
 

 

 

 

 

 

 

Statement of Intent 
2011/12 
 

Extracted from Annual Plan 2011/12 

24 June 2011 

 



Page 1 of 124 

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

 

 

 

Contact Details for Nelson Marlborough District Health Board (NMDHB) 

 

 

Position Name Email Address 

Chief Executive John Peters John.Peters@nmdhb.govt.nz 

Board Chair Jenny Black Jenny.Black@nmdhb.govt.nz 

Board Secretary Mike Cummins Mike.Cummins@nmdhb.govt.nz 

 

Postal Address Physical Address Website 

Private Bag 18 

Nelson Mail Centre 

Nelson 7042 

Corporate Office 

Braemar Campus 

Waimea Road 

Nelson 7010 

www.nmdhb.govt.nz 

 



Page 1 of 124 

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

 

NOTE:  

For Modules 3, 6 and 7 refer to the document entitled ñAnnual Plan 2011/12 with Statement of Intent.ò 

 

TABLE OF CONTENTS 

MODULE 1: INTRODUCTION AND EXECUTIVE SUMMARY ........................................................................................................... 4 

CHAIR AND CHIEF EXECUTIVE FOREWORD ..................................................................................................................................... 4 
EXECUTIVE SUMMARY .......................................................................................................................................................................... 5 

Health sector context ................................................................................................................................................................. 5 

Government Health Goals for 2011/12 ...................................................................................................................................... 5 

Government health priorities ..................................................................................................................................................... 6 

National Health Board Long Term Health Sector Plan ............................................................................................................... 7 

NATIONAL 20-DHB COLLECTIVE APPROACHES .......................................................................................................................................... 7 

Regional Health Services Strategy and Implementation Action Plan ......................................................................................... 7 

South Island Region ..................................................................................................................................................................................... 7 

NMDHB Role in Delivering the 2011/12 South Island Regional Health Service Plan Implementation Supplement ................... 8 

The NMDHB Annual Plan ς achieving our goals ......................................................................................................................... 8 

Introduction to NMDHB .............................................................................................................................................................................. 8 

hǳǊ tƻǇǳƭŀǘƛƻƴ ŀƴŘ ŀ ǎƴŀǇǎƘƻǘ ƻŦ ƻǳǊ ǇƻǇǳƭŀǘƛƻƴΩǎ ŀǎǎŜǎǎŜŘ ƘŜŀƭǘƘ ŀƴŘ Řƛǎŀōƛƭƛǘȅ ƴŜŜŘǎ ........................................................................ 9 

NMDHB Overarching Priorities, Key Themes and Initiatives for 2011/12 ................................................................................................. 10 

NMDHB Partnership with Maori towards achieving Improved Maori Health ........................................................................................... 11 

ba5I.Ωǎ hǇŜǊŀǘƛƴƎ 9ƴǾƛǊƻƴƳŜƴǘ ............................................................................................................................................................ 11 

Nature and Scope of NMDHB Functions ................................................................................................................................... 12 

Funder Function ........................................................................................................................................................................................ 12 

Service Directorates .................................................................................................................................................................................. 12 

Stewardship Role (Owner of Crown Assets) .............................................................................................................................................. 12 

MODULE 2: STRATEGIC DIRECTION ........................................................................................................................................... 14 

WHAT ARE THE CHALLENGES FOR A SUSTAINABLE AND EFFECTIVE HEALTH SYSTEM? ........................................................................................ 14 
NATIONAL DIRECTION - BETTER, SOONER, MORE CONVENIENT HEALTH CARE ................................................................................................. 14 
MINISTRY OF HEALTH & SI DHB ALLIANCE PUBLIC HEALTH PRIORITIES ......................................................................................................... 16 
REGIONAL DIRECTION ς EQUITY, QUALITY, SUSTAINABILITY, ENGAGEMENT .................................................................................................. 16 

Implementation ς The South Island DHB Alliance .................................................................................................................... 17 

SI DHB Alliance Structure.......................................................................................................................................................... 18 

South Island DHB Alliance Governance Board .......................................................................................................................................... 18 

South Island DHB Alliance Leadership Team (ALT) .................................................................................................................................... 18 

South Island DHB Alliance Management Team (AMT) .............................................................................................................................. 18 

Workstreams and Regional Service Level Alliances (SLA) ......................................................................................................................... 18 

Planning and Funding ................................................................................................................................................................................ 18 

The Line Diagram ...................................................................................................................................................................................... 19 

Documentation ......................................................................................................................................................................... 19 

LOCAL DIRECTION - BRINGING IT ALL TOGETHER ....................................................................................................................................... 19 

HEALTH 2030 Strategy ............................................................................................................................................................. 20 

Ensure better, sooner, more convenient access locally through the Nelson Marlborough Health Alliance and Clinical 
Pathways Development ............................................................................................................................................................ 21 

ba5I.Ωǎ !ƴƴǳŀƭ tƭŀƴ CǊŀƳŜǿƻǊƪ ........................................................................................................................................... 22 

STRATEGIC GOAL 1: PEOPLE TAKE GREATER RESPONSIBILITY FOR THEIR OWN HEALTH .................................................................................... 24 
STRATEGIC GOAL 2: PEOPLE ARE SUPPORTED TO STAY WELL IN THEIR OWN HOMES AND COMMUNITIES ........................................................... 27 
STRATEGIC GOAL 3: PEOPLE RECEIVE TIMELY AND APPROPRIATE COMPLEX CARE ........................................................................................... 33 
STRATEGIC GOAL 4: SOUTH ISLAND PEOPLE AND THEIR WHANAU ARE SUPPORTED TO LIVE AND DIE WELL ............................................................ 38 



Page 2 of 124 

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

MODULE 4: STATEMENT OF FORECAST SERVICE PERFORMANCE .............................................................................................. 40 

MEASURING OUR PERFORMANCE .............................................................................................................................................. 40 
PREVENTION SERVICES ................................................................................................................................................................ 42 

What are the output class major sub-sets and how are they described? .............................................................................. 42 

Outputs and Performance Measures 2011/12 ....................................................................................................................... 43 

Output subset:  Health Promotion and Education Services ................................................................................................................... 43 

Output Subset:  Statutory Regulation.................................................................................................................................................... 45 

Output Subset:  Population Based Screening ........................................................................................................................................ 46 

Output Subset: Immunisation Services .................................................................................................................................................. 47 

Output Subset:  Well Child Tamariki Ora Services ................................................................................................................................. 48 

Output Subset:   Mental Health Promotion ........................................................................................................................................... 48 

FORECAST PREVENTION SERVICES OUTPUT CLASS STATEMENT OF FINANCIAL PERFORMANCE ............................................. 49 
EARLY DETECTION AND MANAGEMENT SERVICES ..................................................................................................................... 49 

Output Class Description ......................................................................................................................................................... 49 

Outputs and Performance Measures 2011/12 ....................................................................................................................... 51 

Output Subset:  Primary Health Care .................................................................................................................................................... 51 

Output Subset:  Oral Health .................................................................................................................................................................. 52 

Output Subset:  Primary and Community Programmes of Care ............................................................................................................ 53 

Output Subset:  Pharmacy Services ....................................................................................................................................................... 54 

Output Subset:      Community Referred Testing and Diagnostics ......................................................................................................... 55 

Output Subset:      Infection Control ...................................................................................................................................................... 57 

Output Subset:   Primary Mental Health ............................................................................................................................................... 58 

Forecast Early Detection and Management services Output Class Statement of Financial Performance............................ 58 

INTENSIVE ASSESSMENT AND TREATMENT SERVICES ................................................................................................................ 59 

Outputs and Performance Measures 2011/12 ....................................................................................................................... 60 

Output Subset:   Inpatient Planned and Unplanned Services including Mental Health ......................................................................... 60 

Output Subset:       Maternity ................................................................................................................................................................ 64 

Output Subset:   Assessment Treatment and Rehabilitation ................................................................................................................. 65 

Forecast Intensive Assessment and Treatment Services Output Class Statement of Financial Performance ...................... 65 

REHABILITATION AND SUPPORT SERVICES ................................................................................................................................. 66 

Outputs and Performance Measures 2011/12 ....................................................................................................................... 67 

Output Subset:  Palliative Services ........................................................................................................................................................ 67 

Output Subset:  Needs Assessment & Support Services ς NASC, Age Residential Care, Respite, Carer Support, Day Programmes & 
Home Based Support, Intellectual Disability Support Services .................................................................................................................. 68 

Output Subset:   Community Support Services ς Mental Health ........................................................................................................... 70 

Forecast Support Services Output Class Statement of Financial Performance ...................................................................... 71 

MODULE 5: STEWARDSHIP ....................................................................................................................................................... 72 

2011/12 REPORTING AND MONITORING FRAMEWORK ............................................................................................................................. 72 
LEADERSHIP CAPABILITY ...................................................................................................................................................................... 72 
CLINICAL LEADERSHIP CAPABILITY ......................................................................................................................................................... 72 
NATIONAL, REGIONAL AND CROSS-SECTOR COLLABORATION ..................................................................................................................... 72 

National .................................................................................................................................................................................... 73 

Regional ................................................................................................................................................................................... 73 

Cross-Sectoral ........................................................................................................................................................................... 73 

STRATEGY AND PLANNING FUNCTION ..................................................................................................................................................... 73 
WORKFORCE DEVELOPMENT AND ORGANISATIONAL HEALTH CAPABILITY ..................................................................................................... 74 

Building Culture and Relationships Capability .......................................................................................................................... 74 

INFORMATION SERVICES ..................................................................................................................................................................... 75 
FACILITIES AND EQUIPMENT................................................................................................................................................................. 75 
QUALITY AND SAFETY ......................................................................................................................................................................... 76 
SUBSIDIARIES INCLUDING MULTIPARENT SUBSIDIARIES .............................................................................................................................. 76 
PERFORMANCE IMPROVEMENT ACTIONS ................................................................................................................................................ 76 



Page 3 of 124 

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

COST EFFECTIVENESS .......................................................................................................................................................................... 76 

MODULE 8: FINANCIAL PERFORMANCE .................................................................................................................................... 78 

FINANCIAL PERFORMANCE .................................................................................................................................................................. 78 

Forecast financial statements .................................................................................................................................................. 78 

Capital Expenditure/Investment............................................................................................................................................... 81 

Asset Revaluation ..................................................................................................................................................................... 81 

Disposal of Land ....................................................................................................................................................................... 81 

NMDHB Borrowings ................................................................................................................................................................. 82 

Fund Equity ............................................................................................................................................................................... 82 

Other measures and standards necessary to assess DHB performance ................................................................................... 82 

Any significant assumptions ..................................................................................................................................................... 84 

Risks .......................................................................................................................................................................................... 84 

MODULE 9: APPENDICES .......................................................................................................................................................... 86 

APPENDIX 1: PERFORMANCE IMPROVEMENT ACTIONS 2011/12 ............................................................................................................... 86 
APPENDIX 2: MONITORING FRAMEWORK PERFORMANCE MEASURES .......................................................................................................... 86 
APPENDIX 3: NATIONAL SERVICES ......................................................................................................................................................... 94 
APPENDIX 4: OUTPUT CLASS DEFINITIONS ............................................................................................................................................... 97 
APPENDIX 5: SI DHB ALLIANCE WORK PROGRAMME EXTRACT AND DRAFT SOUTH ISLAND REGIONAL HEALTH SERVICES PLAN 2011/12 ς 
IMPLEMENTATION PLAN SUPPLEMENT EXTRACT ....................................................................................................................................... 98 
APPENDIX 6: NMDHB ACCOUNTING POLICIES ...................................................................................................................................... 111 
GLOSSARY OF COMMONLY USED ACRONYMS, ABBREVIATIONS AND MAORI TRANSLATION ............................................................................... 120 



Page 4 of 124 

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

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. 

Our focus for the 2011/12 Annual Plan is to continue to achieve the Governmentôs objectives for 
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 
collaboration through óintegrated health systemsô. 

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     Ian 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, 
quantity, 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: 

¶ 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  

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

Governmentôs intention is for DHBs to work together more effectively at a regional level to make 
better use of available resources, strengthen clinical and financial sustainability and improve equity 
of access.  

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 Governmentôs health goal for 2011/12 is optimal health and wellbeing for New Zealanders. This 
goal is being progressed through the Governmentôs health targets. Health services are being 
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 
Governmentôs goal to provide 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 parties in óboundary-crossingô clinical networks to 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 research1 that demonstrates both that higher performing hospitals have greater 

                                                
1
 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. The Ministerôs Letter of 
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 óAnnual Plan Key 
Themes and Service Improvement Initiativesô and óStatement of Forecast Performanceô 
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 new 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 
admissions. NMDHB will continue to implement the InterRAI assessment of older peopleôs 
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 
óStrengthening our Health Servicesô. The Long Term Health Sector Plan outlines 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 actions will be incorporated into the DHBôs 
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: 

¶ enabling service and multidisciplinary team environments that improve patient health 
outcomes through delivery on key priority strategies and operational directions 

¶ organising consistent national service agreements achieved through collaborative 
development processes 

¶ 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 
the Governmentôs long-term goals for the health sector:  

1. New Zealanders living longer, healthier and more independent lives. 

2. A more unified and improved health and disability system. 

3. People receive better health and disability services. 

4. Good health and independence are protected and promoted. 

5. Improved hospital productivity. 

6. Improved Value for Money. 

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

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 personôs wider journey through the system. 

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 Plan (AP) reflects NMDHBôs commitment to working regionally in line with Government 
expectations, i.e. óDHBs must develop regional and sub regional solutions to address health needs 
and strengthen performanceô. This AP sets out the actions 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 ï achieving our goals 

Introduction to NMDHB  

Nelson Marlborough District Health Board (NMDHB) is a New Zealand Statutory Crown Entity2 
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: 

¶ the number of people living in our district 

¶ the populationôs historic utilisation of health services 

¶ the age, ethnicity, gender and socio-economic status as measured using the New Zealand 
Deprivation Score (2006 census) of Nelson Marlborough people 

¶ 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: 

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

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

¶ improving district wide services (primary and secondary) approach 

¶ achieving benefits from the Wairau Redevelopment  

¶ continuing the óoptimising Patient Journeyô and óRutherford Initiativeô, both aimed at 
improving viability 

¶ completing the Golden Bay Integrated Family Health Centre  

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

¶ supporting people to manage their health and stay well 

¶ focusing on better coordination and integration of care for people who have multiple long-
term conditions 

¶ measuring our success through implementing óPatient Reported Outcomesô beginning with 
óplannedô interventions (individual) and PHO Enrolled People (population). 

Our Population and a snapshot of our populationôs assessed health and disability needs 

NMDHB has: 

¶ a population >138,1003 (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 Zealandôs only DHB owned Intellectual Disability 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. 

Compared to the rest of New Zealand NMDHB has: 

¶ a high incidence of chronic lung disease, chronic pain and dementia, intellectual and 
physical disability 

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

¶ a high personal injury and accident rate 

¶ more people > 65; fastest growing > 85 

¶ more births; fewer young adults (18-30) 

                                                
3
 Statistics New Zealand 30 June 2010 
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¶ one of the lowest óamenable mortalityô4 rates 

¶ one of the longest ólife expectancy at birthô rates 

¶ one of the ómost activeô populations in NZ 

¶ 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 óPackages of Careô, improved access to urgent primary care after hours services, 
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 

1.4 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 ï 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 

                                                
4
 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: 

¶ partnership (includes obligation on both parties to act reasonably, honourably and in good 
faith; for both parties to recognise and respect each otherôs culture; each party to be 
accountable to one another and have an emphasis on sharing and mutual benefit) 

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

¶ participation (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. 
NMDHBôs priorities for 2011/12 are to implement the Maori health provider coalition and regional 
hubs and extend Whanau Ora contracting processes around the district. 

NMDHBôs Operating Environment 

NMDHB implemented a new structure for its Executive Leadership Team (ELT) in November 2010. 

The restructure addresses the following: 

¶ consolidates the accountability for integration of patient services across the continuum to 
better achieve health services that support the patientôs 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. 

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

Other internal factors that impact on NMDHBôs performance for this AP include: 

¶ 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-call and servicesô delivery are higher for our two secondary 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. 

Nature and Scope of NMDHB Functions  

Funder Function 

NMDHB provides the administration of Government funding ï 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 organisationôs performance and evaluating the impact of service outputs on 
our populationôs health outcomes. 

Other Funders include: 

1. other DHBs for their people treated in our hospitals. As a óprovincial DHBô NMDHB funds 
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  

NMDHBôs Service 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 

Equipment: 
People: 

Nelson Hospital delivering the full range of New Zealand Role Delineation 
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. 

Waimea Rd Nelson 628 

Wairau Hospital delivering the full range of New Zealand Role Delineation 
Model level 3 secondary services including emergency, surgical and medical 
specialist (acute and elective), primary and secondary maternity, neonatal, 

Hospital Rd 
Blenheim 

293 
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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 
community facilities in Nelson and Wairau. 

Tipahi St Nelson 
and Hospital Rd 
Blenheim 

264 

Alexandra Hospital in Richmond delivering psycho-geriatric services for older 
people and aged residential care services for people with dementia.  Note: 
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. 

Gilbert St 
Richmond 

48 

Murchison Hospital and Health Centre delivering the full range of primary 
care services including óPrimary Response for Medical Emergencies 
[PRIME], district nursing services and aged residential care rest home and 
hospital services for Murchison residents. 

Fairfax St 
Murchison 

16 

Golden Bay Community Hospital delivering district nursing services, primary 
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. 

Dodson Rd Takaka 25 

District Nursing Services located in Motueka. Courtney St 
Motueka 

4.51 

Intellectual Disability Support Services (IDSS) ï Nelson community based 
residential and day activities for people with intellectual and physical 
disabilities. 

Tahaunui Dr 
Nelson plus 65 
individual 
community homes 

271 

Needs Assessment and Coordination Services (Support Works) for people 
with life-long and age-related disabilities. 

Harley St Nelson 
and Scott St 
Blenheim 

38 

Public Health Unit providing a range of health promotion, health protection 
and Medical Officer of Health services in Nelson and Wairau. 

Franklyn St Nelson 
and Taylor Pass Rd 
Blenheim 

48 

Specialist Dental, School Dental and Adolescent Health Services based in 
Nelson and Wairau Hospitals and in our communities. 
 
 

Various locations 45 

Corporate Offices in Nelson for the Chief Executive and members of the 
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. 

Braemar Campus 
Waimea Rd Nelson 

116 

South Island Shared Support Agency (SISSAL) ï 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 ï 
DHBNZ) to ensure organisation and collective delivery of national strategies 
and the organisation of national service interests. 
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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 DHBs, 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 document óTrends in Service Design and New Models of Care: A Reviewô.5 
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 ï with the solid line representing current service configuration and the 
dotted line representing future service configuration. These follow a general theme of ólocalise 
where possible, centralise where necessaryô and present four major service shifts: 

¶ targeted prevention, self management and home-based services 

¶ integrated family health centres, partnerships and teams 

¶ hospital clusters with regional service provision 

¶ managed specialisation and consolidation into a smaller number of centres/ hubs. 

Figure 1 - Pictorial representation of shifts in service trends 

 

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 
centres, partnerships and 
clusters. 

Hospital clusters with 
regional service provision. 

Managed specialisation 
and consolidation into a 
smaller number of 
centres/hubs. 

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 peopleôs homes. Some of the less 
complex services (traditionally provided in hospital settings) will be 
provided in the community, supported by clinical networks and 
multidisciplinary teams ï enhancing peopleôs ability to manage their 
health and reducing long waiting times and the current unsustainable 
growth in demand for hospital and specialist services.  

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 
procedures that are now available in general practice, are enabling 
more effective delivery of services by supporting people to get the 
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. 

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 Health Board has identified five óvulnerableô services that will become national services 
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. 

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 peopleôs homes, the transformation of primary care and the integration of services are 
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 20026, Wanless 20047, National Preventative Health Taskforce 20088, 
Australian Institute of Health and Welfare 20089, Trust for Americaôs Health 200810). 

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 
Governmentôs health targets: shorter stays in emergency 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 ówhole of systemô approach to delivery of integrated services 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 ï EQUITY, QUALITY, SUSTAINABILITY, ENGAGEMENT  

All five South Island DHBs agree to refocus our collective efforts to ensure the future sustainability 
of SI 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 ówhole of populationô approach are being addressed. All South Island DHBs are 
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 11 and the Implementation Supplement (see appendix 5 for schedules). 

Our regional direction is based around the following assumptions:  

¶ 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  

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

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

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

¶ clinical partnerships and networks will provide fora for clinical leadership 

                                                
6 Wanless D. Securing our future health: taking a long-term view. London: HM Treasury; 2002. http://www.hm-treasury.gov.uk/consult_wanless_final.htm 

7 Wanless D. Securing good health for the whole population: final report. London: HM Treasury; 2004. http://www.hm-treasury.gov.uk/6383.htm 

8 National Preventative Health Taskforce. Australia: the healthiest country by 2020. Canberra: Commonwealth of Australia; 2008. 
http://www.preventativehealth.org.au/internet/preventativehealth/publishing.nsf/Content/discussion-healthiest 

9 Australian Institute of Health and Welfare. Australia's Health 2008. Canberra: AIHW; 2008. http://www.aihw.gov.au/publications/aus/ah08/ah08.pdf 

10 Trust for America's Health. Prevention for a healthier America: investments in disease prevention yield significant savings and stronger communities. Washington DC: 
Trust for America's Health; 2008. http://healthyamericans.org/reports/prevention08/Prevention08.pdf 
11

 South Island Regional Health Services Plan 2010, South Island Shared Services Agency Limited, 
www.sissal.govt.nz 

http://www.hm-treasury.gov.uk/consult_wanless_final.htm
http://www.hm-treasury.gov.uk/6383.htm
http://www.preventativehealth.org.au/internet/preventativehealth/publishing.nsf/Content/discussion-healthiest
http://www.aihw.gov.au/publications/aus/ah08/ah08.pdf
http://healthyamericans.org/reports/prevention08/Prevention08.pdf
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¶ 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.  

Our ówhole of systemô approach recognises the development of primary and community services 
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 needs over a personôs lifetime and to support the 
redesign of those services.   

The model is based on similar national and international models and focuses on the patientôs need 
at each stage of the continuum of care from ówellnessô to óend of lifeôða ólife courseô approach.   

Figure2: Generic Continuum of Care Model 

 

 

 

 

 

 

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: 

¶ keep people well in the community? 

¶ ensure early detection and early intervention? 

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

¶ 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? 

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

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

A SI 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 ï 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 framework utilising the learning from the óBetter, Sooner, 
More Convenientô business cases which adopted an alliance approach to enable rapid 
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 achieving the best outcomes for the regionôs 
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 ñrisk transferò approaches are precluded because 
the scope is unclear or the circumstances and risks are unpredictable  

The alliance framework takes relationship contracting to a higher level where the participants take 
the ultimate step in óremoving barriersô to getting the right thing done by eliminating misalignment of 
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. 

SI 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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NMDHBôs Vision is: Leading 
the way to health conscious 
families  

NMDHBôs mission is to: 
Work with the people of our 
community to promote, 
encourage and enable their 
health, wellbeing & 
independence 

The Line Diagram 

 

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 DIRECTION12 - BRINGING IT ALL TOGETHER 

NMDHB has organised itself around its whole of system vision 
óLeading towards Health Conscious Familiesô using a conceptual 
programmes model we refer to as óJUMBOô and is based on 
delivering integrated and coordinated activities centred on patients 
and the population13ô with processes that are health needs and 
pathway driven. 

This change, focusing on patients rather than focusing on hospital 
and primary care providers of services, is at the heart of what we 
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 ôprovider and setting of careô towards óprogrammes of 
careô that support continuity and integration across the ólife-courseô of the patient. 

                                                
12

 Refer to page 11: NMDHB Partnership with Maori towards achieving Improved Maori Health 
13

 Use of the term ópatient-centred careô means the patient and their whanau are the focus of the interventions and not the 

provider.  This involves using both óstandardisedô and ócustomisedô approaches to enable the best outcomes for the 
patient. 
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As a DHB, the Public Health and Disability Act requires us to fund and provide the full spectrum of 
healthcare and disability support activities14. Our conceptual framework, our óJUMBOô model 
pictured below, enables us to plan, fund and manage the inherent complexity of our work across all 
of our ópopulations of needô (health need groups). 

These include:  

¶ some of the people in our DHB who are well and healthy 

¶ some who are at risk of developing diseases or injury 

¶ some who have early conditions such as diabetes, asthma and heart disease 

¶ 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  

¶ some who have what is termed óend-stageô conditions for which the optimal care is 
supportive and palliative).  

HEALTH 2030 Strategy 

Medium to long-term, NMDHB intends to move services away from their current focus on episodic 
treatment to a ówhole of populationô view as outlined in our HEALTH2030 strategy. 

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 

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 
Ministry of Healthôs Long Term Systems Framework. 

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

¶ 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 
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¶ 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:  

¶ 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 ï 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: 

¶ 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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NMDHBôs 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.  

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

 

  Output Class             Outputs 

Prevention Services 

 

 

 

Early Detection and Management 

 

 

 

 

 

 

 

Intensive Assessment and Treatment  

 

 

 

Rehabilitation and Support 

Health Promotion and Education Services 

Statutory Regulation 

Population Based Screening  

Immunisation Services 

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  

Inpatient Planned and Unplanned Services including Mental Health 

Maternity Services 

Specialist Mental Health Services (including Psycho-Geriatric) 

Assessment Treatment and Rehabilitation Specialist Services 

Palliative Services 

Needs Assessment and Support Services 

Community Support Services Mental Health 

 

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. 

NMDHBôs Annual Plan Framework 

 

 

 

 

 

 

 

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 Outcomes:  Our Intermediate Outcomes:  Our Intermediate Outcomes: 

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 
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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.  
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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 (WHO) 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 ï we will know we are succeeding when there is:  

A reduction in smoking rates particularly for youth. 

¶ Tobacco smoking kills an estimated 5,000 people in New Zealand 
every year, including deaths due to second-hand smoke exposure.  
Smoking is also a major contributor to preventable illness & long-term 
conditions. It is a major cause of lung & a variety of other cancers, as 
well as chronic obstructive pulmonary disease, heart disease & 
stroke.  

¶ NMDHB is reducing smoking rates in its population. shows that in 
addition to an almost 50% reduction in the number of daily & regular 
smokers among Nelson Marlborough 14- & 15-year-olds over the last 
10 years, the number of ónever smokersô has almost doubled.  

Data sourced from the ASH Year 10 Snap shot Survey 2009
1
  

1 ASH Year 10 snapshot survey. The Year 10 survey is an annual questionnaire of around 
30,000 students in New Zealand. It is conducted each year in schools throughout the country 
and is one of the biggest surveys of its kind. It has been going for a decade and gives us a 
valuable and robust insight into youth smoking. Each year ASH publishes a summary report 
showing youth smoking trends. Available at http://www.ash.org.nz/?t=139 

 

 

 

Figure 2: Smoking by 14&15-year-old girls and boys in NMDHB 
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A reduction in obesity rates locally in comparison to NZ rates 

¶ 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.  

¶ NMDHBôs Nutrition and Physical Activity (NPA) 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
  

2 Obesity in New Zealand Key facts and statistics available at http://www.moh.govt.nz/moh.nsf/indexmh/obesity-key-
facts 

3 Nutrition and Physical Activity Baseline Survey 2008 available at http://www.healthyas.org.nz/wp-
content/uploads/npa-baseline-full-technichal-report-final.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.  

¶ 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. 

¶ 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.
4 

4 Breastfeeding data is reported annually on calendar rather than financial years, and is based on the national DHB 
performance indicator S17 

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

2008 2009 National Average 2009

Maori - 6 Weeks 53.4% 60.0% 59.2%

Pacific - 6 Weeks 66.7% 55.9% 53.9%

Total - 6 Weeks 69.7% 69.4% 65.5%

Other - 6 Weeks 72.2% 71.2% 69.1%
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Figure 5: Percentage of NMDHB babies fully breastfed at 3 months 

2008 2009 National Average 2009

Maori - 3 Months 46.8% 46.7% 45.2%

Pacific - 3 Months 46.4% 48.8% 43.8%

Other - 3 Months 60.1% 59.1% 58.8%

Total - 3 Months 58.4% 57.3% 54.5%
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Figure 6: Percentage of NMDHB babies fully breastfed at 6 months 

2008 2009 National Average 2009

Maori - 6 Months 24.3% 13.5% 18.6%

Pacific - 6 Months 22.9% 31.6% 19.8%

Other - 6 Months 31.6% 24.6% 29.5%

Total - 6 Months 30.5% 23.3% 26.3%
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An increase in the percentage of Babies enrolled with a General Practitioner (GP) at 4 
weeks of age. 

¶ 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
5
 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 
childrenôs lives. 

Data sourced from Nelson Bays Primary Health and NMDHB. 

5 Enrolment data supplied by Nelson Bays Primary Health available at \\nn1\data\PFP Division\BA\Sarah\Targets\birth 
to GP + imms for ELT\Babies for Nelson Bays_MatchedAgainstRegister Jan to Jul.xls 

 

 

 

 

 

 

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. 

¶ 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) jointly contribute to two out of every five deaths in 
NZ each year (approximately 11,000).

6
 

¶ Appropriate fruit and vegetable consumption helps protect our population against 
obesity, cardiovascular disease, diabetes, some common cancers and contributes to 
maintaining a healthy body weight. 

¶ An increase in fruit and vegetable consumption is also seen as a good proxy measure 
of successful engagement and a change in the social and environmental factors that 
influence people to make healthier choices. 

Data sourced from the national NZ Health Survey. 

6 Niki Stefanogiannis (2004) Nutrition and the burden of disease in New Zealand; 1997ï2011, Wellington: Public 
Health Intelligence 

Figure 8: The Fruit and Vegetable Intake of the NMDHB population 

 

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: 

An increase in the proportion of the population who are supported to better manage their long-term 
conditions resulting in a reduction in acute hospital discharges. 

¶ 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 
otherwise be ócrowded outô by demand for urgent and acute care.  

¶ The Acute Discharge rates per 1000 population by age group are shown in Figure 9. Note that 44% of the 
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. 

Figure 9: Total Acute Discharge rate per 1000 population 
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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 

¶ 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. 

¶ Living in ARC facilities can be associated with a more rapid functional decline than óageing in 
placeô. It is also a more expensive option, and resources could be better spent providing 
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 ï The Volume per capita of 65+ living 
in ARC  
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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 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. 

¶ Regular dental care has life-long benefits for improved health and wellbeing, demonstrating 
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 
health is also an integral component of lifelong health and includes a personôs comfort in 
eating (and ability to maintain good nutrition in old age), their self esteem, mental well-being 
and quality of life. 

¶ 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 
effectiveness of mainstream services in targeting those most in need. 

¶ While water fluoridation can significantly reduce tooth decay across all population groups, no 
children in Nelson Marlborough have access to fluoridated water. Achievement against this 
measure indicates the accessibility and effectiveness of publicly-funded oral health 
programmes. 

Data sourced from Ministry of Health.7 

7 Oral health data is reported annually for the school year (i.e. calendar year) and is based on the national DHB 

performance indicator PP11 

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

 

An increase in the % of eligible adolescents engaging with the Adolescent Oral Health. 

¶ The % of eligible adolescents engaging with Adolescent Oral Health services was 80.4% in 
2009 (Figure 12).   

This is an indicator for better oral health for adolescents which predetermines adult oral health.  
Oral health is important in achieving better health outcomes so the more adolescents utilising DHB-
funded oral health services should translate in better overall oral health and health in general. 

Data sourced from Ministry of Health 

http://www.moh.govt.nz/moh.nsf/indexmh/oralhealth-statistics/#adolescent 

 

 

 

 

 

 

 

 

 

Figure 12 Adolescent Oral Health Service Utilisation by DHB in 2009 
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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 

http://www.moh.govt.nz/moh.nsf/indexmh/oralhealth-statistics/#adolescent 

 

 

Figure 13 Adolescent Oral Health Service Utilisation Over Time 

 
 

http://www.moh.govt.nz/moh.nsf/indexmh/oralhealth-statistics/#adolescent
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An increase in the proportion of people identified with diabetes demonstrating improved 
management of their long-term conditions.  

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

¶ Improving the management of diabetes will reduce long-term avoidable complications 
which require hospital-level intervention, such as amputation, kidney failure and blindness, 
and will improve peopleôs quality of life. 

¶ 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 DHBs.
8
 

8Diabetes data is reported on a quarterly basis, one quarter in arrears, and is based on the national DHB Health Target 
óBetter diabetes and CVD servicesô. Prior to 2007/08 diabetes data was reported by calendar year.  2007/08 results are 

financial year 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 
supported to live well, in their own homes, with a decrease in Rest Home clients. 

The graph opposite outlines the trend over the 2010 year in NMDHB following the introduction of 
restorative Home Based Support Services ópackaged interventionsô complex and non complex 
people.  High needs complex clients are at risk of requiring age residential care but are being 
supported to remain at home.  Respite care is part of this approach in order to enable ócaregiversô in 
the home to have appropriate break to preserve their health and wellbeing. 

Data sourced from SISSAL using Sector Services payment data.  Note Population data were 
updated from health projections (Dec 2010 release), 2010/2011 Financial Year 

 

 

 

 

 

 

 

 

 

 

Figure 15:NMDHB Rest Home clients per capita population 
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A reduction in the number of people admitted with malnutrition 

¶ 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
9
 

 

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 

¶ 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
9
 and Ministry of Health

 

9 Data available at \\nn1\data\PFP Division\BA\Sarah\HOP HBSS reports\Feb 2011\HOP reports for providers Feb 
2011.xls 

 

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 
functional independence measured through a reduction in admissions from falls in the number 
of people aged over 75. 

¶ 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 
experience prolonged hospital stay, loss of confidence, restriction of social activities, 
loss of independence and an increased risk of institutional care. 

¶ 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. 

¶ Achievement against this measure will indicate improved health service provision for 
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 
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401 at 
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401/$File/PP15+Admissions+from+falls.
xls 

 

Figure 18: Admission to hospital from community dwelling from falls per 100 people aged 75 
and older 

 
 

STRATEGIC GOAL 3: PEOPLE RECEIVE TIMELY AND APPROPRIATE COMPLEX CARE 

Expectation 

Secondary-level hospital and specialist services meet peopleôs complex needs, are responsive to episodic events and support the provision of quality 
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 needs of its population now and into the future.  Typically, an organisationôs capacity is considered to be the means 
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.  

http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401/$File/PP15+Admissions+from+falls.xls
http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/401/$File/PP15+Admissions+from+falls.xls
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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. 

¶ 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. 

¶ 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?Open 

 

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).xls 

 

 

Figure 19: Standardised Unplanned (Acute) Readmission Rate for the last 2 financial years 

 

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. 

¶ 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. 

Data sourced from Ministry of Health. 

Figure 21: Standardised Mortality Rate within 30 days of discharge 

 

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. 

¶ Elective surgical procedures have been shown to increase peopleôs 
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 ï 2010/11 Electives total discharge 
delivery to end January 2011 

 

 

 

 

 

Figure 22: Elective surgery discharges 

 



Page 36 of 124 

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

An increase in access to planned (elective) surgical services 

¶ Elective (non-urgent) services are an important part of the health care 
system, as these services improve the patientôs quality of life by 
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.
10

 

10 
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 
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A reduction in wait times for Urgent Care 

¶ 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 coordinated, ówhole of systemô response is needed to 
address the factors that influence ED length of stay.   

¶ Improved performance against this measure will not only improve 
outcomes for our population, but will improve the publicôs confidence in 
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. 

¶ 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 

¶ The leading DHB table ranks DHBs first in terms of patients 
rating their overall satisfaction with this DHB as ñVery goodò, then 
in terms of the increase in the combined percentage ñVery goodò 
and ñGoodò 

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

¶ 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. 

 

Figure 27: Overall Nelson Marlborough DHB Patient Satisfaction compared with other DHBs for the quarter 
December 2010 

 

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: 

¶ 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: 

¶ 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. 

¶ Both PHOs have access to óPalliative support fundingô to assist with the 
management and care of the dying person including bereavement support. 

 

Data sourced from Nelson Region Hospice 

 

 

 

 

Figure 28 Nelson Hospice Community Patients 
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Figure 29  Nelson Hospice Current Patients All teams 
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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 impact on our populationôs health. Understanding 
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.15 

In order to present a representative picture of performance, our outputs have been aggregated into four óoutput classesô that are applicable to all DHBs, and 
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. 

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

¶ Quantity (to demonstrate volumes of services delivered to other DHBs) 

¶ Quality (to demonstrate safety, effectiveness and acceptability)  

¶ Timeliness (to demonstrate responsive access to services) 

¶ 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. 16 

                                                
15 DHB performance is also measured by the Ministry of Health through quarterly reporting against the Performance Monitoring Framework (refer to appendix нύΦ  ! ŎƻǇȅ ƻŦ ǇǊŜǾƛƻǳǎ ȅŜŀǊǎΩ Annual Reports can be found on the DHB website: 
www.nmdhb.govt.nz  

16 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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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. 

 

Figure 1: Scope of DHB Operations ï Output Classes against the Continuum of Care 
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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:  

¶ education programmes and services that raise awareness of risk behaviours and healthier options 

¶ legislation, regulation and policy that protects the public from toxic environmental risks and communicable diseases 

¶ 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? 

¶ 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. 

¶ 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. 

¶ 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, newborn hearing testing, antenatal HIV screening, etc.  The DHBôs role is to 
encourage uptake, as indicated by high coverage rates. 
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¶ 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. 

¶ 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 families and whanau to improve and protect their childrenôs health.  Services in our district are provided by 
Plunket, Maori Health Providers and the Public Health Service. 

¶ 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 illness 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 
initiatives/activities 

And deliver these 
outputs 

Outputs measured by 

 

That will lead to 
these impacts 

Impacts measured by 

 

To achieve this outcome 

Smoking Cessation 

Fund and provide smoking 
cessation services to 
improve access. 

Identify and work with high 
priority populations (Maori, 
mental health, maternity) 
that have higher 
proportions of smokers ï 
to encourage smokers to 
access support to quit 
smoking 

Work to reduce smoking 
initiation  

Smoking 
cessation 
services. 

Giving people who 
contact the health 
service better 
support to quit 
smoking. 

Quantity 

600 people in NMDHB Quit Coach 
smoking cessation programmes (Total 
and Maori).  
Quality 

NMDHB clinical staff are trained to give 
advice and support using the  Ministry-
approved training (the e-learning tool 
and Smokefree Basic Training) 
Timeliness 

Meeting our smoking cessation health 
target: 95% of people receive advice 
and support to quit in hospital settings 
and 90% in Primary Care by July 2012. 
Coverage  

Meeting our smoking cessation health 
targets: 95% of people receive advice 
and support to quit in hospital settings 
and 90% in Primary Care by July 2012. 

Reduced 
proportion of 
smokers in the 
population. 

Reduced 
proportion of 
never smoked at 
Year 10. 

Reduced rate of 
smoking related 
cancers. 

Percentage of Year 10 students 
who have never smoked: 

Baseline 2009 
(www.ash.org.nz) 

By July 2012 

61.1% 62% 

Detected incidence of population 
with lung cancer: 

Baseline 2007  By July 2010 

26.5/ 100,000 26/ 100,000 

Source: Age standardised rates from NZ 
Cancer Registry  

The more people who participate in 
the NMDHB Quit Coach smoking 
cessation programme, the more 
people who ultimately quit smoking for 
good.  Reducing the percentage of 
smokers in the population additionally 
relies on the smoking cessation work 
of the Primary Health Organisations, 
non-Government organisations and 
Maori communities. 

The long-term outcome is a reduction 
in population smoking related 
morbidity and mortality which means 
fewer people with long term 
conditions, fewer acute hospital 
admissions, more people with good 
health and wellbeing resulting in 
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 

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 ï target 
of 10. 

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.  

More babies are 
breast-fed 
(exclusive and 
full) in the district. 

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 

Breastfeeding babies has been shown 
to give them the óbest start to lifeô.  
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. 

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. 

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  

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  

 

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

 

Audit scores for child abuse: 

Baseline Sept09 2011/12 

80  80 

Audit scores for partner abuse: 

Baseline Sept09 2011/12 

78  78 
 

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: Prevention Services  

Output Subset:  Statutory Regulation  

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 

Border Health 

Border Health Surveillance 

(carry out requirements under 
Health Act, Biosecurity Act and 
International Health Regulations 
2005) 

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

Quantity 

507 surveillance visits 

Reduced risk of diseases 
from introduced mosquitoes 
across the NZ border 

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

 

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. 

Smokefree Environments  

Enforcement of the Smokefree 
Environments Act 

Controlled purchase 
operations (CPOs) 

Audits of retailers for 
compliance with the 
Smokefree 
Environments Act 

Quantity 

2 CPOs are conducted 
(covering about 60 premises) 

Baseline2009/10 2011/12 

507 500+ 

Quality  

>60 retailers are audited 

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

Incidence of non-compliance 
during CPOs  

Baseline2009/10 
Sept 2010 

2011/12 

No sales to 
under 18s 

0 sales 

 

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:  Population Based Screening 

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 

Maintain NZ 
screening 
programmes 

Provision of appropriate 
population screening 
services: 

¶ Cervical screening 

¶ Breast screening 

¶ Antenatal HIV 
screening (Human 
Immunodeficiency 
virus) 

¶ Newborn Hearing 
screening 

¶ Newborn Metabolic 
Screening Programme 
(the óheel prickô or 
óGuthrieô test). 

Quantity 

Proportion of enrolled women aged 20-69 who 
have had a cervical screen at least once in the 
last three years: 

Baseline 2009/10 2011/12 

Nelson Bays 80.6 >75 

Marlborough 72.4 73.4 

72% of high needs enrolled women aged 20-69 
who have had a cervical screen at least once in 
the last three years: 

Baseline 2009/10 2011/12 

Nelson Bays 77.3 >75 

Marlborough 64.2 65 

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 districtôs population. 

Coverage 

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

 

Reduced 
deterioration and 
progression to 
more serious 
illness. 

Babies with 
problems that 
could impact on 
their health and 
development are 
picked up early 

Nationally 
fewer women 
dying from 
cervical 
cancer. 

Nationally 
fewer women 
dying of breast 
cancer. 

# of babies 
who have 
these 
problems and 
who have 
better health 
outcomes per 
annum 

Population screening services are evidence-
based programmes to assist in early detection 
of cancers (at a time when they are more easily 
and quickly treated). These programmes result 
in our population having a reduced incidence 
and impact of cancer related diseases. 

Babies and toddlers with HIV hearing problems 
and metabolic conditions are detected early 
and managed proactively to cure, reduce 
complications and result in better health and 
well-being and longer life expectancy. 
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Output Class: Prevention Services 

Output Subset: Immunisation Services 

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 

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 ócold chainô is maintenance 
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. 

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 
Dec 2010 

31
st
 December 2011 

40% 60% 

Over 65 year olds flu vaccinated: 

Baseline based on 
PHO enrolled 
population  

MoH ongoing 
target 

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: Prevention Services 

Output Subset:  Well Child Tamariki Ora Services 

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 

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

th
 

year of age. 

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. 

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, 

Healthier children 
through well-child 
promotion, education 
and early detection with 
referral to health 
services as required. 

Breastfeeding rates 
as above. 

Immunisation rates 
as above. 

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

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. 

Output Class: Prevention Services  

Output Subset:   Mental Health Promotion 

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 

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 
Illness (COPMI). Focussed at 
improving communication and 
collaboration to better meet COPMI 
needs.  

Mental Health 
Awareness Week 
programme. 

Development of a 
COPMI Reference 
Group to develop a 
COPMI support 
pathway.  

Quantity 

In association with Te Tau Ihu 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. 

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 
pathway: 

Baseline2009/10 2011/12 

No pathways 
developed 

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                   8,799 

Expenditure

Personnel Costs                   4,203 

Outsourced services                       456 

Clinical Supplies                       508 

Infrastructure                       779 

Provider Payments                   1,903 

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 peopleôs health. These services include: 

¶ detection of people at risk and with early disease 

¶ 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 

¶ Maori and Pacific health services 

¶ pharmacy services 

¶ community radiology  

¶ diagnostic laboratory services 

¶ children and youth oral health and dental services. 
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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: 

¶ 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 peopleôs health.  High 
levels of enrolment with general practice are indicative of engagement, accessibility and responsiveness of primary care services. 

¶ 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. 

¶ 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. 

¶ 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. 

¶ Community Referred Testing and Imaging Services are services17 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 

                                                
17

 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. 

¶ 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. 

¶ 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 

Output Class: Early Detection and Management 

Output Subset:  Primary Health Care 
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 

Keep more people well 
by 

¶ Intervening early to 
detect, manage and 
treat existing health 
conditions 

¶ Better education 
and advice so 
people can manage 
their own health 

¶ Reaching those at 
risk of developing 
long-term or acute 
conditions 

Provision of First 
contact services by 
GP or practice 
nurses. 

Enrolment of 
eligible people in 
the Care Plus. 

Programme 

Early detection of 
people with 
diabetes. 

Free diabetes 
checks to review 
and modify (if 
required) 
management of 
patients with 
diabetes. 

Enrolment of at risk 
people in the VRA 
programme. 

Quantity 

% of people with diabetes who have had Annual Reviews 

Baseline2010/11 2011/12 

72% 76% 

Number of people enrolled in the Care Plus programme 
each quarter: 

Baseline2010/11 2011/12 

6,364 6,491 

% of at risk people enrolled in the VRA programme: 

Baseline2010/11 2011/12 

NBPH  50% 50% 

KHW 26% 30% 

Quality 

% of people with diabetes who have a laboratory test 
measure of good care(HB A1c equal to or less than 8%): 
Note: Hba1c is a measure of diabetes control by reflecting the average 
blood glucose over the previous two to three months 

Baseline2010/11 2011/12 

79% 80% 

Timeliness 

People with diabetes with HbA1c over 8% who have had 
a free second visit within 12 months: 

Baseline2010/11 2011/12 

85% 85% 
 

Increased prevention 
and deterioration of 
health conditions and 
in particular patients 
who have diabetes 
and/or other vascular 
diseases. 

Avoided acute 
hospital admissions. 

 

Number of acute admissions to 
hospital: 

Baseline2009/10 2011/12 

11,967 12,206 

 
% of people in the district enrolled 
with a PHO: 

Baseline2010 2011/12 

N   93,331 (>99%) >99% 

W  41,898 (>98%) >98% 
 

Our population has 
improved health 
and wellbeing.  

More people in our 
district  live longer, 
healthier and more 
independent lives. 

People with long 
term conditions are 
identified early and 
managed 
appropriately to 
achieve improved 
health outcomes. 
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Output Class: Early Detection and Management 

Output Subset:  Oral Health 

We will undertake these initiatives/activities Deliver these 
outputs 

Outputs measured by That will lead to 
these impacts 

Impacts measured by 

 

Toward delivering 
these outcomes 

Influencing the oral health status of young 
children through: 

¶ Implementation of the new model of care 
for primary school and pre-school children 
through the Community Oral Health Hubs, 
including  

¶ Targeting children and adolescents living 
in disadvantaged areas with oral health 
promotion programmes 

¶ Work with Well Child Tamariki Ora 
providers to increase the enrolment of 
preschool children with the service 

Maintain utilisation of dental service for 
adolescents through maintaining access to 
services and ensuring dental service providers 
operate effective recall systems.  

Improving access to dental services for low 
income adults. 

Enrolment in dental 
services at an 
earlier age. 

Oral examination of 
preschool and 
school children, with 
recall according to 
need. 

Adolescent oral 
health services 
contracts with 
dentists. 

Oral examination of 
adolescents. 

Low income adult 
attendance for 
examination. 

Quantity  

Number of 
children under 
five enrolled in 
DHB funded 
dental services: 
Baseline2009/10 

2011/12 

3500 4500 

Quality 

Proportion of children caries free 
at 5 years of age: 

Baseline2009/10 2011/12 

Maori 41% 43% 

Other 65% 65% 

Total 61% 62% 

Timeliness 

Number  and % of pre-school and 
primary school children who have 
been examined according to their 
planned recall. 

Children and 
adolescents have 
healthier teeth.  
Healthier teeth result 
in reduced long term 
health problems, 
better social 
development and 
growth and improved 
opportunities for a 
better life. 

Decayed Missing or Filled Teeth 
(DMFT) scores are a quality 
measure for oral health in children 
in this district.  

DMFT at year 8 (around age 12 
years): 

Baseline2010 2011/12 

Maori 1.93 1.55 

Other 1.00 1.10 

All 1.16 1.15 

Utilisation of adolescent oral health 
services: 

Baseline2009/10 2011/12 

80.4% 85% 
 

Improved oral 
health status and 
overall better 
health for the 
community 
resulting in optimal 
productivity and 
life expectancy. 
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Output Class: Early Detection and Management 

Output Subset:  Primary and Community Programmes of Care  

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 

Provide community 
programmes that support 
keeping people well and 
address inequalities 

 

Whanau Ora 
community services 

Maori Palliative 
Care support 

Quantity 

Whanau Ora Plans achieved by provider 
service aggregated per annum. 
Quality 

% of Plans completed by provider service 
aggregated per annum. 
Timeliness 

Whanau Ora plans completed on an 
annual basis. 

Whanau are healthier and 
lead productive lives. 

Whanau grief is supported 
through access to palliative 
care. 

Reduced rates of 
premature mortality for 
Maori. 

Completion of community based 
Whanau Ora plans  

Baseline2009/10 2011/12 

70% 80% 
 

Improve the health 
and wellbeing of 
people in our district. 
Reduce the 
prevalence of Maori 
Health inequalities 
through enhanced 
service access. 

Provide targeted 
interventions for people to 
support areas of key 
inequality such as clinical 
interventions for people with 
asthma and other respiratory 
conditions, and podiatry 
services. 

 

 

Asthma and COPD 
services 

Podiatry Services 

 

Quantity and Quality 

Number of patients receiving 
asthma/COPD services: 

Baseline2009/10 2011/12 

Nelson:   443 452 

Wairau:  156  160 

Number of patients receiving podiatry 
services:  

Baseline2009/10 2011/12 

Nelson:   2,475 2,525 

Wairau:  1,526 1,557 
 

Reduced ambulatory 
sensitive hospital 
admissions. 

Improved self management 
of respiratory conditions. 

Better foot health. 

Reduced hospital 
admissions. 

Reduced amputations 

Improved patient mobility & 
quality of life.  

Impacts are measured by maintaining 
our Ambulatory Sensitive 
Hospitalisation (ASH) indirectly 
standardised discharge ratio (ISDR) 
for asthma acute admissions per 
annum.  

Baseline2009/10 2011/12 

<100 <100 

Note: this relates to population ñother [0-74 
years]ò 

People in our district 
have improved health 
and wellbeing. 

People in our district 
have better managed 
asthma and COPD. 

People in our district 
have better foot 
health. 
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Output Class: Early Detection and Management 

Output Subset:  Pharmacy Services 

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 

Implement safe and 
effective pharmacy services 
across settings of care 
(hospital and community). 

 

Hospital based pharmacy 
service. 

Community pharmacy 
services. 

Provision of a services for the 
collection of unused 
medicines (DUMP campaign) 

 

Quantity 

% of patients whose medicines 
are reconciled within 24 hours 
of admission, transfer or 
discharge: 

Baseline2010/11 2011/12 

15% 60% 

Total community dispensing 
volumes 

Baseline2009/10 2011/12 

1,782,771 1,818,371 
 

Complex medicine regimes 
are associated with high 
levels of harm leading to 
increased acute hospital 
admissions. 

Reduced numbers of 
medication adverse events. 

Reduced avoidable hospital 
admissions.  

Reduced average length of 
hospital stay due to 
medication errors.  

Dispensed medicines result 
in improved health outcomes 
for people who receive them. 

Average number of adverse 
events (ADE) each quarter 
which may cause patient harm  

Baseline 
March-May 
2009 

2011/12 

30 20 

Hospital average length of 
stay: 

Baseline2009/10 2011/12 

Nelson:<3.51 <3.51 

Wairau:<3.21 <3.21 
 

People in our district have 
improved health and 
wellbeing. 

People in our district 
demonstrate safer use of 
medicines.  
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Output Class: Early Detection and Management 

Output Subset:      Community Referred Testing and Diagnostics 

We will undertake 
these 
initiatives/activities 

Deliver these outputs Outputs measured by That will lead to these 
impacts 

Impacts measured by 

 

Toward delivering 
these  outcomes 

Ensure timely 
referral and 
response to testing 
and diagnostic 
services. 

Testing and diagnostics 

 

1. Laboratory 

2. Imaging procedures 

3. Cardiology/ 
Physiological 
procedures 

4. Audiology 

5. Neurology 

6. Endocrinology 

Quantity 

Number laboratory tests: 

Baseline 2009/10 2011/12 

1,610,213 1,610,213 

Number radiological examinations: 

Baseline 2009/10 2011/12 

90,446 90,446 

Number of cardiology and physiology 
procedures: 

Baseline 2009/10 2011/12 

8,198 8,198 

Number of Audiology procedures: 

Baseline 2009/10 2011/12 

3,698 3,698 

 
Quality 

100% of facilities have received TELARC 
accreditation where applicable. 

Increase the percentage of urgent tests 

completed within 3 hours on receipt of sample 
at the lab: 

Baseline 2009/10 2011/12 

80% 85% 

 
Reduce the days for availability of histology 
results: 

Baseline 2009/10 2011/12 

Community: 5 days 4 days 

Hospital: 5 days 3 days 

 
 
 
 
 

Decreased óavoidableô 
hospital admissions 
due to earlier detection 
through laboratory and 
imaging testing. 

Reduced length of stay 
in Hospital due to 
accurate diagnosis 
informed by laboratory 
and imaging testing. 

Reduced premature 
mortality due to better 
diagnosis informed by 
laboratory and imaging 
testing. 

Reduced progression 
of long-term conditions 
due to ability to 
maintain optimal 
laboratory and imaging 
testing parameters. 

 

 

Ambulatory Sensitive Hospitalisations: 

Age Baseline 
2010/11 
Quarter2 

2011/ 12 
target 

0-4 Maori 92 <95 

0-4 
Other 

112 <105 

45-64 
Maori 

56 <95 

45-64 
Other 

80 <95 

0-74 
Maori 

76 <95 

0-74 
Other 

93 <95 

 
Average length of stay for acute 
inpatients: 

Baseline 2009/10 2011/12 

Nelson: <3.30 <3.30 

Wairau: <2.39 <2.39 

Reduction in mortality rates within 30 
days: 

Baseline 2009/10 2011/12 

National 
benchmark 

National 
benchmark 

 

People in our 
district have well 
managed long-term 
conditions.  

People in our 
district have 
improved health 
and wellbeing. 

People in our 
district live longer, 
healthier and more 
independent lives. 
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We will undertake 
these 
initiatives/activities 

Deliver these outputs Outputs measured by That will lead to these 
impacts 

Impacts measured by 

 

Toward delivering 
these  outcomes 

 
Timeliness 

% of routine laboratory test results available to 
referrers within 48 hours from time of receipt: 

Baseline 2009/10 2011/12 

80% 80% 

 
% of Radiological reports meeting 14 day 
availability to referrer: 

Baseline/2009/10 2011/12 

100% 100% 

 
% of patients waiting time target for 
radiological examinations: 

Baseline 2009/10 2011/12 

Urgent ï within 24 hrs Within 24 hours 

Semi-urgent ï within 
14 days 

Within 14 days 

Routine ï 14 days and 
above 

14 days and 
above 
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Output Class: Early Detection and Management 

Output Subset:      Infection Control 

We will undertake these 
initiatives/activities 

Deliver these 
outputs 

Outputs measured by That will lead to 
these impacts 

Impacts measured by 

 

Toward 
delivering these 
outcomes 

Monitor and refine systems 
used to manage the infection 
risks within the NMDHB as per 
NZS 8134:2008 

Minimise and manage the 
infection risks by incorporating 
measures and interventions 
required to prevent pathogen 
transfer between patients, staff 
and visitors  

Safeguard patients from 
developing infections due to, or 
resulting from medical 
interventions 

Minimise episodes 
of 
epidemiologically 
linked patient 
infection 

Minimise infections 
that develop in 
hospital or 
associated with a 
hospital procedure 
that lead to 
positive blood 
cultures   

Minimise infections 
developing in 
wounds from 
operations 
undertaken in 
NMDHB 

 

Quantity 

Number of norovirus, and/or methicillin resistant 
staphylococcus aureus infections in community 
facilities. 

Baseline 2010/11 2011/12 

10 6 

Episodes of patient infection involving two or more 
patients with the same micro-organism, during the 
same time period and linked by location or 
procedure: 

Baseline 2010/11 2011/12 

<1 <1 

Quality 

Positive blood cultures in inpatients who have 
been in hospital for more than 48 hours (not 
present or incubating at admission) or related to a 
hospital health-care associated device or 
procedure: 

Baseline 2009/10 2011/12 

Zero Zero 

Percentage of wounds that develop symptoms, 
signs and microbiological evidence of infection 
within 30 days of selected clean surgical 
procedures: 

Baseline 2009/10 2011/12 

< 4% < 4% 
 

Minimise cross 
infections (including 
outbreaks) in all 
NMDHB facilities. 

Minimise hospital-
acquired blood 
stream infections. 

Minimise surgical site 
infections. 

These impacts will 
lead to further impact 
on preventing 
unnecessary: 

¶ length of stay  

¶ unplanned 
readmission  

¶ antibiotic use  

¶ patient morbidity 
and mortality  

¶ cost to the DHB 

attributable to these 
infections. 

Cross infections (including 
outbreaks) in NMDHB facilities: 

Baseline2010/11 2011/12 

<1 <1 

Hospital-acquired blood stream 
infections: 

Baseline2009/10 2011/12 

Zero Zero 

Percentage of wounds with 
infections developing within 30 days 
of selected clean surgical 
procedures: 

Baseline2009/10 2011/12 

< 4% < 4% 

 

 

Unnecessary: 

¶ length of stay  

¶ unplanned 
readmission  

¶ antibiotic use  

¶ patient 
morbidity and 
mortality  

¶ cost to the 
DHB 

as a result of 
hospital-acquired 
infections will be 
minimal 
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 $000s  2011_12 

 Plan 

Revenue               110,104 

Expenditure

Personnel Costs                 22,082 

Outsourced services                   2,318 

Clinical Supplies                   1,714 

Infrastructure                   6,617 

Provider Payments                 76,524 

Total Expenditure 109,254            

Net Surplus/(Loss) 850                     

Output Class: Early Detection and Management 

Output Subset:   Primary Mental Health 

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 

Work with the 
Nelson Marlborough 
Health Alliance to 
develop a Primary 
Stepped Care 
Model.  

Primary mental health 
programmes including 
Brief Intervention 
Clinical Services, 
extended General 
Practice Consultations, 
Packages of Care.   

Workforce development 
initiatives that include 
the introduction of E 
therapy.  

An agreed Primary 
Stepped Care Model 
endorsed by the sector.    
Inclusive of a range of 
primary mental health 
services. 

Quantity 

Total number of patients accessing the 
primary mental health programme. 

Baseline2009/10 2011/12 

922 950 

Quality 

Reduction in Mental Health Outcome 
Measures such as PHQ-9, Kessler 10 or 
GAD7 scores. 

Note: The PHQ9 has a scoring range of 0 
to 27 (with 27 indicating extreme 
psychological distress).  Currently the 
average drop in score (severity) is seven 
and the target drop for 2011/12 is 7.5 
following participation in NMDHB primary 
mental health care programmes  

Baseline2009/10 2011/12 

7 points 7.5 points 
 

Improved wellbeing for 
patients with mild to 
moderate symptoms 

 

Patients with reduced 
scores have better overall 
mental health and 
wellbeing. 

 

Increased number of general 
practice patients utilising the 
Primary Mental Health 
programme funding.  

Baseline2009/10 2011/12 

922 934 

 

Average PHQ-9 score 
reductions.   

Baseline2009/10 2011/12 

7 points 7.5 
points 

 

People in our district with mild to 
moderate mental illness have 
improved access to primary 
mental health services. 

 

Forecast Early Detection and Management services Output Class Statement of Financial Performance 

 

 

 

These output costs include an allocation of overheads based on cost drivers, saving targets of $819k. The allocation 
drivers will be further reviewed as the systems mature over the next 12 months.   
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INTENSIVE ASSESSMENT AND TREATMENT SERVICES 

Output Class Description 

Intensive assessment and treatment services are services that are complex and provided by specialists and other health care professionals working closely 
together in multi- and interdisciplinary teams.  These services are therefore usually (but not always) provided in hospital settings that enable the co-location of 
clinical expertise and specialist equipment.  These services include ambulatory services, inpatient and outpatient services, and emergency or urgent care 
services. 

As the local provider of hospital and specialist services, NMDHB provides an extensive range of intensive treatment and complex specialist services to our 
population.  NMDHB also funds some tertiary and quaternary intensive assessment and treatment services for our population provided by other DHBs, private 
hospitals and private providers. A proportion of these services are driven by demand, such as unplanned (acute) and maternity services.  However, others are 
planned (elective) services for which access is determined by capability, capacity, resources, clinical triage, national service coverage agreements and 
treatment thresholds. 

Why is this Output Class significant for NMDHB? 

Equitable timely access to intensive assessment and treatment can significantly improve peopleôs quality of life, either through early intervention (i.e. removal 
of an obstructed gallbladder so that the patients does not have repeat attacks of abdominal pain/ colic, increased risk of cancer and/or infection) or through 
corrective action (i.e. major joint replacements to relieve pain and improve activity). Flexible and responsive assessment and treatment services can also 
support improvements across the whole system, enabling people to be supported in the community with confidence that complex intervention will be available 
when needed.  It would then be expected that our population is able to establish greater lifestyle stability, based on improved public confidence in the health 
system and utilisation overall. 

As an owner and provider of these services, the DHB is also concerned with the quality of the services being provided. Adverse events in hospital, as well as 
causing harm to patients, drive unnecessary costs and redirect resources away from other services.  Quality improvement in service delivery, systems and 
processes will improve patient safety, reduce the number of events causing injury, and provide improved outcomes for people in our services. 

Government has set clear expectations for the delivery of increased elective surgical volumes, a reduction in waiting times for treatments and increased 
clinical leadership to improve the quality of care being delivered. The changes being made to meet Government expectations are providing unique 
opportunities to introduce innovative clinically led service delivery models and improve productivity within our hospital services. 

Description of the sub-sets of services that make up this output class 

¶ Inpatient Planned and Unplanned Services are services that include: 

-  Planned (Elective) Services are services for people who do not need immediate hospital treatment and are óbookedô services.  This includes 
elective surgery, but also non-medical interventions (such as coronary angioplasty) and specialist assessments (either first assessments, follow-
ups or preadmission assessments). National Elective Services Patient Flow Indicators (ESPIs) are indicative of a successful and responsive 
service, addressing increasing needs and matching commitments to capacity.  

-  Unplanned (Acute) Services are services for illnesses that have an abrupt onset and are often of short duration and rapidly progressive, creating 
an urgent need of care (nb: they may or may not lead to a hospital admission). Hospital-based acute services include emergency departments, 
short-stay acute assessments and intensive care services. Performance against clinical triage guidelines is used to demonstrate the capacity and 



 

Page 60 of 124 

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

responsiveness of the system. Productivity measures such as length of stay rates are balanced with outcome measures such as readmission rates 
to indicate the quality of service provision. 

-  Specialist Mental Health Services are services for people who are most severely affected by mental illness or addictions and include 
assessment, diagnosis, treatment and rehabilitation, as well as crisis response when needed, and as required under the Mental Health Act.  
Currently the expectation established in the National Mental Health Strategy is that specialist services (including psychiatric disability services) will 
be available to 3% of the population.  Utilisation rates will be monitored across age groups and ethnicities to ensure service levels are maintained 
and to demonstrate responsiveness. 

¶ Maternity Services are services provided to women and their families through pre-conception, pregnancy, childbirth and for the first months of a 
babyôs life. These services are provided in home, community and hospital settings by a range of health professionals, including midwives, GPs and 
obstetricians and include: specialist obstetric, lactation, anaesthetic, paediatric and radiology services.  We will monitor volumes in this area to 
determine access and responsiveness of services.  

¶ Specialist Assessment, Treatment and Rehabilitation Services are services provided to people who experience disability or age-related disorders 
to restore peopleôs functional ability and enable them to live as independently as possible.  Services are delivered in specialist inpatient units, 
outpatient clinics and also in home and work environments.  Specialist geriatric and allied health expertise and advice is also provided to general 
practitioners, home and community care providers, residential care facilities and voluntary groups.  An increase in the rate of people discharged home 
with support, rather than to residential care or hospital environment (where appropriate) will be indicative of success and of the responsiveness of 
services. 

Outputs and Performance Measures 2011/12 

Output Class: Intensive Assessment and Treatment Services 

Output Subset:   Inpatient Planned and Unplanned Services including Mental Health 

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 

Elective Services  

(inpatient, 
outpatient) 

Provision of 24 hour 
inpatient and outpatient 
elective services 
(treatment after seven 
days) for surgical, 
paediatric, and oral 
health. People are 
assessed by a specialist 
following referral from 
their GP. 

 

 

 

Quantity 

Number of elective (planned) caseweighted 
discharges (CWD) and number of people 
discharged: 

Baseline 2010/11 
Forecast 

2011/12 

CWDs 8564 >8,430 

People discharged 
6898 

>6,930 

 
 
 
 
 

People live healthier, 
more independent lives 
due to timely access to 
planned (elective) 
interventions 

No within cancer treatment waiting times 
target: 

Baseline2010/11 
Forecast 

2011/12 

Within MoH 
target of four 
weeks 

Within MoH 
target of four 
weeks 

 
ESPI overall  flow indicators are met: 

Baseline 
2010/11 
Forecast 

2011/12 

100% 100% 
 

New Zealanders 
living longer, 
healthier and more 
independent lives.  

Hospital 
productivity is 
optimised 
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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 

People receive an 
elective intervention 
through admission and 
discharge on the day of 
the intervention. 

People requiring 
radiotherapy receive it 
within agreed National 
Target waiting times. 

Number of first specialist assessments (FSAs) 
delivered: 

Baseline 2010/11 
Forecast 

2011/12 

13,320 >12,695 

Day-surgery as a % of all surgery: 

Baseline 2010/11 
Forecast 

2011/12 

60.5% 60.5% 

Quality  

Day Surgery as a percentage of all elective 
surgery  
No within Cancer treatment waiting times within 
target limits. 
Elective Services Patient flow indicators are 
met

18
 

Acute Services 
(emergency 
department, 
inpatient, 
outpatient)  
continued 

Provision of district wide 
medical services 
including assessment, 
diagnosis, treatment, 
management of medical 
conditions.  

This includes provision of 
emergency services and 
intensive/ cardiac care 
supporting all other 
service streams, and the 
provision of diagnostic 
testing functions 
supporting all service 
streams.  

People have efficient and 
effective care of their 
acute problem as 
measured through the 
óaverage length of stayô 

Quality 

% of people readmitted: 

Baseline 2010/11 Forecast 2011/12 

< 3% < 3% 

Average length of stay: 

Baseline 2010/11 Forecast 2011/12 

<4 days <4 days 
 

ED care is timely and 
results in reduced 
injury and illness 

Percentage of total acute admissions that 
were treated as day stay cases. This 
indicator shows the proportion of all 
acute discharges which are the same 
day. Decease in the % could indicate 
fewer inappropriate admissions. 

Baseline 2010/11 
forecast 

2011/12 

25.7% 25% 
 

 

                                                
18

 ESPIs demonstrate that the DHB is managing patients in accordance with the three principles (clarity, timeliness and fairness), matching our commitments to capacity, and meeting the six month timeframe for 
provision of assessment and treatment.  



 

Page 62 of 124 

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

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 

Timely access to 
acute care and 
appropriate timely 
discharge. 

Improve 
Emergency 
Department 
capacity and 
services. 

Timely transfer to 
appropriate 
services from 
Emergency 
Department 
service. 

Ensure good 
access to support 
services in the 
community or 
primary care level 
to support patient 
recovery following 
an acute event. 

Improve care 
pathways to ensure 
people receive the 
right treatment in 
the right place. 

Ensure timely 
access to 
diagnostic services. 

Acute services: 

Provision of district wide 
medical services 
including assessment, 
diagnosis, treatment, 
management of medical 
conditions. This includes 
provision of emergency 
services and intensive 
/cardiac care supporting 
all other service streams, 
and the provision of 
diagnostic testing 
functions supporting all 
service streams. 

People have efficient and 
effective care of their 
acute problem as 
measured through the 
óaverage length of stayô. 

 

Quantity 

Avoidable hospital admissions. 

Quality 

Reduced quality length of stay per acute patient. 

Reduced numbers of people readmitted to 
hospital following acute admission. 

Fewer people dying within 30 days of hospital 
admission. 

A high level of patient satisfaction 

Achievement of Ministry of Health Monitoring 
Framework Performance Measures 

Implementation of recommendations on NMDHB 
Serious and Sentinel Events 

Reduction in patient complaints 

Overall Patient satisfaction on survey (NZ 
Patient Satisfaction Index, Health Services 
Consumer Research): 

Proportion of patients whose satisfaction survey 
rating was good or very good: 

2008/09 
Baseline 

2009/10 
 

2011/12 
Target 

76% 
DHB Average 
68% 

76% 
DHB Average 
68% 

>70% 
 
 

NMDHB will be a leading DHB for overall patient 
satisfaction: 

2008/09 
Baseline 

2009/10 
 

2011/12 
Target 

Ranked as 
the top DHB 
in 2008/09 

Ranked as the 
first equal 
DHB in 
2009/10 

In the top 3 of 
DHBs for patient 
satisfaction 

Timeliness 

Reduced waiting times for patients discharged or 
transferred from the ED. 

Decreased óavoidableô 
hospital admissions 
through ED 
intervention. 

Reduced length of stay 
in Hospital for acute 
patients admitted. 

Reduced premature 
mortality 

Ambulatory hospital admissions: 
Age Baseline 

Result 2010/11 
Quarter 2 

2011/12 
Target 

Maori 0-74 76 <95 

Other 0-74 93 <95 

Maori 0-4 92 <95 

Other 0-4 112 <105 

Maori 45-
64 

56 <95 

Other 45-
64 

80 <95 

Average length of stay for acute 
inpatients: 

Baseline 2010/11 
Forecast 

2011/12 

3.7 Days 3.44 Days  

% of admitted patients discharged or 
transferred from the Emergency 
Department within six hours: 

Baseline 2010/11 
Forecast 

2011/12 

>95% >95% 

Reduced standardised readmission rate: 

Baseline 2010/11 
Forecast 

2011/12 

<3% <3% 

Reduction in 30-day-mortality rates: 

Baseline 2010/11 
Forecast 

2011/12 

8 6 
 

New Zealanders 
living longer, 
healthier and more 
independent lives.  

Hospital 
productivity is 
optimised. 
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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 

Acute Specialist 
Mental Health 
Inpatient Services 

Development of Acute 
Inpatient Beds for 
Psychiatry of Old Age 
(Psycho-geriatric) as part 
of mental health and 
addiction services. This 
will include care 
pathways in association 
with NASC/ HOP clinical 
services.  

Participation in the KPI 
Framework for Mental 
Health and Addiction 
Services inclusive of the 
sub domain óInpatient 
Careô. 

 

Quantity 

Agreed reconfiguration of accommodate 
inpatient beds.  
Quality 

Agreed care pathways between for HOP and 
Mental Health, Addiction Services and other 
mental health supports. 
Average length of acute inpatient stay.  
Preadmission community care. 

Improved mental health 
for older people  

Mental Health patients 
have timely access to 
care. 

More mental health 
service users receive 
care in the least 
restrictive environment.  

Patient Complaints 

Number of complaints to NMDHB for the 
12 months 1 July to 30 June: 

2008/09 

Baseline 

2009/10 

 

2011/12 

Target 

225 315 310 

Complaints to NMDHB closed within 20 
working days: 

2008/09 

Baseline 

2009/10 

 

2011/12 

Target 

84% 94% 100% 

Health and Disability Commissioner 
complaints that results in a finding of 
breach of the Code of Rights 

2008/09 
Baseline 

2009/10 
 

2011/12 
Target 

0 1 0 

Achievement of Ministry of Health 
Monitoring Framework Performance 
Measures*: 

2008/09 
Baseline 

2009/10 
 

2011/12 
Target 

76% 77%  >90% 

*Achievement (outstanding, achieved, 
satisfactory ratings) for the 30 Monitoring 
Framework Performance Measures reported 
to the Ministry of Health in Appendix 2 
including the: 
16 measures for quality and output delivery for 
the Policy Priorities Dimension  
6 measures for System Integration  
8 measures for Ownership Dimension 

100% of recommendations on NMDHB 
Serious and Sentinel Events 2009/10 are 
implemented within agreed timeframes 

 

Improved service 
delivery for service 
users, supporting 
their recovery 
journey. 
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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 

Average total length of adult acute 
mental health inpatient stay.   

Baseline2009/10 2011/12 

12 14 

KPI Framework ï Preadmission 
community care (percentage of people 
admitted who were seen within seven 
days prior to admission).  

Baseline2009/10 2011/12 

70% 75% 
 

Output Class: Intensive Assessment and Treatment 

Output Subset:       Maternity 

We will undertake these 
initiatives/activities 

Deliver these outputs Outputs measured by That will lead to 
these impacts 

Impacts measured by 

 

Toward delivering 
these  outcomes 

Timely access to and appropriate 
timely discharge from maternity 
services. 

(includes DHB non-specialist 
antenatal consults, post-natal 
stays in a primary maternity 
facility, specialist neo-natal 
services, labour and delivery 
services, first obstetric consults, 
subsequent obstetric consults, 
maternity inpatient DRGs, 
maternity outpatients first 
specialist appointments, maternity 
outpatient follow-up services, 
amniocentesis, foetal 
medicine/anomalies clinics). 

Maternity services involve pre-natal 
and post-natal and birthing services 
as well as specialist obstetric care 
and neonatal special care bay unit 
services. 

Women receive evidence-based 
access to caesarean section births. 

Quantity 

Number of deliveries in NMDHB 
funded facilities = 1500 approx 
Number of first obstetric consults = 
830 
Number of subsequent obstetric 
consults = 728 
Quality 

Reduced caesarean section rate: 

Baseline2006-10 2011/12 

28% <28% 

Established breastfeeding at 
discharge. 
Timeliness 

Post natal average LOS: 

Baseline2010/11 2011/12 

3.0 days 3.0 days 
 

Reduced admissions 
to neonatal 
inpatients. 

Decreased 
óavoidableô hospital 
admissions through 
maternal services. 

Reduced length of 
stay in hospital for 
acute patients 
admitted. 

Reduced infant and 
maternal mortality. 

Neonatal inpatients DRGs : 

Baseline2009/10 2011/12 

388 416 

Nationally, reduced infant 
mortality. 

Nationally, reduced maternal 
mortality. 

New Zealanders 
living longer, 
healthier and 
more 
independent 
lives.  

Improving 
hospital 
productivity. 
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Output Class: Intensive Assessment and Treatment  

Output Subset:   Assessment Treatment and Rehabilitation 

Forecast Intensive Assessment and Treatment Services Output Class Statement of Financial Performance 

 $000s  2011_12 

 Plan 

Revenue               201,010 

Expenditure

Personnel Costs               102,704 

Outsourced services                   6,569 

Clinical Supplies                 26,066 

Infrastructure                 28,984 

Provider Payments                 36,526 

Total Expenditure 200,848            

Net Surplus/(Loss) 163                      

The above output costs include an allocation of overheads based on cost drivers, saving targets of $4,402k. The allocation drivers will be further reviewed as 
the systems mature over the next 12 months.   

 

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 

Establish Comprehensive Specialist 
Health Service for Older People 
team (SHSOP) which consists of 
health professionals with Geriatric 
and Psycho Geriatric expertise.  
The SHSOP service has inpatient 
and community teams. 
The SHSOP team use documented 
links and pathways with Acute 
Mental Health, Acute Medical and 
Surgical Services and community 
providers who have an older 
personsô client base. 

Expertise to support providers across the 
continuum of services. 
Home visits. 
Community based/marae based clinics. 
Rapid response. 
Consultation/ Liaison. 
Case management for high needs co-
morbidity. 
Rehabilitation episodes in the community. 
Documented dementia pathway which 
includes SHSOP, NASC, PHO Support 
Services, Hospital and community 
providers. 

Quantity 

Maintaining Bed Days 
Inpatient Services: 

Baseline 
2009/10 

2011/12 

8,982 8,982 

Attendances/Visits: 

Baseline 
2009/10 

2011/12 

10,455 10,445 
 

Reduced 
deterioration & 
progression of 
conditions 

 

 

Number of community events that 
have community rehabilitation 
directed/delivered by SHSOP ATR 

Baseline2009/10 2011/12 

2,064 2,064 

Number of individuals who have 
community rehabilitation 
directed/delivered by 

SHSOP MH-ATR 

Baseline2009/10 2011/12 

317 317 
 

Adequately resourced, 
culturally competent and 
appropriately skilled 
specialist health services 
will improve the health 
and wellbeing of older 
people. 

Enable older people to 
have a better quality of 
life. 

Reduce the overall health 
and support service cost. 
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REHABILITATION AND SUPPORT SERVICES 

Output Class Description 

Rehabilitation and support services provide people with the support and assistance they need to maintain maximum functional independence, either 
temporarily while recovering from illness/disability, or over the rest of their lives. These services are delivered following a óneeds assessmentô process 
coordinated by Needs Assessment and Service Coordination (NASC) Services and include: domestic support, personal care, community nursing and 
community services provided in peopleôs own homes and places of residence and also long and short-term residential care, respite and day services.  
Services are provided mostly for older people, mental health clients and for personal health clients with complex health conditions. 

Support services also include palliative care services for people who have end-stage conditions.  It is important that they and their families are appropriately 
supported, enabling the person to live comfortably, have their needs met in a holistic and respectful way and die without undue pain and suffering. 

Delivery of these services may require coordination with other organisations and agencies, and may include public, private and part-funding arrangements. 

Why is this Output Class significant for NMDHB? 

Services that support people to manage their needs and live well, safely and independently in their own homes are considered to provide a much higher 
quality of life, as a result of staying active and positively connected to their communities. People whose needs are adequately met will also be less dependent 
on hospital and residential services and less likely to experience acute illness, crisis or deterioration of their conditions. Even when returning to, or maintaining 
full health is not possible, timely access to responsive support services enables people to maximise function with the greatest independence. 

In preventing deterioration and acute illness or crisis, these services have a major impact on the sustainability of hospital and specialist services and on the 
wider health system in general. Effective and responsive delivery of support services will help to reduce demand for acute services and improve access to 
other services and interventions. It will also free up resources for investment into early intervention, health promotion and prevention services that will help 
people stay healthier for longer. 

NMDHB has taken a órestorativeô approach and has introduced individual packages of care to better meet peopleôs needs, including complex packages of care 
for people assessed as eligible for residential care who would rather remain in their own homes.  With an ageing population, it is vital that we ascertain the 
effectiveness of services in this area and that the DHB uses the InterRAI (International Residential Assessment Instrument) tool to ensure people receive 
support services that best meet their needs and, where possible, support them to regain maximum functional independence. 

Description of the sub-sets of services that make up this output class 

¶ Palliative Care Services are services that improve the quality of life of patients and their families facing the problems associated with life-threatening 
illness, through the prevention and relief of suffering by means of early intervention, assessment, treatment of pain and other supports.  The DHB will 
target an increase in the number of sites that support the ñLiverpool Care of the Dyingò pathway as this reflects best-practice care. 

¶ Support Services: 

-  Needs Assessment and Services Coordination Services are services that determine a personôs eligibility and need for publicly funded 
support services and then assist the person to determine the best mix of supports based on their strengths, resources and goals.  The supports 
are delivered by an integrated team in the personôs own home or community. The number of assessments completed is indicative of access 
and responsiveness. 
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-  Age Residential Care are services provided to meet the needs of a person who has been assessed as requiring long-term residential care in a 
hospital or rest home indefinitely.  With an ageing population, a decrease in the number of subsidised bed days alongside an increase in the 
number of home-based support service hours is seen as indicative of more people being successfully supported to continue living at home. 

-  Respite, Carer Support and Day Programmes are services providing people with a break from a routine or regimented programme so that 
crisis can be averted or so that a specific health needs can be addressed.  Services are provided by specialised organisations and are usually 
short-term or temporary in nature and may also include support and respite for families, caregivers and others affected.  Services are expected 
to increase over time, as more people are supported to remain in their own homes. 

-  Home-Based Support Services are services designed to support people to continue living in their own homes and to restore functional 
independence.  They may be short or longer-term in nature.  Examples include domestic support, personal care and community nursing 
services.  An increase in the number of people being supported is indicative of increased capacity in the system, and success is measured 
against a decreased or delayed entry into residential or hospital services. 

-  Community Support Services ï Mental Health are services that support tangata whaiora/ service usersô recovery journey. This includes a 
wide range of services such as Home Based Support, Residential Housing, Planned and Crisis Respite, Day Activity and Living Skills, Peer 
Support, Vocational Support and Community Support Work to tangata whaiora/ service users living in the community.  

-  Community Support Services ï Intellectual Disability Support Services and Physical Disability Support Services are services that 
provide residential support in community home settings for people with intellectual and physical disability needs. This support is provided on a 
24-hour-basis to support the person to maintain as ordinary life as possible to achieve their goals. 

Outputs and Performance Measures 2011/12 

Output Class: Rehabilitation and Support Services 

Output Subset:  Palliative Services 

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 

Ensure people have timely access to 
quality, culturally appropriate 
palliative care services. 

Co-ordinate care across hospital, 
community and support services. 

Implement the óLiverpool Pathwayô for 
palliative care services. 

Deliver a responsive system that 
supports personôs choice to die at 
home 

Specialist palliative inpatient care 
Nelson and Wairau. 

Specialist care for palliative care 
patients living in the community. 

Specialist palliative care advice& 
support for generalist palliative care 
providers caring for patients living in 
the community. 

Community based specialist palliative 
care teams across the district 

Quantity: 

Total number of hospice palliative care 
patients  

Baseline 2009/10 2011/12 

451 461 

Average quarterly total of palliative care 
patient   consultations: 

Baseline 2009/10 2011/12 

480 490 

Quality: 

% of provider settings delivering a 
Liverpool care pathway model of care 

Baseline 2009/10 2011/12 

70% 75% 
 

The patient and their 
family are actively 
supported and 
empowered to 
participate in decisions 
regarding their care. 

To assist patients make 
the most of the life that 
remains and to ensure 
they die comfortably, 
with dignity and at 
home if that is their 
wish. 

The hospices will 
conduct patient and 
their whanau service 
satisfaction surveys 

 

A holistic 
approach that 
promotes a dying 
persons physical, 
psychological 
and social 
wellbeing and 
that of their 
families. 
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Output Class: Rehabilitation and Support Services 

Output Subset:  Needs Assessment & Support Services ï NASC, Age Residential Care, Respite, Carer Support, Day Programmes & Home Based 
Support, Intellectual Disability Support Services 

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 

1. InterRAI will be used to 
ensure people who have a 
need receive appropriate 
support services. 

2. Use regionally agreed 
service specifications for 
HBSS. 

3. Use regionally agreed 
eligibility criteria and 
standardised approach to 
access. 

4. To increase the availability 
of respite and day 
programme options for 
Older People and their       
family/carers 

Comprehensive 
assessment to identify 
need. 

Restorative focused, 
goal based support 
services. 

Equitable access to 
services. 

A range of options for  
packages of support 
that will reduce carer 
stress 

Continue to support 
older people to remain 
in their home 
environment  

Quantity 

Total number of InterRAI first 
assessment 

Baseline Jan-Dec2010 2011/12 

620 640 

Total number of InterRAI reassessments 

BaselineJan-Dec2010
1
 2011/12 

1,304 1,347 
 Includes CC & Residential with paper tool 

Total number of service co-ordination 
events 

Baseline 2009/10 2011/12 

8,883 9,050 

 
Total number of needs re-/assessments 
for Life-long Disability clients: 

Baseline Jan-Dec2010
1
 2011/12 

1,750 1,800 

Total number of service coordination for 
Life-long Disability clients: 

Baseline Jan-Dec2010
1
 2011/12 

1,669 1,680 

Total number of Respite care bed days: 

Baseline 2009/10 2011/12 

2,796 3268 

Carer Support  
days 

 

Baseline 2009/10 2011/12 

4716 5930 

Day Programme days: 

Baseline 2009/10 2011/12 

11830 13242 

 
 
 

Reduced entry to 
Age Residential 
Care. 

Clients with 
complex needs 
access home-
based support 
services. 

The % of older people living in ARC: 

Baseline 2009/10 2011/12 

7.4% 7.0% 

The number of rest home new 
admissions: 

Baseline 2009/10 2011/12 

192 192 

Total number of clients receiving home 
based support: 

Baseline Jan-Dec 2010 2011/12 

3,222
1
 3,322 

 
1-Excludes short term & Meals on Wheels. Does 
include Continuing Care 
 
Total number of clients receiving home 
based support with high & complex needs 

Baseline Jan-Dec 
2010 

2011/12 

425 445 

Total number of clients receiving home 
based support with very high & complex 
needs: 

Baseline Jan-Dec 
2010 

2011/12 

76 80 
 

Older people are 
supported by co-
ordinate and 
responsive support 
services. 

Older people 
participate to their 
fullest in decision 
about their health 
and wellbeing and 
community life. 
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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 

In home respite support: 

Baseline 2009/10 2011/12 

Nil service 590 days 

 
Total number of funded ARC bed nights: 
Note: 4.5% increase in utilisation for 
population growth, exclusive of transfers from 
Canterbury due to the earthquake 

Baseline 2009/10 2011/12 

346,718 362,190 

Total number of Day Programme days: 

Baseline 2009/10 2011/12 

10,991 11,484 

Total number of IDSS clients: 

Baseline 2009/10 2011/12 

210 210 

Quality 

Client satisfaction on survey: high level 
of satisfaction with NASC service 
(measured by a client satisfaction rating 
above 95%) 

Baseline Jan-Dec 2010 2011/12 

96% 97% 

Timeliness 

NASC response time to assessment: 

Baseline Jan-Dec 2010 2011/12 

87% within 20days  90% 
within 20 
days 
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Output Class: Rehabilitation and Support 

Output Subset:   Community Support Services ï Mental Health 

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 

Directorate 
Funding 
Performance and 
Reporting Review. 

Consolidation of the NGO Sector, 
in preparation for the 2012/2013 
financial year.  

Standardising of referral, 
assessment and recovery plan 
processes, linked into agreed 
client pathways across specialist 
mental health services.  

Review Models of Care inclusive 
of DHB Owned and NGO Sector 
(flow on approach). 

Continuation of existing 
Community Support Services 
across the age continuum, 
including Child and Youth Mental 
Health Services, Kaupapa Maori 
Mental Health Services,  Adult 
Services and Specialist Older 
Persons Mental Health Services. 

Quantity 

Number of service users in the 
NGO sector (by NGO service and 
unique total across all NGOs). 

Baseline 2009/10 2011/12 

505 510 

NMDHB agreed pathway of NGO 
consolidation sector by 31 
December 2011.  

Existing NGO service agreements 
extended to the 30 June 2012. 

NGO/DHB Owned Service total 
expenditure percentages remain 
the same as 2010/2011.  

Quality 

Robust, fair and equitable 
Request for Proposal processes 
for NGO consolidation aligned to 
Treasury Guidelines and NMDHB 
policies.  

Models of Care and Client 
Pathways agreed at Mental 
Health Service Directorate level 
for implementation across the 
sector (note Specialist and 
Primary Care clinical input) for full 
implementation 2012/13.  

Strengthen the service user 
experiences across mental health 
services. 

Patients utilising restorative 
models of care that have 
improved access to services 
and reduced administration 
and management costs. 

Accessing specialist mental health and addiction 
services early prevents deterioration in mental 
health.  

Access rates to mental health services at NHI 
level: 

Age 0-19 

Maori 3.2% 

Other 3.6% 

Total 3.53% 

Age 
 0-64 

Maori 6.36% 


 Other 3.89% 

Total 3.93% 

Age 65 Total 0.73% 

Increase in improvement in National Consumer 
Satisfaction Survey measured by National Mental 
Health Key Performance Indicator 16 NGO 
Services investment. 

Baseline 2009/10 2011/12 

Overall consumer 
satisfaction: 80% 

Overall consumer 
satisfaction: 82% 

NMDHB will benchmark its performance with 
DHBs nationally. The KPI indicator measures the 
total spending by NMDHB on NGO mental health 
and addiction services as a percentage of overall 
total spending on mental health services 

Improved 
efficiency and 
productivity.    

Improved 
access to 
mental health 
services. 

Improved 
quality of 
service. 
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Forecast Support Services Output Class Statement of Financial Performance 

 $000s  2011_12 

 Plan 

Revenue                 82,981 

Expenditure

Personnel Costs                 20,518 

Outsourced services                   1,303 

Clinical Supplies                   3,013 

Infrastructure                   6,772 

Provider Payments                 53,230 

Total Expenditure 84,836               

Net Surplus/(Loss) (1,855)                

The above output costs include an allocation of overheads based on cost drivers, saving targets of $699k. The allocation drivers will be further reviewed as 
the systems mature over the next 12 months.  
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MODULE 5: STEWARDSHIP 

2011/12 REPORTING AND MONITORING FRAMEWORK  

As a NZ Crown Entity, NMDHB is required to report to our monitoring agency, the Ministry of Health, 
on a regular basis throughout the year. The Reporting and Monitoring Framework involves a 
number of measures within four dimensions reflecting NMDHBôs functions as owners, funders and 
providers of health and disability services. The four dimensions are: 

1. Achieving Governmentôs priority/goals and targets or ópolicy prioritiesô 

2. Meeting service coverage requirements and supporting sector interconnectedness or 
ósystem integrationô 

3. Purchasing the right mix and level of services within acceptable financial performance or 
óoutputsô 

4. Providing quality services efficiently or óownershipô.  

The Reporting and Monitoring Framework is designed to assist stakeholders óto see at a glanceô 
how well NMDHB is performing across a range of activities but particularly focused on Government 
priorities. 

LEADERSHIP CAPABILITY 

As of November 2010, NMDHBôs new Executive Leadership Team ensures frontline clinicians are 
integral to determine the direction and management of the organisation. Chaired by the Chief 
Executive, the team consists of ten clinicians from both specialist (hospital) and community (GP) 
settings and executive service directors. These service directorate triumvirates are supported by 
General Managers Strategy & Planning, Corporate Services and Organisational Development. The 
Directors of Nursing & Midwifery, Allied Health and Maori Health & Whanau Ora complete the team.  

The Chief Executives of both PHOs, together with the NMDHB Chief Executive form the leadership 
of the Nelson Marlborough Health Alliance. PHO CEs have an open invitation to attend meetings 
and participate in decision making. This team is key to achieving the Annual Plan 2011/12 initiatives 
to ensure our strategic themes, i.e. regain viability, are more productive and responsive, manage 
our infrastructure and improve the overall health and participation of our population. 

CLINICAL LEADERSHIP CAPABILITY 

NMDHBôs Executive Clinical Directors, Chief Medical Advisor, Director of Nursing and Midwifery and 
Director of Allied Health are leading initiatives and processes to develop and strengthen clinical 
leadership, support engagement with clinicians, ensure clinical competency, reaccreditation and 
new models of delivery.  Quality improvement and safety of care (quality assurance) both within 
NMDHB hospitals and in our Primary Health Care Sector is lead through óclinical governance 
groupsô ï the Clinical Advisory Council for the DHB and óClinical Governance Groupsô for the PHOs.   

Clinicians take lead roles in service development, capability and capacity development and 
resource planning. This will reflect the move of the hospital provider to a capacity funding model and 
initiatives between the primary and hospital based services increasingly collaborate to deliver 
services. 

NATIONAL, REGIONAL AND CROSS-SECTOR COLLABORATION 

Working collaboratively with others, both across the sector and with other health and social service 
providers is integral to the success of NMDHB in achieving the goals set out in the South Island 
Services Plan.  We are sharing resources with our South Island DHB collective as well as 
collaborating with NGOs19, the National Health Board and the National Shared Services Agency, the 
Ministry of Health and other service providers in order to achieve our outcomes. 

                                                
19

 NGOs (Non-Governmental Organisations) for more information on NGOs go to http://www.moh.govt.nz/ngo 
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National 

The National Health Board is responsible for: 

¶ The funding, monitoring and planning of District Health Boards (DHBs), including the annual 
funding and planning rounds; 

¶ The planning and funding of designated national services; 

¶ Bringing together the various activities with strategic planning and funding of future capacity 
(Information Technology, facilities, workforce), so they can be better integrated and driven by 
future service requirements. Including:  

-  The DHB regional service planning and funding, including arbitration over regional 
disputes 

-  The process for deciding, which services should be planned, funded and provided at 
national, regional and local levels, and how that should change over time, and 

-  How to best support the Government's initiative to reduce bureaucracy, so savings can 
be invested in front line services. 

Along with DHBs nationally, NMDHB funds services for people with haemophilia and PHARMAC for 
community pharmaceuticals management.  

Regional  

Along with other South Island DHBs, NMDHB collectively funds the South Island (SI) Shared 
Support Agency (SISSAL) to support SI collective planning and other projects.  SISSAL also 
supports DHB management networks such as the South Island GMs Planning and Funding, Chief 
Operating Officers, Chief Information Officers and is governed by the collective SI Chief Executives. 
SISSAL also manages the SI ARC Audit Programme, the SI Mental Health Network, the SI Cancer 
Network, the SI Health of Older People Network and the SI Child Health Network. 

We are collectively involved in implementing the actions outlined in the appendix of the South Island 
Regional Health Services Plan. These actions address the following six priority areas: Child Health, 
Mental Health, Cancer Services, Health of Older People, Neurosurgery, Elective Services and 
Regional Information Technology.  

Cross-Sectoral 

NMDHB works with three unitary local authorities ï Nelson City, Tasman and Marlborough districts 
through a variety of mechanisms including membership of key committees (transport, disability 
access), environmental safety and sustainability (air, water, built environment, footpaths, cycle ways 
etc.) and undertakes óHealth Impact Assessmentsô collaboratively with other agencies. 

Led by MSD, NMDHB continues to be a member of the Strong Families Regional Governance 
Group and the Family Violence Intervention Programme.   

NMDHB is a partner in the Talking Heads initiative. This brings together the three district Mayors 
and heads of Government departments on local initiatives related to community well being, and 
includes governance of the WHO sponsored Safer Communities project. 

STRATEGY AND PLANNING FUNCTION 

Strategy and Planning (S&P) supports the wider organisation towards achievement of local, regional 
and national goals, objectives, impacts and services development. Located within the óSupport Armô 
of NMDHB, the role of the GM S&P is a comprehensive one, responsible for planning the strategic 
direction of services across the care continuum within the Nelson Marlborough district in line with 
the Boardôs direction, organising the Boardôs accountability planning, monitoring and reporting 
requirements, overseeing the strategic allocation of the Boardôs Population Based Funding including 
any Crown Funding Agreements, and proactive participation in regional and national service 
planning and funding initiatives. Locally with the NMDHB Executive Leadership Team, there is a 
high level of engagement with Service Directorates, Human Resources, the Chief Executiveôs Office 
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and Corporate Services (Fund finance, contracting and administration) as well dual accountability 
for the effective leadership of NMDHB and the leadership of the S&P function. 

In order for this role to deliver performance, the Board allocated financial resources from 
Governance and Administration to sit within a óStrategic Expendituresô (StratEx) fund. This fund is 
under the administration of the GM S&P and advised by the Finance and Funding Management 
Committee (FFMC).  

The purpose of the StratEx fund is to support NMDHB towards achieving future improvements in 
patient and population health outcome goals as well as future financial goals.   

For the 2011/12 Annual Plan year the following areas will be considered for investment from the 
StratEx fund: 

1. Nelson Marlborough Health Alliance infrastructure and clinical pathways development costs 
2. 1% of DHB PBF for Pandemic and other Emergencies 
3. NMDHB initiatives, particularly to support alignment with regional and national approaches 
4. further development of the NMDHB Strategic Management System and the cascading  and 

implementation of operational balanced scorecards at Service Directorate level 
5. strategy enhancement/ pilots and related activity through application from Service 

Directorates 
6. any other initiative related to emergent strategic issues as approved by the Chief Executive. 

WORKFORCE DEVELOPMENT AND ORGANISATIONAL HEALTH CAPABILITY 
Workforce development and strong organisation health20 are central to NMDHB to ensure that we 
provide high quality effective services and meet the continued challenges of the health needs of our 
community.  Through supporting flexibility and innovation in work design; providing leadership and 
skill development opportunities; and being a ógood employerô NMDHB aims to be a preferred 
employer of health workers.   

As a ógood employerô we have a number of policies that promote equity, fairness and a safe and 
healthy work environment these policies address: 

¶ fair, equal opportunity and transparent recruitment to ensure we meet current and future 
workforce needs and retain staff 

¶ equal employment opportunities as per our legislative requirements 

¶ zero tolerance of all forms of harassment and bullying 

¶ equitable training and development opportunities for all employees 

¶ the management and disclosure of adverse events to ensure a safe quality working 
environment. 

NMDHB is committed to developing our workforce including understanding its needs and 
expectations. We are committed to promoting leadership opportunities and a positive culture for our 
organisation. 

Building Culture and Relationships Capability 

NMDHB is committed to a culture of cooperation and collaboration that signals our role as a Crown 
Entity through promoting a ówhole of sectorô and ówhole of governmentô perspective.  Our values 
ensure promotion of the standards of the State Sectorôs culture of integrity and conduct. Our culture 
is central to achieving our outcomes. As such, our leadership team is overseeing continuous 
processes to embed a ónew way of thinkingô which is consciously expressed through both our 
Rutherford Initiative and the Nelson Marlborough Health Allianceô. 

NMDHB is continuously identifying, building and maintaining relationships to assist us in achieving 
our outcomes. We initiated many of the collective SI approaches and the Health Management 
Services Collaborative. We are working with local, regional, national and international networks to 
learn new methods and to test new concepts. 

                                                
20

 Good Employer obligations as outlined in the Crown Entities Act 2004 (s 151 (1) (g)). 
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In early 2010/11 the DHB considered its primary care structure and agreed to retain two PHOs, 
recognising the value of local representation and local provider servicing in each of our Nelson/ 
Tasman and Marlborough communities. To achieve this, the PHOs committed to a new era of 
collaborative working to achieve the following: 

¶ Consistency of access 
This relates not only to similar services being available to both populations, but to measures 
and reporting of these services 

¶ óPatient Deliverablesô 
The application of funding by both PHOs results in a similarity of outcomes as perceived by 
both the patient and the General Practice  

¶ Satisfaction of Providers 
 Mechanisms to evaluate and respond to the levels of satisfaction of General Practice with 

the support and services provided by their PHO 

¶ Timely Resolution of Differences  
As the range of learning becomes evident through the collaborative approach these are 
shared together with a plan and realistic timeline to address them 

¶ Aligned Governance 
PHO Governance will set joint expectations about deliverables 

¶ Minimise Administration and Overhead Costs 
Use of common systems, processes and reporting whenever possible. 

This will be closely monitored and appropriate actions taken, including a review of the 2009/10 
decision to ensure the objectives are being met. The requirement is to optimise the use of funds in 
primary care across the district that focuses on the consistency and efficiency of the approach, 
access and outcomes. 

INFORMATION SERVICES 

Our DHB is continuing the implementation of our clinical information system and associated tools. 
Currently we have functionality to provide clinicians access to all electronically held results and 
information, the creation of electronic discharge summaries and electronic specialist letters. 

NMDHB will implement e-referral functionality based upon the nationally driven work in the Auckland 
region. We will work with our laboratory provider to implement electronic laboratory test ordering 
and signoff. NMDHB supports the National Health IT Board, and will work with it to deliver on the 
National Health IT Plan. Tactically, NMDHB needs to replace our Patient Management System as it 
is approaching its end of life. NMDHB will work with the regional on a regional solution. 

FACILITIES AND EQUIPMENT 

Following the completion of redevelopment at Wairau Hospital in February 2011 NMDHB is 
reviewing plans for further development of Nelson site.  This redevelopment is required so that 
Nelson hospital is compliant with required clinical standards to retain certification, and to ensure we 
have sufficient capacity for future health care needs.  Any redevelopment needs to incorporate 
proposals for after hours and low cost access service and acute psycho-geriatric services.  These 
are aimed at facilitating a better flow of patients between hospital and community services, relieve 
pressure on the hospitalôs ED services and address óvalue for moneyô concerns arising from the 
continued use of Alexandra Hospital for psycho-geriatric care. 

Work is underway on the new clinics for the delivery of School and Adolescent Dental Health 
Services set out in our Oral Health Business Case.  Work on innovative service planning with  the 
Golden Bay Community, Nelson Bays Primary Health, the Joan Whiting Trust Board (the provider of 
aged residential care in Golden Bay) and the local General Practitioners is continuing towards 
implementation of an Integrated Community Health Centre for the Golden Bay Community.  This 
project is part of the Better Sooner More Convenient primary health care initiative and will reflect 
new models of care delivery and innovative health architecture.   

NMDHB has actively encouraged and supported co-location of GP after hours facilities on the 
Wairau and Nelson hospital sites.   



 

Page 76 of 124 

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

QUALITY AND SAFETY 

Our DHB is committed to improving services to the people it serves through the provision of safe 
and quality care. One of the new Executive Leadership Teams (ELT) first initiatives was to reframe 
the organisations Quality and Safety Framework with the goal of ódeveloping a patient-centred 
culture of continuous quality improvement and safety across the Nelson Marlborough districtô. The 
framework is based on the following dimensions of quality: patient focus, safety, effectiveness, 
appropriateness, acceptability, access, efficiency, coordination and integration. 

Changes to the quality structure across the district as a result of the revision of the Framework will 
be embedded in the 2011/12 year. Quality and Safety is the prime focus for both the Board and the 
leadership team.  

NMDHB will continue whole of system continuous quality improvement utilising a range of proven 
quality improvement tools with the goal of transforming how we provide care to the people of the 
district. Integral to quality programmes is the measurement of both clinical and non clinical activity ï 
people, process and structures ï that lead to better outcomes. Five clinical performance indicators 
have been agreed across the organisation, they are: falls, medication errors, incidence of pressure 
areas, physical assaults on staff, nosocomial infection rate. These five indicators are reported 
regularly through Directorates and the quality committee process to ELT and to the Board.  

SUBSIDIARIES INCLUDING MULTIPARENT SUBSIDIARIES 

The Minister of Health has under sections 24 and 28 of the NZPHD Act 2000 approved the following 
arrangements: 

¶ Nelson Marlborough Hospitalsô Charitable Trust, which holds trust funds for the benefit of 
public hospitals 

¶ Marlborough Hospital Equipment Trust, which provides equipment and other items from 
public donations raised by the trust 

¶ Churchill Private Hospital Trust, which provides private medical and surgical services in 
Marlborough 

¶ South Island Shared Services Agency Ltd (SISSAL), which supports the activities of the 
South Island DHBs by providing services, such as planning and funding audit, analysis and 
advice and contract management, as determined by the participating DHBs 

¶ An agreement with Nelson Radiology Ltd, which covers a joint Magnetic Resonance Imaging 
(MRI) service from the Nelson Hospital site 

NMDHB does not hold any controlling interests in a subsidiary company. 

PERFORMANCE IMPROVEMENT ACTIONS 

The savings impact of NMDHBôs Performance Improvement Actions is provided in appendix 1. The 
actions reflect the key initiatives in the 2011/12 Annual Plan under the key themes, i.e. regaining 
viability through implementing the savings recommendations identified in the Rutherford Initiative, 
matching staff to revenues, and working closely with South Island DHBs to implement the South 
Island Regional Health Services Plan. 

COST EFFECTIVENESS 

NMDHB is focussed on achieving óbest value for dollars spentô across the district-wide scope of its 
operations. Over the past year we have continued to review all of our expenditure with the objective 
of reducing costs and finding smarter ways to deliver services. This is resulting in a range of major 
and minor changes to our servicesô funding and delivery. Using both internal and external expertise, 
21 areas encompassing corporate functions and clinical support, community based, 
medical/surgical and mental health services, have been examined. Over $18.5 million in efficiencies 
have been identified, $12.24 million has been committed and $7.3 million has been achieved.   
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We have also been extending programmes that are delivering services more cost effectively. An 
example is InterRAI, an internationally recognised assessment tool for people with age-related 
disabilities, to identify more accurately and consistently disability care support needs.  

Through work on capacity planning currently underway we expect that a more flexible approach to 
managing our work priorities and managing our service delivery on a district wide basis to reduce 
costs and enable greater cost effectiveness will be possible. Further developments of our cost 
effectiveness programme initiatives, particularly our delivery of hospital services and health of older 
people, are incorporated to achieve the efficiency improvements identified through the Rutherford 
Initiative. 

There are a number of difficult decisions arising from the work of the Rutherford Initiative (RI). 
Challenges to the status quo, while working with key stakeholders, need to be implemented in a 
structured manner. Where immediate gains are identified, steps are put in place to achieve these as 
quickly as possible; however, long-term change to the way services are delivered requires 
significant buy-in of staff and the public. The RI involves formal procedures which in some cases 
involve presenting options to staff and stakeholders for their advice and subsequent testing by the 
RI team prior to agreed recommendations being approved and implemented. The main focus of RI 
is eliminating waste and modernising service delivery. In some cases, this involves specifying the 
mix of services and how the services are to be delivered. Clinical leadership is paramount. As part 
of the agreed RI procedures, the implementation action plans are closely monitored by ELT and the 
Board. 
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MODULE 8: FINANCIAL PERFORMANCE  

 

FINANCIAL PERFORMANCE 

NMDHB has prepared these prospective financial statements in line with the accounting policies 
adopted by the Board, as provided in Appendix 6. In addition, these financial statements also 
comply with the New Zealand Institute of Chartered Accountants FRS-42 ï Prospective Financial 
Statements standard. 

The purpose of the prospective financial statements is to inform the Crown and the public. They are 
also required to meet legislation, specifically the New Zealand Public Health and Disabilities Act 
2000 and the Crown Entities Act 2004, and are the accountability statements for NMDHB. The 
information in these statements may not be appropriate for purposes other than those described. 

Actual results achieved for the period covered may vary from the information presented in these 
statements. The DHB faces considerable uncertainty with regards to future demand for services - 
that and uncertainties in wage growth assumptions make it possible that any variation in the actual 
financial results from these prospective financial statements may be significant. 

The prospective financial statements were issued on 20 May 2011 and authorised by the DHB 
General Manager Corporate Services. The authorising person is responsible for the prospective 
financial statements presented, including the appropriateness of the assumptions underlying the 
prospective financial statements. 

The prospective financial statements include the audited 2009/10 results. The 2010/11 prospective 
financial statements include six months actual results and a forecast for the remainder of the 
financial year. The assumptions are sourced from the best information available at the time. The 
prospective financial statements for the purposes of this document are not intended to be updated 
subsequent to the date of issue. 

Forecast financial statements  

We have an objective of strong financial performance and plan to obtain a breakeven or better than 
breakeven position and to minimise cyclical deficits. The following table sets out our key financial 
information. 

 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

Revenue 381,539      396,024     403,015    413,568    408,161    

Net Surplus/(Deficit) (5,389)        496           110          55            6              

Total Fixed Assets 157,002      166,672     161,391    155,900    153,188    

Net Assets 87,220       90,530       90,673      90,181      89,641      

Term Borrowings and Provisions 48,398       46,787       60,625      60,070      53,940       

Our Rutherford Initiative process remains a key plank of our actions to return to a breakeven or 
better situation and this programme is included in these prospective financial statements. To date, 
this process has identified significant savings, however still more are required. This initiative will also 
identify areas that may require additional investment to further add value. Once areas have been 
identified, the management of change will then follow appropriate processes. 

The Wairau Hospital redevelopment has now been completed, and focus is now on the interim 
Nelson site work. 
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Table: Statement of Prospective Comprehensive Income 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

REVENUE

MoH Funding 360,252      370,004     379,726    389,537    385,791    

Other Government Funding 4,300         4,665         4,704        4,754       4,537       

Non-Government & Other Income 10,120       13,770       10,926      11,353      9,634       

Inter-DHB  Revenue 6,868         7,585         7,659        7,924       8,199       

TOTAL REVENUE 381,539      396,024     403,015    413,568    408,161    

EXPENSES

Personnel 141,988      145,126     149,506    155,195    146,520    

Outsourced Services 11,384       11,552       10,646      10,656      10,865      

Clinical Supplies and Patient Costs 28,750       29,560       27,886      28,320      27,890      

Infrastructure & Non-Clinical Supplies 23,328       22,254       23,297      21,705      19,387      

Interest 2,352         2,859         3,016        3,180       3,241       

Depreciation 11,680       12,327       13,203      14,461      15,206      

Capital Charge 7,037         6,939         7,170        7,155       7,125       

Payments to Non-Health Board Providers:

  Personal Health 105,100      108,845     109,593    112,147    115,071    

  Mental Health 12,081       11,682       12,153      12,498      12,842      

  Public Health 150            75             10            10            10            

  Disability Support Services 40,321       41,577       43,612      45,291      47,025      

  Maori Health 2,757         2,731         2,813        2,893       2,972       

TOTAL EXPENSES 386,928      395,528     402,905    413,512    408,154    

SURPLUS/(DEFICIT) (5,389)        496           110          55            6              
 

OTHER COMPREHENSIVE INCOME

Property Plant & Equipment Revaluation -                -                -               -              -              

TOTAL COMPREHENSIVE INCOME (5,389)        496           110          55            6              
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Table: Statement of Prospective Financial Position 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

CROWN EQUITY 87,220       90,530       90,673      90,181      89,641      

CURRENT ASSETS:

Bank blances, deposits and cash 22,920       32,390       40,131      41,623      41,005      

Receivables 9,645         9,130         8,951        9,562       9,704       

Inventroy 2,016         2,318         2,318        2,318       2,318       

34,581       43,838       51,399      53,503      53,028      

CURRENT LIABILITIES

Short Term Loans 1,580         14,404       1,750        1,905       9,540       

Payables and Accruals 24,701       29,094       30,047      27,552      23,400      

Payroll Accruals 29,802       29,802       29,802      29,802      29,802      

56,083       73,300       61,600      59,259      62,743      

Net Working Capital: (21,502)      (29,462)      (10,201)     (5,756)      (9,715)      

NON CURRENT ASSETS:

Fixed Assets 157,002      166,672     161,391    155,900    153,188    

Investments 7               7               7              7              7              

Non Current Prepayment 111            100           100          100          100          

157,120      166,779     161,498    156,007    153,295    

NON CURRENT LIABILITIES:

Payroll Liabilities 10,858       10,858       10,858      10,858      10,858      

Term Loans 37,540       35,929       49,767      49,212      43,082      

48,398       46,787       60,625      60,070      53,940      

NET ASSETS 87,220       90,530       90,673      90,181      89,641       

 
Table: Statement of Prospective Cash flow 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

OPERATING CASHFLOWS

Cash was provided from Crown Agencies and other 389,792      391,496     402,334    411,987    406,931    

income sources

Cash was disbursed to employees, suppliers and (377,282)     (376,060)    (385,806)   (399,664)   (394,944)   

payment of finance charges

12,511       15,436       16,528      12,323      11,986      

INVESTING CASHFLOWS

Cash was provided from assets and equity 747            10,553       964          2,432       2,228       

Cash was disbursed to purchase of assets (25,577)      (27,688)      (7,953)       (9,136)      (12,550)     

(24,830)      (17,135)      (6,989)       (6,704)      (10,322)     

FINANCING CASHFLOWS

Cash was provided from proceeds of borrowings 12,041       15,861       1,764        -              1,505       

and equity movements

Cash was disbursed to repayment of borrowings (14,326)      (4,693)        (3,563)       (4,127)      (3,788)      

and equity movements

(2,285)        11,168       (1,799)       (4,127)      (2,283)      

Net increase/(decrease) in cash held (14,604)      9,470         7,741        1,492       (618)         

Add Opening cash balance 37,524       22,920       32,390      40,131      41,623      

CLOSING CASH BALANCE 22,920       32,390       40,131      41,623      41,005      

Made up from:

Bank balances, deposits and cash 22,920       32,390       40,131      41,623      41,005       
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Table: Statement of Prospective Movements in Equity 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

Crown Equity at start of period 93,114       87,220       90,530      90,673      90,181      

Surplus/(Deficit) for the period (5,389)        496           110          55            6              

Increase in Revaluation Reserve -                -                -               -              -              

Equity Injection from Crown 42              3,361         580          -              -              

Distributions to Crown (547)           (547)          (547)         (547)         (547)         

Other Movements in Equity -                -                -               -              -              

Crown Equity at end of period 87,220       90,530       90,673      90,181      89,641       

Capital Expenditure/Investment  

New capital expenditure projects budgeted for the next three years are: 

2009/10 2010/11 2011/12 2012/13 2013/14

$M $M $M $M $M

Buildings & Plant 20              16             1              2              2              

Clinical and other Equipment 4               7               5              3              6              

IT/IS 2               4               1              2              3              

Motor Vehicles -                1               1              2              2              

Total Capital Expenditure 26              28             8              9              13             

All other capital plans, including any redevelopment of Nelson Hospital, will be subject to normal 
business case processes and availability of cashflow. 

We have developed a formal asset management plan in accordance with Ministry of Health 
requirements.   

The following table sets out the financing plan for proposed capital projects:  

2009/10 2010/11 2011/12 2012/13 2013/14

$M $M $M $M $M

Internal Financing

Surplus/(Deficit) (5)              -                -               -              0              

Depreciation 12              12             13            14            16            

Other - includes cash reserves 20              (1)              (9)             (5)             (4)             

External Financing

CHFA Debt -                13             -               -              -              

Private Debt -                -                3              (0)             2              

Equity Injection 0               3               1              -              -              

Total Capital Financing 26              28             8              9              13             

Asset Revaluation 

Land and buildings are revalued at least every three years to fair value as determined by an 
independent registered valuer by reference to the highest and best use.  The last revaluation was 
undertaken as at 30 June 2009. The next revaluation is planned to take place as at 30 June 2012, 
at which time no material difference between carrying value and fair value is expected.  

Disposal of Land 

The procedure for disposal of surplus land is subject to due process with regard to the New Zealand 
Public Health and Disabilities Act 2000, including Ministerial approval, Public Works Act 1981, S.40, 
the Office of Treaty Settlements Protection Mechanism and any other interests registered on the title 
or under any other applicable legislation. There are no plans to sell assets in 2011/12 or the outer 
years. 
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NMDHB Borrowings 

We have the following existing financing facilities: 

¶ Crown Health Financing Agency, $47.5 million 
¶ Overdraft facility of $8m with our bankers, Westpac 
¶ Finance leases of $4m 

Fund Equity 

No assumption has been made on the use of the Fund equity. This equity could be used to assist 
with capital developments, one off service purchases or assisting with the change management 
required to be sustainable. How these transactions are completed may have an impact on the 
prospective financial performance of NMDHB. 

Other measures and standards necessary to assess DHB performance  

The following tables set out the planned financial performance by division. 
 

Table: Prospective Financial Targets and Measures DHB Provider  

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

REVENUE

MoH Funding 21,085       20,657       20,654      20,735      7,261       

Other Government Funding 4,199         4,581         4,665        4,716       4,499       

Non-Government & Other Income 9,262         12,847       10,334      10,816      9,175       

Inter-DHB & Internal Revenue 185,540      189,017     193,018    198,218    203,015    

TOTAL REVENUE 220,085      227,102     228,670    234,485    223,949    

EXPENSES

Personnel 140,306      143,570     148,484    154,153    145,457    

Outsourced Services 10,981       11,263       10,357      10,363      10,567      

Clinical Supplies and Patient Costs 31,457       32,493       31,301      32,042      31,660      

Infrastructure & Non-Clinical Supplies 39,209       38,908       40,291      39,784      38,179      

Internal Recharges (712)           (743)          (1,849)       (1,886)      (1,924)      

TOTAL EXPENSES 221,241      225,491     228,584    234,456    223,940    

SURPLUS/(DEFICIT) (1,156)        1,611         86            29            9               
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Table: Prospective Financial Targets and Measures DHB Governance 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

REVENUE

MoH Funding -                -                -               -              -              

Other Government Funding 101            84             38            38            38            

Non-Government & Other Income 12              -                -               -              -              

Inter-DHB & Internal Revenue 5,165         5,498         6,102        6,179       6,256       

TOTAL REVENUE 5,279         5,582         6,140        6,217       6,294       

EXPENSES

Personnel 1,682         1,556         1,022        1,042       1,062       

Outsourced Services 403            289           289          293          298          

Infrastructure & Non-Clinical Supplies 2,482         2,538         2,980        2,996       3,010       

Internal Recharges 712            743           1,849        1,886       1,924       

TOTAL EXPENSES 5,279         5,126         6,140        6,217       6,294       

SURPLUS/(DEFICIT) -                456           -               -              -               
 

Table: Prospective Financial Targets and Measures DHB Funding 

2009/10 2010/11 2011/12 2012/13 2013/14

$000 $000 $000 $000 $000

ACTUAL FORECAST PLANNED PLANNED PLANNED

REVENUE

MoH Funding 339,167      349,347     359,072    368,802    378,531    

Other Government Funding -                -                -               -              -              

Non-Government & Other Income 846            923           592          537          459          

Inter-DHB & Internal Revenue 6,713         7,534         7,646        7,911       8,186       

TOTAL REVENUE 346,726      357,804     367,311    377,249    387,175    

EXPENSES

Governance Administration 5,165         5,498         6,102        6,179       6,256       

Personal Health 249,447      256,898     261,615    269,072    275,680    

Mental Health 36,807       36,620       37,638      38,704      39,769      

Disability Support Services 53,511       54,751       57,306      59,374      61,495      

Public Health 3,271         2,876         1,814        1,001       1,006       

Maori Services 2,757         2,731         2,813        2,893       2,972       

TOTAL EXPENSES 350,960      359,374     367,287    377,223    387,178    

SURPLUS/(DEFICIT) (4,234)        (1,571)        23            26            (3)              
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Any significant assumptions  

The following are the key assumptions used in the build-up of the 2011/2012 budget and the out 
years:  

Key assumptions 2011/12 2012/13 2013/14 

CFA revenue growth assumptions are in line with 
information provided in the funding envelope and 
include cost pressure and demographic growth 

2.96% 2.83% 2.75% 

Employee agreement assumptions Increase by 
committed salary 

steps plus 
provision for 

settlement 

Increase by 
committed salary 

steps plus 
provision for 

settlement 

Increase by 
committed 

salary steps plus 
provision for 

settlement 

Payments to NGOs 

Contribution to Costs 

Demographics 

 

0 to 2% 

0 to 3% 

 

0 to 1.72% 

0 to 3% 

 

0 to 1.72% 

0 to 3% 

Payments to suppliers Increases 
between 0% and 

15% 

1 to 2.72%  1.5 to 2.72% 

Depreciation Per asset base 
plus capital 
programme 

Per asset base 
plus capital 
programme 

Per asset base 
plus capital 
programme 

Interest received 3% 3% 3% 

Interest payments Draw down CFA 
loan interest rate 

6%.  New 
Finance leases 

8% 

New Finance 
Leases 8% 

New Finance 
Leases 8% 

Capital charge 8.0% 8.0% 8.0% 

Risks 

Risk Mitigation strategy 

The Canterbury Earthquake may have an unknown 
impact on NMDHB operations and finances for the 
2010/2011 year and future years. 

¶ NMDHB will continue to monitor volumes and 
analyse the local impact. NMDHB would need to 
reduce expenditure elsewhere to compensate for 
these additional costs, or a national solution to 
be developed. 

There is a risk that NMDHB will not achieve planned 
financial performance if we do not achieve the 
planned savings through our Rutherford Initiative.  

¶ Chief Executive led work stream 

¶ Regular and detailed internal monitoring of 
performance 

The 2011 Appeal Court decision on IDSS Sleepovers 
may have a negative on NMDHBôs finances. The 
ongoing exposure is $1.3m. 

 

¶ Monitoring any further action in this matter, and 
plan for reduction in expenditure elsewhere to 
cover the potential ongoing liability and any 
backpay awarded. 

The Golden Bay Project Management Group has 
identified a preference for a new facility on the 
existing hospital site owned by a property owning 
trust. There two options regarding NMDHBôs asset. 
One is that the current community hospital will be 
gifted to the property trust which would create an 

¶ The effect on the financial statements will be 
forecast when a decision has been made and 
final approval given. 
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Risk Mitigation strategy 

asset write off for NMDHB. Option two is that a lease 
is entered into, however capital charge arrangements 
around this asset would need to be resolved. In 
addition, the service provision will be integrated under 
one provider (Nelson Bays PHO). The effects on the 
financial statements have not been included as the 
proposal has not had final approvals. 

The aged residential care (ARC) forecasts are based 
on forecasted demographic change in the over 65s. 
Risks are that the forecast will not match the market 
and the eagerness of ARC providers to build 
additional beds. The DHB has no control over the 
number of beds and if residents meet the needs 
assessment and qualify for subsidy then the DHB 
may face a situation where the costs of aged 
residential care exceed forecasts. 

¶ Use of the InterRAI (International Residential 
Assessment Instrument) tool to ensure people 
receive support services that best meet their 
needs and support them to regain maximum 
functional independence including, where 
possible, aging in place. 

The employee relations environment presents 
uncertainty in terms of potential increases in 
employee remuneration packages. Although a wage 
increase percentage has been included in the 
assumptions, some employee representatives may 
have an expectation of wage increases that differ 
from the budgeted levels.  

Potential strategies include: 

¶ Negotiate lower than inflation or close to 0% 
increases. 

¶ Use containment mechanisms to constrain FTEs 

There is risk that cost increases for provider arm 
purchasing of goods and services will exceed the 
assumed percentage increases based on the 
inherent uncertainty of future inflationary pressures.  

¶ Review contracting arrangement and negotiate 
more favourable terms. 

¶ Participate in national procurement initiatives to 
take advantage of bulk purchasing 

There is financial risk in terms of the inherent 
uncertainty as to the total amount of funding that will 
be appropriated to health beyond the current year 
and how this funding will be allocated by the 
Population Based Funding (PBF) formula. In addition, 
PBF is a fixed annual funding allocation in an 
environment where the District Health Board funds 
demand driven contracts that have the risk of the 
demand exceeding the forecast levels 

¶ Continuous monitoring of demand-driven 
expenditure. 
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MODULE 9: APPENDICES  

 

 

APPENDIX 1: PERFORMANCE IMPROVEMENT ACTIONS 2011/12 

DHB: Nelson Marlborough District Health Board 

Objectives 

 

Savings Impact ($'000) 

2011/12 2012/13 2013/14 

Tight Cost Containment 

 

4,300 0 0 

Purchasing and Productivity 
Improvement 

 

2,548 2,130 350 

Service Configuration  300 0 3,000 

TOTAL SAVINGS 7,148 2,130 3,350 

 

 

 

 

APPENDIX 2: MONITORING FRAMEWORK PERFORMANCE MEASURES 

 

 

 

Policy Priorities Dimension 

Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

PP1 Clinical leadership self assessment 

  

The DHB provides a qualitative report identifying progress achieved in fostering 
clinical leadership and the DHB engagement with it across their region. This will 
include a summary of the following ï how the DHB is: 
ǒ Contributing to regional clinical leadership through networks 
ǒ Investing in the development of clinical leaders 
ǒ Involving the wider health sector ( Including primary and community care) in 
clinical inputs 
ǒ Demonstrating clinical influence in service planning 
ǒ Investing in professional development 
ǒ Influencing clinical input at board level and all levels throughout the DHB ï 
including across disciplines.  What are the mechanisms for providing input? 

No quantitative 
target 
qualitative 
deliverable 
required.  

NA Annual 

PP2 Implementation of Better, Sooner, More Convenient primary health care 

  

The DHB is to supply a progress report on the implementation of changes to 
primary health care services that deliver on the core elements of Better, Sooner, 
More Convenient primary health care. In particular progress must be described 
regarding: 
1. the shifting of services from secondary care to primary care settings;  
2. the development of Integrated Family Health Centres; and 
3. any specific reporting requirements that may be identified in the Ministerôs Letter 
of Expectations (to be confirmed). 
 

No quantitative 
target 
qualitative 
deliverable 
required. 

NA Quarterly 
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Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

PP5 Waiting times for chemotherapy treatment 

  

Provide a report confirming the DHB has reviewed the monthly wait time templates produced by 
either the relevant Cancer Centre(s) or its own DHB where treatment commenced at that DHB for 
the quarter .    
Where the monthly wait time data identifies: 
Å any patients domiciled in the DHB waiting more than four weeks, due to capacity issues, and/or  
Å wait time standards were not met, for patients in priority categories A and B 
DHBs must provide a report outlining the resolution path. 

 

 

 

 

 

100% 
at four 
weeks 

100%  
at four 
weeks 

Quarterly 

  

 

AND (as applicable) 
1.   Those DHBs involved in Better, Sooner, More Convenient (BSMC) primary 
health care business case(s) are required to supply a progress report on the 
implementation of the business case(s) it is involved in. The BSMC Monitoring 
Framework includes indicators at three levels:  
2.   Those DHBs involved in Better, Sooner, More Convenient primary health care 
business case(s) are required to supply a progress report on the operation and 
expenditure of the flexible funding pool, including how pool funding has been 
prioritised to deliver services to meet the four high-level objectives. 
Where problems are identified, resolution plans are to be described. 

PP3 Local Iwi/Maori engagement and participation in DHB decision making, development of strategies and plans for Maori 
health gain 

  

Measure 1 - PHO Maori Health Plans 
Percentage of PHOs with MHPs that have been agreed to by the DHB.   

100% 100% 

Six-Monthly 

  

Measure 2 - PHO Maori Health Plans 
Report on how MHPs are being implemented by the PHOs and monitored by the 
DHB (include a list of the names of the PHOs with MHPs) OR for newly 
established PHOs, a report on progress in the development of MHPs (include a list 
of the names of these PHOs). 

No quantitative 
target 
qualitative 
deliverable 
required. 

NA   

Measure 3 - DHB ï Iwi/Maori relationships 
Provide a report demonstrating: 
Å Achievements against the Memorandum of Understanding (MoU) between a 
DHB and its local Iwi/Maori health relationship partner, and describe other 
initiatives achieved that are an outcome of engagement between the parties during 
the reporting period. 
Å Provide a copy of the MoU. 

  

Measure 4 - DHB ï Iwi/Maori relationships 
Report on how (mechanisms and frequency of engagement) local Iwi/Maori are 
supported by the DHB to participate in the development and implementation of the 
strategic agenda, service delivery planning, development, monitoring, and 
evaluation (include a section on PHOs). 

  

Measure 5 - DHB Maori Health Plan 
Provide a report by exception on national level priorities that have not been 
achieved in the DHB Maori Health Plan.  The report will say why the priority has 
not been achieved, what the DHB will do to rectify it, and by when. 

PP4 Improving mainstream effectiveness DHB provider arms pathways of care of Maori 

  

Measure 1 
Provide a report describing the reviews of pathways of care that have been 
undertaken in the last 12 months that focused on improving Health outcomes and 
reducing health inequalities for Maori.   

No quantitative 
target 
qualitative 
deliverable 
required. 

NA Six-Monthly 

  

Measure 2 

Report on examples of actions taken to address the issues identified in the 
reviews.  The report should identify:Å what issues/ opportunities were brought to 
your attention as a result of the reviews of pathways of care that you identified in 
Measure oneÅ the follow up actions you intend to take/ are taking as a result of the 
issues and opportunities that you identified above.The report should include 
timeframes for implementing the actions you identify. 
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PP6 Improving the health status of people with severe mental illness 

  
The average number of people domiciled in the DHB 
region, seen per year rolling every three months 
being reported (the period is lagged by three 
months) for: 
Å child and youth aged 0-19, specified for each of the 
three categories Maori, Other, and in total 
Å adults aged 20-64, specified for each of the three 
categories Maori, Other, and in total 
Å older people aged 65+, specified for each of the 
three categories Maori, Other, and in total. 

Age 0-19 

Maori 3.2% 

NA Six-Monthly 

  Other 3.6% 

  Total 3.53% 

  

Age 20-64 

Maori 6.36% 

  Other 3.89% 

  Total 3.93% 

  Age 65+ Total 0.73% 

PP7 Improving mental health services using crisis intervention planning 

  

Provide a report on: 
1. The number of adults and older people (20 years 
plus) with enduring serious mental illness who have 
been in treatment* for two years or more since the 
first contact with any mental health service (* in 
treatment = at least one provider arm contact every 
three months for two years or more.)  The subset of 
alcohol and other drug only clients will be reported 
for the 20 years plus. 
2. The number of Child and Youth who have been in 
secondary care treatment* for one or more years (* 
in treatment = at least one provider arm contact 
every three months for one year or more) who have 
a treatment plan. 
3. The number and percentage of long-term clients 
with up to date relapse prevention/treatment plans 
(NMHSS criteria 16.4 or HDSS [2008]1.3.5.4 and 
1.3.5.1 [in the case of Child and Youth]). 
4. Describe the methodology used to ensure adult 
long-term clients have up-to-date relapse prevention 
plans and that appropriate services are provided.  
DHBs that have fully implemented KPP across their 
long-term adult population should state KPP as the 
methodology.  

Adult (20+) 

Maori 95% 95% 

Six-Monthly 

  

Non Maori 95% 95% 

  
Child & Youth 

Maori 95% 95% 

  

Non Maori 95% 95% 

PP8 DHBs report alcohol and drug service waiting times and waiting lists 

  

Waiting times are measured from the time of referral for treatment to the first date the client is 
admitted to treatment, following assessment in any service whether it be NGO or provider arm.  
Reporting will be on the longest waiting time in days, plus the number of people on the waiting list 
for treatment at the end of the month, i.e. volume and time.  Whilst assessment and motivational 
or pre-modality interventions may be therapeutic, they are not considered to be treatment.  If a 
client is engaged in these processes, they are considered to be still waiting for treatment.  DHBs 
will report their longest waiting time, in days, for each service type for one month prior to the 
reporting period. 

No 
quantitative 

target. 
Supply of 

quantitative 
data 

required. 

NA Six-Monthly 

PP9 Delivery of Te Kokiri: the mental health and addiction action plan 

 

DHBs are to provide a summary report on progress made towards implementation of Te KǾkiri: 
the Mental Health and Addiction Action Plan.  A template for this report can be found on the 
nationwide service framework library web site NSFL homepage: http://nsfl.health.govt.nz.  

No 
quantitative 

target 
qualitative 
deliverable 
required.  

NA Annual 

PP10 Oral Health DMFT Score at year 8 

  Upon the commencement of dental care, at the last 
dental examination before the child leaves the 
DHBôs Community Oral Health Service, the total 
number of: 
(i) permanent teeth of children in school Year 8 
(12/13-year olds) that are ï 
Å Decayed (D),  
Å Missing (due to caries, M), and 
Å Filled (F); and  
(ii) children who are caries-free (decay-free). 

  

Maori 1.55 

NA Annual 

  Pacific n/a 

  Other 1.10 

  Total 1.15 

  
Total 

Fluoridated n/a 

  Non Fluoridated 1.15 
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Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequenc
y 

PP11 Children caries free at 5 years of aged 

  At the first examination after the child has 
turned five years, but before their sixth 
birthday, the total number of: 
(i) children who are caries-free (decay-free); 
and 
(ii) primary teeth of children that are ï 
Å Decayed (d),  
Å Missing (due to caries, m), and 
Å Filled (f). 

  

Maori 43% 

NA Annual 

  Pacific n/a 

  Other 65% 

  Total 62% 

  
Total 

Fluoridated ratio 

  Non-Fluoridated ratio 

PP12 Utilisation of DHB funded dental services by adolescents  

  

In the year to which the reporting relates, the total number of 
adolescents accessing DHB-funded adolescent oral health 
services, defined as: 
(i) the unique count of adolescent patientsô completions and 
non-completions under the Combined Dental Agreement; and 
(ii) the unique count of additional adolescent examinations with 
other DHB-funded dental services (e.g. DHB Community Oral 
Health Services, Maori Oral Health providers and other 
contracted oral health providers). 
To reduce duplication of effort, at the end of each quarter in the 
year to which the reporting relates, the Ministry will organise a 
data extract from Sector Services for all DHBs for claims made 
by dentists contracted under the Combined Dental Agreement, 
and provide this data for DHBsô use in determining part (i) of 
the Numerator. 

Total 85% 85% Annual 

PP13 Improving the number of children enrolled in DHB funded dental services 

  

Measure 1 - In the year to which the reporting relates, the total 
number of children under five years of age, i.e. aged 0 to 4 
years of age inclusive, who are enrolled with DHB-funded oral 
health services (DHBôs Community Oral Health Service and 
other DHB-contracted oral health providers such as Maori oral 
health providers). 

Children Enrolled  
0-4 years 

65% 

NA Annual 

  

Measure 2 - In the year to which the reporting relates:(i) the 
total number of pre-school children and primary school children 
in total and for each school decile who have not been 
examined according to their planned recall period in DHB-
funded dental services (DHBôs Community Oral Health Service 
and other DHB-contracted oral health providers such as Maori 
oral health providers); and(ii) the greatest length of time 
children has been waiting for their scheduled examination, and 
the number of children that have been waiting for that period. 

Children not examined 0-12 
years 

10% 

PP14 Family violence prevention 

  

Confirmation report based on audit scores for partner abuse and child abuse and neglect 
programme components.  
(Data source: Provided to DHBs by the Auckland University of Technology (AUT) Hospital 
Responsiveness to Family Violence, Child and Partner Abuse Audit.) 

158/200 140/200 Annual 

PP15 Improving the safety of elderly: Reducing hospitalisation for falls 

  

The number of people 75 yrs and older hospitalised for falls domiciled in the DHB region, per 
year. 

11% NA Six-Monthly 

PP16 Workforce - Career Planning 

  

The DHB provides quantitative data to demonstrate progress achieved for career planning in 
their staff.  
For each of the following categories of staff a measure will be given for Numbers receiving 
HWNZ funding/ number with career plan for required categories: 
ǒ Medical staff 
ǒ Nursing 
ǒ Allied technical  
ǒ Maori Health 
ǒ Pacific 
ǒ Pharmacy 
ǒ Clinical rehabilitation 
ǒ Other 

No 
quantitative 

target. 
Supply of 

quantitative 
data 

required. 

NA Annual 
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System Integration Dimension 
       

Performance Measure and description 
2011/12 
Target 

National Target Frequency 

SI1 Ambulatory sensitive (avoidable) hospital admissions 

  Each DHB is expected to provide a 
commentary on their latest 12 
month ASH data thatôs available via 
the nationwide service library.  This 
commentary may include additional 
district level data thatôs not captured 
in the national data collection and 
also information about local 
initiatives that are intended to 
reduce ASH admissions.  Each 
DHB should also provide 
information about how health 
inequalities are being addressed 
with respect to this health target, 
with a particular focus on ASH 
admissions for Pacific and Maori 45-
64 year olds. 

Age 0-74 

Maori 95 The Ambulatory 
Sensitive 
Hospitalisations 
(ASH) Indirectly 
Standardised 
Discharge Ratio 
(ISDR) is the ratio of 
actual to expected 
ASH Hospitalisations 
which are calculated 
for each ethnic group 
and DHB using base 
period data (currently 
YTE September 
2008). E.g. for Maori 
Ethnicity apply 
national Maori 
Ethnicity age and NZ 
deprivation quintile 
ASH rates to the 
Maori Ethnicity 
population structure 
of each DHB by age 
and NZdep quintile. 
The expected rate is 
the national average 
& a ratio greater than 
100 indicates 
performance worse 
than the national 
average. The 
magnitude of the 
Ethnicity ISDR along 
with its statistical 
significance or 
otherwise determines 
the target guideline. 

Six-Monthly 

  Pacific N/A 

  Other 95 

  

Age 0-4 

Maori 95 

  Pacific N/A 

  Other 105 

  

Age 54-64 

Maori 95 

  Pacific N/A 

 

 

 

 

 

Other 95 

SI2 Regional service planning 

  

A single progress report on behalf of the region agreed by all DHBs within that 
region.  The report should focus on the actions agreed by each region as detailed 
in its regional implementation plan. 
For each action the progress report will identify: 
Å the nominated lead DHB/person/position responsible for ensuring the action is 
delivered 
Å whether actions and milestones are on track to be met or have been met 
Å performance against agreed performance measures and targets 
Å financial performance against budget associated with the action. 
If actions/milestones/performance measures/financial performance are not tracking 
to plan, a resolution plan must be provided.  The resolution plan should comment 
on the actions and regional decision-making processes being undertaken to agree 
to the resolution plan.  

 

 

No 
quantitative 

target 
qualitative 
deliverable 
required. 

NA Quarterly 

SI3 Service coverage 

  

Report progress achieved during the quarter towards resolution of exceptions to 
service coverage identified in the DAP, and not approved as long term exceptions, 
and any other gaps in service coverage identified by the DHB or Ministry through:Å 
analysis of explanatory indicatorsÅ media reporting Å risk reportingÅ formal audit 
outcomesÅ complaints mechanismsÅ sector intelligence. 

 

 

 

No 
quantitative 

target 
qualitative 
deliverable 
required. 

NA Six-Monthly 
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SI4 Elective services standardised intervention rates 

  

For any procedure where the 
standardised intervention rate in the 
2011/12 financial year or 2011 
calendar year is significantly below the 
target level a report demonstrating: 
1. what analysis the DHB has done to 
review the appropriateness of its rate 
 AND 
2. whether the DHB considers the rate 
to be appropriate for its population 
 OR 
3. a description of the reasons for its 
relative under-delivery of that 
procedure; and 
4. the actions being undertaken in the 
current year (2011/12) that will ensure 
the target rate is achieved.   

Intervention rate 
308 per 
10,000 

308 per 
10,000 

Six-Monthly 

  
Major joint replacement procedures 

21.0 per 
10,000 

21 per 
10,000 

  
  Hip  per 10,000 

10.5 per 
10,000 

  
  Knee  per 10,000 

10.5 per 
10,000 

  
Cataract Procedures 

27.0 per 
10,000 

27 per 
10,000 

  
Cardiac procedures 

6.5 per 
10,000 

6.5 per 
10,000 

SI5 Expenditure on services provided by Maori Health providers  

  

Measure 1 
DHB to report actual expenditure (GST exclusive) on Maori providers by General 
Ledger (GL) code. 

No 
quantitative 

target. Supply 
of 

quantitative 
data required. 

NA Annual 

  

Measure 2 
DHBs to report actual reported expenditure for Maori providers in comparison to 
estimated expenditure for Maori providers in their Annual Plan for the same 
reporting period, with explanation of variances.  

Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

SI7 Improving breast-feeding rates 

  

DHBs are expected to set DHB-
specific breastfeeding targets with a 
focus on Maori, Pacific and the total 
population respectively (see Reducing 
Inequalities below) to incrementally 
improve district breastfeeding rates to 
meet or exceed the National Indicator.  
DHBs will be expected to maintain and 
report on appropriate planning and 
implementation activity to improve the 
rates of breastfeeding in the district.  
This includes activity targeted Maori 
and Pacific communities. 
The Ministry will provide breastfeeding 
data sourced from Plunket, and DHBs 
must provide data from non-Plunket 
Well Child providers.  DHBs are to 
report providing the local data from 
non-Plunket Well Child providers. 

6 weeks 

Maori 71% 

74% 

Annual 

  Pacific n/a 

  Other 82% 

  Total 80% 

  

3 Months 

Maori 56% 

57% 
  Pacific n/a 

  Other 71% 

  Total 70% 

  

6 Months 

Maori 25% 

27% 
  Pacific n/a 

  Other 35% 

 Total 35% 
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Ownership Dimension 
       

Performance Measure and description 2011/12 Target 
National 
Target 

Frequency 

OS3 Elective and arranged inpatient length of stay 

  

The standardised ALOS is the ratio of óactualô to óexpectedô ALOS, multiplied by the 
nationwide inpatient ALOS.  The DHBôs óactualô ALOS, and the nationwide inpatient ALOS, 
are both defined as the total bed days for hospital patients discharged during the 12 
months to the end of the quarter, divided by the total number of discharges for hospital 
patients (excluding day patients) during the 12 months to the end of the quarter.  The 
óexpectedô ALOS is derived by taking the nation-wide ALOS for each grouping of patient 
discharges defined by DRG cluster and co-morbidities, multiplying this by the proportion of 
total discharges this group represents, and summing the result across all discharge 
groups.  

3.6 Days 3.6 days Quarterly 

OS4 Acute inpatient length of stay 

  

The standardised ALOS is the ratio of óactualô to óexpectedô ALOS, multiplied by the 
nationwide inpatient ALOS.  The DHB óactualô ALOS, and nationwide inpatient ALOS, are 
both defined as the total bed days for hospital patients discharged during the 12 months to 
the end of the quarter, divided by the total number of discharges for hospital patients 
(excluding day patients) during the 12 months to the end of the quarter.  The óexpectedô 
ALOS is derived by taking the nationwide ALOS for each grouping of patient discharges 
defined by DRG cluster and co-morbidities, multiplying this by the proportion of total 
discharges this group represents for the DHB, and summing the result across all discharge 
groups. 

3.44 Days NA Quarterly 

OS5 Theatre Utilisation 

  

Each quarter, the DHB is required to submit the following data elements, represented as a 
total of all theatres in each Provider Arm facility.  
Å Actual theatre utilisation,  
Å resourced theatre minutes,  
Å actual minutes used as a percentage of resourced utilisation 
The expectation is that DHBs will supply information on the template quarterly.  Baseline 
performance should be identified as part of the establishment of the target.  The goal for 
2011/12 will be one of the following: 
a. For DHBs whose overall utilisation is less than 85%, a target that is a substantial 
incremental step towards achieving the 85% target is recommended 
b. For DHBs whose overall utilisation is 85% or better, a target that is a small improvement 
over current performance is recommended 

85% 85% Quarterly 

OS6 Elective and arranged day surgery  

  

The standardised day surgery rate is the ratio of the óactualô to óexpectedô day surgery rate, 
multiplied by the nationwide day surgery rate, expressed as a percentage.  The DHBs 
óactualô day surgery rate, and the nationwide day surgery rate, are both defined as the 
number of day surgery discharges for the 12 months to the end of the quarter (for elective 
and arranged surgical patients), divided by the total number of surgical discharges in the 12 
months to the end of the quarter (for elective and arranged surgical patients).  The 
óexpectedô day surgery rate is derived by taking the nationwide day surgery rate for 
discharges in each DRG, multiplying this by the proportion of total discharges the DRG 
represents for the DHB, and summing the result across all DRGs. 

60.50% 
62% 

Standardise
d 

Quarterly 

OS7 Elective and arranged day of surgery admissions 

  

The number of DOSA discharges, for elective and arranged surgical patients (excluding day 
surgical cases) during the 12 months to the end of the quarter, divided by the total number 
of discharges for elective and arranged surgical patients (excluding day surgical cases) for 
the 12 months to the end of the quarter, to give the DOSA rate as a percentage. 

 

97% 
90% 

Standardise
d 

Quarterly 

OS8 Acute readmissions to hospital  

  

The standardised acute readmission rate is the ratio of the óactualô to óexpectedô acute 
readmission rate, multiplied by the nationwide acute readmission rate, expressed as a 
percentage.   
The DHBôs óactualô acute readmission rate, and the nationwide acute readmission rate, are 
defined as the number of unplanned acute readmissions to hospital within 28 days of a 
previous inpatient discharge that occurred within the 12 months to the end of the quarter, as 
a proportion of inpatient discharges in the 12 months to the end of the quarter.  The 
óexpectedô acute readmission rate is derived using regression methods from the DRG 
cluster and patient population characteristics of the DHB. 

 

8.58% NA Quarterly 
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OS9 30 Day mortality 

  

The measure is for a standardised mortality rate, in order to improve the comparability of 
the measure across the sector.  The standardised mortality rate is the ratio of the óactualô to 
óexpectedô mortality rates, multiplied by the nationwide mortality rate, expressed as a 
percentage.  The DHBôs óactualô mortality rate, and the nationwide mortality rate, are both 
defined as the number of in-hospital patient deaths within 30 days of admission, as a 
proportion of all patient discharges, including daycases.  The óexpectedô mortality rate is 
derived using regression methods from the DRG and patient population characteristics of 
the DHB. 

1.59% NA Annual 

OS10 Improving the quality of data provided to national collection systems 

  

Measure 1:  National Health Index (NHI) duplications 
Numerator: Number of NHI duplicates that require merging by Data Management per DHB 
per quarter.  The Numerator excludes pre-allocated NHIs and NHIs allocated to newborns 
and is cumulative across the quarter. 
Denominator: Total number of NHI records created per DHB per quarter (excluding pre-
allocated NHIs and newborns) 

2.9% <6% 

Quarterly 

  

Measure 2: Ethnicity set to óNot statedô or óResponse Unidentifiableô in the NHI 
Numerator: Total number of NHI records created with ethnicity of óNot Statedô or óResponse 
Unidentifiableô per DHB per quarter 
Denominator: Total number of NHI records created per DHB per quarter 

<2% <2% 

  

Measure 3: Standard versus specific diagnosis code descriptors in the National 
Minimum Data Set (NMDS) 
Numerator: Number of versions of text descriptor for specific diagnosis codes (M00-M99, 
S00-T98, U50 to Y98) per DHB 
Denominator: Total number of specific diagnosis codes (M00-M99, S00-T98, U50 to Y98) 
per DHB 

>55% >55% 

  

Measure 4: Timeliness of NMDS data 
Numerator: Total number of publicly funded NMDS events loaded into the NMDS more than 
21 days post month of discharge. 
Denominator: Total number of publicly funded NMDS events in the NMDS per DHB per 
quarter. 

4.9% <5% 

  

Measure 5: NNPAC Emergency Department admitted events have a matched NMDS 
event 
Numerator: Total number of NNPAC Emergency Department admitted events that have a 
matching NMDS event 
Denominator: Total number of NNPAC Emergency Department admitted events 

>97% >97% 

  

Measure 6: PRIMHD File Success RateNumerator: Number of PRIMHD records 
successfully submitted by the DHB in the quarterDenominator: Total number of PRIMHD 
records submitted by the DHB in the quarter 

98% >97% 

       

Output Dimension 
      

Performance Measure and description 2011/12 Target 
National 
Target 

Frequenc
y 

OP1 Output Delivery 

DEFINITION TO BE DEFINED 
    

    Quarterly 
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APPENDIX 3: NATIONAL SERVICES 

A range of national services are to be delivered in 2011/12.  The objectives of these services are: 

¶ Enabling service and multidisciplinary team environments that improve patient health 
outcomes through delivery on key priority strategies and operational directions 

¶ Deliver national service agreements achieved through collaborative development processes 

¶ Effective engagement with DHBs, providers and central agencies. 

 

The services are delivered in conjunction with the Ministry of Health, District Health Boards New 
Zealand (DHBNZ) and the 20 DHBs.  The following is an overview of these services: 

 

National Delivery  Due date Lead 
Agency 

Lead Group Budget 

Primary Care     

¶ Manage the Primary Care Agreement [nationally consistent 
components] 
o Provide secretariat function, coordinate PCA meetings 

and work groups, contract independent chair for 
nationally consistent agreement  

o Support DHB team and ensure 20 DHB mandate is 
available  

o Link with local or regional processes (i.e. Alliances to 
ensure alignment) 

30 June 
2012 

20 
DHBs 

Lead DHB 
Negotiator & 
representatives 

$100,000 

[half to be 
funded by 
MOH] 

 

Laboratory      

¶ Complete the clinical review of publicly funded Laboratory 
Tests underway, engaging with appropriate stakeholders 
before delivering draft and final reports to GMs P&F 

31 March 
2012 

20 
DHBs 

Lead GM 
Sponsor [Dr 
Dale Bramley]  

$80,000 

Oral Health     

¶ Undertake Combined Dental Agreement Review, including 
price review and implement DHB decisions through a 
variation or new agreement as necessary 

30 June 
2012 

 

20 
DHBs 

 

Oral Health 
Steering Group 

 

$10,000 

 

Pharmacy     

¶ Finalise agreed Pharmacy Service, Funding & Contracting 
Model(s) for implementation from 1 September 2011  

31 August 
2011 

20 
DHBs 

Pharmacy 
Services 
Steering Group 

$100,000 

¶ Manage development of and transition to new Pharmacy 
Agreement(s), including legal costs 

¶ Facilitate Pharmacy Advisory Committee Processes with 
Audit & Compliance  

31 Dec 2011 20 
DHBs 

DHB 
Pharmacy 
Contract Group 

PSAG 

$150,000 

PHARMAC     

Enhance Strategic & Operational Relationship between 
PHARMAC and 20 DHBs 

Refresh and Implement Memorandum of Understanding annual 
work plan between PHARMAC & 20 DHBs working through the 
following: 
o Agree and implement joint recommendation to Minister on 

Community Pharmaceutical and Pharmaceutical Cancer 
Treatment Budget and budget parameters  

o Monitor performance of CCPB Forecast and Discretionary 
Pharmaceutical Fund 

o Agree and implement process for managing High Cost 
Pharmaceuticals, including RFI and other agreed 
processes 

 

30 Sept 
2011 

 

31 May 
2012 

30 June 
2012 

31 Dec 2011 

30 June 
2012 

 

20 
DHBs 

Lead CEO 

PSAG 

$80,000 

Health of Older People      

Work with Lead CE & DHB HOP SG to refresh and continue 
implementation of the 20 DHBs Health of Older People 
Collective Work Programme Plan for 2011/12.  Alignment will 
local and regional HOP Plans will be undertaken to avoid 

30 June 
2012 

 

20 
DHBs 

HOP Steering 
Group 

$270,000 

 

Plus 
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National Delivery  Due date Lead 
Agency 

Lead Group Budget 

duplication or gaps.  Projects  include: 

¶ Implementation of the ARC Service Review 
recommendations for: 

o Bridging Investment Gap Project 
o Costing & demand and Supply Project 
o Models of Care Project 
o Workforce link with HWNZ 

¶ Audit Efficiency and Effectiveness 
o Finalise implementation of new audit framework 

and cessation of routine contract audits by DHBs 

¶ OAG report on services into home & community support 
o Work with Ministry and NZ Home Health 

Association to review findings and develop 
recommendations for actions as appropriate 

o Scope audit framework project for H&CSS 
providers similar to Integrated Audit process for 
ARC 

¶ Development and implementation of an interRAI Plan for 
aged residential care over the next 3 years including an 
appropriate national governance structure 

¶ Palliative Care : develop a consistent approach to review 
of DHB funding for palliative care clients in residential care 

¶ Support enhanced relationship development with NZHHA, 
Grey Power, Age Concern, Hospice New Zealand to 
ensure DHB HOP direction is broadly informed 

Specific 
milestones 
in 
development 
with HOP 
SG 

$150,000 
for  

interRAI 
project 
manager  
for ARC 

(currently 
being 
advertised) 

 

= 

$420,000 

¶ Complete 2011 Aged Residential  Care (ARC) A21 Review  

¶ Plan and deliver Aged Residential Care (ARC) A21 Review 
for 2012 (including legal costs) 

30 Sept 
2011 

30 June 
2012 

 

20 
DHBs 

 

DHB HOP 
Steering Group 

 

$150,000 

 

NZ Blood Service      

Enhance NZBS Strategic & Operational Relationship 

¶ Engage on service requirements and cost pressures 

¶ Agree annual price adjustment and initiatives to improve 
quality and performance 

30 June 
2012 

20 
DHBs 

Lead CEO + 
CEO Group 

$20,000 

Supporting Collective Work Programmes 

 

    

Cancer Control, CVD-Diabetes, Environmental Support 
Services, Child & Youth, Service to Children & Young 
People in CYF Residences, Contract Mapping 

¶ Support DHB engagement and Lead GM or delegate 
participation in agreed joint work programmes with MOH/ 
NHB/CYF 

¶ Refresh CYF-DHB MOU 
 

30 June 
2012 

20 
DHBs 

DHB Lead 
representatives 

$20,000 

Nationwide Service Framework Joint Work programme 
[Service Specifications, Reporting Requirements, 
Purchase Unit Data Dictionary, Common Counting & 
Common Costing] 

¶ Provide joint work programme management with NHB, with 
appropriate level of engagement with GMs P&F. COOs, 
CFOs, Common Counting and Common Costing Groups 
and NPP  

¶ Agree annual work plan of Service Specification reviews & 
development and Common Costing [based on priorities 
agreed by GMs P&F] 

30 June 
2012 

20 
DHBs 

DHB reps on 
Service 
Specification 
Project 
Executive 

 

$20,000 

Annual Planning & Funding  

¶ Work with NHB to identify services to be planned and 
managed at a national level and agree roles and 
responsibilities of lead and supporting agencies, and 
reflect these agreements in the Planning & Funding 

30 June 
2012 

 

 

20 
DHBs 

 

 

DHB reps on 
P&F Projects 

 

Lead CEOs & 

$20,000 
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National Delivery  Due date Lead 
Agency 

Lead Group Budget 

package 2012/13 and DAP/SOI documentation 

¶ Work with the NHB to identify services and accountabilities 
that will devolve from MOH/NHBBU to DHBs to improve 
service integration and agree roles and responsibilities, 
and reflect these agreements in the Planning & Funding 
package 2012/13 and DAP/SOI documentation 

¶ Work with the NHB to identify services that should be 
managed by DHBs working regionally or collectively to 
increase stabilisation and integration and reflect these 
agreements in the Planning & Funding package 2012/13 
and DAP/SOI documentation 

 

 

Chairs 
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APPENDIX 4: OUTPUT CLASS DEFINITIONS 

It is proposed that all DHBs use the following new output class definitions for 2011/12:  

Prevention 

¶ Prevent
ative services are publicly funded services that protect and promote health in the whole 
population or identifiable sub-populations comprising services designed to enhance the health 
status of the population as distinct from treatment services which repair/support health and 
disability dysfunction.  

¶ Preventative services address individual behaviours by targeting population wide physical and 
social environments to influence health and wellbeing.  

¶ Preventative services include health promotion to ensure that illness is prevented and unequal 
outcomes are reduced; statutorily mandated health protection services to protect the public 
from toxic environmental risk and communicable diseases; and, population health protection 
services such as immunisation and screening services.  

¶ On a continuum of care these services are public wide preventative services.  

Early Detection and Management 

¶ Early detection and management services are delivered by a range of health and allied health 
professionals in various private, not-for-profit and government service settings. Include general 
practice, community and Maori health services, Pharmacist services, Community 
Pharmaceuticals (the Schedule) and child and adolescent oral health and dental services.  

¶ These services are by their nature more generalist, usually accessible from multiple health 
providers and from a number of different locations within the DHB. 

¶ On a continuum of care these services are preventative and treatment services focused on 
individuals and smaller groups of individuals.  

Intensive Assessment and Treatment Services 

4 Intensive assessment and treatment services are delivered by a range of secondary, tertiary and 
quaternary providers using public funds. These services are usually integrated into facilities 
that enable co-location of clinical expertise and specialized equipment such as a óhospitalô.  
These services are generally complex and provided by health care professionals that work 
closely together. 

5 They include:  

5.1 Ambulatory services (including outpatient, district nursing and day services) across the 
range of secondary preventive, diagnostic, therapeutic, and rehabilitative services  

5.2 Inpatient services (acute and elective streams) including diagnostic, therapeutic and 
rehabilitative services  

5.3 Emergency Department services including triage, diagnostic, therapeutic and disposition 
services  

6 On a continuum of care these services are at the complex end of treatment services and 
focussed on individuals. 

Rehabilitation and Support 

¶ Rehabilitation and support services are delivered following a óneeds assessmentô process and 
coordination input by NASC Services for a range of services including palliative care services, 
home-based support services and residential care services. 

¶ On a continuum on care these services provide support for individuals 
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APPENDIX 5: SI DHB ALLIANCE WORK PROGRAMME EXTRACT AND DRAFT SOUTH ISLAND REGIONAL HEALTH SERVICES PLAN 
2011/12 ï IMPLEMENTATION PLAN SUPPLEMENT EXTRACT 
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CEO Sponsor: Brian Rousseau (SDHB) 

Clinical Lead: Dr Shaun Costello 

Regional structure: Southern Cancer Network 

Note: Below find an extract from the SIRHSP Supplement; for a complete copy contact planning.funding@nmdhb.govt.nz 

3 South Island DHB Service Alliance  

3.1 Cancer Services 

The following actions will be implemented in 2011/12 to resolve issues of equity of access and clinical viability. 

What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of system 
outcomes 

1. Development and implementation of 
a South Island Blood and Cancer 
Service Plan. 

2. Implementation of the South Island 
Clinical Cancer Information System. 

3. Share cancer control knowledge and 
information to enable informed 
decision making.  

4. Efficiency gains and improvements to 
the patient journey are identified in 
the patient mapping reports (lung and 
bowel tumour streams), implemented 
and monitored. 

5. Development of an (electronic) 
integrated referral system, South 
Island Medical Oncology Protocols, 
e-prescribing and an enhanced 
system (via SICCIS) for recording the 
medical oncology prioritisation wait 
times (pending the outcome of the 
funding bid for Medical Oncology 
Prioritisation Wait Time RFP). 

6. Develop and support the 
implementation of a South Island 10-

¶ Facilitate regional collaboration 
and service quality improvement 
leading to better, sooner and 
more convenient cancer services. 

¶ Robust cancer data and 
information sources are 
developed and shared that 
describe outcomes, current 
service provision and enable 
informed service development & 
planning decision-making. 

¶ To share knowledge and 
information to inform and enable 
decision making for consumers 
and health professionals within 
the cancer continuum. 

¶ Efficiency gains and 
improvements to the patient 
journey are identified, 
implemented and monitored. 

¶ Improve access and wait times: 
for lung and colorectal cancer, to 
radiotherapy treatment, to 
medical oncology /chemotherapy, 

¶ The SCN 
Regional Strategic 
Plan. 

¶ The South Island 
Blood and Cancer 
Service Plan. 

¶ Cancer patients 
receive timely, 
high quality care, 
are supported 
across the cancer 
care continuum 
and have 
equitable access 
to services.  

¶ Cancer health 
targets are 
achieved in the 
South Island. 

¶ Progress against the SCN 
Regional Strategic Plan. 

¶ South Island Blood and Cancer 
Service Plan complete and 
operational. 

¶ South Island Clinical Cancer 
Information System implemented 
and reporting South Island cancer 
information monthly

21
. 

¶ SCN website operational, 
Newsletters published quarterly.  

¶ Progress against the 
recommendations in the South 
Island Lung and Colorectal reports 
is monitored and achieved

2
.  

¶ Integrated referral system, e-
prescribing implemented. South 
Island medical oncology protocols 
developed and implemented 
(pending successful bid)

2
.  

¶ South Island DHBôs performances 
meet national cancer health target 
requirements. 

¶ Regional system and 
service efficiencies and 
quality improvement 
opportunities identified and 
implemented resulting in 
the meeting of national 
health targets, economies 
of scale, increased 
consistency of practice 
and increased equity of 
access. 

¶ Robust cancer data and 
information sources are 
developed and shared that 
enable informed service 
development & planning 
decision-making. 

¶ Innovation and 
infrastructure planning and 
development are 
supported to reduce 
inequalities and build 
regional capacity and 
capability. 
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 References are to follow  
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What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of system 
outcomes 

year plan for radiation oncology 
(including linear accelerator review). 

improve access to cancer 
diagnostics including PET scans. 

 

7. Implement the South Island Multi-
Disciplinary Meeting (MDM) project 
to improve the supporting 
infrastructure and increase access 
and utilisation of MDM.   

8. Ongoing support and monitoring of 
the utilisation of PET Scans and 
other diagnostics in the South Island  

9. Reducing Inequalities projects are 
supported within the Local Cancer 
Networks  

10. All SCN network groups are 
provided with ongoing support to 
progress actions in their respective 
work plans. 

11. The advanced symptom 
management system (ASyMS

©
) bid 

(currently with Health Workforce NZ) 
will pilot an integrated cross tertiary 
and community technology based 
patient management system that will 
change current workforce and work 
flow while supporting a greater 
number of cancer patients self-
manage (with support) while 
receiving chemotherapy in the 
community. 

¶ Improve infrastructure and 
access to cancer multidisciplinary 
meetings. 

¶ Improve access and reduce 
inequalities to cancer services. 

¶ Workforce innovations are 
identified and adapted to the 
South Island setting. 

¶ Cancer patients 
receive timely, 
high quality care, 
are supported 
across the cancer 
care continuum 
and have 
equitable access 
to services.  

¶ Cancer health 
targets are 
achieved in the 
South Island. 

¶ 10% increase in the percentage of 
patients with Lung and Colorectal 
Cancer are discussed at 
Multidisciplinary meetings. 

¶ 10% increase in the number of 
patients with Lung or Colorectal 
cancer domiciled outside of 
Christchurch and Dunedin are 
discussed at Multidisciplinary 
meetings. 

¶ South Island PET Scan utilisation 
(including variant requests) is 
collected via DHB of domicile and 
national clinical indication or variant 
and reported monthly

22
. 

¶ SCN work groups progress their 
respective work plans.  

¶ The internationally linked ASYMS 
pilot is funded and piloted in the 
South Island. 

¶ Regional system and 
service efficiencies and 
quality improvement 
opportunities identified and 
implemented resulting in 
the meeting of national 
health targets, economies 
of scale, increased 
consistency of practice 
and increased equity of 
access. 

¶ Robust cancer data and 
information sources are 
developed and shared that 
enable informed service 
development & planning 
decision-making. 

¶ Innovation and 
infrastructure planning and 
development are 
supported to reduce 
inequalities and build 
regional capacity and 
capability. 
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 See South Island PET Scan utilisation report contained in Appendix 1 of the Southern Cancer Network Six Monthly Report July ï December 2010   
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CEO Sponsor: John Peters (NMDHB) 

Clinical Lead: Nick Baker 

Regional structure: SI Child Health 
Alliance 

 

3.2 Child Health Services 

Four actions will be implemented in 2011/12 to resolve issues of equity of access and clinical viability. 

What actions are to be taken 
in 2011/12? 

We expect these actions 
willé 

To deliver Measured by In support of 
system outcomes 

1. Child Health Alliance 
developed workplan 
focussed on priority areas 
across the continuum of 
Childrenôs Health 

¶ Ensure future 
development of Child 
Health Services across 
the SI is prioritised and 
focussed on meeting the 
needs of Children in a 
sustainable and 
equitable manner 

¶ Coordinated service 
development and 
provision across the 
continuum of services for 
Children 

¶ Progress against agreed workplan Strengthened 
regional 
collaboration and 
integration of child & 
youth health 
services. 

2. Develop markers of 
processes of health care, 
(performance indicators) 
benchmark and work 
collaboratively to understand 
differences and identify 
opportunities for 
improvement.  

¶ Enhance collaboration 
and communication 
across SI child health 
services and enable 
consistency of clinical 
practices, efficiencies 
and improved access 
across health providers.  

¶ Support the 
implementation of an 
alliance framework and 
when appropriate 
alliance contracting.  

¶ Clinically sustainable and 
affordable regional SI 
child health services that 
support clinicians to 
generate innovative 
changes to support 
holistic approaches 
across the network.  

Process markers (performance indicators) are 
developed and implemented to measure and compare 
systems supporting quality improvement and sharing 
of innovation.   
For example: 

¶ Reduction in did not attend (DNA) rates for 
outpatient appointments 

¶ Reduction in procedural waiting times 

¶ First specialist assessment (FSA) per capita for 
general and sub-specialty outpatient clinics (e.g. 
General paediatrics orthopaedics, ESPI compliance 
for paediatric surgery)  

Strengthened 
regional 
collaboration and 
integration of child & 
youth health 
services. 

3. Monitor and evaluate 
paediatric epidemiology data 
to assess the health status of 
the SI child and youth 
population     

¶ Provide regional 
baseline data to improve 
service planning and 
reduce inequalities for 
this population group in 
the SI 

¶ South Island 
benchmarking and health 
status reports providing 
clarity around differences 
in care and outcomes with 
opportunities for 
improvement. 

Use of evidence about health status to focus service 
improvement and development. 
For example: 

¶ Chronic disease management in childhood and 
young people 

¶ Diabetes management   

Improved health 
outcomes for target 
groups of children 
and families. 

4. Develop and implement 
regional clinical pathways for 
children from secondary to 
tertiary care providers and 

¶ Enhance collaboration 
and communication 
across SI child health 
services and enable 

¶ Clinically sustainable and 
affordable regional SI 
child health services that 
supports local child health 

Regional clinical pathways for gastroenterology and 
general surgery: 

¶ Are used by paediatricians in the 7 SI paediatric 
services for referral of children and young people 

Whole of systems 
approach to 
improve quality, 
access and 
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What actions are to be taken 
in 2011/12? 

We expect these actions 
willé 

To deliver Measured by In support of 
system outcomes 

where appropriate from 
secondary/tertiary to primary 
health care providers. 

consistency of clinical 
practices, efficiencies 
and improved access 
across health providers.  

services to provide safe 
and quality-focussed care 
with appropriate support 
from tertiary services and 
a multidirectional flow 
within the network. 

from secondary to tertiary care 

¶ 85% gastroenterology and general surgery referrals 
will be assessed, have diagnostic investigations 
completed and treated within agreed national 
guideline timeframes (audit review) 

¶ Evaluate referrals to specialist services with a 
reduction of inappropriate clinical referrals 

sustainability of 
health services 
thereby increased 
sharing, reducing 
duplication and 
fragmentation of 
services.  

5. Develop a SI regional 
paediatric workforce 
development plan in 
conjunction with national 
workforce development and 
planning, including 
succession planning for 
regional paediatric multi-
disciplinary teams. 

Improve service quality and 
viability. 

Maintenance of skills when 
workload alone is insufficient.  
Fewer isolated clinicians with 
better peer support. 
Linked services to achieve 
critical mass for viability 

SI regional paediatric workforce plan developed for: 

¶ Opportunities for paediatric training rotations across 
SI paediatric services 

¶ Shared clinical training/education opportunities 

¶ Shared recruitment and retention policies 

¶ Dual clinical appointments within DHB paediatric 
services 

Sustainable 
workforce to ensure 
a viable child and 
youth health 
services in SI 

6. Develop and implement 
regional early warning score 
protocol ï a quality 
improvement tool to improve 
assessment of unwell 
children and ensure the right 
care, at the right time, by the 
right service is provided for 
all SI children. 

Improve clinical 
assessment and early 
intervention of appropriate 
treatment  

Best practice clinical 
assessment and treatment of 
the unwell child / youth 

¶ Fewer episodes of unexpected clinical deterioration 
and sentinel events 

¶ Improved staff awareness of normal physiological 
variation across the age span 

Improved health 
outcomes for at risk 
children and youth 
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Clinical Lead: to be determined 

Regional structure: SI Health of Older People 
Alliance 

3.3 Health of Older People 

The following actions will be implemented in 2011/12 to resolve issues of equity of access and clinical 
viability. 

What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of system 
outcomes 

1. Develop a common approach to 
restorative service delivery of 
community services 

2. Roll out InterRAI across each of 
the South Island DHBs. 

3. Standardize the eligibility criteria 
and processes for entry to 
services across the South Island. 

4. Implement the South Island 
Dementia initiative. 

5. Health of Older People Alliance 
developed workplan focussed on 
priority areas across the 
continuum of Older Peopleôs 
Services 

¶ Ensure more consistent access to 
service provision, no matter which 
District users are domiciled in. 

¶ Improve a restorative focus for home-
based support services across the 
region. 

¶ Improve the skill sets of those 
working with older people who have 
dementia. 

¶ Ensure future development of Older 
Peopleôs Services across the South 
Island is prioritised and focussed on 
meeting the needs of the Older 
Person in a sustainable and equitable 
manner 

¶ Consistent 
approach to 
service allocation 
to ensure services 
are targeted 
appropriately to 
needs. 

¶ Coordinated 
service 
development and 
provision across 
the continuum of 
services for the 
Older Person 

¶ Each DHBs service specifications 
reflect a common restorative 
approach 

¶ All 5 DHBs have incorporated 
InterRAI into needs assessment 
processes. 

¶ Each DHB has agreed the 
components and adopted a 
consistent approach to accessing 
support services for older people. 

¶ Each DHB has run a first round of 
the regional dementia training 
programme (Walking in otherôs 
shoes). 

¶ Standard & 
objective access 
criteria for HOP 
services. 

¶ A restorative focus 
for home based 
support services. 

¶ More predictable 
access to specialist 
services and better 
use of scarce 
resources. 

¶ Reduced demand 
on residential 
services over time. 
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3.4 Mental Health 

The following actions will be implemented in 2011/12 to resolve issues of equity of access and clinical viability2324. 
 

What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of 
system 
outcomes 

1. Mental Health Alliance 
developed workplan focussed 
on priority areas across the 
continuum of Mental Health 
Services 

¶ Collaborative planning and teamwork will enable 
the implementation of regional sustainable 
strategies to improve health outcomes 

¶ Support to enable all people 
with experience of mental 
illness and addiction to fully 
participate in society and in 
the everyday life of their 
communities and whǕnau 

Progress against 
agreed workplan 

¶ Strengthened 
regional 
collaboration 
and 
integration of 
health 
services. 

 

¶ Whole of 
systems 
approach to 
improve 
quality, 
access and 
sustainability 
of health 
services 
thereby 
increased 
sharing, 
reducing 
duplication 
and 
fragmentation 
of services.  

Mothers and babies
25

 

2. Regional provider expands the 
scope of regular education 
sessions beyond secondary 
care; tailoring specifically for 
individual districts and the 
needs of the wider health sector 
by utilising local/district 
expertise. 

¶ Support the Better, Sooner, More Convenient 
philosophy enabling primary care and NGOs to 
help people earlier rather than waiting to meet 
secondary service criteria.  Education sessions 
will be tailored to meet the specific needs of the 
individual DHBs and providers. 

¶ Regional provider delivers 
education sessions to the 
DHBs tailored to meet their 
needs, inclusive of the 
wider health sector. 

¶ Number of education 
sessions and 
number of people 
attending (primary, 
NGO, secondary). 

3. Regional service provides 
clinical supervision to District 
service staff. 

¶ Individual staff and cases will be supported and 
receive additional training/education which can 
then be shared with the local team. 

¶ Clinical supervision 
provided to District service 
staff by the regional 
provider. 

¶ Number of clinical 
supervision sessions 
provided. 

4. The regional provider 
investigates a screening tool 
(peri natal and post partum) for 
use by service providers across 
the sector in the South Island. 

¶ Consistency and quality of care across the 
South Island. 

¶ Screening tool made 
available to service 
providers across the sector 
in the SI. 

¶ Screening tool (peri 
natal and post 
partum) availability. 

                                                
23

 Logan, F (2009), South Island Regional Mental Health Strategic Plan 2008- 2011. SISSAL, Christchurch, January 2009 
24

 Minister of Health (2006). Te Kokiri: The Mental Health and Addiction Action Plan 2006-2015, Wellington, Ministry of Health 
25 

Regional Models of Care Project: Identified Regional Model of Care; Mothers and Babies, SISSAL, Christchurch, December 2010 

CEO Sponsor: John Peters (NMDHB) 

Clinical Lead: to be determined 

Regional structure: SI Mental Health 
Alliance 
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What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of 
system 
outcomes 

Eating Disorders
26272829

 ¶ Improved 
health 
outcomes for 
service users, 
and family/ 
whǕnau. 

¶ The health 
and disability 
system 
outcome of 
óNew 
Zealanders 
living longer, 
healthier and 
more 
independent 
livesô.  

¶ An 
intermediate 
outcome is 
that people 
receive better 
health and 
disability 
services. 

  

5. The regional provider engages 
with DHBs to review the length 
of the weight recovery 
programme and trial utilisation 
of short stays. 

¶ Consumers beginning treatment more quickly. ¶ Short stays utilised. 

¶ Baseline measure: The 
median wait was 58 days 
(2009) and 32.5 days 
(2010). 

¶ Reduction in waiting 
list to regional weight 
recovery programme 
to be determined by 
the MH Alliance 
group. 

6. Districts and the regional 
provider develop guidelines for 
a local ñpre-admission 
programmeò, including medical 
stabilisation.  The programme 
will provide active treatment at a 
District level for the consumer, 
while waiting for a tertiary level 
inpatient bed.   

¶ Consumers beginning treatment more quickly. ¶ Short stays utilised. 

¶ Baseline measure: The 
median wait was 58 days 
(2009) and 32.5 days 
(2010). 

¶ Reduction in waiting 
list to regional weight 
recovery 
programme. 

¶ This will be 
determined by the 
MH Alliance group. 

Medical Detoxification
30 

7. The regional provider to provide 
education and support for 
medical detoxification, keeping 
Districts up-to-date on 
treatment options.   

¶ Consult liaison is currently provided to the wider 
health sector (primary, community and 
secondary services) in direct response to 
meeting Districts need for this type of service.  
Districts have identified a need for education 
and face to face consult liaison as provided by 
other regional mental health services. 

 

 

¶ Regional provider delivers 
education sessions to the 
DHBs tailored to meet their 
needs. 

¶ Number of education 
sessions and 
number of people 
attending. 

                                                
26 

Regional Models of Care Project: Identified Regional Model of Care; Eating Disorders, SISSAL, Christchurch, December 2010 
27 

South Island Regional Eating Disorders Plan, SISSAL, Christchurch, 2009 
28 

Regional Models of Care Project: Identified Regional Model of Care; Eating Disorders, SISSAL, Christchurch, December 2010 
29 

South Island Regional Eating Disorders Plan, SISSAL, Christchurch, 2009 
30

 Regional Models of Care Project: Identified Regional Model of Care; Medical Detoxification, SISSAL, Christchurch, December 2010 
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What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of 
system 
outcomes 

8. Each District improves pre-
admission medical 
detoxification support.  Districts 
work closely with consumers to 
reduce the daily intake to an 
appropriate level for successful 
medical detoxification, and 
promote the use of Nicotine 
Replacement Therapy before 
entry to the programme.  

¶ All Districts will provide the intensive outpatient 
support required to increase the success of the 
medical detox programme.  

¶ Consumers on Nicotine 
Replacement Therapy on 
admission.  Seen 48 hours 
before admission to confirm 
suitability for treatment and 
fitness to travel, and daily 
dosage reduced to required 
amount. 

¶ Number of people on 
NRT prior to 
admission. 

Child and Youth AOD Residential
31   

9. The regional provider purchase 
technology (e.g. 
videoconference equipment) for 
enabling distance collaboration 
(co-working with the District 
service) and ongoing 
communication.    

¶ Better distance collaboration, family 
involvement, on-going communication and 
consult liaison support and advice to improve 
communication between the Districts and the 
regional provider. 

¶ Better communication 
between Districts and the 
regional provider. 

¶ Technology is made 
available and 
communication 
through this 
technology is 
improved. 

10. Odyssey House are supported 
to undertake a facilitated 
process to clearly define 
eligibility criteria and define 
roles and responsibilities of both 
the regional provider and the 
District services. 

 

 

 

¶ Increased engagement of young people in the 
service resulting in a higher completion rate. 

¶ A regional access SPF is 
completed. 

¶ Regional access 
SPF is completed; 
there is a higher 
completion rate as 
young people are 
more prepared for 
the programme. 

                                                
31

 Regional Models of Care Project: Identified Regional Model of Care; Child and Youth Alcohol and Other Drugs - Residential, SISSAL, Christchurch, December 
2010 
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What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of 
system 
outcomes 

Inpatient Child and Youth Services
32 

11. Regional provider improves the 
routine discharge planning 
process to facilitate a better 
transition process. 

¶ Child/Youth and family are able to generalise the 
strategies learned in the regional service, to the 
local setting.   

¶ Child/youth and family are 
more resilient at the 
vulnerable transition period. 

¶ Child/youth able to 
generalise strategies 

12. Include District staff as early as 
possible in discharge planning, 
enabling District staff to work 
with the regional service prior to 
discharge if clinically indicated. 

   

Forensic
33

 

13. Develop business rules for the 
consistent and standardised 
collection of data relating to 
Forensic services across the SI. 

¶ Consistent understanding of Forensic activity 
across the SI to better undertake service 
development and planning. 

¶ Consistent understanding of 
Forensic activity across the 
SI 

¶ All activity is 
collected is 
consistent and 
standardised. 

14. Develop a South Island 
Forensic Outpatient service 
provision framework. 

¶ Consistent access to services across the South 
Island. 

¶ South Island Forensic 
Outpatient Service 
Provision Framework 
completed. 

¶ SI Forensic 
Outpatient Service 
Provision Framework 
completed. 

 

                                                
32

 Regional Models of Care Project: Identified Regional Model of Care; Inpatient Child, Adolescent and Family Mental Health Services, SISSAL, Christchurch, 
December 2010 

¶ 33
 South Island Regional Forensic Plan, SISSAL, Christchurch 2007 
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Clinical Lead: to be determined 

Regional structure: SI Information Technology 
Alliance 

4 South Island DHB Infrastructure Alliance 

4.1 Information Technology 

The following actions will be implemented in 2011-12 to resolve issues of equity of access and clinical / financial viability. These actions are consistent with the roadmap 
set out in the South Island Regional IT Plan submitted to the National Health IT Board in September 2010 and aligned with the goals and aims set out in the National 
Health IT plan. 

What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of system 
outcomes 

1. Establishment of a South Island (SI) 
IT Alliance with agreed Terms of 
Reference and a clinical component 
that will enable collaboration. 

2. The following deliverables and 
actions are the focus: 

¶ Clinical information systems 
which includes clinical data 
repository, clinical workstation 

¶ Imaging/picture archive (PACS-
Radiology and regional archive) 

¶ Clinical Support Systems 
(Laboratory and Pharmacy) 

¶ Patient Administration System 
(PAS) 

 

3. Implementation of the South Island 
Clinical Cancer Information System 
(including ASYMS). 

¶ Ensure IT developments appropriately link 
the South Islandôs DHBs and clinical 
networks.   

¶ Develop appropriate clinical pathways and 
administrative, IT and other support 
systems. 

¶ Enhance collaboration and communication 
across SI IT services to enable consistency 
of IT practices and clinical application, 
efficiencies and improve access across 
health service providers  

¶ Enable greater sharing of information across 
continuums of care including e-referrals/ e-
discharges and clinical pathways 

¶ Robust cancer data and information sources 
are developed and shared that describe 
outcomes, current service provision and 
enable informed service development & 
planning decision-making. 

¶ Sustainable 
technology and 
associate 
infrastructure 

¶ Regional access and 
consistent access to 
clinical information  

¶ Regional access and 
consistent access to 
clinical information  

¶ Implementation of 
the SI Regional  
IT Plan  

¶ South Island 
Clinical Cancer 
Information 
System 
implemented and 
reporting South 
Island cancer 
information 
monthly. 

¶ Strengthened regional 
collaboration and integration 
of health services across the 
continuum of care  

¶ Whole of systems approach 
to improve quality, access 
and sustainability of health 
services thereby increased 
sharing, reducing duplication 
and fragmentation of 
services.  

¶ Enhanced  productivity and 
risk management  

¶ Robust cancer data and 
information sources are 
developed and shared that 
enable informed service 
development & planning 
decision-making. 

Information Technology, like health of older people, is being re-constituted to have a breadth of clinical membership to provide governance to the regional work 
programme. Once in place (end of April) an implementation plan will then be developed.  
Since October 2010 SCDHB has begun to implement a number of CDHB information systems (CIS and RIS). West Coast DHB is next in line to follow SCDHB.  
Resource is required however, to support the processes to develop business cases for larger regional information systems e.g. PMS. The alliance agreement approach 
is a vehicle to significantly enable the implementation the regional IS plan. As part of the upfront alliance agreement DHBs would identify and agree the contribution, risks 
and processes to clarify the parameters for the regional project; thus providing certainty and streamlining the project. 
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4.2 Procurement and Supply Chain 

The following actions will be implemented in 2011/12 to support financial viability and clinical safety and quality  

What actions are to be taken in 2011/12? We expect these actions willé To deliver Measured by In support of 
system outcomes 

Projects for the Procurement and Supply Chain Alliance have 
been identified as follows: 

1. Processes and Documentation ï building on work already 
done to enable SI DHBs to work together in this area. 

2. Savings and general Reporting ï a single SI savings report will 
be developed for DHBs, CEOs and HBL. 

3. Planning ï based on planning in the previous two years this 
will include consumables, services, and Capex. 

4. Training and Development ï to enable and grow the capability 
of supply and procurement staff in the SI. 

5. Supply Chain ï this will include warehousing, and place and 
chase of goods. 

6. High Spend Commodity Groups ï in the first instance short 
reports on key high spend groups will be developed to inform 
future decision making in these areas. These groups are likely 
to include fleet, vehicles, laundry, food, orderlies, cleaning, 
locums, temporary labour, radiology, laboratory, and coal. 

In addition to the above projects this alliance will continue to:  

7. align contracts, overcoming the lead-in time to develop new 
contracts by using the opt-on clause on contracts as they 
expire.  

8. Strengthen relationship with clinical staff, through promoting 
the work of this group to clinician leaders including goals and 
processes  

9. Take advantage regionally of óAll of Governmentô contracts via 
MED. 

¶ Enhance collaboration and 
communication across SI 
procurement functions. This 
will enable greater purchasing 
power and savings for SI 
DHBs. 

¶ Enable alignment of clinical 
material between CDHB and 
WCDHB in order to reduce 
clinical risk where clinicians 
are working between the two 
DHBs. 

¶ Provide stability and 
opportunities for procurement 
staff to improve and broaden 
their skill bases, which aid 
recruitment and retention of 
skilled staff in this sector. 

¶ Improve relationships with 
clinical staff will improve 
processes and ensure that 
the best decisions are made. 

¶ Alignment with the target of 
collective procurement driven 
by HBL and MED to take 
advantage of bulk purchasing 
savings. 

¶ Increased 
financial 
sustainability 
through cost 
savings in 
goods and 
services 
procured by SI 
DHBs.  

¶ Reduced 
repetition of 
competitive 
tenderingô 
processes 
across the SI. 

 

Measured by 

¶ Increased savings in 
SI procurement and 
supply chain to 
deliver to individual 
boards 

¶ Increased 
standardisation of 
processes and range 
of consumables 

¶ Increase in the 
number of 
collaborative projects 

¶ HBL are in 
agreement with the 
work plan 

¶ Standard reporting 
on procurement 
activity to all SI 
boards  

 

Achievement of  

¶ Timely access to 
products and 
services required 
in the provision of 
health services 

¶ Less clinical 
variation to 
achieve safer and 
easier clinical 
exchanges 
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5 Other Service Areas  

5.1 Neurosurgery 

Neurosurgery has not been included as an area under the alliance model as there has been a separate governance structure reporting to the National Health Board has been 
established.  The focus for 2011/12 however is: 

What actions are to be taken in 
2011/12? 

We expect these actions willé To deliver Measured by In support of 
system outcomes 

1. Establishment of a South Island 
governance board to oversee the 
service, including a Clinical Director 
for the Service.  

2. Development of vision and structure 
for the service 

3. Development of a recruitment plan 
and pathway for all neurosurgeons 
and other key clinical staff in 
partnership with the University of 
Otago, RACS, DHBs and 
Neurosurgeons. 

4. Review the funding of the service 
across the South Island DHBs; 
consider alternative funding models 
within   the existing population share 
of Vote Health.   

5. Development of a service delivery 
plan for the new South Island 
Neurosurgical Service. 

6. Ensure the service is appropriately 
linked to the South Islandôs provincial 
hospitals and clinical networks.  
Development of appropriate clinical 
pathways and of administrative, IT 
and other support systems. 

¶ Develop strong clinical leadership 
for neurosurgical services across 
the South Island. 

¶ Maintain stable staffing of 
neurosurgeons across both the 
Christchurch and Dunedin sites, 
deliver sustainable acute rosters 
and allow greater sub-
specialisation and research across 
the entire service, as well as 
greater integration and co-
operation with other specialties.  

¶ A service that is viewed as 
attractive in the long-term for the 
recruitment of the appropriate staff 
to make it a leader clinically and in 
research and teaching. 

¶ Sustainable  funding model that 
supports the serviceôs clinical goals  

¶ Equitable access to neurosurgery 
services across the whole of the 
South Island 

¶ Development of appropriate clinical 
pathways and of administrative, IT 
and other support systems 

¶ One integrated 
neurosurgery 
service for the 
whole of the 
South Island, 
delivered from 
two sites ï 
Christchurch 
Hospital and 
Dunedin 
Hospital.  

¶ The Service is 
clinically 
sustainable, 
high quality 
and financially 
viable.   

 

Measured by 

¶ Establishment of a South Island 
governance board and its governing 
policies.  

¶ Staffing appointments made as per 
the Expert Panels recommendations 

¶ Revised Funding model presented. 

¶ Clinical indicator programme in place 
for whole service.  

Implementation of a South Island-wide 
service delivery plan that has: 

¶ Single points of access for consistent 
prioritisation, assessment and 
treatment processes  

¶ Clearly defined volumes for first 
specialist assessments and inpatient 
case loads  

¶ Equivalent access to diagnostics 
such as MRI, neurophysiology and 
interventional neuro-radiology. 

¶ Availability and pathways between 
associated services such as 
rehabilitation, intensive care and 
transport/ retrieval services, this will 
also include hospital beds. 
Community beds and other services.  

Achievement of a 
single regional 
Neurosurgery Service 
across the South 
Island. 
Strengthened 
regional collaboration 
and integration of 
health services. 
Whole of systems 
approach to improve 
quality, access and 
sustainability of 
health services 
thereby increased 
sharing, reducing 
duplication and 
fragmentation of 
services.  
Improved health 
outcomes for service 
users, and 
family/whǕnau. 
 

 

Chair: Professor Andrew Kaye 

Regional structure: SI Neurosurgery Governance 
Board 

Regional Clinical Director: Mr Martin MacFarlane 
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APPENDIX 6: NMDHB ACCOUNTING POLICIES 

 

1.  REPORTING ENTITY 

Nelson Marlborough District Health Board ("Nelson Marlborough DHB") is a Health Board established by the 
New Zealand Public Health and Disability Act 2000.  Nelson Marlborough DHB is a Crown Entity in terms of 
the Crown Entities Act 2004, owned by the Crown and domiciled in New Zealand.  Nelson Marlborough DHB 
is a reporting entity for the purposes of the New Zealand Public Health and Disability Act 2000, the Financial 
Reporting Act 1993, the Public Finance Act 1989 and the Crown Entities Act 2004. 

The Group consists of Nelson Marlborough DHB and its subsidiary, Nelson Marlborough Hospitals Charitable 
Trust. 

Nelson Marlborough DHB's activities involve the delivery of health and disability services and mental health 
services in a variety of ways to the community. Therefore, Nelson Marlborough DHB has designated itself and 
its subsidiaries as public benefit entities, for the purposes of the New Zealand equivalents to International 
Financial Reporting Standards (NZ IFRS). 

 

2.  BASIS OF PREPARATION 

(a) Statement of Compliance  

The consolidated financial statements have been prepared in accordance with the requirements of the Crown 
Entities Act 2004, which includes the requirement to comply with Generally Accepted Accounting Practice in 
New Zealand (NZ GAAP).  They comply with New Zealand equivalents to International Financial Reporting 
Standards (NZ IFRS), and other applicable Financial Reporting Standards, as appropriate for public benefit 
entities.  

 

(b) Measurement Base 

The financial statements are prepared on the historical cost basis modified by the revaluation of certain assets 
and liabilities as identified in the statement of accounting policies. 

 

(c) Functional and presentation currency 

The financial statements are presented in New Zealand Dollars (NZD), rounded to the nearest thousand.  The 
functional currency of Nelson Marlborough DHB is New Zealand dollars. 

 

(d) Management Judgements, Estimates & Assumptions 

The preparation of financial statements in conformity with NZ IFRS requires management to make 
judgements, estimates and assumptions that affect the application of policies and reported amounts of assets 
and liabilities, income and expenses.  The estimates and associated assumptions are based on historical 
experience and various other factors that are believed to be reasonable under the circumstances, the results 
of which form the basis of making judgements about carrying values of assets and liabilities that are not 
readily apparent from other sources.  Actual results may differ from these estimates. 

The estimates and underlying assumptions are reviewed on an ongoing basis.  Revisions to accounting 
estimates are recognised in the period in which the estimate is revised if the revision affects only that period, 
or in the period of the revision and future periods if the revision affects both current and future periods. 

 

(e) Changes in Accounting Policies 

There have been no changes in accounting policies during the financial year. 

 

3.  ACCOUNTING POLICIES 

Basis of Consolidation   

Subsidiaries are those entities controlled by Nelson Marlborough DHB.  Control exists when Nelson 
Marlborough DHB has the power, directly or indirectly, to govern the financial and operating policies of an 
entity so as to obtain benefits from its activities.    

Nelson Marlborough Hospitals Charitable Trust is a subsidiary of Nelson Marlborough DHB.  The financial 
results of the Trust are not material and have not been consolidated.  Therefore, the financial results disclosed 
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for both the parent and group are the same. Information relating to the Trust is separately disclosed in the 
notes to the financial statements.  

 

Borrowing Costs  

Nelson Marlborough DHB has elected to defer the adoption of NZ IAS 23 Borrowing Costs (Revised 2007) in 
accordance with its transitional provisions that are applicable to public benefit entities.  Consequently, all 
Borrowing costs are recognised as an expense in the period in which they are incurred.  

   

Capital Charge  

The capital charge is recognised as an expense in the period to which the charge relates.  

   

Cash and Cash Equivalents  

Cash and cash equivalents means cash on hand, call deposits held with banks, short term deposits that have 
maturities of three months or less, and bank overdrafts.    

   

Creditors and other payables  

Creditors and other payables are initially measured at fair value and subsequently measured at amortised 
cost using the effective interest method.  Payables of short duration are not discounted.  

   

Debtors and other receivables  

Debtors and other receivables are initially measured at fair value and subsequently measured at amortised 
cost using the effective interest method, less any provision for impairment.  Receivables of short duration are 
not discounted.   

Impairment of a receivable is established when there is objective evidence that Nelson Marlborough DHB will 
not be able to collect amounts due according to the original terms of the receivable.  Significant financial 
difficulties of the debtor, probability that the debtor will enter into bankruptcy, and default in payments are 
considered indicators that the debtor is impaired.  The amount of the impairment is the difference between the 
asset's carrying amount and the estimated recoverable amount.  The carrying amount of the asset is reduced 
through the use of an allowance account, and the amount of the loss is recognised in the surplus or deficit.  
When the receivable is uncollectable, it is written off and the allowance reversed.  

   

Employee Entitlements  

(a) Defined Contribution Plans  

Obligations for contributions to defined contribution pension plans, such as Kiwisaver and the State Sector 
Retirement Savings Scheme, are recognised as an expense in the surplus or deficit when they are incurred.  

   

(b) Defined Benefit Plans   

Nelson Marlborough DHB does not make contributions to defined benefit pension plans.  

 

(c) Long Service Leave, Sabbatical Leave, Sick Leave, and Retirement Gratuities  

Nelson Marlborough DHB's net obligation in respect of long service leave, sabbatical leave, sick leave and 
retirement leave is the amount of future benefit that employees have earned in return for their service in the 
current and prior periods.  The obligation is valued on an actuarial basis.  

Those entitlements expected to be settled within 12 months of balance date are classified as a current liability. 
Where settlement is expected more than 12 months after balance date, the entitlements are classified as non-
current liabilities.  

   

(d) Annual Leave, Conference Leave and Medical Education leave   

Annual leave, conference and medical education leave are short-term obligations and are calculated on an 
actual entitlement basis at current rates of pay.   

Nelson Marlborough DHB accrues the obligation for paid absences when the obligation both relates to 
employees' past services and it accumulates.  
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Financial Instruments   

Non-derivative financial instruments  

Non-derivative financial instruments comprise investments in equity securities, debtors and other receivables, 
cash and cash equivalents, loans and borrowings, and creditors and other payables.  

   

(a) Recognition  

A financial instrument is recognised if Nelson Marlborough DHB becomes a party to the contractual provisions 
of the instrument.   

Non-derivative financial instruments are initially recognised at fair value plus transaction costs unless they are 
carried at fair value through other comprehensive income in which case the transaction costs are recognised 
in the surplus or deficit.  Subsequent to initial recognition, non-derivative financial instruments are measured 
as described below.   

Purchases and sales of financial assets are recognised on trade-date, the date on which Nelson Marlborough 
DHB commits to purchase or sell the asset.  Financial assets are derecognised when Nelson Marlborough 
DHB's rights to receive cash flows from the financial assets have expired or if the DHB transfers the financial 
asset to another party without retaining control or substantially all risks and rewards of ownership.  Financial 
liabilities are derecognised if Nelson Marlborough DHB's obligations specified in the contract expire or are 
discharged.   

Cash and cash equivalents comprise cash balances, call deposits, and other deposits with original maturities 
of no more than three months.  Bank overdrafts that are repayable on demand and form an integral part of 
Nelson Marlborough DHB's cash management are included as a component of cash and cash equivalents for 
the purpose of the Statement of Cash Flows.   

Nelson Marlborough DHB classifies its financial assets into the following categories:  Fair Value through other 
comprehensive income, loans and receivables, fair value through profit and loss, and amortised cost.  

   

(b) Measurement   

Fair Value through other comprehensive income   

Nelson Marlborough DHB's investments in equity securities are classified as fair value through other 
comprehensive income.  Subsequent to initial recognition, they are measured at fair value and changes 
therein, other than impairment losses, and foreign exchange gains and losses are recognised in other 
comprehensive income.  When an investment is derecognised, the cumulative gain or loss in equity is 
transferred to surplus or deficit.   

The fair value of financial instruments traded in active markets is based on quoted market prices at balance 
date.  The quoted market price used is the current bid price.   

Nelson Marlborough DHB classifies its investment in equity securities as fair value through other 
comprehensive income.  However, the shares have been recorded at cost as they do not have a quoted price 
in an active market and their fair value cannot be reliably measured.  

Loans and Receivables   

Loans and receivables are non-derivative financial assets with fixed or determinable payments that are not 
quoted in an active market.  They are included in current assets, except for maturities greater than 12 months 
after balance date, which are included in non-current assets.   

After initial recognition they are measured at amortised cost using the effective interest method less 
impairment.  Receivables of short duration are not discounted.  Gains and losses when the asset is impaired 
or derecognised are recognised in the surplus or deficit.   

Nelson Marlborough DHB classifies debtors and other receivables, and cash and cash equivalents as Loans 
and Receivables.  

   

Instruments at fair value through surplus or deficit   

An instrument is classified at fair value through surplus or deficit if it is held for trading or is designated as 
such upon initial recognition.  Nelson Marlborough DHB does not have any financial instruments classified at 
fair value through other comprehensive income.  
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Other Financial Instruments   

Financial instruments that are not classified as fair value through other comprehensive income or fair value 
through surplus or deficit are measured at amortised cost using the effective interest method, less any 
impairment losses.   

Nelson Marlborough DHB classifies creditors and other payables, finance leases, and secured loans as Other 
Financial Instruments.  

   

Derivative financial instruments  

Nelson Marlborough DHB does not have any derivative financial instruments.   

   

Goods and Services Tax   

All items in the financial statements are exclusive of goods and services tax (GST) with the exception of 
receivables and payables which are stated inclusive of GST. Where GST is irrecoverable as an input tax, then 
it is recognised as part of the related asset or expense.   

The net amount of GST recoverable from, or payable to, the Inland Revenue Department (IRD) is included as 
part of receivables or payables in the Statement of Financial Position.   

The net GST paid to, or received from the IRD, including the GST relating to investing and financing activities, 
is classified as an operating cash flow in the Statement of Cash Flows.   

Commitments and contingencies are disclosed exclusive of GST.  

   

Impairment   

(a) Recognition  

Nelson Marlborough DHB considers at each balance date whether there is any indication that its assets other 
than investment property, inventories and inventories held for distribution may be impaired.  If any such 
indication exists, the asset's recoverable amount is estimated.  Given that the future economic benefits of the 
DHB's assets are not directly related to the ability to generate net cash flows, the value in use of these assets 
is measured on the basis of depreciated replacement cost.  

If an asset's carrying amount exceeds its recoverable amount, the asset is impaired and the carrying amount 
is written down to the recoverable amount.  For revalued assets the impairment loss is recognised against the 
revaluation reserve for that class of asset.  Where that results in a debit balance in the revaluation reserve, 
the balance is recognised in the surplus or deficit.  For assets not carried at a revalued amount, the total 
impairment loss is recognised in the surplus or deficit.    

For intangible assets that have an indefinite useful life and intangible assets that are not yet available for use, 
the recoverable amount is estimated at each balance date and was estimated at the date of transition.   

When a decline in the fair value of an available-for-sale financial asset has been recognised directly in equity 
and there is objective evidence that the asset is impaired, the cumulative loss that had been recognised 
directly in equity is recognised in the surplus or deficit even though the financial asset has not been 
derecognised.  The amount of the cumulative loss that is recognised in the surplus or deficit is the difference 
between the acquisition cost and the current fair value, less any impairment loss on that financial asset 
previously recognised in the surplus or deficit.   

Impairment losses on an individual basis are determined by an evaluation of the exposures on an instrument 
by instrument basis.  All individual trade receivables that are considered significant are subject to this 
approach.  For trade receivables which are not significant on an individual basis, collective impairment is 
assessed on a portfolio basis based on number of days overdue, and taking into account the historical loss 
experience.   

Impairment gains and losses, for items of property, plant and equipment that are revalued on a class of assets 
basis, are also recognised on a class basis.  

   

(b)  Recoverable Amount   

The estimated recoverable amount of receivables carried at amortised cost is calculated as the present value 
of estimated future cash flows, discounted at their original effective interest rate.  Receivables with a short 
duration are not discounted.   

The estimated recoverable amount of other assets is the greater of their fair value less costs to sell and value 
in use.  Given that the future economic benefits of the DHB's assets are not directly related to the ability to 
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generate net cash flows, the value in use of these assets is measured on the basis of depreciated 
replacement cost.  

   

(c)  Reversals of Impairment   

Impairment losses are reversed when there is a change in the estimates used to determine the recoverable 
amount.   

An impairment loss is reversed only to the extent that the asset's carrying amount does not exceed the 
carrying amount that would have been determined, net of depreciation or amortisation, if no impairment loss 
had been recognised.   

An impairment loss on an equity instrument investment classified as fair value through other comprehensive 
income or on items of property, plant and equipment carried at fair value is reversed through the relevant 
reserve.  All other impairment losses are reversed through the surplus or deficit.   

The reversal of an impairment loss on a revalued asset is credited to the revaluation reserve.  However, to the 
extent that an impairment loss for that class of asset was previously recognised in the surplus or deficit, a 
reversal of the impairment loss is also recognised in the surplus or deficit.  For assets not carried at a 
revalued amount the reversal of an impairment loss is recognised in the surplus or deficit.  

   

Income Tax  

Nelson Marlborough DHB is a Crown Entity under the New Zealand Public Health and Disability Act 2000 and 
is exempt from income tax under section CW38 of the Income Tax Act 2007.  Accordingly, no charge of 
income tax has been provided for.  

   

Intangible Assets   

(a) Software acquisition and development   

Computer software licenses acquired by Nelson Marlborough DHB are capitalised on the basis of the costs 
incurred to acquire and bring to use the specific software.   

Costs that are directly associated with the development of software for internal use by Nelson Marlborough 
DHB are recognised as an intangible asset.  Direct costs include the software development, employee costs 
and an appropriate portion of relevant overheads.    

Staff training costs are recognised as an expense when incurred.    

Costs associated with maintaining computer software are recognised as an expense when incurred.    

Costs associated with the development and maintenance of Nelson Marlborough DHB's website are 
recognised as an expense when incurred.  

 

(b) Amortisation  

Amortisation is recognised in the surplus or deficit on a straight line basis over the estimated useful lives of 
intangible assets unless such lives are indefinite.  Intangible assets with an indefinite useful life are tested for 
impairment at each balance sheet date.  Other intangible assets are amortised from the date they are 
available for use.  The estimated useful lives are as follows:  

   

Type of Asset Estimated life Amortisation Rate 

Software 3 ï 10 years 10 ï 34% 

 

Inventories held for distribution  

Inventories classified as held for distribution are stated at cost (calculated using the weighted average cost 
method) adjusted, where applicable, for any loss of service potential.  Where inventories are acquired at no 
cost or for nominal consideration, the cost is the current replacement cost at the date of acquisition.     

Any write-down from cost to current replacement cost is recognised in the surplus or deficit in the period when 
the write-down occurs.  
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Investments  

At each balance date, Nelson Marlborough DHB assesses whether there is any objective evidence that an 
investment is impaired.  

   

Leases 

(a) Finance Leases  

Leases which effectively transfer to Nelson Marlborough DHB substantially all the risks and benefits incident 
to ownership of the leased asset are classified as finance leases.  At the commencement of the lease, Nelson 
Marlborough DHB recognises finance leases as assets and liabilities in the Statement of Financial Position at 
the lower of the fair value of the leased asset or the present value of the minimum lease payments.   

The finance charge is charged to the surplus or deficit over the lease period so as to produce a constant 
periodic rate of interest on the remaining balance of the liability.   

The amount recognised as an asset is depreciated over the shorter of its useful life and the lease term.  

   

(b) Operating Leases  

Leases where the lessor effectively retains substantially all the risks and benefits of ownership of the leased 
items are classified as operating leases.  Payments under these leases are recognised as expenses in the 
periods in which they are incurred.  

   

Loans and borrowings  

Loans and borrowings are recognised initially at fair value less attributable transactions costs.  Subsequent to 
initial recognition, loans and borrowings are stated at amortised cost with any difference between cost and 
redemption value being recognised in the surplus or deficit over the period of the borrowings on an effective 
interest basis.  

   

Non-current assets held for sale  

Non-current assets held for sale are classified as held for sale if their carrying amount will be recovered 
principally through a sale transaction rather than through continuing use.    

Nelson Marlborough DHB does not have any non-current assets that meet the definition of held for sale.  

   

Property, Plant and Equipment   

(a)  Classes of property, plant and equipment.  

The major classes of property, plant and equipment are as follows:  

Freehold Land  

Freehold Buildings  

Plant and Equipment  

Motor Vehicles  

Work in Progress  

   

(b)  Recognition & Measurement  

Under section 95(3) of the New Zealand Public Health and Disability Act 2000, the assets of Nelson 
Marlborough Health Services Limited (a Hospital and Health Service) vested in Nelson Marlborough District 
Health Board on 1 January 2001.  Accordingly, assets were transferred to Nelson Marlborough DHB and their 
net book values recorded in the books of the Hospital and Health Service.  In effecting this transfer, the health 
board has recognised the cost and accumulated depreciation amounts from the records of the Hospital and 
Health Service.  The vested assets have since been revalued and are depreciated over their remaining useful 
lives.   

Except for land and buildings and the assets vested from the Hospital and Health Service (see above), items 
of property, plant and equipment are stated at cost, less accumulated depreciation and impairment losses.   

Cost includes expenditures that are directly attributable to the acquisition of the asset.  The cost of self-
constructed assets includes the cost of materials and direct labour, any other costs directly attributable to 
bringing the asset to a working condition for its intended use, and the costs of dismantling and removing the 
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items and restoring the site on which they are located.  Purchased software that is integral to the functionality 
of the related equipment is capitalised as part of that equipment.   

Where an asset is acquired at no cost, or for a nominal cost, it is recognised at fair value when control over 
the asset is obtained.   

When parts of an item of property, plant and equipment have different useful lives, they are accounted for as 
separate items (major components) of property, plant and equipment.  

   

(c) Subsequent Costs  

Subsequent costs are added to the carrying amount of an item of property, plant and equipment when that 
cost is incurred if it is probable that the service potential or future economic benefits embodied within the new 
item will flow to Nelson Marlborough DHB and the cost of the item can be reliably measured.  All other costs 
are recognised in the surplus or deficit as an expense as incurred.  

   

(d) Revaluation of land and buildings  

Land and buildings are revalued every three years to fair value as determined by an independent registered 
valuer by reference to the highest and best use.  Assets for which no open market evidence exists are 
revalued on an Optimised Depreciated Replacement Cost basis.   

Additions between revaluations are recorded at cost.   

The results of revaluing land and buildings are credited or debited to an asset revaluation reserve for that 
class of asset and other comprehensive income.  Where a revaluation results in a debit balance in the asset 
revaluation reserve, the debit balance will be expensed in the surplus or deficit.  Any decreases in value 
relating to a class of land and buildings are debited directly to other comprehensive income and the 
revaluation reserve, to the extent that they reverse previous surpluses and are otherwise recognised as an 
expense in the surplus or deficit.   

The carrying values of revalued assets are reviewed annually to ensure that those values are not materially 
different to fair value.  

   

(e)  Depreciation   

Depreciation is provided on a straight-line basis on all Property, Plant and Equipment other than freehold land, 
at rates which will write off the cost (or valuation) of the assets to their estimated residual values over their 
useful lives.    

The estimated useful lives of major classes of assets and resulting rates are as follows:  

   

Type of Asset Estimated life Depreciation Rate 

Buildings & Building Fitout 10 ï 76 years 1.3 ï 10% 

Plant & Equipment 2 ï 20 years 5 ï 50% 

Motor Vehicles 5 ï 16 years 6.25 ï 20% 

Leased Assets 2 ï 7.25 years 13.79 ï 50% 

   

The residual values and useful lives of property, plant and equipment are reassessed annually at financial 
year end.  

   

(f)  Capital Work in Progress  

Capital work in progress is not depreciated.  The total cost of a project is transferred to buildings, building 
fitout and/or plant and equipment on its completion and then depreciated.  

   

(g) Leased Assets  

Leases where Nelson Marlborough DHB assumes substantially all the risks and rewards of ownership are 
classified as finance leases.  The assets acquired by way of finance lease are stated at an amount equal to 
the lower of their fair value or the present value of minimum lease payments.  
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(h) Disposal of Property, Plant and Equipment    

When Property, Plant and Equipment is disposed of, any gain or loss is recognised in the surplus or deficit 
and is calculated as the difference between the net sale price and the carrying value of the asset.   

When revalued assets are sold, the amounts included in revaluation reserves in respect of those assets are 
transferred to general funds.  

   

Provisions  

Nelson Marlborough DHB recognises a provision for future expenditure of uncertain amount or timing when 
there is a present legal or constructive obligation as a result of a past event, it is probable that an outflow of 
economic benefits will be required to settle the obligation and a reliable estimate can be made of the amount 
of the obligation.   

Provisions are measured at the present value of the expenditures expected to be required to settle the 
obligation.  Provisions are not discounted if the effect of the time value of money is not material.  

   

(a) Restructuring  

A provision for restructuring is recognised when Nelson Marlborough DHB has approved a detailed and formal 
restructuring plan, and the restructuring has either commenced or has been announced publicly.  Future 
operating costs are not provided for.  

   

(b) ACC Partnership Programme  

Nelson Marlborough DHB belongs to the ACC Partnership Programme under which it accepts the 
management and financial responsibility for employee work-related illnesses and accidents.  Under the 
programme, Nelson Marlborough DHB is liable for all its claims costs for a period of four years up to a 
specified maximum.  At the end of the four year period, Nelson Marlborough DHB pays a premium to ACC for 
the value of residual claims, and from that point the liability for ongoing claims passes to ACC.  

   

The liability for the ACC Partnership Programme is measured using actuarial techniques at the present value 
of expected future payments to be made in respect of the employee injuries and claims up to balance date.  
Consideration is given to anticipated future wage and salary levels and experience of employee claims and 
injuries.   

Expected future payments are discounted at a rate that approximates the average gross yield on Government 
Bonds of short to medium term durations consistent with the duration of the liabilities.  

   

Revenue  

Revenue is measured at the fair value of consideration received or receivable.  

   

(a) Crown Funding 

The majority of revenue is provided through an appropriation in association with a Crown Funding Agreement.  
Revenue is recognised monthly in accordance with the Crown Funding Agreement payment schedule, which 
allocates the appropriation equally throughout the year.  

   

(b) Goods Sold  

Revenue from goods sold is recognised when Nelson Marlborough DHB has transferred to the buyer the 
significant risks and rewards of ownership of the goods and Nelson Marlborough DHB does not retain either 
continuing managerial involvement to the degree usually associated with ownership or effective control over 
the goods sold.  

   

(c) Provision of Services  

Revenue from services is recognised, to the proportion that a transaction is complete, when it is probable that 
the payment associated with the transaction will flow to Nelson Marlborough DHB and that payment can be 
measured or estimated reliably, and to the extent that any obligations and all conditions have been satisfied 
by Nelson Marlborough DHB.  
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(d) Interest Income  

Interest income is recognised using the effective interest method.  

   

(e) Donated Assets  

Where a physical asset is gifted to or acquired by Nelson Marlborough DHB for nil or nominal cost, the fair 
value of the asset received is recognised as income.  Such assets are recognised as income when control 
over the asset is obtained.  

   

Trust and Bequest Funds   

Donations and bequests are made for specific purposes.  The use of these funds must comply with the 
specific terms of the sources from which the funds were derived.   

All donations and bequests are assigned to and managed by the Nelson Marlborough Hospitals Charitable 
Trust (NMHCT) which has an independent Board of Trustees.  The funds are held separately by NMHCT and 
not included in NMDHB's Statement of Financial Position.  The revenue and expenditure in respect of these 
funds are also excluded from NMDHB 's surplus or deficit.   

Donations and bequest to the Nelson Marlborough DHB from the NMHCT are recognised as income when 
received, or entitlement to receive money is established.  Expenditure subsequently incurred in respect of 
these funds is recognised as an expense in the surplus or deficit.  
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GLOSSARY OF COMMONLY USED ACRONYMS, ABBREVIATIONS AND MAORI TRANSLATION 

ABC Ask about their smoking status; brief advice to quit; cessation  

A4HC Action for Healthy Children 

A&D / AOD Alcohol and Drug / Alcohol and Other Drugs 

ACC Accident Compensation Corporation  

ACNM -  Associate Charge Nurse Manager 

ACU Ambulatory Care Unit 

AE Alternative Education 

AEP Accredited Employer Programme 

AIR Agreed Information Repository  

ALAC (Alcohol and Liquor Advisory Council 

ALOS Average Length of Stay  

AOD  Alcohol and Drug 

AOHS Adolescent Oral Health Services 

AP Annual Plan with Statement of Intent 

ARC Aged Residential Care 

ARF Audit Risk and Finance 

ARCC Aged Residential Care Contract 

ASD Autism Spectrum Disorder 

ASMS Association of Salaried Medical Specialists 

AT&R Assessment, Treatment & Rehabilitation  

BSCQ Balanced Score Card Quadrant 

BSMC Better Sooner More Convenient 

BA Business Analyst 

BCTI Buyer Created Tax Invoice 

BFCI Breast Feeding Community Initiative 

BFCI Baby Friendly Community Initiative 

BS Business Support  

BSI Blood Stream Infection  

CAMHS Child and Adolescent Mental Health Services 

CBAC Community Based Assessment Centres 

CBF Capitation Based Funding 

CE (CEO) Chief Executive (Chief Executive Officer) 

CEA Collective Employee Agreement 

CDHB Canterbury District Health Board 

CCDHB Capital & Coast District Health Board (also called C & C)  

CCF Chronic Conditions Framework 

CCU Coronary Care Unit  

CDEM Civil Defence Emergency Management 

CDHB Canterbury District Health Board 

CDM Chronic Disease Management 

CEG Coordinating Executive Group (for emergency management) 

CFA Crown Funding Agreement or Crown Funding Agency 

CFO Chief Financial Officer 

CHFA Crown Health Financing Agency 

CHS Community Health Services  

CIMS Coordinated Incident Management System 

CIO Chief Information Officer 

CME Continuing Medical Education  

CMI Chronic Medical Illness  

CMS Contract Management System 

CNM Charge Nurse Manager 

COO Chief Operating Officer 

COPMI Children of Parents with Mental Illness  

CPHAC Community and Public Health Advisory Committee  

CPIP Community Pharmacy Intervention Project 

CPNE Continuing Practice Nurse Education 

CPO Controlled Purchase Operations 

CPU Critical Purchase Units 

CSR  Contract Status Report 

CSSD Central Sterile Supply Department  

CTA Clinical Training Agency  

CTC Contributions to Cost 

CTANAG Clinical Training Agency Nursing Advisory Group 

CTU Combined Trade Unions 
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CVD Cardiovascular Disease 

CVDRA Cardiovascular/Diabetes Risk Assessment 

CWD Case Weighted Discharge  

CYAERG  Child Youth Advisory & Expert Reference Group. 

CYF Child, Youth and Family 

CYFS Child, Youth and Family Service  

DAP District Annual Plan 

DAR Diabetes Annual Review 

DHB District Health Board  

DHBNZ District Health Boards New Zealand 

DHBRF District Health Boards Research Fund 

DiSAC Disability Support Advisory Committee 

DGH Director General of Health 

DMH Director of Maori Health 

DNA Did Not Attend 

DRG Diagnostic Related Group 

DSP District Strategic Plan  

DSS Disability Support Services  

DWCSP District Wide Clinical Services Plan  

EAP Employee Assistance Programme 

EBID Earnings Before Interest & Depreciation 

ECWD Equivalent Case Weighted Discharge 

ED Emergency Department  

EDA Economic Development Agency 

EFI Energy For Industry 

ELT Executive Leadership Team 

EOI Expression of Interest 

ENT Ears, Nose and Throat 

ESA Electronic Special Authority 

ESOL English Speakers of Other Languages 

ESPI Elective Services Patient Flow Indicators 

ESR Environmental Science & Research 

ESU Enrolled Service Unit 

EVIDEM Evidence and Value: Impact on DEcisionMaking 

FF&E Furniture, Fixtures and Equipment 

FFT Future Funding Track 

FMIS Financial Management Information System 

FOMHT Friends of Motueka Hospital Trust 

FOUND Found Directory is an up-to-date listing of community groups  

and organisations in Nelson/Tasman 

FRC Fee Review Committee 

FSA First Specialist Assessment  

FST Financially Sustainable Threshold  

FTE Full Time Equivalent  

FVIP Family Violence Intervention Programme 

GM General Manager  

GMS General Medical Subsidy 

GP General Practitioner 

GRx Green Prescription 

HAC Hospital Advisory Committee 

HBI Hospital Benchmarking Information 

HBSS Home Based Support Services 

HBT Home Based Treatment 

H&DC / HDC Health and Disability Commissioner  

HDSP Health & Disability Services Plan Programme 

HDU High Dependency Unit 

HEA Health Education Assessments 

He Kawenata  Covenant, agreement, treaty, testament (PM Ryan Maori  

Dictionary pg 104) 

HEeADSSS Psychosocial tool ï Home, Education, eating, Activities, Drugs  

and Alcohol, Sexuality, Suicidality (mood), Safety 

HEHA Healthy Eating Healthy Action 

HEP Hospital Emergency Plan 

HESDJ Ministries of Health, Education, Social Development, Justice 

HFA Health Funding Authority  

HHS Hospital and Health Services  

HIA Health Impact Assessment 

HM Household Management 
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HMS Health Management System 

HODs Heads of Department 

HOP Health of Older People 

HP Health Promotion 

HPI Health Practitioner Index 

HPV Human Papilloma Virus 

HR Human Resources  

HR & OD Human Resources and Organisational Development 

IANZ International Accreditation New Zealand  

IBA Information Builders of Australia  

IDF Inter District Flow 

IDSS Intellectual Disability Support Services 

IFRS International Financial Reporting Standards 

IHB Iwi Health Board 

IM Information Management  

InterRAI Inter Residential Assessment Instrument 

IPAC Independent Practitioner Association Council 

IPC Intensive Patient Care 

IPC Units Intensive Psychiatric Care Units 

IPG Immunisation Partnership Group 

IPU In-Patient Unit  

IS Information Systems 

ISSP Information Services Strategic Plan  

IT Information Technology  

JAMHWSAP Joint Action Maori Health & Wellness Strategic Action Plan  

JOG Joint Oversight Group 

KIM Knowledge and Information Management  

Kotahitanga  Unity, accord, coalition, solidarity (PM Ryan Maori Dictionary pg  

127) 

KPI Key Performance Indicator 

KHW Kimi Hauora Wairau (Marlborough PHO) 

LA Local Authority 

LCN Local Cancer Network 

LIS Laboratory Information Systems 

LOAD  Liaison on Alcohol and Drugs 

LOS Length of Stay 

LSCS Lower Segment Caesarean Section 

LTC Long Term Care 

LTCCP Long Term Council Community Plan 

LTSFSG Long Term Service Framework Steering Group 

Manaakitanga  Goodwill, show respect, or kindness to ((PM Ryan Maori  

Dictionary pg 172) 

Manawhenua Power, prestige, authority over land (HW Williams Maori  

Dictionary pg 172)   

Manawhenua O Te Tau Ihu O Te Waka A Maui ï Referring to the eight iwi who  

hold tribal authority over the top of the South Island (no 
reference) 

MHDSF Maori Health and Disability Strategy Framework 

MHFS Maori Health Foundation Strategy 

MPDS Maori Provider Development Scheme 

MA Medical Advisor  

MCT Mobile Community Team 

MDC Marlborough District Council 

MDO Maori Development Organisation 

MDS Maori Development Service 

MDT Multi Disciplinary Team  

MECA Multi Employer Collective Agreement 

MHAU Mental Health Admission Unit 

MHC Mental Health Commissioner  

MHD Maori Health Directorate 

MHINC Mental Health Information Network Collection  

MHWSF Maori Health and Wellness Strategic Framework 

MOH Ministry of Health  

MOH Medical Officer of Health 

MOA Memorandum of Agreement 

MOSS Medical Officer Special Scale  

MOU Memorandum of Understanding  

MOW Meals on Wheels 
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MRI Magnetic Resonance Imaging  

MRT Medical Radiation Technologist (or Technician) 

MSD Ministry of Social Development 

NPA Nutrition and Physical Activity 

NRAHDD Nelson Region After Hours & Duty Doctor Limited 

NRT Nicotine Replacement Therapy  

MRSA Methicillin Resistant Staphylococcus Aureus  

NHBIT National Health Board IT 

NASC Needs Assessment Service Coordination  

NBPH Nelson Bays Primary Health 

NBRS National Booking Reporting System 

NCC National Capital Committee 

NCC Nelson City Council 

NCSP National Cervical Screening Programme  

NGO Non Government Organisation  

NHCC National Health Coordination Centre 

NHI National Health Index  

NIR National Immunisation Register 

NMDHB Nelson Marlborough District Health Board 

NMDS National Minimum Dataset  

NMIT Nelson Marlborough Institute of Technology 

NPA Nutrition and Physical Activity (Programme) 

NPV Net Present Value 

NRAHDD Nelson Regional After Hours and Duty Doctor Ltd 

NSU National Screening Unit 

NTOS National Terms of Settlement 

NZHIS NZ Health Information Services  

NZMA New Zealand Medical Association 

NZNO NZ Nurses Organisation  

NZPH&D Act NZ Public Health and Disability Act 2000  

OAG Office of the Auditor General 

OIA Official Information Act 

OIS Outreach Immunisation Services 

OPD Outpatient Department 

OPF Operational Policy Framework  

OPJ Optimising the Patient Journey  

OSH Occupational Health and Safety 

OT Occupational Therapy 

PACS Picture Archiving Computer System 

P&F Planning and Funding  

PANT Physical Activity and Nutrition Team 

PBF(F) Population Based Funding (Formula)  

PC Personal Cares 

P&C Primary & Community 

PCI Percutaneous Coronary Intervention 

PCO Primary Care Organisation 

PCT Pharmaceutical Cancer Treatments 

PDR Performance Development Review 

PDRP Professional Development and Recognition Programme 

PDSA Plan, Do, Study, Act 

PFG Performance Framework Group (formerly known as Services  

Framework Group) 

PHS Public Health Service 

PHCS Primary Health Care Strategy 

PHI Public Health Intelligence 

PHO Primary Health Organisation  

PHOA PHO Alliance 

PHONZ PHO New Zealand 

PHS Public Health Service 

PHU Public Health Unit 

PIA Performance Improvement Actions 

PN Practice Nurse 

PPP PHO Performance Programme  

PSAAP PHO Service Agreement Amendment Protocol 

PT Patient 

PTAC Pharmacology and Therapeutics Committee 

PRIMHD Project for the Integration of Mental Health Data 

PVS Price Volume Schedule 
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QA Quality Assurance 

QHNZ Quality Health NZ 

QIC Quality Improvement Council 

QIPPS Quality Improvement Programme Planning System 

Rangatiratanga  Autonomy, evidence of greatness (HW Williams Maori  

Dictionary pg 323)   

RDA Resident Doctors Association  

RDA Riding for Disabled 

RIF Rural Innovation Fund 

RFI Request for Information 

RFP Request for Proposal  

RICF Reducing Inequalities Contingency Funding 

RM Registered Midwife 

RMO Resident Medical Officer  

RN Registered Nurse 

ROI Registration of Interest 

RSE Recognised Seasonal Employer 

RSL Research and Sabbatical Leave 

SAN Storage Area Network 

SCBU Special Care Baby Unit 

SCN Southern Cancer Network 

SDB Special Dental Benefit Services 

SHSOP Specialist Health Services for Older People 

SIA Services to Improve Access 

SICF South Island Chairs Forum 

SICSP South Island Clinical Services Plan 

SI RHSP South Island Regional Health Services Plan 

SIRCC South Island Regional Capital Committee  

SISSAL South Island Shared Service Agency 

SLH SouthLink Health 

SLT Strategic Leadership Team  

SMO Senior Medical Officer  

SNA Special Needs Assessment  

SOI Statement of Intent  

SOPD Surgical Outpatients Department 

SOPH School of Population Health 

TDC Tasman District Council 

TLA Territorial Local Authority 

TOW Treaty of Waitangi 

TOR Terms of Reference 

TRTT Te Roopu Tupu Tahi  

UG User Group 

VLCA Very Low Cost Access 

VRA Vascular Risk Assessment 

WAM Wairau Accident & Medical Trust  

WAVE (Project) Working to Add Value through E-Information  

WEll Whanau Engagement, Innovation and Integration 

WIP Work in Progress 

YTD Year to Date  

YTS Youth Transition Service 
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