Marlborough Maori Health and
Wellness Strategy and documents how NMDHB will improve Maori health and reduce Maori health
outcome disparities. The Maori Health Plan has a description of the health status of the Maori
population in the Nelson Marlborough district, national, regional and local priorities.

National priorities are drawn from the Whanau Ora set of indicators developed by the Ministry of
Health. These are indicators linked to the major causes of morbidity and mortality for Maori.

res

NMDHB6s priorities for 2011/12 are to implement 1

hubs and extend Whanau Ora contracting processes around the district.

N M D H B@psrating Environment

NMDHB implemented a new structure for its Executive Leadership Team (ELT) in November 2010.
The restructure addresses the following:

1 consolidates the accountability for integration of patient services across the continuum to
better achieve health services that support the patient® journey

allows greater clinical engagement in leadership

provides structural support for clinical accountability

provides a single point of accountability for service delivery, across the service continuum
clarifies roles and responsibilities

committed focus on developing our strategy and accountability documents.

E I

ELT includes broad clinical experience as well as management expertise. The new structure
provides strong leadership for the DHB.

Ot her internal factors t hatforithimpRimciudeeon NMDHB®6 s

9 our regional relationship as part of the South Island DHB Alliance, noting distance and a
sparse population distribution as a barrier to optimal service delivery
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our sub-regional tertiary relationships with Capital & Cost and Hutt DHBs are as important
as our relationship with Canterbury DHB

current employment contract costs are greater than our income

we employ more senior clinicians, who cost us more than the New Zealand average

our Primary Care clinicians can access specialist expertise more readily

arrangements for on-c a | | and s erardhgresfér owl vd Secordary care level
hospitals (one Role Delineation level 4 and the other level 3) than for other DHBs

significant opportunities for responsible clinical leadership (safety, quality and cost) and
progression of new models of services delivery.

= = =4 -8 -9 =

Nature and Scope of NMDHB Functions

Funder Function

NMDHB provides the administration of Government funding © the Fund, and allocation of any
additional funding (other funders). We use our Strategy and Operational Planning Framework to
assist allocation.

The Strategy and Planning Function supports the Board and CEO in planning the allocation of the
Fund, monitoring the oagavaluating the impabtof sgrvice dbutputsrom n ¢ e
our populationd kealth outcomes.

Other Funders include:

1. ot her DHBs for their people treated i nfundsur h o
other DHBs for our people to receive a range of services that we do not provide locally (for
example, heart bypass operations, cancer treatments and organ transplants).

2. those services funded and contracted directly by the Ministry of Health, for example our
Public Health Unit services, breast and cervical screening as well as Needs Assessment and
Coordination and services for disability support for people with lifelong disabilities (aged less
than 65 years). In contrast to other DHBs, NMDHB continues to provide a Disability Support
Service for people with intellectual disability (IDSS) as well as for young people with physical
disability.

3. for the Accident Compensation Corporation (ACC) we undertake surgical and other
interventions under a contract agreement although this funding is less for 2011/12 than for
previous years.

4. other agencies and organisations, e.g. Ministry of Social Development, Justice and Local
Government.

Service Directorates

NMD H B &exvice Directorates are responsible for services delivery (refer to Module 4 Statement of
Forecast Service Performance), covering community and primary health care and specialist
services across a range of Personal Health, Mental Health, Disability Support and Maori Health
Services. This includes NMDHB-owned hospital services (Nelson Hospital, Wairau Hospital, Golden
Bay Hospital and Murchison Hospital and Health Centre).

Stewardship Role (Owner of Crown Assets)

Description Physical Assets | FTEs

NMDHB is a Crown Entity with ownership of: Buildings and People:
Equipment:

Nelson Hospital delivering the full range of New Zealand Role Delineation Waimea Rd Nelson | 628

Model level 4 secondary services including emergency, surgical and medical
specialist (acute and elective), primary and secondary maternity, neonatal,
paediatric, specialist health services for older people and support services
including diagnostic imaging.

Wairau Hospital delivering the full range of New Zealand Role Delineation Hospital Rd 293
Model level 3 secondary services including emergency, surgical and medical | Blenheim
specialist (acute and elective), primary and secondary maternity, neonatal,
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Description Physical Assets | FTEs
paediatric, specialist health services for older people, support services
including diagnostic imaging, and mental health services.
Mental Health and Addiction services with acute inpatient facilities and Tipahi St Nelson 264
community facilities in Nelson and Wairau. and Hospital Rd
Blenheim
Alexandra Hospital in Richmond delivering psycho-geriatric services for older | Gilbert St 48
people and aged residential care services for people with dementia. Note: Richmond
NMDHB is currently in the process of both progressing an RFP for community
beds and an alternative delivery model for specialist psycho-geriatric services
that will see the closure of Alexandra Hospital over the 2011-13 timeframe.
Murchison Hospital and Health Centre delivering the full range of primary Fairfax St 16
care services i ncl udorMedicalEmergemcizs y R e | Murchison
[PRIME], district nursing services and aged residential care rest home and
hospital services for Murchison residents.
Golden Bay Community Hospital delivering district nursing services, primary Dodson Rd Takaka | 25
maternity and aged residential hospital care services.
Golden Bay also acts as the host for the Mobile Surgical Bus, Lithotripsy
Services and Breast Screening Unit.
District Nursing Services located in Motueka. Courtney St 451
Motueka
Intellectual Disability Support Services (IDSS) i Nelson community based Tahaunui Dr 271
residential and day activities for people with intellectual and physical Nelson plus 65
disabilities. individual
community homes
Needs Assessment and Coordination Services (Support Works) for people Harley St Nelson 38
with life-long and age-related disabilities. and Scott St
Blenheim
Public Health Unit providing a range of health promotion, health protection Franklyn St Nelson | 48
and Medical Officer of Health services in Nelson and Wairau. and Taylor Pass Rd
Blenheim
Specialist Dental, School Dental and Adolescent Health Services based in Various locations 45
Nelson and Wairau Hospitals and in our communities.
Corporate Offices in Nelson for the Chief Executive and members of the Braemar Campus 116

Strategic Leadership Team (SLT) and their staff including GM Planning,
Funding and Performance, GM Primary and Community, GM Organisation
Development, GM Commercial and Finance; Chief, Information Officer,
Director of Nursing and Midwifery, Director of Maori Health, Chief Medical
Advisor and the Board Secretary.

Waimea Rd Nelson

South Island Shared Support Agency (SISSAL) i ownership shared with
Canterbury DHB, South Canterbury DHB, Otago DHB, Southland DHB and
West Coast DHB to work collectively together for improved health for the
South Island population.

20 District Health Boards Collective (District Health Boards New Zealand i
DHBNZ) to ensure organisation and collective delivery of national strategies
and the organisation of national service interests.

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)
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MODULE 2: STRATEGIC DIRECTION

WHAT ARE THE CHALLENGES FOR A SUSTAINABLE AND EFFECTIVE HEALTH SYSTEM?

Rapidly rising costs, increased demand for services, an ageing population and international clinical
workforce shortages make it clear that the whole of the health system faces an unsustainable
future. In response to these challenges, significant changes are being made to the way in which we
design, fund and deliver health services, as set out in the New Zealand Public Health and Disability
Act and the ongoing Government direction, as articulated in the New Zealand Health Strategy and
New Zealand Health and Disability Strategy. These changes are being driven at all levels through
the New Zealand health system: nationally through the National Health Board and Ministry of
Health, regionally and sub-regionally between neighbouring DHBs and at local district levels
between DHBSs, local service providers and clinical teams.

NATIONAL DIRECTION - BETTER, SOONER, MORE CONVENIENT HEALTH CARE

Having not yet finalised its Long Term Health Sector Plan, the National Health Board has released
the strategic directional d o ¢ u m&rentls inéService Design and New Models of Care: A Reviewd’
While this document does not cover detailed issues relating to particular service areas, it does
provide a high-level summary of emerging worldwide trends and international health system
responses to pressures and challenges.

These trends emphasise shifts within the health system as a whole, rather than its constituent parts.
The underlying premise is that an aligned, system-wide approach, focused on patient rather than
disease, is required to transform the health system, make health delivery more equitable and more
inclusive and enable us to meet increasing demand within a constrained environment.

Figure 1 is adapted from the national document and describes a whole of system shift in the way
health services are delivered i with the solid line representing current service configuration and the
dotted line representing future service configuration. These f ol |l ow a (dozalisr al t
where possible, centralise where necessarydé and present four major servi

i targeted prevention, self management and home-based services
1 integrated family health centres, partnerships and teams
1 hospital clusters with regional service provision

1 managed specialisation and consolidation into a smaller number of centres/ hubs.
Figure 1 - Pictorial representation of shifts in service trends

Service loci for patients/public

Specialist/
Tertiary

Health System Hospita Hospital I"

Home Primary Integrated Family Secondary

Care

A
v

Complex procedures P
Greater home-based More connected Specialisation

care, support and self system with

management, More service Outpatients/ Su!.:er

targeted prevention. oartnershios in the consults/diagnostics/ specialties
simple procedures

This re-orientation of the health system is consistent with the expectations of Government for
improved performance and quality; better, sooner, more convenient health care; strengthened
clinical leadership and engagement; increased regional collaboration; and a more unified health
system.

5 Trends in Service Design and New Models of Care: A Review, 2010, Ministry of Health, www.nationalhealthboard.govt.nz.
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NATIONAL SHIFTS

Targeted prevention, self
management and home-
based services.

Integrated family health

N

Hospitals are recognised as an important back-up and a setting for
highly specialised care, with the importance of timely and accessible
secondary and specialist services being paramount. However,
Government's direction is to provide (more) services in primary and
community settings, closer to p e o p lhamies Some of the less
complex services (traditionally provided in hospital settings) will be
provided in the community, supported by clinical networks and

multidisciplinary teamsi enhancing peopl ebs abild]
health and reducing long waiting times and the current unsustainable
growth in demand for hospital and specialist services.

centres, partnerships and
clusters.

Hospital clusters with

regional service provision. These national policy shifts are already being reflected throughout
the South Island. Improved primary care access to diagnostics, the
development of integrated patient pathways and selected
smaller number of procedures that are now available in general practice, are enabling
centres/hubs. more effective delivery of services by supporting people to get the

K / care they need quickly and from the most appropriate provider.

The development of Integrated Family Health Systems and more
collaborative partnerships between doctors and non-physician health providers (e.g. pharmacists,
registered nurses, dieticians and physiotherapists) will further support primary and community
services to function more efficiently. It will also allow hospital and specialist services to focus on
meeting the increasing demand for more intensive treatment and complex care associated with the
changing demographics of our population.

Managed specialisation
and consolidation into a

Government direction also includes accelerated collaboration between DHBs to reduce duplication
and waste in the system, maximise limited clinical and financial resources and ensure the ongoing
sustainability of health services. This includes clear expectations that alongside the integration and
blurring of traditional primary and secondary roles, the role of hospitals and the provision of more
specialised (tertiary) services will also be critically reviewed and consolidated across regions.

The National Heal t h Boar d has thatdvél becomé natonal servicese
in the next year: Clinical Genetics, Paediatric Pathology, Paediatric Metabolic Services, Paediatric
Cardiology and Paediatric Cardiac Surgery. These services will be planned and funded centrally
instead of by individual DHBs. They were chosen because issues around their small size, specialist
retention or critical mass make them vulnerable if they are not funded, planned and managed in a
coordinated way across the country.

6vu

A second set of services have been identified as benefiting from national service improvement:
Cardiac Surgery, Paediatric Oncology, Paediatric Gastroenterology, Neurosurgery and Major
Trauma. National service improvement programmes and associated clinical networks will be
established in each of these service areas, but services will still be funded and provided by
individual DHBs. The timelines for progress will be determined individually for each service area.
Key to the success of this national direction is greater emphasis on clinical leadership and national
clinical networks to support the planning and operation of these services.

The South Island DHBs are each committed to the national direction. The provision of services
closer to peopleds homes, the transformatsa@e of
already happening.

The drivers for consolidation of highly specialised services into a smaller number of centres/ hubs
have been acknowledged. Hospital clustering, clinical networking and regional service provision are
underway and particularly evident in the evolving Southern DHB and West Coast/Canterbury DHB
collaborations. Over the coming year, the South Island DHB Alliance is working alongside the
National Health Board to address service configuration and models of care to support this direction.
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MINISTRY OF HEALTH & SI DHB ALLIANCE PUBLIC HEALTH PRIORITIES

In the face of an epidemic of obesity and chronic disease, and ageing populations in most
developed countries, there is consistent international evidence that increasing investment in
prevention is economically efficient; reduces health care costs, and will deliver the best health
outcomes (Wanless 2002°%, Wanless 2004’, National Preventative Health Taskforce 2008,
Australian Institute of Health and Welfare 2008°, Tr ust f or Amer i% ad6s Heal t h 2

Investment in prevention will, over time, help keep people healthier, reduce pressure on healthcare
services and avoid hospital admissions, and thereby contribute to achieving four of the
Government 6s shorelstays intemarggrey departments; improved access to elective
surgery; better diabetes and cardiovascular services; shorter waits for cancer treatment. The
remaining two targets (better help for smokers to quit; increased immunisation) are important public
health initiatives, which have been shown not only to be economically efficient, but to be cost-
saving.

A 6whol e of s y 6 tetivery of mtpgrated seovibes must include community based
prevention services. The importance of linking them to the rest of the health sector cannot be
underestimated. Clinical leadership, a focus on quality and safety, and co-ordination of service
delivery are fundamental to improving health outcomes and reducing health inequalities for
populations.

REGIONAL DIRECTION T EQUITY, QUALITY, SUSTAINABILITY, ENGAGEMENT

All five South Island DHBs agree to refocus our collective efforts to ensure the future sustainability
of Sl health services to achieve the goals of Government.

New approaches that deliver high quality, responsive health services targeted to those who need
them through a 6éwhole of popul ationd appHBpae h ar
changing the way we work within our local districts.

Through the SI DHB Alliance we aim to deliver the best outcomes for our population. The SI DHB
Alliance has agreed a strategic conceptual framework that includes key principles to inform regional
service developments, service configurations, redesigns and infrastructure requirements.

Our regional strategic goals align with national policy and international trends, and have been
articulated in the SIRHSP ** and the Implementation Supplement (see appendix 5 for schedules).

Our regional direction is based around the following assumptions:

1 more health care will be provided at home and in the community to support long-term
conditions and rehabilitation, through a primary health care infrastructure

9 secondary and tertiary services will be provided across DHB boundaries, providing services
to local, sub-regional and regional populations

9 flexible models of care and new technologies will support service delivery in different
environments from those historically recognised

1 health professionals will work in different settings across service delivery to coordinate
patient-centred care ensuring smooth transitions for patients between providers

1 clinical partnerships and networks will provide fora for clinical leadership

6 Wanless [Becuring our future health: takingtedongew. London: HM Treasury h2@02vww.htreasury.gov.uk/consult wanless_final.htm
7Wanless D. Securing good health for the palatiopofinal report. London: HM Treasutytt20®dvw.htreasury.gov.uk/6383.htm

8 National Preventative Health Taskforce. Australia: the healthiest country by 2020. Canberra: Comrmwalizalt2008f Au
http://www.preventativehealth.org.au/internet/preventativehealth/publishing.nsf/Céreeitivdisicussion

9 Austalian Institute of Health and Welfare. Australia's Health 2008. Canberrdut#otiHikiy®0iBw.qov.au/publications/aus/ah08/ah08.pdf

10Trust for America's Health. PreventioedttheehAmerica: investments in disease prevention yield significant savings and stronger communities. Washingtc
Trust for America's Health; 28@8/healthyamericargreports/prevention08/Prevention08.pdf

" South Island Regional Health Services Plan 2010, South Island Shared Services Agency Limited,
www.sissal.govt.nz
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1 partnerships between clinicians and management will ensure the delivery of quality and safe
health services.

These assumptions incorporate a step change in the design and delivery of services to meet the
changing needs of our population and the growth in health technology.

Ouré6whol e of syst emd a pdevelopmenhof primaryoagdchcomsnausity derviees
capacity and capability as important to future sustainability.

Our generic model of care (illustrated in Figure 2) reflects a consistent approach to delivering the full
range of health and disability services to meet
redesign of those services.

The model is based on similar national and international modelsandf ocuses on hehde pat
at each stage of the continuum of caref r om O6wel | nes&a& dloi féee nado wrfsdd faP)

Figure2: Generic Continuum of Care Model

Well At Risk Population Populatiowith Population with
Population Population with Managed Complex and/or Frail
Conditions Unstable andér
Conditions

Endof Life
Conditions

The above model puts the person/whanau in the centre of health delivery focussing on the provision
of the right services (or treatment), at the right time and in the right place, by the right provider.

So, what do we need to do to:

1 keep people well in the community?

9 ensure early detection and early intervention?

1 support people to better self-manage in a community setting, avoid unnecessary hospital
admissions and slow the progression or deterioration of their condition?

1 ensure that when people require complex interventions, hospital care, specialist advice or
diagnostics that they are available at the right time and to a high quality standard?

9 provide appropriate and restorative support services so that people can regain their
functional independence after injury or iliness and avoid further complications?

1 support and respect people dying with dignity and to meet their needs?

A S| Health Needs Assessment is outlined in the SIRHSP. It informs service and facility redesign
across the South Island. The South Island DHB Alliance has agreed actions to improve patient flow
through introducing more flexible workforce models, shared patient information and to connect
previously fragmented services across service levels and across DHB regions.

Implementation i The South Island DHB Alliance

In order to effect the implementation of regional service planning and delivery, the South Island

DHBs are establishing a modified alliance framewo
Mor e Convenientd business cases whi ch adopted
implementation of complex and evolving services without the need to disrupt current organisational
structures. This significantly shortens the timeframe for establishment and implementation and

avoids the disruptive debate between current organisations allowing new arrangements to evolve

over time.

The DHBs are adopting this approach to facilitate working together to jointly solve problems by
sharing knowledge and resources with a focus on
populations.

An alliance framework has been adopted because it is uniquely suited to:
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Collaborative ventures

Diverse stakeholder interests

Complex and evolving service development

Complex risk situations where traditional firi
the scope is unclear or the circumstances and risks are unpredictable

=A =4 =4 =

The alliance framework takes relationship contracting to a higher level where the participants take
the ultimate step in O0removing barriersé to gett.i
organisational interests.

Alliance contracting recognises that disputes occur, but provides for most disputes to be resolved
using an informal dispute resolution procedure. This usually consists of resolution at the operational
level, then, if need be, senior management level, followed by the alliance board and then, possibly,
mediation.

S| DHB Alliance Structure

South Island DHB Alliance Governance Board

The Governance Board consists of the Chairs of the five DHBs, each of whom represents the
Governance of their respective DHB and therefore acting as the Board of the Alliance and providing
monitoring and oversight on behalf of each of their Boards.

South Island DHB Alliance Leadership Team (ALT)

The five DHB CEs are the senior management function of the Alliance organisation. The SI DHB
ALT approves the membership, scope, delegation and work plan of the workstreams and the
Regional Service Level Alliances. A member of the South Island DHB ALT is allocated to each of
the principal workstreams and/or Regional Service Level Alliances to provide a coordinating function
which facilitates smooth processes and maximises the opportunity for shared learning, reduction of
duplication and integration. The functions of the ALT are defined further in appendix 5.

South Island DHB Alliance Management Team (AMT)

The AMT is an operational group that takes accountability for ensuring that the decisions of the ALT
are implemented. For the purposes of this Alliance, the management team is drawn from across the
DHBs and has representation of the different functions that are normally found on the SMT/ELT of a
DHB. It is intended that the AMT works through their networks to utilise the skills and capabilities of
their colleagues. The functions are defined further in appendix 5.

Workstreams and Regional Service Level Alliances (SLA)

These are the working groups of the SI DHB Alliance and will be clinically led and chaired,
representative of the whole health system and supported by strong management and analytical
resource in the AMT. The definitional difference between workstreams and Service Level Alliances
is outlined in appendix 5.

Planning and Funding

The Planning and Funding function of the DHBs continue their role as described in appendix 5 but
report on and are guided by the Service Level Alliances as appropriate and implement new
contractual arrangements as required to support the work of the Service Level Alliances and work-
streams.
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The Line Diagram

SOUTH ISLAND DHB ALLIANCE

Alliance Board

Advisors and External
Consultants e.g. Legal

Regional Forums

3
Alliance Management Team
Adrainistrative Support - Broad range of skill sets drawn from across the
DHBs to support implementation.
Accountable to the ALT for orocess deliverv
A
L S e S Y e A e R i S S

H '
; YEAR 1 WORKSTREAMS or FOCUS AREAS i
i !
Clinical Alliance Business Alliance '
i
Southern Cancer Network Information Technology :
Mental Health Procurement :

e

Child Health P

i

Health of Older People P
i

CONTRACTING FOR SERVICES

Whole of System’ View

Documentation

The implementation of the SI DHB Alliance is supported by a Charter outlining the purpose, the
principles and the expected behaviours of all of the participants in the Alliance. The workstreams
and Regional Service Level Alliances each have a Terms of Reference to define their activities. The
members of the Regional Service Level Alliances also sign the Charter. Alliance documentation is
premised on good faith obligations which are a powerful concept.

LOCAL DIRECTION' - BRINGING IT ALL TOGETHER

/ \ NMDHB has organised itself around its whole of system vision
N MD H BVision is: Leading 6Leading towards He abusilgaCanecept@i o u s

the way to health conscious programmes model we refer to as dUMBO6 and i s base
families delivering integrated and coordinated activities centred on patients

N M D H B ission is to: and the population'® with processes that are health needs and

Work with the people of our pathway driven.

community to promote,

encourage and enable their This change, focusing on patients rather than focusing on hospital

health, wellbeing & and primary care providers of services, is at the heart of what we
kindenendence / are implementing over the next three years. We are developing
new patient-centred models of care delivered closer to home.

Along with this we are developing stronger partnerships between secondary, primary and
community clinicians, with the patient, rather than the hospital, at the centre of the system. This
requires a change in thinking away from the O6prov
car e6 that support continuitpuasddi nfteghat pabhi aot o

12 Refer to page 11: NMDHB Partnership with Maori towards achieving Improved Maori Health

Buseoft he tpatiennt ebnt red cared means the patient and their whanau
provider. Thi s istandardisedé s a customisgdd bap hr daches to enabl e the be
patient.

Page 19 of 124
NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)



As a DHB, the Public Health and Disability Act requires us to fund and provide the full spectrum of
healthcare and disability support activities**. Our conceptual framework, o UMBOO model
pictured below, enables us to plan, fund and manage the inherent complexity of our work across all
of our Opopul(hedth needgroups). needod
These include:
1 some of the people in our DHB who are well and healthy
1 some who are at risk of developing diseases or injury
1 some who have early conditions such as diabetes, asthma and heart disease
1 some who have more advanced conditions with multiple diagnoses such as a person with
diabetes, who also has kidney failure, heart disease, poor circulation and poor eyesight
1 some who have what ist aged medn dienido opimalf care is whi ct
supportive and palliative).

HEALTH 2030 Strategy

Medium to long-term, NMDHB intends to move services away from their current focus on episodic
treat ment to a O6whole of populationd view as outl |

HEALTH2030 is designed to place people and their families/whanau (consumers) at the centre of
our local delivery system, in order to improve their care and support experiences and outcomes.

HEALTH2030 is built to improve access to quality care and support services for people living within
the district. It does this by making these services accessible and effective and through influencing

ATowards Health Conscio

Societal responsibility Health sector responsibility
Individual responsibility

Societyds health

7 /N

General Targeted IIIness{Injury Condition g‘éﬁgﬁ:\(’)‘; Palliative
Protection Protection  Preventionand ~ Management Management Care
/ Detection g
- / ........ ecceesy -
Risk Symptom . Slow '
reduction reduction ! deterioration
] (]
Early .
. L Multiple Long-
Healthy ¢ N At risk — condition ¢ N N End-Stage
population population without Term Conditions
- Conditions
) complications -
Risk Condition Condition Condition
development onset progression progression

Participation and Investment Mix

the socio-economic and disparities that contribute to poor health outcomes, particularly for Maori. It
links with current planning at the South Island regional level and at the national level with the
Mi ni stry of Téitm Qybtems Bramewodkn g

For HEALTH2030, services that are consumer-centred will be:

1 delivered through expanded, networked providers (some for example include, NGOs GPs,
Maori Providers, Pharmacists) in a Primary Healthcare led system

14 Service Coverage Schedule 2011/12

Page 20 of 124
NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)



interfaced with accessible, appropriate, efficient and safe, local and regional hospital
services

aligned to Public Health services that work with our communities to create environments that
support wellness and resilience

co-delivered through access to allied health services and other clinical support services such
as pharmacist services, community diagnostics, occupational physiotherapist and
psychologist services.

Ensure better, sooner, more convenient access locally through the Nelson Marlborough
Health Alliance and Clinical Pathways Development

The Nelson Marlborough Health Alliance Leadership (consisting of NMDHB Chief Executive, Nelson Bays
Primary Health Chief Executive and Kimi Hauora Wairau Marlborough PHO Chief Executive) has
mandated the Nelson Marlborough Health Alliance Support Group to assist clinicians in developing
patient centred, integrated clinical pathways. The following four elements are addressed:

1
1
1

)l

Developing, optimising and maintaining those services for patients that can be appropriately and
safely provided in the community

Encouraging self care in the community setting where appropriate

Working to develop co-ordinated services designed to put the patient at the centre i services
designed to meet the needs of service users rather than those of service providers particularly for
people with multiple long-term conditions, and

Ensuring actions by local agencies and partners to support development of sustainable safe and
healthy environments that promote prevention and wellbeing.

The Nelson Marlborough Health Alliance focuses on a system that provides value to patients within
allocated resources. The following clinical pathways and aligned actions are being implemented,
including:

= =8 -8 _a_9_-9_-9_-29

primary care coordination for chronic pain patients

primary care management of patients with morbid obesity

primary care assessment for patients at risk of dementia

primary care coordination of patients with diabetes

primary care coordination of child and youth with complex conditions services

primary care management of minor skin lesions in the community

primary care assessment for cancers (lung and bowel)

primary care options for acute care services (including skin infection/cellulitis, deep venous
thrombosis, minor fractures).

These pathways focus on patients and the delivery of a whole of system approach with health sector
professionals working together regardless of the setting of care. They will enable us to increase our
delivery of scheduled services, some of which will be provided in community settings of care.

Strategic outcomes in national, regional and local context

NMDHB is seeking to achieve the following longer-term outcomes that reflect national, regional and
Nelson Marlborough priorities. This is outlined in our Annual Plan Framework below.
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NMDHBO®Gs Annual Pl an Framewor k

NMDHB&s Purpose:

Planning regional actions for local delivery through coordinating all health services to deliver high quality
services in order to have patients receive the right care in the right place by the right provider.

IMPROVING THE HEALTH AND INCREASING THE SUSTAINABILITY OF IMPROVING THE MANAGEMENT OF
WELLBEING OF PEOPLE IN HEALTH AND DISABILITY SERVICES IN DEMAND AND DELIVERY OF
NELSON MARLBOROUGH NELSON MARLBOROUGH AND SI REGION SERVICES

Our Intermediate Qutcomes: Our Intermediate Qutcomes: Our Intermediate Qutcomes:

1.1 Achieving health gains 1.1 Sustainable use of health 1.1 Enhanced clinical pathways
through supported self care resources through stronger district wide for the patient
Increasing the focus of partnerships in secondary, primary, 1.2 Sustainable use of resources
communities and health and community services to manage demand
services on population health 1.2 Changes in models of care so that within funding

1.2 A health environment that fewer people need hospital care 1.3 Health services that are
Is focussed on health 1.3 Health services that more efficiently delivered in the right way
promotion and illness deliver quality services for chronic without expensive, poor
prevention conditions quality variations

1.3 Enhanced health for Maori through

stronger partnerships f

THE CLASSES OF GOODS AND SERVICES NMDHB PROVIDED TO ACHIEVE OUR OUTCOMES

Output Class Outputs

Prevention Services Health Promotion and Education Services
Statutory Regulation
Population Based Screening
Immunisation Services
Early Detection and Management Well Child Services
Mental Health Promotion
Primary Health Care
Oral Health
Primary Community Care Programmes
Pharmacist Services
Community Referred Testing and Diagnostics
Primary Mental Health
Intensive Assessment and Treatment Inpatient Planned and Unplanned Services including Mental Health
Maternity Services
Specialist Mental Health Services (including Psycho-Geriatric)
Assessment Treatment and Rehabilitation Specialist Services
Rehabilitation and Support Palliative Services
Needs Assessment and Support Services
Communitv Support Services Mental Health

o

Nelson Marlborough Health Care Providers Financial Viability Collaboration

Achieving our outcomes relies on all Delivery of high quality healthcare We collaborate across all

healthcare providers working together optimally must be on an affordable basis health services and other

to improve productivity. and within our allocated resources DHBs to achieve the best health outcomes.
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The logic intervention diagram below outlines the value chain: how the outputs NMDHB funds
impact on the health of our population and how DHB collaboration achieves regional priorities,
Ministry of Health priorities and Government priorities resulting in achievement of the New Zealand
Health Sector Goals.

New Zealand Health Sector Goals
. New Zealanders living longer, healthier and more independent lives
. A more unified and improved health and disability system
/ . People receive better health and disability services N\
. Good health and independence are protected and promoted
. Improved hospital productivity
. Improved value for money
TO
‘ ACHIEVE ‘
Government Priorities
* Improving services and reducing waiting times
*  Providing high quality and safe patient-centred care through clinical leadership
*  Delivering services closer to home
*  Ensuring safe and efficient services for older people
®  Collaborating regionally
TO
ACHIEVE
Ministry of Health Priorities
comflborat'on to Strengthening the health workforce
achieve Health . . »
Sector Goals & ®  |mproving hospital productivity
Priorities ®  Speeding up the implementation of the Primary Health Care improvements through better, sooner,
(>10 yrs) more convenient health and disability support services
What are the Priority ®  Strengthening clinical leadership in decision-making through establishing networks.
Goals for the South
Island and National T0
Population? ‘ ACHIEVE |
Regional Goals
South Island people
e take greater responsibility for their own health.
®  are supported to stay well in their own homes and communities.
e receive timely and appropriate complex care.
® are supported to live and die well
TO
\ | ACHIEVE | /
| [
NMDHB OUTCOMES
—————————————————————————— P P
Outcomes | People are i People who are at H People with early || . . . !l People with end- !
(5-10 yrs) i 0o . I e, I People with multiple long-term conditions | L |
What are the | healthy, able |, risk of illness &/or |; conditions are treated | } have their care coordinated across a 1! stage conditions & |
S M toself || injury are || & managed earlier with! | - ] " |l theirwhanau are |
Priority Goals for |} . I . ..l range of services & settings of care with : |
. manage & ||  diagnosed & I reduced deterioration 1 o oap 't supported to live |
NMDHBE's i live | i d earli i f their health It reduced premature disability & death || d di I I
Population? || V€1ON9ST 1 managed earier j,  oihernead | e _______ai__frodewel |
Prevention Services Early Detection & Intensive Assessment & Rehabilitation & Support
Reduced proportion of smokers Management Services Treatment Services Services
Impacts (3-5 yrs) More babies are breast-fed (exclusive & full) Increased prevention & deterioration of health People live healthier, more independent lives Improved care for the person who is dying, &
What difference | Reduced deterioration/progression of disease conditions due to timely access fo planned (elective) their family/ whanau.
will these services fo more serious illness. Avoided acute hospital admissions interventions More appropriate end of life care
Reduced incidence of vaccine preventable Children & adolescents have healthier teeth ED care is timely & results in reduced injury & | | Reduced entry to Age Residential Care
make to our diseases among children & older adults Whanau are healthier and lead productive lives | |illness Clients with complex needs access home-
population’s Healthier children through well-child promotion, | | Reduced rates of premature mortality for Maori | | Reduced length of stay in Hospital based support services
health? education & early detection Strengthened Reduced ambulatory sensitive hospital Reduced premature mortality Patients access restorative models of care:
ke X | mental health promotion & prevention activities | | admissions Improved mental health for older people a) Improved productivity.
(key examples) across the district Reduced stigma and Reduced premature mortality More mental health service users receive care | |b) Reduced administration and management
discrimination Reduced numbers of medicaion adverse in the least restrictive environment costs.
Eucaied communities - mental wellbeing events Reduced infant and maternal mortality c) improved access to services /
p L | T~ 1 L |
OQutput C_Iasses_ Output Class One: Prevention Services
What services will Output Class Two: Early Detection and Management Services
we f”_’;d?& Output Class Three: Intensive Assessment and Treatment Services
provides Output Class Four: Rehabilitation and Support Services
Inputs/Enablers || }7777777777T77777_7_77777T 777777 _77777 7777777777 e T P |
What Resources | | | DHB-owned Cl|n|ca_l | Quality | . ! ! Governance | Clinical & |
to we need to I Health I oroviders & | Leadership & | Systemsand | Information , Financial | DHB ! Non-Clinical !
provide health & | Professionals & | P NGO T Clinical | Processes— | Services & i Resources! Leadership & | Assets & |
disability support | | competencies | o ! Networks & | Assurance & | Technology | | Corporate || o el
ices? 1 | providers Relationships | Improvement | ! I Support 1 nirastructure
services? | | | ! | | ! | |
\‘ ___________ L I, L [ I | I |
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STRATEGIC GOAL 1: PEOPLE TAKE GREATER RESPONSIBILITY FOR THEIR OWN HEALTH

Expectation

Physical and social environments support people to take more responsibility for their own health and improve individual and community capability to make
healthier choices. Population health and prevention programmes, through enhanced education and support, ensure people are better protected from harm,
are aware of the signs and symptoms of ill health and are supported to reduce risk behaviours and self-modify lifestyles in order to maintain good health.

Why is this outcome a priority?

New Zealand is experiencing a growing prevalence of long-term conditions such as diabetes and cardiovascular disease, which are major causes of poor
health and morbidity and account for a significant number of presentations in primary care and admissions to hospital and specialist services. With an ageing
population, the burden of long-term conditions will increase. The World Health Organisation (WHQO) estimates more than 70% of health funding is spent on
long-term conditions.

Supporting people to reduce risk factors and to make healthy choices will enable people to attain a higher quality of life and to avoid, delay or reduce the
impact of long-term conditions. Tobacco smoking, inactivity, poor nutrition and rising obesity rates are major and common contributors to a number of the most
prevalent long-term conditions and are avoidable risk factors, preventable through a supportive environment, improved awareness and personal responsibility
for health and wellbeing.

Outcomes Measures Long-term (5-10 years)
Associated Outcome Measures i we will know we are succeeding when there is:

A reduction in smoking rates particularly for youth. Figure 2: Smoking by 14&15-year-old girls and boys in NMDHB
1 Tobacco smoking kills an estimated 5,000 people in New Zealand
every year, including deaths due to second-hand smoke exposure. n 70
Smoking is also a major contributor to preventable illness & long-term Ke) 60 b
conditions. It is a major cause of lung & a variety of other cancers, as o
well as chronic obstructive pulmonary disease, heart disease & E 50 -——
stroke. Q 40
1 NMDHB is reducing smoking rates in its population. shows that in S —o—Dain
addition to an almost 50% reduction in the number of daily & regular ﬂ 30 44—
smokers among Nelson Marlborough 14- & 15-year-olds over the last < i Regular
10 years, the number of O6never s — 20
Data sourced from the ASH Year 10 Snap shot Survey 2009* B 10 Never
1 ASH Year 10 snapshot survey. The Year 10 survey is an annual questionn o\o 0
30,000 students in New Zealand. It is conducted each year in schools through
and is one of thegdpest surveys of its kind. It has been going for a decade and g 8 8 8 8 g 8 8 '5 g 8
valuable and robust insight into youth smoking. Each year ASH publishes a g 0O O O O O O O O o o o
showing youth smoking trends. Avaitathpe/mw.ash.org.nz/?t=139 A N N N N N N N N N
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A reduction in obesity rates locally in comparison to NZ rates

1  There has been a rise in the prevalence of obesity in New Zealand in recent decades
and the 2006/07 NZ Health Survey found that 1 in 4 adults (26.5%)2 and 1 in 12
children (8.3%) were obese. This has implications for rates of cardiovascular disease,
diabetes, respiratory disease, some cancers, poor psychosocial outcomes and
reduced life expectancy.

T NMDHBO6s Nut Physical Aativitya(MP#\) Programme is a 5-year district wide
strategy aimed at sustainable change to improve nutrition & physical activity. The
results of the Baseline Survey (2008) shown in Figure 3 reveal that while the weight
profile of NMDHB residents is better than that of NZ as a whole, more than 55% of
Maori & 40% of non Maori are overweight or obese. The results of repeat study are
expected in 2012.

Data sourced from Nutrition and Physical Activity Baseline Survey 2008 3

20besity in New Zealand Key facts and statistics abéiatenat.moh.govt.nz/moh.nsf/indexmHtelze
facts
3 Nutrition ah Physical Activity Baseline Survey 2008 availditlp://atww.healthyas.org.n7
content/uploads/Apsselinéulitechnichabporfinal. pdf

Figure 3: NMDHB v NZ Obesity Rates
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Impact Measures medium term (3 to 5 years) associated with achieving regional outcomes

Over the next three years NMDHB will seek to make a positive difference (impact) on the health and wellbeing of the Nelson Marlborough population and to
contribute to longer-term regional outcome goals. The effectiveness of the services the DHB funds and delivers, and the contribution they make, will be

measured using the following impact measures:

An increase in the proportion of children who are fully breastfed.

1 Breastfeeding helps lay the foundations of a healthy life for a baby, contributing
positively to infant health and wellbeing and reducing the likelihood of obesity later in
life, contributing to the health and wider wellbeing of mothers.

1 Although breastfeeding is natural, it sometimes doesn't come naturally so it's important
that mothers have access to appropriate support and advice. As such, increased
breastfeeding rates are seen as a good proxy measure of successful engagement and
a change in the social and environmental factors that influence and support
breastfeeding.

Data sourced from Plunket via the Ministry of Health.”

4Breastfeeding data is reported annually on calendar rather thanr§ipandi# Yesed on the national
performance indicator S17

Figure 4: Percentage of NMDHB babies fully breastfed at 6 weeks
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Figure 5: Percentage of NMDHB babies fully breastfed at 3 months

Figure 6: Percentage of NMDHB babies fully breastfed at 6 months
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An in

crease in the percentage of Babies enrolled with a General Practitioner (GP) at 4

weeks of age.

1

NMDHB has begun work towards monitoring the percentage of babies enrolled with a
GP at 4 weeks of age with the end of maximising this early enrolment. To date only
one of the two Primary Health Organisations (PHOs) has information systems able to
monitoring this.

Figure 7 shows that nearly 80% of infants in Nelson Tasman® are enrolled with a GP by
8 weeks of age.

Linking newborns to primary care in this way would not only work synergistically with
immunisation but also set up the links to primary care at this crucial time in these
childrends | ives.

Data sourced from Nelson Bays Primary Health and NMDHB.
5Enrolment data supplied by Nelson Bays Primary Health \avalddilaPatP Divisit®ASarakTargetbirth

to GP

+ imms for EBabies for Nelson Bays_MatchedAgainstBamistaul. xIs

Figure 7: Nelson Bays PHO 2010 enrolment of newborns Jan - June 2010
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An increase in the proportion of the adult population who have healthier diets. Figure 8: The Fruit and Vegetable Intake of the NMDHB population
90.0

1 Good nutrition is fundamental to health, the prevention of disease and disability.
Nutrition-related risk factors (such as high cholesterol, high blood pressure, obesity and

inadequate fruit and vegetable intake)é'ointly contribute to two out of every five deaths in | |: o0 SEE - __ B __ B

NZ each year (approximately 11,000). 50 —
1 Appropriate fruit and vegetable consumption helps protect our population against | | 50.

obesity, cardiovascular disease, diabetes, some common cancers and contributes to 40,

maintaining a healthy body weight. 2300
1 Anincrease in fruit and vegetable consumption is also seen as a good proxy measure 204

of successful engagement and a change in the social and environmental factors that o

influence people to make healthier choices. '

0.0

Data sourced from the national NZ Health Survey. 2002/03 2003/04 fest) 2004/05 (est) 2005/06 fest) 2006/07

6 Niki Stefanogiannis (2004) Nutrition and the burdesedfhdiéaa Zealand; 12911, Wellington: Pu mpHE- fut o o o8l o8 7

| h “. mmmm NMODHE - vege 80.3 78.2 76.0 739 71.7
Health Intelligence National - fruit 546 6.0 57.3 58.7 60.0

= = National- vege 68.6 67.5 66.4 65.2 64.1
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STRATEGIC GOAL 2: PEOPLE ARE SUPPORTED TO STAY WELL IN THEIR OWN HOMES AND COMMUNITIES

Expectation

Primary and community services support people to access intervention, diagnostics and treatment and to better manage their illness or long-term
conditions. By providing a point of ongoing continuity and care and assisting people to detect health conditions earlier, treatment and interventions are
easier and the complications of disease, injury and illness are reduced. Fewer people need hospital-level or long-stay interventions, and those who do have
a greater chance of returning to a state of good health and slowing the progression of disease and illness.

Why is this outcome a priority?

For most people, their GP is their first point of contact with health services. Primary care can deliver services closer to home and is one of the most effective
ways to prevent disease through screening, early detection and provision of the most effective treatment as soon as possible. Primary care is also vital as a
point of continuity and effective coordination across the continuum of care and for improving the management of care for people with long-term conditions.
Supporting primary care are a range of health professionals including midwives, community nurses, social workers, aged residential care providers, Maori
health providers and pharmacists who work in the community, often with the neediest families. These providers deliver beneficial services to people in the
community and have prevention and early intervention perspectives that link people with other services and community agencies and further improve the
management of illness and long-term conditions. Studies show that countries with strong primary and community care systems have lower rates of death
from heart disease, cancer and stroke, and that they achieve better health outcomes for lower cost, than those countries with systems that focus only on
specialist or tertiary level care. With an ageing population, the South Island will require strong primary care systems and strong support services delivered in
the community, including residential care, respite and responsive short-term and home-based support. If long-term conditions are managed effectively,
crises and deterioration can be reduced and health outcomes improved.

Even where returning to full health is not possible, access to flexible, responsive, needs-based services can support people to maximise function with the
least restriction and dependence. A strong community and primary base will reduce the rate of hospital admissions, particularly acute and unplanned
admissions, and will not only improve health outcomes for our population but will free up health resources, allowing them to be directed to other priority
areas.
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Outcomes Measures Long term (5-10 years)
Associated Regional Outcome Measures - We will know we are succeeding when there is:

conditions resulting in a reduction in acute hospital discharges.

An increase in the proportion of the population who are supported to better manage their long-term

Figure 9: Total Acute Discharge rate per 1000 population
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1

1

The impact of long-term conditions in terms of quality of life and cost to the health system is significant. By
improving the management of long-term conditions and reducing the deterioration of conditions, people are
supported to live more stable healthier lives, without the complications that lead to acute illness and crisis.

Acute admissions can be used as a proxy measure of the improved management of long-term conditions by
indicating that conditions are being better managed earlier, without escalation to an event needing urgent
and complex intervention.

Reducing acute admissions also has a significant effect on productivity in hospital and specialist services -
enabling the DHB to redirect resources and avoided costs into the provision of elective services which can
ot herwise be 6crowded outd by demand for urgent a

The Acute Discharge rates per 1000 population by age group are shown in Figure 9. Note that 44% of the
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over 75 discharges and 41% of the 65-74 year-olds are repeat discharges within the same year.
Data sourced from NMDHB patient Management System.
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A reduction in the number of people supported in Age Residential Rest Home Level Care in
comparison to other SI DHBs

1  While living in Aged Residential Care (ARC) is appropriate for a small proportion of our population,
Nelson Marlborough rates are above national averages. When people receive adequate support
for their needs to be managed, remaining in their own homes is considered to provide a much
higher quality of life as a result of staying active and positively connected to their communities.

M1 Living in ARC facilities can be associated
pl aceb. It i s al so a more experdeéetteresperd providimg
appropriate levels of support to people in their own homes. The aim is to support older people to
stay well as long as possible rather than entering ARC facilities.

Data sourced from SISSAL Client Claims Payment System

Figure 10: Long-term Outcome Measure i The Volume per capita of 65+ living
in ARC

ODementia_ DHospital Care  =Psychogeriatric B Rest Home

933 8.82
8.84

Impact Measures medium term (3 to 5 years) associated with achieving regional outcomes

Over the next three years NMDHB will seek to make a positive difference (impact) on the health and wellbeing of the Nelson Marlborough population and to
contribute to longer-term regional outcome goals. The effectiveness of the services the DHB funds and delivers, and the contribution it makes, will be

measured using the following impact measures:
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An increase in the proportion of children who have good oral health.

Figure 11: Nelson Marlborough % of 5 year olds Caries Free

1 Regular dental care has life-long benefits for improved health and wellbeing, demonstrating 70.0%
early contact with health promotion and prevention services and reduced risk factors, such as
poor diet, which has benefits in terms of improved nutrition and healthier body weights. Oral 60.0% PR Maori
health is also an integral component of I NS -
eating (and ability to maintain good nutrition in old age), their self esteem, mental well-being 50.0% -
and quality of life. oo _ = Pacific

R . . - ) 40.0% i

1 Maori children are three times more likely to have decayed, missing or filled teeth, and |
improved oral health is a good proxy measure of equity of access to services and the 30.0% — Total
effectiveness of mainstream services in targeting those most in need. ’

1  While water fluoridation can significantly reduce tooth decay across all population groups, no 20.0% South Island total
children in Nelson Marlborough have access to fluoridated water. Achievement against this Average
measure indicates the accessibility and effectiveness of publicly-funded oral health 10.0% i

== = =Mational total
programmes.
o 7 0.0% Average
Data sourced from Ministry of Health. ’
7 . . . 2004 2005 2006 2007 2008 2009
Oral health data is reported annually for the school year (i.e. calendar year) and is based on

performance inalior PP11

An increase in the % of eligible adolescents engaging with the Adolescent Oral Health. Figure 12 Adolescent Oral Health Service Utilisation by DHB in 2009
7 100%

1 The % of eligible adolescents engaging with Adolescent Oral Health services was 80.4% in

2009 (Figure 12). 90%
This is an indicator for better oral health for adolescents which predetermines adult oral health. §8°%
Oral health is important in achieving better health outcomes so the more adolescents utilising DHB- | | 2 70%
funded oral health services should translate in better overall oral health and health in general. - 0% -
Data sourced from Ministry of Health f 50% -
http://ww.moh.govt.nz/moh.nsf/indexmh/oraitegmitics/#adolescent %‘40% :
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The rate of engagement with the service in Nelson Marlborough has increased
substantially since 2001 (Figure 13). NMDHB aims to meet the target of 85%.

This graph illustrates that our district is achieving its goal in ensuring better oral health outcomes

for adolescents and, by abstraction, adults.
Data sourced from Ministry of Health
httpZAvww.moh.govt.nz/moh.nsf/indexmh/orathésatibs/#adolescent

Figure 13 Adolescent Oral Health Service Utilisation Over Time
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An increase in the proportion of people identified with diabetes demonstrating improved
management of their long-term conditions.

1 Diabetes is a significant cause of ill health and premature death, and prevalence is
increasing at an estimated 4-5% a year.

1 Improving the management of diabetes will reduce long-term avoidable complications
which require hospital-level intervention, such as amputation, kidney failure and blindness,
and wil|l i mprove peoplebs quality of Iife

1 Diabetes is also an underlying causative factor for cardiovascular and circulatory diseases
(heart attacks and stroke) and respiratory disease. As such it contributes significantly to
the top causes of death in Nelson Marlborough.

Data sourced from Ministry of Health and Individual DH Bs.?

8Diabetes data is reported on a quarterly basis, one quarter in arrears, and is based on the national
60Better diabetes and CVD servicesb6. Prior to
financial y& estimates provided by the MoH

Figure 14: The percentage of people receiving diabetes annual reviews who have

satisfactory or better diabetes management (HbA1c<8%)
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An increase in the proportion of the population aged over 65 who need support are

Figure 15:NMDHB Rest Home clients per capita population

supported to live well, in their own homes, with a decrease in Rest Home clients. 3.4
The graph opposite outlines the trend over the 2010 year in NMDHB following the introduction of
restorative Home Based Support Ser witd eosongpi@p @and kan gcamnplex i 3.3
people. High needs complex clients are at risk of requiring age residential care but are being /\
supported to remain athome. Respi te care is part of this ap 3.2 / \
the home to have appropriate break to preserve their health and wellbeing. 31
Data sourced from SISSAL using Sector Services payment data. Note Population data were 3 / \
updated from health projections (Dec 2010 release), 2010/2011 Financial Year / \
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A reduction in the number of people admitted with malnutrition

1 Discharges following admissions with malnutrition are shown in Figure 16. The figure
shows that admissions of people with malnutrition have fallen since 2008/09. This is
probably due to a combination of factors, such as the Nutrition and Physical Activity
Programme, the new model of goal-orientated Home Based Support Services and the
increased level of nursing care in aged residential care facilities.

Data sourced from NMDHB data®

Figure 16: Reduction in number of people Aged 65+ admitted with malnutrition
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Maintain people aged over 65years healthily in the community

1 People aged over the age of 65 years achieve optimal quality of life for themselves when
supported to live in their own home in the community. NMDHB currently supports 55% of
its over 65 home based support clients with goal based home based support. The
Ambulatory Sensitive Hospitalisation (ASH) admission and emergency department (ED)
attendance rates per 1000 goal based home based support (HBSS) are monitored by
NMDHB with the aim of reducing these rates by 5% over the next two years. This will
involve investigating, understanding and addressing the variances throughout the year
shown in Figure 17.

Data sourced from NMDHB data® and Ministry of Health

9 Data available #hnidatdPFP Divisit®ASaralHOP HBSS reptifsb 200NHOP repts for providers F
2011.xIs

Figure 17: ASH rate per 1000 goal based HBSS clients per month
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An increase in the proportion of people aged over 75 who are supported to maintain their Figure 18: Admission to hospital from community dwelling from falls per 100 people aged 75
functional independence measured through a reduction in admissions from falls in the number | @nd older

of people aged over 75.
Nelson Marlborough DHB trend over time

1 Around 12,000 older New Zealanders are hospitalised annually as a result of injury
due to accidental falls. Compared to elderly people who do not fall, those who fall 10%
experience prolonged hospital stay, loss of confidence, restriction of social activities,
loss of independence and an increased risk of institutional care.

1 With a significantly increasing older population, a focus on reducing falls will help to
reduce the relative demand on acute and residential services. Reducing the average
hospitalisation rate for falls by 1% would mean 550 fewer hospitalisations among
people aged 75 and over across the country.

6% i e

1 Achievement against this measure will indicate improved health service provision for a%

older people, as the initiatives used to reduce falls will address various health issues

and risk factors associated with falls including: osteoporosis, lack of physical activity, %

poor nutrition, medications, impaired vision and environmental hazards.
Data sourced from Nationwide Service Framework Library via 0% i i i
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401 at 2005/06 2006/07 2007/08 2008/09
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401/$File/PP15+Admissions+from+falls.
X|S — = News Tealand

STRATEGIC GOAL 3: PEOPLE RECEIVE TIMELY AND APPROPRIATE COMPLEX CARE

Expectation

Secondary-l e v e | hospital and speciali st services meet peopl eds ¢ omplor »f qualdye
community-based care. By providing appropriate and timely access to high quality complex services, health outcomes and quality of life are improved and
untimely deaths reduced.

Why is this outcome a priority?

Timely access to high quality hospital and specialist services improves health outcomes, and shorter waiting lists and wait times are indicative of a well
functioning system matching capacity with demand - managing the flow of patients through its services and addressing the needs of its population. Our
Government is concerned that patients wait too long for hospital diagnostic tests, for cancer treatment and for elective surgery. The expectation around
reducing waiting times, coupled with the current fiscal situation, means DHBs need to develop innovative ways of assisting more people and reducing waiting
times with limited resources. This outcome reflects the importance of ensuring that hospital and specialist services are sustainable and the South Island has
the capacity to provide for the complex needsofi t s popul ati on now and into the future. Typical
through which an outcome is achieved and not an outcome itself. However, as providers of hospital and specialist services who are operating under
increasing demand and workforce pressures, the South Island DHBs have included the provision of timely and appropriate complex care as a Strategic
Outcome.
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Outcomes Measures Long term (5-10 years)

Associated Regional Outcome Measures - We will know we are succeeding when there is:

A reduction in unplanned (acute) readmissions to hospital
and specialist services.

1 Unplanned acute readmission rates are a measure of
quality of care, efficiency and appropriateness of
discharge for hospital patients. They are also a quality
counter-measure to balance improvements in
productivity and reduced lengths of stay, at the same
time as our population is ageing and people are
presenting with more complex conditions.

1 Improved patient-focused and clinically driven
pathways will support early intervention and planned
readmission where clinically appropriate, and deliver
improvements in care across the whole continuum.
Responsive intervention will also enable people, their
families and caregivers to establish more stable lives.

Data sourced from Ministry of Health:
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/317?0pen

Unplanned (acute) readmission rates across all 20 DHBs for
the 12 months ending 30 Sept 2010 are shown in Figure 20.

The figure shows that NMDHB comes in second, after West
Coast. Work to explore reducing this rate further continues.

Data sourced from Ministry of Health:

\\nn1\data\PFP Division\BA\Sarah\Annual Plan\Copy of Master
Report - 12 months ending 30 Sep 2010 (4).xIs

Figure 19: Standardised Unplanned (Acute) Readmission Rate for the last 2 financial years
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Figure 20 Standardised Unplanned (Acute) Readmission Rate Across all 20 DHBs for the 12 months ending 30 Sept 2010
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A reduction in mortality (deaths) rates within 30 days of
discharge from hospital and specialist services.

1

Data sourced from Ministry of Health.

Mortality rates are a measure of clinical outcomes for
hospital patients and are related to the safety and
efficacy of treatment. Maintaining or improving our
current mortality rates will demonstrate maintenance
of clinical quality standards and a balance against
productivity gains such as reduced length of stay.

System and process changes being made to the way
we deliver services to patients, such as changes
intended to reduce the incidence of falls, pressure
ulcers, pneumonia and hospital-acquired infections,
will lead to a measurable change in patient mortality.

Figure 21: Standardised Mortality Rate within 30 days of discharge
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Impact Measures medium term (3 to 5 years) associated with achieving regional outcomes

Over the next three years NMDHB will seek to make a positive difference (impact) on the health and wellbeing of our population and to contribute to longer-
term Regional Outcome Goals. The effectiveness of the services the DHB funds and delivers, and the contribution it makes, will be measured using the
following impact measures:

Meeting the planned (elective) surgical needs of the Nelson Marlborough
community through phased production planning and delivery.

1

Elective surgical procedures hay
quality of life, independence and length of life

The Minister of Health requires DHBs to deliver an agreed volume of
elective surgical discharges each year. NMDHB has funded and
delivered more than that volume over the past 5 years within funding
provided

Production planning enables optimal use of specialist skills, equipment
and infrastructure to deliver the most appropriate care

Data sourced from Ministry of Health i 2010/11 Electives total discharge
delivery to end January 2011

Figure 22: Elective surgery discharges
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An increase in access to planned (elective) surgical services

f

Elective (non-urgent) services are an important part of the health care
system, as these services impro
reducing pain or discomfort, and improving independence and
wellbeing.

Timely access to elective services is considered a measure of the
effectiveness of the health system. Improving access and reducing
waiting times will not only improve health outcomes for our population,
but will increase community confidence that the health system will
meet their needs.

Improved performance against this measure is also indicative of the
improved hospital productivity required to ensure the most effective
use of resources so that year-on-year growth in elective services can
be achieved.

Data sourced from individual DHBs.*°

% The Elective Services Patient Flow Indicators (ESPIs) are measures of
system performance, for which DHBs receive summary reports from the
Ministry of Health on a monthly basis. ESPI measures are based on national
targets, the aim being to deliver at a level above these national targets.
National average performance data is not made available for these measures.

Figure 23: Access to Planned (Elective)Service Measures 2009/10

7.0%
6.0%

5.0%

4.0%
3.0%

2.0%
1.0% -
0.0% -

08_09 09_10

B ESPI 2 waiting > 6 months to F

B ESPI 6 on active review no clin assess for 6 r

A reduction in wait times for Urgent Care

1

Long stays in emergency departments (EDs) are linked to
overcrowding of the ED, negative clinical outcomes and compromised
standards of privacy and dignity for patients.

Reducing the time spent waiting to receive treatment in the emergency
department is indicative of improved service provision and hospital
productivity (ensuring resources are being used effectively and
efficiently). It is also indicative of a more unified health system,
because a <coor difnagyydsdt entbwhmoeé £p o
address the factors that influence ED length of stay.

Improved performance against this measure will not only improve
outcomes for our population, but
being able to access services when they need to, increasing their level
of trust in health services.

Data sourced from the NMDHB Patient Management System

Figure 24: % of ED patients admitted, discharged or transferred within 6 hours
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Mental Health Measure: Service Access Rates by Age and Year - All Mental
Health & Addictions Services

This measure targets improved access on the basis that sufficient access to
specialist mental health services will leave to improvement in quality outcomes for
service users/tangata whaiora.

Nelson Marlborough District Health Board has the fourth highest access rate
across the 20 District Health Boards, according to The Mental Health Alcohol and
Drug Sector Performance Monitoring and Improvement Report 2009/2010 Quarter
Four. Data sourced from NMDHB Mental Health Service.

Figure 25: Service Access Rates by Age and Year - All Mental Health & Addictions Services
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Mental Health Measure: Percent of long-term clients with up-to-date relapse
plans

Clients of Mental Health Services with long-term and up-to-date relapse plans
have been shown to have better outcomes than those who do not. Better
outcomes mean a focus on well-being and ability to be part of society. This
results in reduced acute admissions and avoidance of deterioration in mental
health. The graph demonstrates that NMDHB has been able to achieve 95% of
long-term clients with these plans since the last quarter of 2007/08.

Data sourced from NMDHB Mental Health Service

Figure 26: Percent of long-term clients with up-to-date relapse plans
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A high patient satisfaction rating from Nelson Marlborough people
with services delivered.

1 The New Zealand patient satisfaction quarterly index of all DHBs
is conducted by the Ministry of Health. Two reports result from
this process, the Hospital Benchmarking Information (HBI)
provides preliminary information on the DHBs patient satisfaction
status. The Ministry then forward the data to Health Services
Consumer Research who provide detailed in-depth statistical
analysis of the results

1  The leading DHB table ranks DHBs first in terms of patients

rating their overall satisfac
in terms of the increase in t
and A Goodo

1 This table shows how each DHB compares to all other New
Zealand DHBs.

1 In May 2011 the Ministry of Health initiated a review of the
process for assessing patient satisfaction. This survey has been
suspended. Nelson Marlborough District Health Board will
implement the revised patient satisfaction methodology agreed
by the Ministry and report on our performance in the 2011/12
annual report.

Data sourced from the NZPSI report by Health Services Consumer
Research.

t
h

Figure 27: Overall Nelson Marlborough DHB Patient Satisfaction compared with other DHBs for the quarter
December 2010
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STRATEGIC GOAL 4: SOUTH ISLAND PEOPLE AND THEIR WHANAU ARE SUPPORTED TO LIVE AND DIE WELL

Expectation

Palliative Care and support services assist people and their whanau by assessing and coordinating their needs to improve quality of life through pain and
symptom management and through managing episodes of acute deterioration. In our district, Hospice providers in both Wairau and Nelson deliver this care
through a few hospice beds but mostly through services delivered to people in their homes. Palliative Education services and support is also available for
primary care and community providers so that they have the tools and knowledge. GPs are provided with funding to enable bereavement support to whanau.

Why is this outcome a priority?

Timely access to high quality palliative care services ensures that people with end-stage conditions, their whanau and people who are dying are supported
and assisted through this phase of their life. We know that by doing this the quality of life of the person dying is much improved and that whanau are more

able to manage the loss of their loved one.
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Outcomes Measures Long term (5-10 years)
Associated Regional Outcome Measures - We will know we are succeeding when there is:

A Palliative Care service which is accessible when patients need it:

1

Currently both Nelson and Wairau Hospice providers are adequately funded to
provide advice and support to Palliative Care Generalists to maintain palliative
care patients in their own homes or Residential Care settings

Figure 28 shows that Hospice services have been increasing in volume over
the last year for patients residing in their own homes or Age Residential Care
facilities while palliative care patients requiring hospital services is minimal and
declining

The graph opposite:

1

shows the average number of patients that were current each month at Nelson
Hospice (all teams) over the last financial year. The chart shows that the
average number of current patients increased by an average of half a patient
per month over this time.

Bot h PHOs have access to o6Palliati
management and care of the dying person including bereavement support.

Data sourced from Nelson Region Hospice

Figure 28 Nelson Hospice Community Patients

1000
800
600
400 - B Oct-Dec 2009
200 - -: B OctDec 2010
0 -1 T T
Home Hospital Residential /
Private
Figure 29 Nelson Hospice Current Patients All teams
100
a0 vw=0.5x+32.0
B0
70 mm Average of Patients
il
50 5o of Mum
40 Discharges/Deaths
30 e Sum of Mum
20 Admissions
10 Linear (Average of
0 T T T T T ] Patients)
=|5/5|88 5 58 2|25 ¢
2009 2010

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

Page 39 of 124




MODULE 4: STATEMENT OF FORECAST SERVICE PERFORMANCE

MEASURING OUR PERFORMANCE

Over the longer-term two key roles of the health sector are to make positive changes in the health status outcomes of the population and to do this within the
funding provided by Government. DHBs are not solely responsible for achievement of better population health outcomes. Government priorities and national
policy and decision-making have a major part to play in making overall population health gains. However, the decisions NMDHB makes both as funder and as
provider concerning the majority of health and disability services delivered in this district, has a significant impactonour popul ati ondés heal't
the dynamics of our population and the drivers of demand is fundamental when determining which services will be delivered to our population where, by whom

and at what level.

One of the functions of this AP is to show how NMDHB will evaluate the effectiveness of the decisions we make on behalf of our population. We do this by
providing a forecast of the services (outputs) to be funded and provided in 2011/12 (using associated performance measures and targets that reflect quantity,
quality, timeliness and service coverage). Our performance is described against these in our end-of-year Annual Report.*

I n order to present a representative picture ofoutpuectassesb mahat, apar appt paoaabl
are a logical fit with the specific stages of the continuum care depicted below in Figure 1.

The four National District Health Board output classes (defined in the following module) are:

Prevention Services

Early Detection and Management Services
Intensive Treatment and Assessment Services; and
Rehabilitation and Support Services.

= =4 —a -9

We have chosen a mix of measures focused on four key elements of performance:

1 Quantity (to demonstrate volumes of services delivered to other DHBS)
T Quality (to demonstrate safety, effectiveness and acceptability)

1 Timeliness (to demonstrate responsive access to services)

1 Coverage (to demonstrate the scope and scale of services provided).

Wherever data is available we have included trends in performance (as baseline data) to outline our performance, and compare against national averages to
give context in terms of what we are trying to achieve. *

' DHB performance is also measured by the Ministry of Health through quarterly reporting agaiPestftieanceMonitoring ramework (refer to appendix 0 @ ! 02 Lk Andual RhB dag fmzdound nithd BB website
www.nmdhb.govt.nz

'® Some measures being developed relate to new services for which there is no baseline data. A number also relate to NMDHB specific services for which there is no national comparison or national average available.
These instances have been noted.
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Figure 1: Scope of DHB Operations 1 Output Classes against the Continuum of Care

Aggregated

DHB Scope of Operations

Over time, we expect to use this output class framework to demonstrate local changes in allocation of resources and quantum of activity and quality outcomes
from across the continuum of care. Overall progress in achieving the desired health outcomes for our population will be demonstrated.
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Disability Population [N7V] Population [NV Conditionys Term Stage @f needd(Healt
Needs Conditions Conditions Need Groups)
< | Population Health Continuum of Care | >
) Access appropriate Support to self- Prevert avoidable Die with dignity & What the dHealth
Live Well and Be deterioration & ~
o Health Literate care & meke healthy manage & access to st o support for whanau Sectoroéshould
Objectives Choices expert guidance pr:ogronE o post-bereavement | \ enable them to do
( Supported Self-management and care )
Health Promotion, Protection &
Gjury/lllness Prevention ) The dealth
Population & At-Risk Screening, SerVI(?eS &A
Health Education & Early Detection Interventionsowe
Sector Diagnosis, Curative Treatment, and Care Supply to meet
&erviced Coordination and Case Management the health &
Activities Recovery, Rehabilitation, Respite, Home disability support
& Residential Supportive care, needs of our
Palliative Care for end of condition peOpIe
end of life , and support (patient/
whanau
ervices roducts Delivere rovided to the Population
S & Products Del d&P ded to the P lat
The &roducts &
Aggregated Output Class 1: Output Class 2: Early Output Class 3: Intensive Output Class 4: Servu;esowe fund
out t Prevention Services Detection and Management A Assessment and Treatment /\ Rehabilitation & Support & deliver to meet
utputs the needs of our

people

< ] DHB OUTPUT CLASSES | >

In setting performance targets we have factored in the growth of our population, the increasing demand for health services due to our ageing population and
the rapid increase in health technologies and an assumption that increases in population based funding is limited into the future. Our performance involves
measurable trends in quantity and quality of service outputs delivered.
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PREVENTION SERVICES

Output Class Description

Preventative health services promote and protect the health of the whole population, or identifiable sub-populations, and influence individual behaviours by
targeting population-wide changes to physical and social environments to influence and support people to make healthier choices.

These services include:

9 education programmes and services that raise awareness of risk behaviours and healthier options
1 legislation, regulation and policy that protects the public from toxic environmental risks and communicable diseases
1 population-based immunisation and screening programmes that support early intervention to maintain good health.

Funding and delivery of these services are the responsibility of many organisations across the district including: the Ministry of Health; NMDHB Community
Based Services Directorate Public Health Unit; primary care services and general practice; a number of non-government organisations; and local government.
A mix of public and private funding is used to provide these services.

Why is this Output Class significant for NMDHB?

These services support people to address any risk factors that contribute to long-term conditions development. They enable people to avoid, delay or reduce
the impact of these conditions on their quality of life.

High health need and at-risk population groups (low socio-economic Maori and Pacific) who are more likely to engage in risky behaviours and to live in
environments less conducive to making healthier choices are targeted. Preventative services are our best opportunity to target improvements in the health of
these high need populations to reduce inequalities in health status and improve population health outcomes.

These services ensure that threats to the health of the community are detected early and prevented. These services also respond to emergency events such
as pandemics or earthquakes.

What are the output class major sub-sets and how are they described?

1 Health Promotion and Education Services are services that inform people about health matters and support them to be healthy. Success is
measured by greater awareness, engagement and the volume of programmes that support people to maintain wellness, and assist them to change
personal behaviours.

i Statutory and Regulatory Services are services which sustainably manage environmental elements and risks in a way that supports people and
communities to make healthier choices and maintain their health and safety. These services are frequently delivered by public health units and include
effective quarantine and bio-security procedures, proper management of hazardous substances, assurance of safe drinking water, and compliance
monitoring with liquor licensing and smoke environment legislation.

1 Population Based Screening Services are services mostly funded and provided through the National Screening Unit that help to identify people at
risk of illness earlier including breast screening, cervical cancer screening, newbor n hearing testing, antenat al HI
encourage uptake, as indicated by high coverage rates.
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1 Immunisation Services are services which prevent the outbreak of vaccine-preventable diseases and unnecessary hospitalisations. The DHB works
with primary care and allied health professionals to improve the provision of immunisations across all age groups both routinely and in response to
specific risk. A high coverage rate is indicative of a well-coordinated and successful approach to immunisation delivery for our region.

1 Well Child Tamariki Ora Services are a screening, surveillance, education and support services offered to all New Zealand children and their family
or whanau from birth to five years. It assists famiiesandwhanau t o i mprove and protect their childrenés
Plunket, Maori Health Providers and the Public Health Service.

1 Mental Health Promotion are services that promote a social and physical environment that enhances mental health and resiliency. These services
promote mental well being; raise knowledge of mental iliness including recognition of early warning signs and availability of appropriate interventions;
and reduce stigma and discrimination towards people who experience mental illness.

Outputs and Performance Measures 2011/12

Output Class: Prevention Services
Output subset: Health Promotion and Education Services
We will undertake these And deliver these  Outputs measured by That will lead to Impacts measured by To achieve this outcome
initiatives/activities outputs these impacts
Smoking Cessation Smoking Quantity Reduced Percentage of Year 10 students The more people who participate in
Fund and provide smoking, | | €essation 600 people in NMDHB Quit Coach proportion of who have never smoked: the NMDHB Quit Coach smoking
. . f smoking cessation programmes (Total i Baseline 2009 By July 2012 cessation programme, the more

cessation services to services. - smokers in the | ) )
. . and Maori). opulation (www.ash.org.nz) people who ultimately quit smoking for
improve access. Giving people who : pop : 3 5 :

Quality 61.1% 62% good. Reducing the percentage of
Identify and work with high ~ contact the health Gy is clinical staff are trained to give ~ Reduced . : smokers in the population additionall

- : . service better : : og proportion of Detected incidence of population ! pop ! y

priority populations (I\/I_aon, i1 it advice and support using the Ministry- ked at  With lung cancer: relies on the smoking cessation work
mental health, matemnity) suppkc_)r DL approved training (the e-learning tool ?(everlsomo eda of the Primary Health Organisations,
that have higher Smoking. and Smokefree Basic Training) ey 00k Baseline 2007 | By July 2010 non-Government organisations and
proportions of smokers i Timeliness Reduced rate of 26.5/ 100,000 | 26/ 100,000 Maori communities.
to encourage smokers to Meeting our smoking cessation health smoking related g 1ce: Age standardised rates from NZ , .
access support to quit target: 95% of people receive advice cancers. Cancer'Rggistry s Ionlg-tt.erm outl((:pme IIS ? BEdUCI'On
smoking and support to quit in hospital settings in p%PdU_ta 'O”dsmot"l‘_% s ﬁ'eh
Work to reduce smoking and 90% in Primary Care by July 2012. morbidity an mor ality which means
initiation Coverage fewer people with long term

Meeting our smoking cessation health conditions, fewer acute hospital

targets: 95% of people receive advice admissions, more people with good

and support to quit in hospital settings health and wellbeing resulting in

and 90% in Primary Care by July 2012. economic productivity and longer life
expectancy.
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We will undertake these
initiatives/activities

And deliver these
outputs

Outputs measured by

That will lead to
these impacts

Impacts measured by

To achieve this outcome

Breastfeeding

Encourage and support
local providers to promote
breastfeeding, particularly
to prioritise promotion and
education to sub-
populations that have
lower breastfeeding rates.

Encourage providers to
participate in the Baby
Friendly Hospital Initiative
and adopt the principles of
the Baby Friendly
Community Initiative

Family Violence
Intervention Provide
NMDHB staff with ongoing
training in family violence
intervention in order to
better identify, assess and
refer victims of domestic
violence and abuse.

Identify at-risk families
through appropriate and
timely screening.

Support contracted service
providers to better identify,
assess and refer victims of
domestic violence and
abuse.

Build more effective care
pathways for family
violence victims, including
through intersectoral
collaboration.

Breastfeeding
education and
promotion
services.

Number of
maternity facilities
that are Baby
Friendly Hospital
Initiative (BFHI)
accredited.

Number of NGOs
that are working
on breastfeeding
initiatives 1 target
of 10.

NMDHB maintains
a Family Violence
Intervention
Programme
(FVIP) which
includes staff
training, NGO
service provider
training and
screening for
partner abuse in
priority services.

Quantity

70 mothers educated through
Mum4Mum training in breastfeeding.
Quality

All four Maternity facilities are BFHI
accredited

Timeliness

Time from referral to delivery of lactation

consultancy services

Note: this is a new measure and the target is
72 hours from referral.

Quantity
100 staff are trained in FVI.

NMDHB FVIP training provided to two
NGO health service providers.
Quality

NMDHB provides a consistent, quality
FVIP and achieves above the national
benchmark score of 70 on the FVIP
Evaluation Audit of hospital
responsiveness for both child and
partner abuse.

Coverage

60% of priority services are screening
more than half of eligible women, i.e.
women aged 16 years and over

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

More babies are
breast-fed
(exclusive and

full) in the district.

Fewer people
suffer from the
consequences of
domestic
violence and
partner abuse

Breastfeeding rates

at six weeks:

Baseline2008/09

By July 2012

72%

80% (74%)

Breastfeeding rates

at 3 months:

Baseline2009/10

By July 2012

60%

70 % (57%)

Breastfeeding rates

at six months:

Baseline2009/10

By July 2012

26%

35% (27%)

Breastfeeding baselines rates at
December 2009 and are an
amalgamation of Full and Exclusive

figures. National target

is in brackets

Audit scores for child abuse:

Baseline Sept09 | 2011/12
80 80

Audit scores for partner abuse:
Baseline Sept09 | 2011/12
78 78

Breastfeeding babies has been shown
to give them the 6
Breast fed babies meet their growth
and development milestones over
non-breast fed babies, have fewer
acute hospital admissions, have better
ability to learn and grow and have
been shown to have fewer long term
health conditions. More breast fed
babies means our population has a
reduction in nutrition-related morbidity
and mortality with better overall health
and well-being and longer life-
expectancy.

Because people admitted to hospital
can be approached in a sensitive way
by staff who are trained in the FVIP,
this results in our population having a
reduction in the incidence and impact
of family-related violence. This leads
to improved health and wellbeing for
the population and overall improved
productivity..
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Output Class:
Output Subset:

We will undertake these
initiatives/activities

Prevention Services

Statutory Regulation

And deliver these
outputs

Outputs measured by

That will lead to these
impacts

Impacts measured by

To achieve this outcome

Border Health
Border Health Surveillance

(carry out requirements under
Health Act, Biosecurity Act and

International Health Regulations

2005)

Smokefree Environments

Enforcement of the Smokefree
Environments Act

Undertake mosquito
surveillance weekly
(summer) and
fortnightly (winter) at
Port Nelson (8 sites)
and Port Marlborough
(5 sites)

Controlled purchase
operations (CPOs)

Audits of retailers for
compliance with the
Smokefree
Environments Act

Quantity
507 surveillance visits

Quantity

2 CPOs are conducted
(covering about 60 premises)

Baseline2009/10 | 2011/12

507 500+

Quality
>60 retailers are audited

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

Reduced risk of diseases
from introduced mosquitoes
across the NZ border

More tobacco retailers
comply with the Act, reducing
access to tobacco products
for people under 18.

Presence of exatic or endemic
mosquitoes, capable of being
disease vectors, are detected
early thereby enabling
appropriate eradication
responses.

Incidence of non-compliance
during CPOs

Baseline2009/10 | 2011/12
Sept 2010

No sales to 0 sales
under 18s

Mosquito borne infections
could have a significant
impact on the local economy
resulting in reduced
productivity. This
programme results in a New
Zealand free of mosquito
borne infection with improved
overall economic
productivity.

Children and youth are
targets for the tobacco
industry leading to life-long
addiction and dependence.
Youth who do not take up
smoking result in our
population having reduced
smoking related morbidity
and mortality.
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Output Class: Prevention Services

Output Subset:

We will undertake

Population Based Screening

And deliver these outputs Outputs measured by That will lead to Impacts To achieve this outcome

measured by

these these impacts

initiatives/activities

Maintain NZ Provision of appropriate Quantity Reduced Nationally Population screening services are evidence-
screening population screening Proportion of enrolled women aged 20-69 who deterioration and fewer women based programmes to assist in early detection
programmes services: have had a cervical screen at least once in the progression to dying from of cancers (at a time when they are more easily
1 Cervical screening last three years: more serious cervical _and quickly tr(_eated). _These programmes result
i - illness. cancer. in our population having a reduced incidence
1 Breast screening Baseline 2009/10 2011/12 and impact of cancer related diseases
Babies with Nationall '
1 Antenatal HIV |\N/|elslt?n Bay; 3(2)2 ;Z‘Z problems that fewer woxrlnen Babies and toddlers with HIV hearing problems
screening (Human arboroug : : and metabolic conditions are detected early

Immunodeficiency

72% of high needs enrolled women aged 20-69

could impact on
their health and

dying of breast
cancer.

and managed proactively to cure, reduce

virus) who have had a cervical screen at least once in development are ) complications and result in better health and
1 Newborn Hearing the last three years: picked up early # of babies well-being and longer life expectancy.
screening Baseline 2009/10 2011/12 }[/\r/]r;c;:ave
' Newborn Metabolic Nelson Bays 77.3 >75 problems and
Screening Programme Marlborough 64.2 65 who have

(the
6Gut hrieo

6 h ere |

70% of women aged 45-65 who are enrolled in
the national mammography screening
programme:

Baseline 2009/10 2011/12
Nelson Bays 76.5 >70
Marlborough 66.4 67

Quality
100% of the PHO Performance Programme

indicators (21 in total) are met to improve the
health of this

Coverage

78% of enrolled women aged 20-69 who have
had a cervical screen in the last three years

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

di strictit

better health
outcomes per
annum
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Output Class:
Output Subset:

We will undertake these
initiatives/activities

Prevention Services

Immunisation Services

And deliver these
outputs

Outputs measured by

That will lead to these
impacts

Impacts measured by

To achieve this
outcome

Ensure the provision of
a range of
immunisation services.

Ensure the delivery of
immunisation recall
systems.

Immunisation services
(through general
practice, outreach,
school and other
community settings).

Quantity

1544 two-year-olds fully
immunised for their age at 24
months.

All schools with Year 7 children
are provided with the dTap
vaccination programme.

All schools with Year 8 girls are
provided with the Human
Papillomavirus vaccination
programme.

Proportion of Over 65 year olds
receiving the flu vaccination:
Nelson/Tasman 69.74%
Marlborough 60.0 %

Quality

No avoidable cold chain failures
Note: The 6cold ch
of refrigerated storage of vaccines at

appropriate temperatures to maintain
vaccine effectiveness.

Proportion of practice nurses who
are currently Authorised
Independent Vaccinators.
Timeliness

80% of newborns are enrolled with
a GP at four weeks of age.

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

Reduced incidence of
vaccine preventable and
prophylaxis preventable
diseases among children
and older adults.

Reduced number of future
cervical cancer.

Reduced hospital
admissions.

No cold chain failures
results in vaccines that
are fully effective and able
to prevent vaccine related
diseases.

Newborn enrolment leads
to overall access to good
primary healthcare.

Increased percentage of population
vaccinated to achieve herd immunity.

Immunisation:
Two-year-olds fully vaccinated:

Baseline Dec2010 July 2012

89% 95%
Year 7 children (birth cohort 1999) vaccinated
DTap-IPV:

Baseline Dec 2010 | 2011/12

59.4% 60%

(based on eligible children from the SBVS

programme)

Year 8 girls (birth cohort 1998) vaccinated

against Human Papillomavirus:

Baseline Dose 3,
birth cohort 1997

315 December 2011

Dec 2010
40% 60%

Over 65 year olds flu vaccinated:
Baseline based on MoH ongoing
PHO enrolled target
population
65% 75%

The more children,
youth and older adults
fully immunised results
in low levels of
vaccine preventable
disease and reduced
disease morbidity and
mortality.

Early and proactive
primary health care
results in better overall
health and wellbeing
for our people.
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Output Class:
Output Subset:

We will undertake these
initiatives/activities

Prevention Services
Well Child Tamariki Ora Services

And deliver these
outputs

Outputs measured by

That will lead to these

impacts

Impacts measured

by

To achieve this outcome

Work with Plunket as the national
provider to ensure high coverage
and quality of Well Child services in
the district, in line with service
specifications.

Public Health Services under the
Community-Based Services
Directorate will deliver B4 School
Checks to all children in their 4™
year of age.

Output Class:
Output Subset:

We will undertake these
initiatives/activities

Well Child services
delivered locally by
Public Health
Service and Maori
Health providers.

Before (B4) School
Checks delivered by
Public Health
Service and primary
health care
providers.

Prevention Services

Mental Health Promotion

And deliver these

Quantity
Number of new baby cases seen by
services funded through NMDHB:
Baseline 2009/10 2011/12
125 125
Note: all children are entitled to the service;
the majority of new babies are enrolled with
Plunket; services funded through NMDHB are
Maori Health providers and the Public Health
Service.

Number of Before (B4) School checks:

Baseline 2009/10 2011/12
1,366 1,462
Quality

Services delivered by providers in
accordance with the Well Child
Framework,

Outputs measured by

Healthier children
through well-child
promotion, education

and early detection with

referral to health
services as required.

That will lead to

Breastfeeding rates

as above.
Immunisation rates
as above.

80% of eligible
children receive
Before (B4) School
Checks.

Impacts measured by

More children receiving well-child
services and B4 school checks
results in better overall health and
wellbeing, better ability to learn and
grow and longer life expectancy at
birth for the people of our district.

To achieve this
outcome

Work with Te Tau Ihu Mental Health
Promotion Network, Nelson Bays
Primary Health, and Kimi Hauora
Wairau to increase mental health
promotion/prevention activities within
the service coverage area.

Work intersectorally with key
agencies involved in supporting
Children of Parents with Mental
lliness (COPMI). Focussed at
improving communication and
collaboration to better meet COPMI
needs.

outputs

Mental Health
Awareness Week
programme.
Development of a
COPMI Reference

Group to develop a

COPMI support
pathway.

Quantity

In association with Te Tau lhu Mental
Health Promotion Network, a district wide
programme is developed and
implemented.

COPMI pathway agreed across agencies.
Quality

COPMI pathway agreed between (at a
minimum) Strengthening Families, Child
Youth and Family, Nelson Bays Primary
Health, Kimi Hauora Wairau Primary

Health, DHB owned mental health service.

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

these impacts

Strengthened
mental health
promotion and
prevention activities
across the district,
reduced stigma and
discrimination; and
educated

communities around

mental health
wellbeing.

At least three mental health awareness

week programmes held in three

different locations:

Baseline2009/10

2011/12

2 programmes

3 programmes

Number of COPMI supported through

developed

pathway:
Baseline2009/10 2011/12
No pathways 5 pathways

People with mental
health problems
have a reduced
level of stigma and
discrimination.

Our district has
improved
pathways of care
for COPMI.
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FORECAST PREVENTION SERVICES OUTPUT CLASS STATEMENT OF FINANCIAL PERFORMANCE

$000s 2011 12
Plan

Revenue 8,7
Expenditure

Personnel Costs 4,2
Outsourced services 4
Clinical Supplies 5
Infrastructure 1
Provider Payments 1,9
Total Expenditure 7,848
Net Surplus/(Loss) 951

The above output costs include an allocation of overheads based on cost drivers, saving targets of $120k. The allocation drivers will be further reviewed as

the systems mature over the next 12 months.

EARLY DETECTION AND MANAGEMENT SERVICES

Output Class Description

Early detection and management services cover a broad scope and scale of services provided across the continuum of care activities to maintain, improve

and restore

peopl eds

heal t h.

1 detection of people at risk and with early disease
1 more effective management and coordination of people with long-term conditions.

These services are by nature more generalist, usually accessible from multiple providers and a number of different locations. Providers include:

general practice services
primary and community services
personal and mental health services

pharmacy services

community radiology
diagnostic laboratory services

1
1
1
9 Maori and Pacific health services
1
1
1
1

children and youth oral health and dental services.

NMDHB Statement of Intent 2011/12 (extracted from Annual Plan)

These

services

necl

ude:
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A significant proportion of these services are demand driven, such as pharmacy, community radiology and diagnostic laboratory services. These services are
provided with a mix of public and private funding and may include co-payments for general practice and pharmacy services.

Why is this Output Class significant for NMDHB?

New Zealand is experiencing an increasing prevalence rate of long-term conditions such as diabetes and cardiovascular disease, and some population groups
suffer from these conditions more than others, for example, Maori and Pacific people, older people and those on lower incomes. The health system is also
experiencing increasing demand for acute and urgent care services. For NMDHB cancer, respiratory disease, chronic pain and dementia are significant long-
term conditions that are prevalent locally.

Early detection and management services based in the community deliver earlier identification of risk, provide opportunity to intervene in less invasive and
more cost-effective ways, reduce the burden of long-term conditions through supported self- management (avoidance of complications, acute illness and
crises). These services deliver coordination of care, supporting people to maintain good health. Description of the sub-sets of services that make up this
output class:

1 Primary Health Care (GP) Services are services offered in local community settings by a primary care team including general practitioners (GPs),
registered nurses, nurse practitioners and other primary health care professionals aimed at improving, maintaining or restoring peopl e 6's
levels of enrolment with general practice are indicative of engagement, accessibility and responsiveness of primary care services.

I Oral Health Services are services provided to assist people in maintaining healthy teeth and oral tissues and are provided by approved registered oral
health professionals. High enrolments are indicative of engagement, while more timely examination and treatment of children will indicate a well
functioning and efficient approach to delivery.

1 Primary and Community Programmes of Care are services, initiated and managed in primary care, and targeted at people with high health need
due to long-term conditions such as diabetes, CVD or mental illness and provide identification, intervention and management to reduce deterioration,
crises and complications. Success is demonstrated through identification of need, regular monitoring for improvement or deterioration, and clinical
outcomes that demonstrate successful management of conditions. A focus on early intervention strategies and delivery of services closer to home will
improve service availability in the community and is expected to decrease demand for specialist or hospital appointments.

1 Pharmacy Services are services aligned to requirements of the Pharmaceutical Schedule including provision and dispensing of medicines.
Pharmaceuticals are demand driven, and we are likely to see an increased dispensing of pharmaceutical items as more people engage with health
services. To improve performance, NMDHB will target medication management for people on multiple medications to reduce potential negative
interactive effects.

f Community Referred Testing and Imaging Services are services'’ to which a health professional may refer a person to help diagnose a health
condition, or as part of treatment. They are provided by personnel such as laboratory technicians, medical radiation technologists and nurses. These
services are demand driven and are likely to increase as more people engage with health services and respond to health promotion messages about

o Laboratory, imaging procedures, cardiology/ physiological procedures, audiology services, neurology services, endocrinology services
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early diagnosis. To improve performance, we will target an increase in the number of community referred radiological images, as an indication of
improved primary care access to diagnostics, without the need for a hospital appointment.

1 Infection Control are services that are committed to prevention of infections and occupational exposures throughout the healthcare continuum. The
programme manages and minimises the infection risk by incorporating measures/ interventions that are required to prevent pathogen transfer between
patients, staff and visitors and in safe-guarding patients from developing infections due to, or resulting from medical interventions.

1 Primary and Mental Health Services are services that are delivered in a primary care setting for the assessment, treatment and when needed the
ongoing management of people with mild to moderate mental health and/or addiction issues. This includes promotion, prevention, early intervention
and ongoing treatment.

Outputs and Performance Measures 2011/12
Early Detection and Management

Primary Health Care
Outputs measured by

Output Class:

Output Subset:
We will undertake these
initiatives/activities

To achieve this
outcome

That will lead to these
impacts

And deliver these
outputs

Impacts measured by

Keep more people well Quantity Number of acute admissions to

Provision of First Increased prevention Our population has

by contact services by % of people with diabetes who have had Annual Reviews  5nd deterioration of hospital: improved health
fIntervening earlyto  GP or practice Baseline2010/11 2011/12 health co