STATEMENT OF JOINT RESPONSIBILITY
As a DHB we are a Crown Agent under the Crown Entities Act and as such we have a commitment to
the principles of the Treaty of Waitangi and are accountable to the Minister of Health for the funding
and provision of public health and disability services for our resident population of approximately
60, 000 people.
This Statement of Intent has been prepared to meet the requirements of the New Zealand Public
Health and Disability Act, Crown Entities Act, Public Finance Act and the expectations of the Minister
of Health.
This document sets out our direction for the short to medium term and describes what we intend to
achieve in terms of improving the health of our population and ensuring the longer-term
sustainability of our local health system. This document also contains the DHB’s Statement of
Performance Expectations for 2019/20 and Statement of Financial Expectations.
This document is presented to Parliament, as a separate public accountability document pursuant to
sections 149 and 149(L) of the Crown Entities Act 2004. It is used at the end of the year to compare
the planned and actual performance of the DHB with audited results presented in the DHB’s Annual
Report for 2018.
In signing this document, we are satisfied that it fairly represents our joint commitments and
intentions for the period 2019 – 2023.
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PART 1.0 OVERVIEW
Introducing the South Canterbury DHB
1.1

Who are we

OUR MISSION
STATEMENT IS
“TO ENCHANCE
THE HEALTH AND
INDEPENDENCE
OF THE PEOPLE
OF SOUTH
CANTERBURY”.

The South Canterbury District Health Board is one of 20 DHBs established
under the Health and Disability Act 2000 and is the Government’s funder
and provider of public health services for the approximately 60,000 people
who reside in the South Canterbury district.
We are the fourth smallest DHB servicing 1.25% of the nation’s population.
Our land area is the province of South Canterbury which covers a large
geographical area. It consists of the Timaru, MacKenzie and Waimate
district councils, and is bounded by the Rangitata and Waitaki rivers to the
north and south, and Mt Cook to the west.

Our objectives are to improve, promote and protect the health, wellbeing
and independence of our population and to ensure the delivery of effective
and efficient health care for our population. Our mission statement is “to
enhance the health and independence of the people of South Canterbury”
and to achieve this we work with our consumers, our communities, health and disability service
providers and other agencies to ensure the quality, safety and coordination of health and disability
services for our population.

1.2

What we do

Established in 2001 the South Canterbury District Health Board plans and funds primary care,
hospital services, public health services, aged care services, and services
provided by other non-government health providers including our Māori
provider. We are expected to operate within allocated funding.
The DHB’s Primary Health Partnerships division provides the Primary Health
Organisation (PHO) function for the DHB as well as providing the DHB’s
community services. We own and operate a single public hospital in
Timaru which provides 24-hour 7-day-a-week, acute medical and surgical
services, elective services, maternity, neo-natal and paediatric services,
mental health services and assessment, treatment and rehabilitation
services. It also provides a range of tertiary services through visiting
clinicians and outreach services.
Services to be funded and provided by the DHB are set out in our Summary
Production Plan. We are committed to maintaining the same range of
services and level of access to services, and ensuring continued emphasis
on improving the quality and safety of these services, all the while
balancing this against ensuring efficiency and productivity gains are
maximised. We have no plans to exit or significantly alter any primary or
secondary services and will work with South Island DHBs towards achieving
equitable access to services across the South Island.

WE ARE
COMMITTED TO
MAINTAINING
THE SAME
RANGE OF
SERVICES AND
LEVEL OF ACCESS
TO SERVICES,
AND ENSURING
CONTINUED
EMPHASIS ON
IMPROVING THE
QUALITY AND
SAFETY OF
THOSE SERVICES.
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1.3

Our regional role

WE RECOGNISE
THAT WORKING
REGIONALLY
ENABLES US TO
BETTER ADDRESS
OUR SHARED
CHALLENGES.

1.4

While each DHB is individually responsible for the provision of services to
its own population, we recognise that working regionally enables us to
better address our shared challenges. Through the South Island Alliance,
South Island health services have a strong platform for implementing
regional and sub-regional priorities; health services work together to make
the best use of available resources, strengthen clinical and financial
sustainability and increase and improve patient access to services.
The Alliance structure has proven to be a successful model for the South
Island, bringing clinicians, managers, CEOs, primary care, aged residential
care and consumers together to work towards a shared vision of best for
people, best for system. We will continue to participate actively in regional
alliance activity.

Our population profile

We cover a substantial rural area, by comparison with urban DHBs. Our
estimated total resident population is estimated to be around 60,000.
Timaru’s population is about 28,000. All other towns have populations of
about 4,000 or less, and about 15,000 (25%) live rurally outside of towns
or villages, with some areas being quite isolated. While the total
population of the DHB is expected to have a low overall population growth
of about 0.33% p.a. over the next 20 years (projected population of 64,640
in 2037) the population mix will continue to be different to that of the rest
of New Zealand.

BY 2026 WE WILL
HAVE TWICE THE
NUMBER OF
PEOPLE AGED
85+ AS THE REST
OF NEW
ZEALAND

Compared to the total population of New Zealand, the DHB’s population is
older. We have the oldest population in New Zealand. Our population
profile shows a disproportionately large number of people aged over 50 in
the population, with a bulge which extends to the very aged, at 90+ years. There is a missing
generation in the 25 – 40 age range.
By 2026 we will have twice the number of people aged 85+ as the rest of New Zealand and by
2037/38 the proportion of people aged over 65+ will have increased from 22% to 30.9%, over 75+
from 9.9% to 17.4% and over 85+ from 2.9% to 5.6%.
We are less ethnically diverse compared to other DHBs. We have proportionately fewer Māori and
Pacific Island people in South Canterbury than in New Zealand, and somewhat fewer than in the
South Island overall. We have the highest percentage of ‘other’ or Caucasian people in New
Zealand.
We will continue to have a higher percentage of Caucasian in the future. Whilst we are projected to
have significant percentage increases in Māori, Asian, and Pacific people, the numbers are small,
particularly for Pacific people, and the impact should not be high.
We are less deprived compared to other DHBs. South Cantabrian’s have relatively better health
than the rest of NZ, and have good access to secondary services. South Canterbury DHB per capita
income is a little lower than the New Zealand per capita income, in part due to the high percentage
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of old people on fixed incomes. We have a lower proportion of the population in the two lowest
deprivation quintiles (sixth lowest proportion of population in quintiles 4 or 5).

1.5

Our population’s health

Current life expectancy for a man living in South Canterbury is 80.1 years and a woman 83.1 year.
For Māori, this is slightly lower at 78 years and 81.7 years respectively. By 2038 it is projected that
life expectancy for a man living in South Canterbury will have increased to 84.3 years and women
86.9 years. The gap for Māori narrows significantly with a Māori man expected to live 83.7 years
and Māori women expected to live as long as the total population projection.
South Canterbury DHB last had a Health Needs Assessment completed in 2008. It is intended to
commission an updated health needs analysis in the next year as part of completing our updated
Health Services Plan.

PART 2.0 LONG-TERM OUTLOOK
To our rural population the invisible boundaries of Primary Health Organisations and District Health
Boards are insignificant. The values that bond us together as a community are what is real. There is
something to be said for a community where your GP is also your cycling buddy, the practice nurse
runs the local knitting club, and your pharmacist’s son, who owns the bakery down the road, makes
the best pies in town. In South Canterbury the DHB does not service its population, we are our
population.
The rural community is a key part of New Zealand’s identity, and it is time to articulate how we will
support rural communities as they age, as the equity gap increases, as tourism grows, and as funding
pressures within healthcare increase.

WE HAVE THE
QUALITIES
REQUIRED TO BE
A SUCCESSFUL
CENTRE OF
EXCELLENCE FOR
RURAL AND
REGIONAL SOUTH
ISLAND SERVICES

At South Canterbury DHB we are well positioned to be the centre of
excellence for rural and regional health in the South Island. We have a
unique relationship in that we are both the District Health Board and the
Primary Health Organisation. This has allowed us to build strong links
between Community, Primary and Secondary care. This enables us to be
dependable in the provision of care for our community, responsive to
population health needs, and really take a holistic approach to providing
appropriate care with and for the family and friends that make up our
community.

We have the qualities required to be a successful centre of excellence for
rural and regional South Island health services. We have begun to build
our capacity for community participation, from an individual’s role in their
own health journey, to co-designing systems and processes through the
Consumer and Family Advisory Committee for Mental Health and Addictions. Our Consumer Council
is looking to grow our ability to take the individual perspective and apply it in systems thinking. As a
rural and regional health provider we want to work with our community to grow the potential for
our workforce to assist people in their health journey, reducing wasted time and ensuring every
person matters, that their voices are heard and innovation will drive better access and engagement
in health services to reduce the equity gap.
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Access and engagement in health services is a key element in achieving the best outcomes. In South
Canterbury, the four leading long-term health conditions (cancer, cardiovascular disease, diabetes
and respiratory disease) make up 80 per cent of the disease burden. “Close to home” means
something different in rural areas; in the country we understand not all services are going to be
available on our doorstep. We do however expect to be able to receive equitable access to
healthcare.
To secure a clinically and financially sustainable health service, and to genuinely support the future
of our iconic rural communities, we need to work differently. We need a truly integrated health
service which meets future demand for services through a greater emphasis on early intervention,
targeted prevention and self-management. We also need to empower the individual and community
to allow more home-based care, focus on maintaining good health, and supporting self-management
of those with established health conditions.
The time for action is now. Together we can ensure that in South Canterbury, and beyond, we live
our vision and make every moment matter.
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Our Strategic Direction
2.1

National context

Like health systems world-wide, the challenge DHBs are facing are well understood. Populations are
ageing, more people are developing long-term conditions, demand is increasing, treatment costs are
rising, and workforce shortages are ever-present.
If we are to continue to improve health outcomes within current resources, we need to integrate
and connect services, not only across the health system, but across all public services.
The long-term vision for New Zealander’s health service is articulated through the New Zealand
Health Strategy. The overarching intent is to support all New Zealanders to “live well, stay well, get
well.”
The Strategy identifies five key themes to give the health sector a focus for change:
•
•
•
•
•

People powered;
Closer to home;
High value and performance;
One team; and
Smart system.

Our direction is further guided by a range of population or condition-specific strategies, including: He
Korowai Oranga (Māori Health Strategy), ‘Ala Mo’ui (Pathways to Pacific Health and Wellbeing),
Healthy Ageing Strategy, Rising to the Challenge (Mental Health and Addiction Service Development
Plan), the Disability Strategy and the United Nations convention on the Rights of People with
Disabilities.
The Government has announced a long-term plan to build a modern and fairer New Zealand. This
includes a commitment by the Government to improving the wellbeing of all New Zealanders and
their families. SCDHB has an important part to play in the Governments goals, to do this SCDHB must
ensure that the health system in South Canterbury is strong and equitable, performing well, and
focused on the right things to improve the lives of people living in South Canterbury.
Achieving equity in the health system underpins the Governments priorities. This means we must
always consider equity in all our decisions across the district and we will have an explicit focus on
achieving equity for Maori across their life course. In addition, unmet need also represents a
significant barrier and this plan will also focus on equity in health outcomes for all population groups
across South Canterbury.

2.2

Regional commitment

In delivering its commitment to better public services, underpinned by equitable services and a focus
on wellness, the Government also has clear expectations of increased regional collaboration
between DHBs.
There are five DHBs in the South Island (Nelson Marlborough, Canterbury, West Coast, South
Canterbury and Southern) and together we provide services for over one million people, almost a
quarter (23.3%) of the total NZ population.
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While each DHB is individually responsible for the provision of services to its own population, we
work regionally through the South Island Regional Alliance to better address our shared challenges.
Our jointly-developed Te Wai Pounamu Regional Health Services Plan outlines the agreed regional
activity for the next three years. We will continue our strong regional commitment to implementing
the Regional Health Services Plan.1

2.3

South Canterbury DHB Vision

We have recently set a strategic direction for the DHB, to achieve our mission “to enhance the
health and independence of the people of South Canterbury”.
The purpose of this strategy ‘Navigating Our Future’ is to communicate a collective vision for the
South Canterbury District Health Board, where we are described as a DHB who:
❖ work as part of the community to keep all our people fit and well;
❖ when needed, supports convenient, seamless and effective healthcare solutions and
experiences for whatever health problems our people have; and
❖ ensure affordable local healthcare for future generations.
The phrase ‘Every Moment Matters’ has been adopted by the SCDHB as part of our vision as it is
something that we as a DHB stands for, as well as something we aspire to achieve. It also
encapsulates the 4 key foci for our future, developed by our staff and endorsed by the Board where:
every voice matters, every person matters, every day matters and every dollar matters. Our
direction is aligned to the New Zealand Health Strategy.
To secure a clinically and financially sustainable health service for future generations we need to
work differently to provide a more integrated health service which both contains future demand for
services through a greater emphasis on preventing disease and maintaining good health, and
supports self-management of those with established health conditions, allowing our people to ‘age
in place’. However, we can’t do this alone, we need to engage with our people and community
partners to work collectively on reducing the impact of the social determinants of health, and design
services that validate the person and their family at the centre of all that we do, all within a fiscally
tight environment.
To this end we have agreed five strategic goals; Productive partnerships; integrated person-centred
care; health equity for all; valuing our people; and fit for future. This is underpinned by 15 strategic
priorities. Significant projects over the short to medium term include; the development of an
updated Health Services Plan, redevelopment/upgrade of Timaru Hospital, implementing our Hauora
Māori and Information Technology strategies and continued work on creating a safe and enabling
culture which allows our staff to flourish.

Our Challenges
2.4

Our operating environment

We face a number of challenges in part due to our size, location and demographics. However South
Canterbury DHB is one of the highest performing DHBs; provides a high standard of care while
maintaining targets and within a breakeven budget. Timaru Hospital and our Primary care teams
provide services to our population that is relatively small, but dispersed over a large area. Ensuring
1

The South Island Regional Health Services Plan can be found on the Alliance website: www.sialliance.health.nz
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that the population living outside the urban centre has appropriate access to care is our main focus
but does provide some challenges both financially and logistically.
In facing the challenge of financial and model of care sustainability in a small DHB during the
planning of our strategic direction planning in 2017, we scanned the horizon to check what emerging
drivers of change would help us set our direction and plot a safe course into the future.
Following exploration these were summarised into the following high-level drivers:
•
•
•
•
•
•
•
•
•
•

stakeholder expectations;
inequity in health outcomes;
changing demographics;
workforce capability and sustainability,
emerging social investment approach;
rapid and accelerating changes in technology and clinical treatments,
ageing facilities;
environmental impacts
financial sustainability
Regional partnerships with DHBs

a) Population Pressures
Our demand picture is complex and specific to South Canterbury. Over the next 10 – 15 years
SCDHB will experience the peak impact of the ageing ‘baby boomer’ generation with the most
significant factor being the provision of services to a population where an increasing proportion is
aged 65 years or older. This factor, where our population has already progressed to an older state,
and which will now move to a situation in which a comparative high proportion of people are very
old, means that there will be absolute increases in demand for some services, in which case not just
the volume but the complexity of care required. This will represent a serious challenge to us.

b) Facilities Pressures
The hospital facility will require investment in the coming years. The major issue is around poor
layout which can hinder efficiency and the delivery contemporary care to our patients. The
inflexible nature of the current facility directly leads to increased costs, reduced service capacity and
reduced productivity.
Fit for purpose environments are important to deliver safe, quality health services and support
business productivity. We have identified the need to significantly improve the facility from which
our hospital based clinical services are delivered. SCDHB has been advised that the hospital building
is at end of service life and is unable to be economically brought up to seismic standards and re-lifed.
Given the constrains on the National Capital Investment budget SCDHB will refit the existing Timaru
Hospital. This will provide a facility, while less than optimal, will be a significant improvement on the
existing facility. The hospital is seismically compliant at IL 3 and only a new hospital would bring it up
to IL4.
As SCDHB has a high percentage of the population as very old, there is a risk on bed number
particularly in the medical ward which could lead to pressure on elective services. SCDHB will
continue to focus on long term conditions and integration of services to manage the bed number
risk.
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In an effort to have a highly digitalised future health facility we will also remain open to
incorporating IT enablers throughout the planning and design phase of our site redevelopment so
that we are best placed to support new models of care and meet our population’s future health
needs.

c) Workforce Pressures
A sustainable and capable workforce is fundamental to the delivery of excellent health care.
Urbanisation has the effect of reducing the potential pool of health workers in South Canterbury,
however our low cost of living and lifestyle opportunities and progressive culture will provide a pull
factor for some staff especially those with existing connections to South Canterbury.
We will invest in developing the capability of leaders and teams to support the priorities outlined in
the New Zealand Health Strategy. Evidence shows that staff who have the capability as well as
freedom, to respond to the needs and expectations of consumers, enjoy their work more and
achieve better outcomes.
We as with other DHBs, have an ageing workforce, with the majority of staff aged over 40 years.

d) Fiscal Pressures
As our population is not projected to grow as much as other DHBs, our share of funding under the
Population Based Funding Formula is likely to reduce. While this is unlikely to lead to a decline in
funding (due to the use of a minimum uplift or ‘floor’ increase for all DHBs), we will need to actively
manage costs and improve productivity as much as possible.
Planned financials include productivity and efficiency savings. Savings are generated through local,
regional and national initiatives. We have been containing cost growth and reviewing revenue from
other activities to ensure that we can continue to live within the funding available while maintaining
service delivery.

2.5 Critical success factors
Our five strategic goals and 15 strategic priorities provides the critical structure in guiding the DHB to
success. These are:
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Annually a number of high-level projects are selected which align with our strategic direction. These
are monitored monthly for progress and achievement.

Managing Our Business
This section highlights how we organise and manage our business in order to support our vision and
ensure the sustainability of local health services.

2.6

Organisational culture

a) Organisational Values
The values of our DHB form the acronym ‘I CARE’ and is made up from our five organisational values:
Integrity, Collaboration, Accountability, Respect and Excellence.
Our connection to our mission, vision and values, lie at the core of what we do. Our staff reinforce
the South Canterbury values every day, through how we communicate and how we behave in ways
that reflect them. By building on our “Speaking Up” programme we are focussed on enhancing the
health and wellbeing of our people and respecting and enabling them as health professionals, to do
the right thing. By partnering with our unions, we are committed to building a high performance
high engagement culture, capable of meeting the current and future health service needs and
expectations of our community.
We will continue to invest in supporting a culture that allows distributive leadership in which all
members of our workforce can flourish and grow. We will continue to focus on our values based
cultural development programme through understanding what matters most to our consumers and
to our staff, while ensuring our behaviours, systems and processes model and reflect our cultural
direction and values.

b) Effective Leadership
Clinical leadership and consumer engagement is intrinsic to our success. We ensure decision-making
is fully informed through an integrated Clinical Board which provides clinical leadership across the
whole DHB while our Consumer Council is developing a strong viable voice for consumers in health
planning. Clinical leadership and consumer input is also fully embedded into all facility and service
redesign. Our leadership learning programme ‘Navigate’ is a key enabler of distributive leadership in
which all members of our workforce are supported to develop their scope and scale of influence.

c) Strategic Partnerships
Working collaboratively enables us to respond to the changing needs of our population and
continues to be a critical factor in realising our strategic vision and goals. We have two main
strategic partnerships.
South Canterbury’s primary health care is structured uniquely in that the Primary Health
Organisation (PHO) function for the SCDHB is provided through a business unit of the DHB. This way
of working locally within our comparatively smaller DHB population of 60,000 is successful in
achieving close, trusted relationships between clinicians in primary and secondary settings and is
recognised and articulated as “our unique symbiotic relationship”. Without the PHO ‘layer’ we are
able to liaise directly with providers in the development of integrated health services that enable
further progress in integrating services into the community. This is supported by our Primary Care
Alliance.
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We are committed to working in partnership with our Public Health Unit on health promotion and
improvement services, delivering services that enhance the effectiveness of prevention activities in
other parts of the health system, and in undertaking regulatory functions.
We are committed to our statutory obligations to Māori under the NZ Public Health & Disability Act
and we are advised by our Māori Health Advisory Committee. Through our Māori Consultation
Framework which is used by our Iwi/Māori Health Relationship Partners and our organisation we will
ensure Māori participation and partnership in health planning, service design, development and
delivery, and in the protection of Māori wellbeing. As an agent of the Crown we are committed to
the principles of the Treaty of Waitangi and we will continue to maintain our investment in Māori
provider services and in mainstream services provided for Māori. Our planning includes equity
outcome actions focused on improving health outcomes for Māori and Māori Health Indicators are
part of our DHB Performance Accountability Measures.

2.7

Commitment to quality

We are building our culture as a learning organisation and developing the resilience of our workforce
to support change and remain open to doing things differently. We strive to always deliver quality
and safety in our services based on the principles of continuous improvement, high staff and
consumer engagement and a safe culture based on trust and learning curiosity. A high performing
workplace is one in which measures of success are transparent and our staff and consumers can
mobilise their skills, knowledge and efforts to improve the efficiency, quality and experience of
services provided. We continue to work directly with services to identify the most important
measures of quality for them. We enable and support the monitoring of and effective response to,
key quality indicators at an organisational, service and inter-disciplinary team level.
Our approach to quality assurance and improvement is in line with the New Zealand Triple Aim:
improved quality, safety and experience of care, improved health and equity for all populations, and
best value for public health system resources.
We work as part of the South Island Quality and Safety Alliance supporting each other to meet our
commitments to the national Health Quality and Safety Commission (HQSC) programmes. National
HQSC Quality and Safety markers are used alongside Australian Health Roundtable benchmarking to
monitor the effectiveness of our improvement activity and patient safety in our services.
We celebrate our achievements through the recently introduced Gala Awards held annually. These
awards recognise excellence and quality improvement not only in the DHB but across the wider
South Canterbury health system.
Contracted services are aligned with national quality standards and auditing of contracted providers
includes quality audits.

2.8

Performance management

Our performance is assessed on both financial and non-financial measures, which are measured and
reported at operational, strategic and governance levels of the organisation.
At a broader level, we monitor our performance over the long-term against a core set of desired
population outcomes and a set of contributory or impact measures in order to determine if we are
moving in the right direction. These measures sit alongside our annual statement of performance
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expectations, out-lining the service we expect to meet in the coming year. Our performance is
audited on an annual basis with results published annually in our Annual Report.
We continue to invest in the development of systems where real-time information enables more
responsive decision making and planning. We are also looking to develop a meaningful performance
monitoring dashboard for the Board which provides a whole of health system approach as a means
to evaluating our performance.

2.9

Asset management

All DHBs are required to complete a stand-alone Long-Term Investment Plan (LTIP) covering at least
10 years. LTIPs are part of the new Treasury system for monitoring investments across government,
the Investment Management and Asset Management Performance (IMAP) system. Supporting the
intent of our strategic direction ‘Navigating our Future’ this Investment Plan supports our
investment decisions going forward in response to the changing patterns of demand from our ageing
population and the design of new models of care to meet these needs. Having the right assets and
managing them well is critical to the sustainability of cost-effective health service delivery.

2.10

Risk management

Managing and monitoring risk is crucial to ensuring we are meeting our obligations as a Crown
Entity. We have a formal risk management and reporting system, which currently entails incident
and complaint management systems utilising the regional Safety 1st system. It is intended to migrate
the risk register from its current electronic system to the Safety 1st system. We are committed to
managing risk in accordance with the process set out in the Australian/New Zealand Joint Standard
on Risk Management (AS/NZS ISO 31000:2009).

2.11

Ownership interests

The South Island Shared Service Agency Limited (functioning as the South Island Alliance Programme
Office) is jointly owned and funded by the South Island DHBs. The regional programme office
provides audit services and drives regional service development on behalf of all five South Island
DHBs.
New Zealand Health Partnerships Limited is owned jointly by all 20 DHBs, and aims to enable DHBs
to collectively maximise and benefit from shared service opportunities.
We have a 100-percentage ownership interest in South Canterbury Eye Clinic Ltd. We do not intend
to acquire shares or interests in other companies, trusts or partnerships at this time.

2.12

Investing in our people

We aim to strategically build capability in our workforce where it can deliver the best value in terms
of health outcomes for our community. We are committed to a workforce development plan which
provides a healthy environment, supportive work culture and ensures that every employee has the
capacity and capability to deliver to the current and future health care needs of our community.
A sustainable and capable workforce is fundamental to the delivery of excellent health care.
Investing in our staff is key so that they have the skills and knowledge to deliver contemporary
health care effectively and efficiently into the future. This includes our learning culture in which
staff are encouraged to identify and drive their own learning opportunities through accessing formal
and experiential professional development opportunities. We recognise the value of peer learning
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and the increased capability that is developed through ‘returning the learning’ as part of our
professional development expectations for all senior clinicians and staff. Our leadership learning
programme builds core leadership skills as a key enabler for broad workforce capability
development.
SCDHB remains actively engaged in national activity with Health Workforce NZ (HWNZ) and regional
activity through the South Island Workforce Development Hub. Further detail about the South
Island regional approach to workforce is contained in the 2018/21 Te Wai Pounamu South Island
Regional Service Plan.

2.13

Investing in information systems

Connecting up health services improves access to patient information enabling more effective
clinical decision making, improving the quality and efficiency of care delivered to our population.
Development of a local IT strategy is one of our three key strategic priorities linked to our strategic
goal of ‘Fit for Future’ and will reflect the national Health Information Technology Plan. This will
allow us the opportunity to reduce waste and duplication which is key to our future sustainability.
The South Island DHBs have determined collective actions to deliver on the national Plan and we
remain committed to this approach. Further detail about South Canterbury DHB’s current IT
initiatives are contained in the 2018/21 Te Wai Pounamu South Island Regional Service Plan.

2.14

Investing in facilities

We Another of our key priorities linked to our strategic goal of ‘Fit for Future’ is site redevelopment.
We have spent significant time over the last five years looking at our future needs, with a suite of
health service planning, asset management, seismic and infrastructure reviews, and site master
planning. Given the constraint on the National Health Capital budget, SCDHB will progress small
programs of work to refit the existing hospital. This will enable SCDHB to get more life out of the old
hospital. This will lead to pressure on beds in the longer term and SCDHB will look to mitigate these
risks by integrating services

2.15

Cross-sector investment

We recognise the impact of the social determinants of health and as such work in partnership with a
number of external public and private organisations to implement cross-agency programmes to
‘enhance the health and independence of the people of South Canterbury’.
A key focus in the short to medium term is the role we will play in the community collaborative
project ‘Surrounding and Engaging Whānau Service’ involving government and community agencies,
and our local response to supporting vulnerable children and their families.
We will also work in collaboration with ACC as part of their Live Stronger for Longer Strategy, which
focuses on injury prevention. This work will enhance falls prevention in the district by providing
increased access to community-based strength and balance programmes and is anticipated to
minimise the risk of falls for older people by identifying and addressing key risks.
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2.16 Service configuration
a) Service Coverage
All DHBs are required to deliver a minimum of services, as defined in The Service Coverage Schedule,
which is incorporated as part of the Crown Funding Agreement under section 10 of the New Zealand
Public Health and Disability Act 2000, and is updated annually.
Responsibility for service coverage is shared between DHBs and the Ministry. DHBs are responsible
for taking appropriate action to ensure that service coverage is delivered for their population,
including populations that may have high or different needs such as Māori, Pacific and high-needs
groups. South Canterbury DHB may, pursuant to section 25 of the New Zealand Public Health and
Disability Act 2000, negotiate and enter into, or amend any current agreement for the provision or
procurement of services.
We are not seeking any formal exemptions to the Service Coverage Schedule in the short to medium
term.

b) Service Re-design
We are working with our primary and community partners to redesign the way we deliver health
services to better meet the needs of our population and ensure the future sustainability of our
health system. We anticipate that new models of care and service delivery will continue to emerge
through this collaborative work.
The table below describes all service reviews and service changes that have been approved or
proposed for implementation in the short to medium term.

Change

Description of the Change

Benefits of the change

Change due to
Local, Regional, or
National reasons?

Laundry
Services

The laundry building is earthquake
prone and must be remediated
within 10 years.

Due to cost associated with remediating the building
to 67% of National Building Standards, SCDHB has
agreed that for this service outsourcing is the best
option.

Maternity
Services

With the cessation of the Secondary
Care contract to South Canterbury
Obstetrics (SCO) there is a need to
review the model of care for Maternity
services in South Canterbury. The
rationale behind the cessation of the
above contract is financial
sustainability and alignment to a
national consistent model of care.

Deliver a seamless transition from the SCO-supported Local
model to a primary and secondary maternity service
that has the patient at its heart.

Local

Build a model that supports the growth of the
independent midwifery service in South Canterbury
and strengthens the collegiality across all specialists in
the maternity service.
Closer alignment of the South Canterbury maternity to
the nationally recognized model.
Improve the financial sustainability of SCDHB
maternity services.
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Home
Based
Support
Services

Review of Home Based Support
Services to identify areas for
improvement.

Improve integration and increase efficiencies in
delivery of care across the community services.

Local

Mental
Health
Services
Review

Currently SCDHB specialist mental
health and addition resources are
organised into a traditional hub and
spoke model, which directs flow into
the mental health facility essentially
creating comprehensive hospitalbased services. Therefore, this
change will involve transforming the
service with emphasis on communitybased services.

Balancing the emphasis of speciality, hospital and
community based services to ensure mental health
services in South Canterbury is designed to a
contemporary model of care.

Local

Monitoring our Performance
IMPROVING HEALTH OUTCOMES
As part of our accountability to our community and Government, we are expected to deliver against
the national health system outcomes: ‘All New Zealanders lead longer, healthier and more
independent lives’ and ‘The health system is cost effective and supports a productive economy’ and
to objectives under the New Zealand Public Health and Disability Act to ‘improve, promote and
protect the health of people and communities’.
As part of this accountability, we need to demonstrate whether we are succeeding in achieving
these goals and improving the health and wellbeing of our population. In our governance role we
are striving to improve health outcomes for our population, as a funder we are concerned with the
effectiveness of the health system and return on our investment, and as an owner and provider of
services we are concerned with the quality of the services we deliver and the efficiency with which
we deliver them. There is no single performance measure or indicator that can easily reflect the
impact of the work we do. Instead, we have developed an outcomes framework that enables us to
evaluate whether we are achieving our purpose and delivering the best possible outcomes for our
population.
Together with the four other South Island DHBs, we have established three high-level outcome
goals, where we can influence change and where success will have a positive impact:
Outcome Goal 1: People are healthier and take greater responsibility for their own health
Outcome Goal 2: People stay well, in their own homes and communities
Outcome Goal 3: People with complex illnesses have improved health outcomes
Alongside each goal we identified a number of long-term population health outcome measures that
are important to our stakeholders and will provide an insight into how well our health system is
performing.
Tracking our performance against these measures will help us to evaluate our success. The nature of
health is such that it may take a number of years to see marked improvements against some of
these outcomes’ measures. Our focus for the long-term outcomes is to develop and maintain
positive trends over time, rather than achieving fixed annual targets.
Working with the rest of the South Island DHBs, we have also identified a collective set of
contributory measures, where our performance will impact on the outcomes we are seeking.
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Because change in this space will be evident over a shorter period of time, these indicators have
been selected as our main measures of performance.
We have set local standards against these contributory measures in order to determine if we are
moving in the right direction and to evaluate our performance. These measures sit alongside our
annual statement of performance expectations, outlining the service we plan to deliver and the
standards we expect to meet in the coming year.
Our year-end performance results are reported to our community in our Annual Report alongside
our year-end financial performance.
Performance standards (or targets) set across all these measures reflect the strategic objectives of
our health system: increasing the coverage of prevention programmes; reducing acute or avoidable
demand for hospital services; and maintaining access to services while reducing waiting times and
delays in treatment.
As part of our obligations under legislation DHBs must also work towards achieving equity. To
promote this goal, the targets set against each of the performance indicators are the same across all
population groups.
As a Crown entity and responsible for Crown assets, the DHB also provides regular financial and nonfinancial performance reporting to the Ministry of Health on a monthly, quarterly, and annual basis.
The DHB’s obligation under the Ministry’s monitoring framework are highlighted in the DHB’s Annual
Plan.
The following intervention logic diagram demonstrates the anticipated value chain by illustrating
how the services the DHB funds or provides will impact on the health of our population, contribute
to the goals of the wider South Island region, and deliver on the expectations of Government.
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OVERARCHING INTERVENTION LOGIC
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Outcome Goals
2.17

People are healthier and take greater responsibility for their own health

WHY IS THIS A PRIORITY?
New Zealand is experiencing a growing prevalence of long-term conditions. Cancers, heart disease,
musculoskeletal conditions, respiratory disease, diabetes and mental illness are major drivers of poor
health and premature mortality and account for significant pressure on our health services. The
likelihood of developing a long-term condition increases with age and as our population ages the
demand for health services will continue to grow. The World Health Organisation (WHO) estimates
that long-term conditions make up 87.3% of all health loss in New Zealand up from 82.5% in 1990.
Tobacco smoking, inactivity, poor nutrition and hazardous drinking and substance abuse are major
risk factors for a number of the most common long-term conditions. These are modifiable risk
factors and can be reduced through supportive environments and improved awareness, which
enable people to take personal responsibility for health and wellbeing. Public health, promotion and
education services, by supporting people to make healthier lifestyle choices, will improve health
outcomes for our population. Because these major risk factors also have strong socio-economic
gradients, a change in behaviours will contribute to reducing inequities in health outcomes between
population groups
HOW WILL WE DEMONSTRATE OUR SUCCESS?
Measure: proportion of the population (15+) who smoke

A REDUCTION IN SMOKING RATES
Smoking and exposure to second-hand smoke causes
an estimated 4,627 premature deaths in New Zealand
every year. Tobacco smoking is a major risk factor for
many preventable illnesses and long-term conditions,
including cancer, respiratory disease, heart disease and
stroke.
In addition, tobacco and poverty are inextricably linked.
In some communities, a sizeable portion of household
income is spent on tobacco, meaning less money for
necessities such as nutrition, education and health.
Supporting people to say ‘no’ to smoking is our
foremost opportunity to improve health outcomes and
to reduce inequalities in health status between
population groups.
Data Source: Ministry of Health NZ Health Survey 2

Measure: proportion of the population (15+) who have obesity

A REDUCTION IN OBESITY RATES
There has been a steady rise in obesity rates in New
Zealand across all ages, genders and ethnicities.
Obesity is set to overtake tobacco as the leading risk to
health and the most recent NZ Health Survey found
32% of all adults and 12% of children were obese.
Not only does obesity impact on the quality of people’s
lives, but it is a significant risk factor for many of the
leading long-term conditions on the West Coast
including heart disease, respiratory disease, diabetes
and stroke.
Supporting people to achieve a healthier body weight is
fundamental to improving people’s wellbeing and to
preventing poor health and disability at all ages.
Data Source: Ministry of Health NZ Health Survey 3

2

The New Zealand Health Survey is commissioned by the Ministry of Health and collects information about the health and wellbeing of
New Zealanders, the services they use and key factors that affect their health. Every year about 14,000 households take part in the survey
with total population results presented annually and ethnicity breakdowns over combined time periods (due to small population numbers).
West Coast results should be interpreted with caution, particularly for Māori, due to the small survey numbers. For the combined period
2014-2017 – 25.5% of the total West Coast population were current smokers, compared to 44.1% of our Māori population. The regional
breakdowns of the 2017/18 Survey results will be released in mid-late 2019.
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IMPACT MEASURES – CONTRIBUTING TOWARDS OUR STRATEGIC GOALS
Measure: Rate of ambulatory sensitive hospital admission for children (0-4)

Target

2019/20
4,195

2020/21
4,195

2021/22
4,195

Measure: children caries-free at age five

Target

2022/23
4,195

FEWER AVOIDABLE HOSPITAL ADMISSIONS
A number of admissions to hospital are for conditions
which are seen as preventable through lifestyle
change, a reduction in risk factors and earlier
intervention by primary and community services.
Ensuring children have the best start to life is a crucial
component in the long-term health and wellbeing of
our population and keeping children out of hospital is
a priority. A reduction in preventable admissions will
also free up hospital and specialist resources and
reduce pressure on our health system.
This measure is seen as an indicator of the accessibility
and effectiveness of health care and a marker of
increased integration between health and social
services and a reduction in the burden of disease for
young children.
Data Source: Ministry of Health DHB Performance Reporting

CHILDREN HAVE IMPROVED ORAL HEALTH

2019

2020

2021

2022

66%

67%

67%

67%

Measure: ‘never smokers’ amongst Year 10 students

Poor oral health is a marker for a range of poor health
outcomes in childhood and later in life. There is a
direct link between good nutrition and good oral
health, and good nutrition are also important factors
in supporting a healthy weight and reducing obesity.
Rates of early childhood carries (holes or filling) are
high on the West Coast, with significant disparities for
Māori. Reducing this disparity provides a significant
opportunity to improve long-term health outcomes for
Māori children.
Improvements in the proportion of children caries-free
at age five is seen as a proxy indicator of the
effectiveness of mainstream services in reaching those
most at risk. It is also an indicator of improved
nutrition and wellbeing.
Data Source: School & Community Oral Health Services and
Statistics NZ Population Projections 4

FEWER YOUNG PEOPLE TAKE UP SMOKING
The highest prevalence of smoking is amongst younger
people, and preventing young people from taking up
smoking is a key contributor to reducing smoking rates
across our total population.
Because Māori and Pacific people have higher smoking
rates, reducing the uptake amongst Māori and Pacific
youth provides a significant opportunity to improve
long-term health outcomes for these population
groups and reduce inequalities.
A reduction in the uptake of smoking by young people
is seen as a proxy indicator of the success of our health
promotion activity and a change in the social and
environmental factors that support healthier lifestyles.
Data Source: National ASH Year 10 Survey 5

Target

2017/18
75%

2018/19
75%

2019/20
75%

3

The NZ Health Survey defines ‘Obese’ as having a Body Mass Index (BMI) of >30 or >32 for Māori and Pacific people. Rates are available
by ethnicity over the combined period 2014-2017 – 35.2% of the total population were obese, compared to 55.5% of the Māori population.
4 This measure is a national DHB performance indicator (PP11) and is reported annually for the school year.
5
The ASH Survey is an annual survey of around 30,000 Year 10 students across New Zealand. Run by Action on Smoking & Health, the
survey has been used to monitor student smoking since 1999 and provides valuable insights into tobacco use trends amongst young people.
For more detail see www.ash.org.nz.
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2.18

People stay well in their own homes and communities

WHY IS THIS A PRIORITY?
When people are supported to stay well, and can access the care they need closer to home, in the
community, they are less likely to experience acute illness or the kind of complications that might
lead to a hospital admission, residential care or premature mortality (death). This is not only better in
terms of people’s health outcomes and quality of life, but it reduces the pressure on our hospitals
and frees up health resources. Studies show countries with strong primary and community care
systems have lower rates of premature death from heart disease, cancer and stroke. They also
achieve these health outcomes at a lower cost than countries with systems that focus more heavily
on a specialist or hospital level response.
Health services also play an important role in supporting people to regain functionality after illness
and supporting people to remain independent for longer. Even where returning to full health is not
possible, access to responsive, needs-based rehabilitation, pain management and palliative care
services can help to improve the quality of people’s lives.
The general practice team is also vital as a point of continuity, particularly in terms of improving the
management of care for people with long-term conditions and supporting people to stay well. As
such, we are working in general practice, community-based allied health and diagnostic services with
the aim of improving access to services closer to people’s homes and enabling earlier detection and
diagnosis and treatment.
HOW WILL WE DEMONSTRATE OUR SUCCESS?
Measure: rate of acute hospital bed-days (age standardised, per 1000 people)

A REDUCTION IN ACUTE HOSPITAL ADMISSIONS
Acute (unplanned) hospital admissions account for
almost two thirds of hospital admissions in New
Zealand.
Acute hospital bed-days are used as a proxy
indicator of improved long-term conditions
management and access to timely and appropriate
treatments that reduce crisis and deterioration.
The measure also reflects the quality and
effectiveness of discharge planning.
Reducing acute hospital admissions and the length
of time people spend in our hospitals has a positive
effect on people’s health. It also enables more
efficient use of specialist resources that would
otherwise be captured responding to demands for
urgent care, allowing the DHB to provide more
planned care.
Data Source: National Minimum Data Set6

Target

2019/20

2020/21

2021/22

2022/23

411

410

409

408

6

Data is provided by the Ministry of Health via the national minimum data set. This is a newly introduced measure with only a three year
time period currently available for comparison, a longer-term view will build over time.
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Measure: proportion of the population (75+) living in their own home

MORE PEOPLE LIVING LONGER IN THEIR OWN
HOME
While living in residential care is appropriate for a
small proportion of our population, studies have
shown a higher level of satisfaction and better
long-term outcomes when people remain in their
own homes and are positively connected to their
local communities.
Living in residential care is also a more expensive
option and resources could be better spent
providing home-based support and packages of
care to help people stay well in their own homes.
An increase in the proportion of older people living
in their own homes is seen as a proxy indicator of
how well the health system is enabling people’s
wishes to remain in their own homes, managing agerelated and long-term conditions and responding to
the needs of our older population groups.
Data Source: SIAPO Client Claims Payment System

IMPACT MEASURES – CONTRIBUTING TOWARDS OUR STRATEGIC GOALS
Measure: people receiving non-urgent MRI or CT scan within six weeks

PEOPLE’S CONDITIONS ARE DIAGNOSED EARLIER
People want certainty regarding access to health
services when they need it, without long waits for
diagnosis or treatment.
Timely access to diagnostics, by improving clinical
decision-making, enables earlier and more appropriate
intervention and treatment. This contributes to both
improved quality of care and improved health
outcomes.
Wait times for diagnostics therefore can be seen as a
proxy indicator of the responsiveness of our health
system and our ability to match capacity with demand,
particularly when we are seeking to minimise wait
times and operating within a constrained
environment.

2019/20

2020/21

2021/22

2022/22

CT Target

95%

95%

95%

95%

MRI Target

95%

95%

95%

95%

Data Source: DHB Patient Management System7

7

These measures are national DHB performance indicator (PP29) Standards are set nationally and in line with national expectations and
reporting, the results presented refer to the final month of each year (June).
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Measure: Rate of ambulatory sensitive hospital admission for adults (45-64)

FEWER AVOIDABLE HOSPITAL ADMISSIONS
An increasing number of admissions to hospital are for
conditions which are seen as preventable through
lifestyle change, risk factor reduction, earlier
intervention and the effective management of longterm conditions.
With the right approach, people can live healthier lives
and avoid the deterioration of their condition that
leads to acute illness or hospital admission. A
reduction in avoidable admissions will also reduce
pressure on hospital and specialist service resources.
A key factor in reducing avoidable hospital admissions
is improved coordination between primary and
secondary services. As such, this measure is seen as an
indicator of the accessibility and effectiveness of
primary care and a marker of a more integrated health
system.
Data Source: Ministry of Health Performance Reporting 8

Target

2019/20

2020/21

2021/22

2022/23

3,331

3,307

3,284

3,261

Measure: population (75+) admitted to hospital as a result of a fall

FEWER FALLS-RELATED HOSPITAL ADMISSIONS
Compared to older people who do not fall, those who
fall experience prolonged hospital stays, loss of
confidence and independence and an increased risk of
institutional care.
With an ageing population, our focus on reducing harm
from falls will help people to stay well and independent
and reduce the demand for hospital and residential
services.
Solutions to preventing falls include appropriate
medications use, improved physical activity and
nutrition, access to restorative support and
rehabilitation and a reduction in personal and
environmental hazards.
This measure is seen as an indicator of the
responsiveness of our system to the needs of our older
population, as well as a measure of the quality of the
services being provided.
Data Source: National Minimum Data Set9

9

This measure is a national DHB performance indicator (SI1) and refers to hospitalisations for conditions considered preventable including:
asthma, vaccine-preventable diseases, dental conditions and gastroenteritis. The aim is to maintain performance below the national rate
(reflecting fewer people presenting to hospital) and reduce equity gaps between populations. The measure is a standardised rate per
100,000 people and results differ to those previously presented, reflecting updated national data provided by the Ministry to June 2018.
9 Small numbers have a disproportionate impact on West Coast results, the difference between 2015/16 and 2016/17 was 52 people. The
target has therefore been set with the aim of maintaining West Coast rates below the national average.
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2.19

People with complex illness have improved health outcomes

WHY IS THIS A PRIORITY
For people who do need a higher level of intervention, timely access to quality specialist care and
treatment is crucial in delivering a positive outcome, supporting recovery or slowing the progression
of illness. Improved access and shorter wait times are seen as indicative of a well-functioning and
sustainable system, able to match capacity to demand and managing the flow of patients to ensure
people receive the service they need when they need it.
As the primary provider of hospital and specialist services in South Canterbury, this goal also
considers the effectiveness and the quality of the treatment we provide. Adverse events, ineffective
treatment or unnecessary waits can cause harm and result in longer hospital stays and complications
that have a negative impact on the health of our population, people’s experience of care and their
confidence in the health system. Ineffective or poor-quality treatment and long waits for treatment
also waste resources and add unnecessary cost into the system.
As a DHB we are operating under growing demand and workforce pressures. At the same time,
Government is concerned that patients wait too long for specialist assessments, cancer treatment
and elective surgery. Shorter waiting lists and wait times are seen as indicative of a well-functioning
system that matches capacity to demand by managing the flow of patients through its services and
reduces demand by moving the point of intervention earlier in the path of illness.
HOW WILL WE DEMONSTRATE OUR SUCCESS?
Measure: rate of amenable mortality for people aged under 75 (age
standardised, per 100,000 people)

A REDUCTION IN AMENABLE MORTALITY
Amenable mortality is defined as premature death
(before age 75) from conditions that could have been
avoided through lifestyle change, earlier intervention,
and the effective and timely management of long-term
conditions.
There are many economic, environmental and
behavioural factors that have an influence on people’s
life expectancy. However, timely diagnosis, improved
management of long-term conditions and access to
safe and effective treatment are crucial factors in
improving survival rates for complex illnesses such as
cancer and heart disease.
A reduction in the rate of amenable mortality can be
used to reflect the responsiveness of the health system to
the needs of people with complex illness, and as an
indicator of access to timely and effective care.
Data Source: National Mortality Collection10

10

The performance data for this measure is sourced from the national mortality collection which classifies the underlying cause of all
deaths registered in New Zealand. Data is released three years in arrears and the 2015 results are provisional. Amenable mortality rates
are excluded where there are fewer than 30 deaths recorded. This affects small DHBs as well as ethnicity reporting.
10 This measure is a national DHB performance indicator (OS8) providing data three months in arrears, with results being the year to March
2018. This is a newly introduced measure, a longer-term view will build over time
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Measure: rate of acute readmissions to hospital within 28 days of
discharge (standardised) per 100,000 people

A REDUCTION IN ACUTE READMISSIONS
As well as reducing public confidence and driving
unnecessary costs, patients who are readmitted to
hospital are more likely to experience negative longerterm outcomes.
Key factors in reducing acute readmissions include
patient safety and quality standards, discharge planning
and care coordination at the interface between
services. Ensuring people receive effective treatment in
our hospitals and appropriate support and care on
discharge.
Readmission rates are therefore a useful marker of the
quality of care being provided, and the integration
between service providers. These rates are also a good
balancing-measure to productivity measures such as
reductions in lengths of stay.
Data Source: Ministry of Health Performance Reporting 11

IMPACT MEASURES – CONTRIBUTING TOWARDS OUR STRATEGIC GOALS
Measure: people admitted, discharged or transferred from ED within 6
hours

SHORTER WAITS FOR URGENT CARE
Emergency Departments (EDs) are often seen as a
barometer of the effectiveness, efficiency and
responsiveness of the hospital and wider health
system.
Long waits in ED are linked to overcrowding, poor
patient experience, longer hospital stays and negative
outcomes for patients. Enhanced performance will not
only contribute to improved patient outcomes by
enabling early intervention and treatment, but will
improve public confidence and trust in our health
services.
Solutions to reducing ED wait times address the
underlying causes of delay and span not only hospital
services but the wider health system, ensuring that
only those who require emergency services present to
ED. In this sense, this indicator is a marker of the
responsiveness of our whole system to the urgent care
needs of our population.
Data Source: DHB Patient Management System 12

Target

2019/20

2020/21

2021/22

2022/22

95%

95%

95%

95%

11 This

measure is a national DHB performance indicator (OS8) providing data three months in arrears, with results being the year to March
2018. This is a newly introduced measure, a longer-term view will build over time
12 This measure is a national performance measure (Shorter Stays in ED). Standards are set nationally and in line with national expectations
and reporting, the results presented refer to the final quarter of each year (April – June).
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Measure: people receiving specialist assessment and treatment within set
time frames

SHORTER WAITS FOR PLANNED CARE
Access to elective services (including specialist
assessment, treatment and surgery) improves the
quality of people’s lives by removing pain or
discomfort, slowing the progression of disease and
helping to restore independence and wellbeing.
Improved performance against these measures
requires us to make the most effective use of our
limited resources to ensure wait times are minimised,
while a year-on-year increase in volumes is delivered.
In this sense, these indicators are a marker of hospital
efficiency and, with constrained capacity across our
system, a proxy for how well we are managing the
flow of patients across our services.
Data Source: Ministry of Health Elective Services Website 13

Target

2019/20

2020/21

2021/22

2022/22

100%

100%

100%

100%

QUALITY MEASURE
QUALITY MEASURE
Measure: inpatients accessing community based MH and AOD services
within seven days of discharge

Target

2019/20

2020/21

2021/22

2022/22

65%

68%

71%

74%

13

PEOPLE ARE SUPPORTED ON DISCHARGE
Research indicates that people having a psychiatric
admission have an increase vulnerability immediately
following discharge, including higher risk of suicide,
while those leaving hospital with a formal discharge
plan and links to community-based services and
supports, are less likely to experience early
readmission.
A responsive community support system and continuity
of care is an essential element in helping people with
complex conditions to maintain clinical and function
ability and to establish a more stable lifestyle with
improved quality of life.
In this sense, this indicator is a marker of good
discharge planning, integration and the continuity of
care between hospital and community services and an
indicator of a strong and responsive mental health
system.
Data Source: National Mental Health KPI Framework

These measures are part of the national Elective Services Patient Flow Indicators (ESPIs) set and are a measure of whether DHBs are
meeting expectations at key point in a patient’s journey. ESPI 2 refers to the wait from referral to a person’s first specialist assessment. ESPI
5 refers to the wait from the point from when treatment was agreed until treatment is delivered. Standards are set nationally and in line
with national expectations and reporting, the results presented refer to the final month of each year (June).
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PART 3.0 ANNUAL OPERATING INTENTIONS
3.1

How will we measure our performance?

Over the long term, we aim to make positive changes in the health status of our population. As the
major funder and provider of health and disability services in South Canterbury, the decisions we
make about which services will be delivered utilising our limited pool of resources will have a
significant impact on meeting the increasing health demands of our population. If coordinated and
planned well, our response will improve the efficiency and effectiveness of the whole South
Canterbury health system.
Understanding the dynamics of our population and the drivers of demand is fundamental when
determining which services to fund for our population and at which level. Just as fundamental is our
ability to assess whether the services we are purchasing and providing are making a measurable
difference in the health and wellbeing of our population.
Figure 1: Scope of DHB operations – output classes against the continuum of care.
OUR OUTPUTS COVER THE FULL CONTINUUM OF CARE FOR OUR POPULATION.

One of the functions of this document is to demonstrate how we will evaluate the effectiveness of
the decisions we make on behalf of our population. Over the longer term, we do this by measuring
our performance against a set of desired population health outcomes and impact measures. These
longer-term health indicators are highlighted earlier in this document.
Over the short term, we evaluate our performance on an annual basis by providing a forecast of our
planned outputs (what services we will fund and deliver in the coming year) and the standards we
expect to meet. We then report actual performance against this forecast in our end of year Annual
Report.14 The following sections presents the South Canterbury DHB’s statement of performance
expectations for 2019/20.
In order to present a representative picture of performance, outputs have been grouped into four
‘output classes’; Prevention Services; Early Detection and Management; Intensive Assessment and
Treatment Services; and Rehabilitation and Support Services. These reflect the full health and
wellbeing continuum (illustrated above); from keeping people healthy and well, through identifying
and treating illness, to supporting people to age well.
Identifying a set of appropriate measures for each class is difficult. We cannot simply measure
‘volumes’. The number of services delivered or the number of people who receive a service is often
less important than whether ‘the right person’ or ‘enough’ of the right people received the service,
and whether the service was delivered ‘at the right time’. We therefore present a mix of measures
14

SCDHB Annual Reports can be found at www.scdhb.health.nz
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that address four key aspects of performance: Quantity (V) – to demonstrate volumes of services
delivered; Quality (Q) – to demonstrate safety, effectiveness and acceptability; Timeliness (T) – to
demonstrate responsive access to services; and Coverage (C) – to demonstrate the scope and scale
of services provided.
The output measures chosen provide reflect a reasonable picture of activity across the whole of the
South Canterbury health system and cover the activities with the potential to make the greatest
contribution to the wellbeing of our population in the shorter term and to the health outcomes we
are seeking over the longer term.

a) Setting standards
In setting performance standards, we have considered the changing demographics of our
population, increasing demand for health services and the assumption that funding will be limited.
Targets reflect the strategic goals of the DHB ensuring integrated person-centred care and health
equity for all by increasing the coverage of prevention programmes, reducing acute or avoidable
hospital admissions, and maintaining access to services by reducing waiting times and delays in
treatment.
Where available, past years’ results have been included in our forecast to give context in terms of
current performance levels. Some data is provided to the DHB by external parties and is provided by
calendar and not financial year, where this occurs this has been noted. National Health Targets are
set to be achieved by the final quarter of any given year. In line with national performance
reporting, baselines refer to the final quarter (April – June) result. Where measures are also
included in ‘DHB Performance Measures’ which sets out the Ministry of Health’s Performance
Monitoring Framework, these are referenced as such. The following abbreviations are used: PP –
Policy Priorities, SI – System Integration, and OS – Ownership.

b) Where does the money go?
The table at on page 26 of the Annual Plan provides a summary of the 2019/20 budgeted financial
expectations by output class.
Over time, we anticipate it will be possible to use this output class framework to demonstrate
changes in allocation of resources and activity from one end of the continuum of care to the other.

Output Class
3.2
Prevention Services
Output class description
Preventative health services promote and protect the health of the whole population, or identifiable
sub-populations, and address individual behaviours by targeting population-wide changes to physical
and social environments that engage, influence and support people to make healthier choices.
These services include education programmes and services to raise awareness of risk behaviours and
healthy choices, the use of legislation and policy to protect the public from toxic environmental risks
and communicable diseases, and individual health protection services such as immunisation and
screening programmes that support early intervention to modify lifestyles and maintain good health.
These services are the domain of many organisations across the region including: The Ministry of
Health; Community and Public Health (the public health unit of Canterbury DHB which provides
services for the South Canterbury region); primary care and general practice; a significant array of
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private and non-government organisations; and local and regional government.
provided with a mix of public and private funding.

Services are

Why is this output class significant for the DHB?
The four leading long-term conditions, cancer, cardiovascular disease, diabetes and respiratory
disease, make up 80% of the disease burden for our population. By improving environments and
raising awareness, these services support people to make healthier choices, reducing the major risk
factors that contribute to long-term conditions and delaying or reducing the impact of these
conditions. High needs and at-risk population groups are also more likely to engage in risky
behaviours and to live in environments less conducive to making healthier choices. Prevention
services are therefore also our foremost opportunity to target improvements in the health of high
needs populations and to reduce inequalities in health status and health outcomes. Services are
often designed to disseminate consistent messages to large numbers of people and can be costeffective.
Successful provision of these services will reduce risk factors such as smoking and improve positive
behaviours such as breastfeeding, – which will improve the overall health and wellbeing of our
population.
Output Subsets: Short Term Performance Measures 2019/20
Health Promotion and Education Services
These services inform people about risks and
support them to be healthy. Success is measured
by greater awareness and engagement,
reinforced by programmes that support people
to maintain wellness, change personal
behaviours and make healthier choices.
Percentage of babies breast-fed (exclusive and
full) in the district at 3 months of age. Refer
CW06
Percentage of PHO enrolled patients who smoke
who have been offered help to quit smoking by a
health care practitioner in the last 15 months.
Refer PH04
Percentage of pregnant women who identify as
smokers upon registration with a DHB employed
midwife or LMC offered brief advice and support
to quit smoking. Refer CW09
1

Notes

C, Q 1

Actual
2015/16

Actual
2016/17

55%

N/A

Actual
2017/18

Target
2019/20

63%

70%

(Jan-Jun18

C

89.2%

88.9%

92.6%

90%

C

91.7%

92.3%

100%

90%

The proportion of women breastfeeding is seen as a measure of service quality, demonstrating the effectiveness
of consistent, collective health promotion messages delivered during the antenatal period and the value of
breast feeding support during the post-natal period.
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Population Based Screening
These services are mostly funded and provided through the
National Screening Unit and help identify people at risk of
illness earlier. They include breast and cervical screening.
The DHB’s role is to encourage uptake, as indicated by high
coverage rates.
Percentage of enrolled women aged 25 – 69 years who have
had a cervical screen in the last three years. Refer SS08
Percentage of Māori enrolled women aged 25 – 69 years
who have had a cervical screen in the last three years. Refer
SS08
Percentage of enrolled women aged 50 – 69 years who have
had breast screening mammography as part of the national
mammography screening programme in the last two years.
Refer SS07
Percentage of Māori enrolled women aged 50 – 69 years
who have had breast screening mammography as part of the
national mammography screening programme in the last two
years. Refer SS07

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

T2

76.3%

77.1%

77%

80%

T2

60.1%

59.6%

65.3%

80%

T2

78.4%

77.3%

76.2%

70%

T2

78.3%

72.3%

67.3%

70%

Notes

Percentage of obese children identified in the B4 School Q, C
57%
79%
97%
95%
Check programme offered a referral to a health professional
for clinical assessment and family-based nutrition, activity
and lifestyle interventions. Refer CW10
2
The cervical and breast screening measures refer to participation in national screening programmes
and standards are set nationally. Cervical cancer is one of the most preventable cancers and breast
cancer one of the most common. Risk increases with age and regular screening reduces the risk of
dying from cancer by allowing for earlier intervention and treatment. Results for cervical screening is
based on NCSP. All results for mammography are taken from Breast Screen Aotearoa data.

Immunisation
These services reduce the transmission and
impact of vaccine-preventable diseases
including 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 wellcoordinated, successful service.
Percentage of infants aged 8 months who have
completed
their
primary
course
of
immunisation (six weeks, three months and
five months immunisation events) on time.
Refer CW08
Percentage of 2-year olds fully immunised on
time. Refer CW05
Percentage of 5-year olds fully immunised on
time. Refer CW05
Percentage of the eligible population receiving
the flu vaccination. Refer CW05
Percentage of eligible girls fully immunised
with HPV vaccine. Refer CW05

Notes

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

T, C

92.9%

95%

94%

95%

T, C

94.3%

95%

98%

95%

T, C

91.6%

95%

92%

95%

C

70%

68.4%

60%

75%

C4

53.9%

51%

(Sept 2017)
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44%

75%

4.

The Human Papillomavirus (HPV) vaccination aims to protect young people from HPV infection and the risk of
developing HPV related cancers later in life. Prior to 2019/20 this measure was based on young women 12 - 18.
(Two injections of Gardasil 9 is given at least six months apart for those aged 14 and under and three injections
are given over six months for those aged 15 and older). From 2019/20 the target is the proportion of both boys
and girls born in 2006 completing the programme and the NIR enrolled population will form the denominator
rather than the census population projections. The timing of this measure is a calendar year.

Output Class
3.3

Early Detection and Management

Output class description
Early detection and management services maintain, improve and restore people’s health by ensuring
that people at risk or with disease onset are recognised early, their need is identified, long-term
conditions are managed more effectively and services are coordinated, particularly where people
have multiple conditions requiring ongoing interventions or support.
These services are by nature more generalist, usually accessible from multiple providers and a
number of different locations. They include general practice, primary and community services,
personal and mental health services, Māori and Pacific health services, diagnostic services, and child
oral health services.
Services are provided with a mix of public and private funding and may include co-payments for
general practice services and pharmaceuticals.
Why is this output class significant for us?
New Zealand is experiencing an increasing prevalence of long-term conditions, so called because
once diagnosed, people usually have them for the rest of their lives. Some population groups suffer
from these conditions more than others, and prevalence also increases with age.
By promoting regular engagement with health services, we support people to maintain good health
through earlier diagnosis and treatment, which provides an opportunity to intervene in less invasive
and more cost-effective ways associated with better long-term outcomes. By promoting regular
engagement with primary and community services people are better supported to manage their
long-term conditions, stay well, identify issues earlier and reduce complications, acute illness and
crises resulting in unnecessary hospital admissions. Reducing the diversion of critical resources into
managing acute demand will have a major impact in freeing up hospital and specialist services for
more complex and planned interventions. The integration of services presents a unique opportunity
to reduce inefficiencies across the health system and provide access to a wider range of publicly
funded services closer to home.
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Output Subsets: Short Term Performance Measures 2019/20
Primary Health Care
These services are offered in local community
settings by a primary care team including
general practitioners (GPs), registered nurses,
nurse practitioners and other primary
healthcare professionals, aimed at improving,
maintaining or restoring people’s health. High
levels of enrolment with general practice are
indicative of engagement, accessibility and
responsiveness of primary care services.
Percentage of ethnicity reported accurately in
PHO registers. Refer PH02
Percentage of Māori enrolled in a general
practice. Refer PH03
Avoidable Hospital Admission (ASH) 0 – 4 years
(Total) rate. Refer SS (SLM Plan)
Avoidable Hospital Admission (ASH) 45 - 64
years (Total) rate. Refer SS02
1.

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

C

99.9%

98.7%

99.64%

99%

C

76.55%

76%

83%

90%

Q1

4,167

3,826

3,868

≤4,195

Q1

3,337

4,027

3,207

3,331

Some admissions to hospital are seen as preventable through appropriate early intervention. These admissions
provide an indication of the access and effectiveness of primary care and an improved integration between
primary and secondary services. For 2015/16, results were changed to a rate rather than a percentage and as
such are not comparable with the previous year.

Long-term Conditions Programme
These services are targeted at people with high
needs due to long-term conditions and aim to
reduce deterioration, crises and complications.
Success is demonstrated through identification
of need, regular monitoring and outcomes that
demonstrate good conditions management. A
focus on early intervention, self-management
strategies and additional services available in
the community will help to reduce the negative
impact of long-term conditions and the need
for hospital admission.
Percentage of the eligible population who have
had their cardiovascular (CVD) risk assessed in
the last 5 years. Refer SS13
2.

Notes

Notes

C2

Actual
2015/16

N/A

Actual
2016/17

N/A

Actual
2017/18

N/A

Target
2019/20
New to be
established

This is a new measure which reflects the changing focus in CVD for those assessed as high risk to demonstrate
good management. Baseline data to be established in year 1.
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Oral Health
These services are provided by registered oral
health professionals to help people maintain
healthy teeth and gums. High enrolment
indicates
engagement,
while
timely
examination and treatment indicates a wellfunctioning, efficient service.
Percentage of children under five years
enrolled in DHB funded dental services. Refer
CW04
Percentage of adolescents accessing DHB
funded oral health services. Refer CW03
Percentage of children caries free at five years
of age. Refer CW02
Oral Health Decayed, Missing and Filled Teeth
score at year eight. Refer CW01
Percentage of enrolled preschool and primary
school children overdue for their scheduled
examination. Refer CW04

Community Referred Tests and Diagnostic
Services
These are services to which a health
professional may refer a person to help
diagnose a health condition, or as part of
treatment. They are provided by personnel
such as, radiographers.
To improve
performance, we will target improved primary
care access to diagnostics without the need for
a hospital appointment to improve clinical
referral processes and decision making.
Percentage of accepted referrals for a MRI scan
receive their scan within six weeks. Refer PP29
Percentage of accepted referrals for a CT scan
receive their scan within six weeks. Refer PP29
Percentage of people accepted for an urgent
diagnostic colonoscopy who receive their
procedure within 14 calendar days. Refer PP29
Percentage of people accepted for a nonurgent diagnostic colonoscopy who receive
their procedure within six weeks. Refer PP29
Percentage of people waiting for a surveillance
colonoscopy will wait no longer than 12 weeks
beyond the planned date. Refer PP29
3.

Notes

Actual
2015

Actual
2016

Actual
2017

Target
2019

C

82.4%

82.4%

73.5%

≥95%

C

84.2%

83.1%

84%

85%

C

64%

66%

64%

66%

C

0.88

0.85

0.82

0.77

T

14%

12%

14%

≤10%

Notes

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

T

97.8%

98%

98.4%

95%

T

95.5%

94.9%

98%

95%

T3

89.3%

100%

87.5%

90%

T3

53.5%

71.3%

45.2%

70%

T3

50%

89.5%

52.4%

70%

A colonoscopy is a test that looks at the inner lining of a person’s large intestine (rectum and colon).
A colonoscopy helps find ulcers, colon polyps, tumours, and areas of inflammation or bleeding to
determine treatment
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Output Class
3.4
Intensive Assessment and Treatment Services
Output class description
Intensive assessment and treatment services are usually complex services provided by specialists
and other health care professionals working closely together. These services are therefore usually
(but not always) provided in hospital settings, which 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.
We provide an extensive range of intensive treatment and complex specialist services for our
population and we also fund some intensive assessment and treatment services for our population
that are provided by other DHBs. A proportion of these services are driven by demand which we
must meet, such as acute services. However, others are planned services for which provision and
access are determined by capacity, clinical triage, national service coverage agreements and
treatment thresholds.
Why is this output class significant for us?
Equitable, timely access to intensive assessment and treatment can significantly improve people’s
quality of life either through early intervention (e.g. removal of an obstructed gallbladder so the
patient does not have repeat attacks of abdominal pain) or through corrective action (e.g. major
joint replacements). Responsive services and timely treatment support improvements across the
whole system and give people confidence that complex intervention is available when needed.
People are then able to establish more stable lives, resulting in improved public confidence in the
health system.
As an owner and provider of these services, we are also concerned with the quality of the services
being provided. Quality improvement in service delivery, systems and processes will improve
patient safety, reduce the number of events causing injury or harm and provide improved outcomes
for people in our services. Adverse events and delays in treatment, as well as causing harm to
patients, drive unnecessary costs and redirect resources away from other services. Appropriate and
quality service provision will reduce readmission rates and better support people to recover from
complex illness and / or maximise their quality of life.
Government has set clear expectations for the delivery of elective surgical volumes, a reduction in
waiting times for treatments and increased clinical leadership to improve the quality of care. In
meeting these expectations, we are introducing innovative clinically led service delivery models and
reducing waiting time within our hospital services.
Output Subsets: Short Term Performance Measures 2019/20
Acute Services
These are medical or surgical services for
illnesses that have an abrupt onset or
progress rapidly creating an urgent need for
care. For more complex acute conditions,
hospital-based services include emergency
services, acute medical and surgical services
and intensive care services
Percentage of patients admitted, discharged
or transferred from ED within 6 hours. Refer
SS10

Notes

T

Actual
2015/16

96.3%
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Actual
2016/17

95.6%

Actual
2017/18

96.9%

Target
2019/20

95%

Standardised acute hospital stays bed days
per 1,000 population. – Refer SS (SLM Plan)
Percentage of patients who receive their first
cancer treatment (or other management)
within 62 days of being referred with a high
suspicion of cancer and a need to be seen
within two weeks. Refer SS11
Percentage of older patients assessed as at
risk of falling. QSM
1.

V

457

421

374.5

<384

T

65.9%

75.8%

77.5%

90%

Q1

99%

96.1%

98%

95%

This is a NZ Health Quality and Safety Marker.

Planned Care
These are services (which incorporate elective
services) for people who do not need
immediate hospital treatment and are
‘booked’ or ‘arranged’ services. This includes
surgery and specialist assessments. National
Elective Services Patient Flow Indicators (ESPIs)
are indicative of a successful and responsive
service, addressing population need.
No. inpatient surgical discharges (planned care
interventions).
1.

Notes

Q1

Actual
2015/16

NEW

Actual
2016/17

NEW

Actual
2017/18

Target
2019/20

NEW

3,129

The definition for this measure has been revised again in 2019. As such it is not comparable with previous years.

Specialist Mental Health Services
These are services for the most severely
affected by mental illness or addictions. They
include assessment, diagnosis, treatment,
rehabilitation and crisis response when
needed.
Utilisation and wait times are
monitored to ensure service levels are
maintained
and
to
demonstrate
responsiveness to need.
Percentage of young people (aged 0 – 19) who
have accessed specialist mental health
services. Ref PP6
Access rates to Primary Mental Health Brief
Intervention – 12-19 Years Refer PP 26
Access rates to Primary Mental Health Brief
Intervention – 20+ Years Refer PP 26
Rate of Māori per 100,000 under the Mental
Health
(Compulsory
Assessment
and
Treatment) Act 1992: section 29 community
treatment orders relative to other ethnicities.
Refer PP36

Notes

C

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

5.48%
(March
2017)
4.36%

5.75%

5%

T

5.75%
(March
2016)
4.24%

4.5%

4.7%

T

2.3%

2.9%

2.5%

2.8%

Māori
166

Māori
159

Māori

Māori

Māori

133

133

120

Non-Maori
103

Non-Maori

Non-Maori

Non-Maori

102

102

92

Non-Maori
93
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Output Class
3.5
Rehabilitation and Support Services
Output class description
Rehabilitation and support services provide people with the support and assistance they need to
maintain or regain maximum functional independence, either temporarily while they recover from
illness or disability, or over the rest of their lives.
Why is this output class significant for us?
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 people staying
active and positively connected to their communities. This is evident by less dependence on hospital
and residential services and a reduction in acute illness, crisis or deterioration leading to acute
admissions or readmission into hospital services. Even when returning to full health is not possible,
timely access to responsive support services enables people to maximise function and
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 by
reducing acute demand, unnecessary emergency department presentations and the need for more
complex intervention. These services also support the flow of patients and improved recovery after
an acute illness or hospital admission – helping to reduce readmission rates and supporting people
to recover from complex illness and/or maximise their quality of life.
Living in Aged Related Residential Care (ARRC) has been associated with a more rapid functional
decline than ‘ageing in place’ and is a more expensive option. Resources can be better utilised
providing appropriate levels of support to people to help them stay in their own homes and to
moderate the need for residential care and hospital level services.
We have taken a ‘restorative’ approach and have introduced individual packages of care to better
meet people’s needs, including complex care packages for people assessed as eligible for ARRC who
would rather stay in their own homes. With an ageing population, it is vital we monitor the
effectiveness of these services, and we use the InterRAI (International Residential Assessment
Instrument) tool to ensure people receive equitable access to clinically appropriate support services
that best meet their needs.
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Output Subsets: Short Term Performance Measures 2019/20
Needs Assessment and Support
These are services that determine a person’s eligibility
and need for publicly funded support and the best mix
of supports based on the person’s strengths,
resources and goals. The supports are delivered by an
integrated team in the person’s own home or
community. The delivery of assessments and the use
of evidence-based tools indicate quality, equity of
access and responsiveness.
Percentage of residents who have had a subsequent
InterRAI long term care facility assessment completed
within 230 days of the previous assessment.
Percentage of clients who have been admitted to an
Aged Related Care (ARC) facility from the community
who have been assessed using the InterRAI Home
Assessment Tool within six months of admission to
the ARC facility.
1.

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

T1

89%

87%

95%

90%

Q

New

New

87%

95%

Notes

The International Residential Assessment Instrument (InterRAI) is a suite of evidence-based geriatric
assessment tools used nationally. The tools support clinical decision making and care planning. Evidence-based
practice guidelines ensure assessments are of high quality and people receive appropriate and equitable access
to services irrespective of where they live. The definition of this measure changed for the 2017/18 year.

Rehabilitation
Notes

Percentage of patients admitted with acute stroke
who are transferred to inpatient rehabilitation
services are transferred within 7 days of acute
admission. Refer SS13
Percentage of patients referred for community
rehabilitation seen face to face by a member of the
community rehabilitation team within 7 calendar days
of hospital discharge. Refer SS13
Percentage of mental health & addiction clients with a
transition (discharge) plan. Refer MH02
2.

3.

4.

T2

Actual
2015/16

Actual
2016/17

Actual
2017/18

Target
2019/20

100%

96%

85 %

80%

80%

60%

(Q4)
(10 days)

Q3

NEW

NEW

C3

NEW

NEW

95%

Prior to the 2016/17 year the definition for this measure was against a timeframe of 10 days.
Monitoring of this measure is from the second quarter of 2016/17 onwards and is the average of the three
quarters
A transition (discharge) plan is a plan on discharge which includes relapse prevention and ensuring integration
within community resources.
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Financial Performance
3.6

South Canterbury’s DHB financial outlook

Government funding, via the Ministry of Health, is the main source of DHB funding. This is
supplemented by revenue agreements with ACC and training subsidies.
Like the rest of the health sector, we are experiencing growing financial pressure from increasing
demands, treatment costs, wage settlements and heightened public expectations.
Age is the single variable that best predicts health service need, and consequently health system
cost as a DHB we recognise we need to re-organise to cover the needs of the fragile elderly we will
care for over the next few decades.

3.7

Planned results

South Canterbury District Health Board has a history of achieving breakeven or better on its financial
plans. Significant challenges and risks face the DHB over the next four years in continuing this
achievement;
• indicative annual funding increases for South Canterbury will be at the lower end due to our
low population growth;
• employee industrial settlements have been negotiated for the sector at rates higher than
South Canterbury District Health Board’s indicative annual funding increase;
• greater demand for services delivered at home and in communities;
• cost pressures in hospital, specialist services and the non-government sector;
• reserve funds for future years to support District Health Board capital investment in
medium term and/or provide an organisational operational contingency;
• strategic investment to progress integrated system approach regionally and nationally; and
• investment for improved outcomes in specific population groups e.g. child and youth, Maori
or mental health service clients.
• Required investment in our IT systems.
To the extent South Canterbury District Health Board achieves a surplus in any one year, it may then
plan to run an off-setting deficit in the subsequent years.
The SCDHB has assumed 2% for cost growth in our funding from the Ministry of Health.
When recognising industrial settlement pressures, step increases, inflationary and other cost and
quality pressures, the only way South Canterbury District Health Board is able to provide a breakeven financial forecast is by planning for the delivery of financial efficiency gains. To offset planned
deficits in the Provider Arm, whilst service reconfiguration is undertaken to lower the cost base, the
Funder is required to achieve significant surpluses. The intent of this approach is to facilitate the
focus on ‘models of service’, with further integration of Primary and Secondary services and other
sector partners.
The plan financials include productivity and efficiency savings. Savings are generated through local,
regional and national initiatives. South Canterbury District Health Board has been containing cost
growth and reviewing revenue from other activities to ensure that in 2019/20 we can continue to
live within the funding available while maintaining service delivery. In 2019/20 we have assumed
savings of $1.4m.
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3.8

Major assumptions

The following assumptions have been utilised in the development of financial forecasts, and the
management actions being put in place to deliver against the plan:

3.9

Fixed assets

The Board considers the appropriateness of the valuation of its land and buildings each year in June.
A full revaluation is next due to be completed in June 2019. No impact on capital charge, as a result
of any requirement to adopt a new valuation, has been provided in either income or expenditure.

3.10 Hospital Site Redevelopment
The DHB has identified the need to significantly upgrade the facilities from which its hospital
services are delivered. This arises from both the current condition of the Timaru Hospital, its
construction and design limitations, and it potential impact on our ability to deliver hospital -based
services. The DHB is planning a three year plan to upgrade our facilities this will consist of
refurbishment of common areas and an upgrade of some wards. This investment is in response to
our ageing facilities has identified the need for facility investment which enables effective and
efficient models of care for future generations.

3.11

Capital investment

Capital expenditure is provided in three components:
1. General Capital Expenditure
2. Special Capital Projects
Special capital projects are targeted funding which is not available for redistribution should
these projects not proceed. Explicit approval for each of these items is required before
proceeding.
3. Regional/National Projects
These are regional / national projects that have been agreed. Explicit approval for each of these
items is required before proceeding.

3.12

Method of capital prioritisation

South Canterbury District Health Board sets the capital budget, which is informed by the budgeting
process.
The capital budget is compiled from prioritised bottom-up requests and management knowledge.
Prioritisation is based on clinical, quality or compliance driven need or financial justification to which
various thresholds/hurdles apply, depending on the nature and quantum of the proposed
investment.

All capital expenditure will be from internally generated funds or existing debt facilities already in
place.
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3.13

Debt and equity

South Canterbury District Health Board has no additional borrowing facility or equity requirements
during the four years of this financial plan.

Changes in lenders, limits and borrowing arrangements
South Canterbury District Health Board joined the New Zealand Health Partnerships Banking and
Treasury arrangements during 2012/13 and continues to be a party to this arrangement. Where the
District Health Board can attain a preferential rate for term deposits outside this arrangement it has
retained the right to do so.

3.14 Additional considerations
a) Disposal of land
South Canterbury District Health Board will ensure that disposal of land transferred to, or vested in it
pursuant to the Health Sector (Transfers) Act (1993) will be subject to approval by the Minister of
Health. The District Health Board will ensure that the relevant protection mechanisms that address
the Crown’s governance obligations in relation to Māori sites of significance and that the
requirements of section 40 of the Public Works Act are addressed. Any such disposals will be
planned in accordance with s42 (2) of the NZPHD Act 2000. No land disposals have been planned in
2018/19 and out years.

b) Activities for which compensation is sought
No compensation is sought by the Crown in accordance with the Public Finance Act Section 41(D).

c) Accounting policies
The accounting policies are consistent with those in the prior year. For a full statement of accounting
policies, refer to Appendix #
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1Statement

of Financial Expectations

Please note:

3.15

Statement of consolidated financial position

For the years ending 2019/20 to 2022/23

1

Please note: As the 2019/20 SCDHB Annual Plan financials have not been approved by the MOH at the time
of publishing, these may be subject to change once the 2019/20 financials have been approved.
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3.16

Statement of consolidated financial performance

For the years ending 2019/20 to 2022/23

45

3.17

Statement of changes in equity

For the years ending 2019/20 to 2022/23

3.18

Statement of cash flow

For the years ending 2019/20 to 2022/23
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