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1.1 FOREWORD  

This Annual Plan (AP) outlines to Parliament, the Minister of Health and the general public the 
performance intentions for the Wairarapa District Health Board (DHB) for the next three years 
as we work to improve, promote, and protect the health status of the people of the Wairarapa 
ƛƴ ǇǳǊǎǳƛǘ ƻŦ ƻǳǊ Ǿƛǎƛƻƴ ƻŦ ŀ ά²Ŝƭƭ ²ŀƛǊŀǊŀǇŀέΦ 
 
¢ƘŜ !t ǊŜŦƭŜŎǘǎ ƻǳǊ ŎƻƴǘƛƴǳŜŘ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ŘŜƭƛǾŜǊ ƻƴ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ 
health targets within a tight fiscal environment.  The way forward will require a range of 
efficiency and effectiveness initiatives, including how we better integrate primary and 
secondary health care services in the Wairarapa.  It will also involve working with other DHBs 
in the Central region to more efficiently and effectively deliver services to our population, with 
a focus on sub-regional collaboration with Hutt Valley and Capital and Coast DHBs. 
 
Many of the challenges we face relate to how acute and long term conditions are managed 
and prevented and how the different parts of the health system come together to respond to 
these needs within our community.  As a small DHB with a total population that is declining, 
we will continue to explore innovative service delivery and funding models, including the 
important role of primary care and community based providers and how clinical services are 
organised across Hutt Valley, Capital and Coast and Wairarapa DHBs. 
 
The Wairarapa DHB recognises that 2011/12 will be a year which will present many challenges 
as we strive to live within our means.  We are committed to meeting these challenges, and our 
efforts will be underpinned by our DHB values of respect, integrity, self determination, co-
operation and excellence. 
 
 
 

   
Bob Francis Tracey Adamson Tony Ryall 
Chair Chief Executive Minister of Health 
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1.2 CONTEXT  

1.2.1 Background 

DHBs are responsible for providing or funding the provision of health and disability services.  
5I.ǎΩ ǎǘŀǘǳǘƻǊȅ ƻōƧŜŎǘƛǾŜǎ ǳƴŘŜǊ ǘƘŜ bŜǿ ½ŜŀƭŀƴŘ tǳōƭƛŎ IŜŀƭǘƘ ŀƴŘ 5ƛǎŀōility Act 2000 
include: 

 Improving, promoting and protecting the health of people and communities 

 Promoting the integration of health services, especially primary and secondary health 
services 

 Seeking the optimum arrangement for the most effective and efficient delivery of health 
services in order to meet local, regional and national needs 

 Promoting effective care or support of those in need of personal health services or 
disability support. 

Other statutory objectives include promoting the inclusion and participation in society and 
independence of people with disabilities and reducing health disparities by improving health 
ƻǳǘŎƻƳŜǎ ŦƻǊ aņƻǊƛ ŀƴŘ ƻǘƘŜǊ ǇƻǇǳƭŀǘƛƻƴ ƎǊƻǳǇǎΦ 

DHBs are also expected to show a sense of social responsibility, to foster community 
participation in health improvement, and to uphold the ethical and quality standards 
commonly expected of providers of services and public sector organisations. 
 
1.2.2 Health sector context 
The Wairarapa DHB is one of twenty DHBs.  As well as meeting statutory objectives, DHBs recognise 
and respect the Treaty of Waitangi, and the principles of partnership, participation and protection.  
!ǘ ŀ ƭƻŎŀƭ ƭŜǾŜƭΣ ǘƘŜ 5I. ǿƻǊƪǎ ƛƴ ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ ƛǘǎ aņƻǊƛ ƎƻǾŜǊƴŀƴŎŜ ōƻŘȅΣ ¢Ŝ hǊŀƴƎŀ ƻ ǘŜ Lǿƛ 
YŀƛƴƎŀΣ ǘƻ ŜƴǎǳǊŜ aņƻǊƛ ǇŀǊǘƛcipation at all levels of service planning, and service delivery for the 
ǇǊƻǘŜŎǘƛƻƴ ŀƴŘ ƛƳǇǊƻǾŜƳŜƴǘ ƻŦ ǘƘŜ ƘŜŀƭǘƘ ǎǘŀǘǳǎ ƻŦ aņƻǊƛΦ  
 
5I.ǎ ŀǊŜ ŀƭǎƻ ǎǘǊƻƴƎƭȅ ƛƴŦƭǳŜƴŎŜŘ ōȅ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀƴŘ ǇǊƛƻǊƛǘƛŜǎ ƛƴŎƭǳŘƛƴƎ 
ǘƘŜ aƛƴƛǎǘŜǊΩǎ ǎƛȄ ƘŜŀƭth targets.   
 
DHBs are also guided by the Ministry of Health όǘƘŜ άaƛƴƛǎǘǊȅέύ which is responsible for developing a 
Long Term Health Sector Plan.  Once released, this plan will provide a high level direction for the 
health and disability sector over the next twenty years.  It will describe the challenges the system 
faces and future options for models of care and service configuration.  The Long Term Health Sector 
Plan will guide future decisions regarding service configuration and investment at all levels of the 
system and will support DHBs in their regional and local planning. 
 
At a regional level, the Wairarapa DHB works closely with the other five DHBs in the Central region1, 
with a particular focus on its sub-regional relationship with Hutt Valley and Capital & Coast DHBs 
where people of the Wairarapa access a range of more specialised services.  Together, the Central 
Region DHBs have developed a Regional Services Plan (RSP) which considers how we can ensure the 
clinical and financial sustainability of tƘŜ ǊŜƎƛƻƴΩǎ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ  Lǘ ŦƻŎǳǎŜǎ ƻƴ ǘƘƻǎŜ ǎŜǊǾƛŎŜǎ ǘƘŀǘ 
require strengthening if they are to be sustainable including older adult and rehabilitation services 
and radiology services. 
 

                                                 
1
 The other five DHBs in ǘƘŜ /ŜƴǘǊŀƭ wŜƎƛƻƴ ƛƴŎƭǳŘŜ IŀǿƪŜΩǎ .ŀȅΣ ²ƘŀƴƎŀƴǳƛΣ aƛŘ/ŜƴǘǊŀƭΣ Iǳǘǘ ±ŀƭƭŜȅ ŀƴŘ /ŀǇƛǘŀƭ ϧ 

Coast DHBs. 
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Planning for the needs of our local population is heavily influenced by our regional planning activity, 
as this will shape the location and delivery of services in the Central region over the next five to ten 
years. 
 
1.2.3 Population and health profile 
 

1.2.3.1 Our Population 

The Wairarapa DHB is the second smallest of 
the twenty DHBs, with a population of nearly 
40,000.  This population is projected to 
decrease by 2% over the next ten years2, 
compared to New Zealand which is projected 
to increase by 8% over the same period.    
 
The population mix is predicted to change, 
with increasing percentages of older people 
ŀƴŘ aņƻǊƛΥ 

 The ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǇƻǇǳƭŀǘƛƻƴ ƻǾŜǊ 
65 years old is projected to grow by 
36% by 20213 

 The ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǇƻǇǳƭŀǘƛƻƴ ƻǾŜǊ 
85 years old is projected to grow by 
48% by 20214 

 The ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ aņƻǊƛ Ǉopulation 
is projected to grow by 10% by 20215. 

 
Older people and aņƻǊƛ generally have 
greater need for health and disability 
services. 
 
Our small population is spread over a large 
geographic area extending from the Rimutaka 
Hill and Ocean Beach in the south to Mount 
Bruce in the north.   
 
About half of the population lives in urban centres compared with the national average of 83% 
for all DHBs. 
 
Masterton, the largest of these urban clusters, is located in the heart of the Wairarapa and has 
a population of 24,000.  Masterton, separated geographically from the rest of the Wellington 
region by the Rimutaka Ranges, is about an hour and a half drive from both Wellington and 
Palmerston North.  

                                                 
2
 {ǘŀǘƛǎǘƛŎ b½ ŦƻǊŜŎŀǎǘǎ ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǘƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴ ǿƛƭƭ ŘǊƻǇ ŦǊƻƳ офΣттр ƛƴ нлмм ǘƻ офΣмпр ōȅ нлнмΦ   

 
3
 {ǘŀǘƛǎǘƛŎ b½ ŦƻǊŜŎŀǎǘǎ ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǇƻǇǳlation aged 65 and over will be 7,470 in 2011 (19% of our total 

population), increasing to 10,185 by 2021 (26% of our total population). 
 
4
 {ǘŀǘƛǎǘƛŎ b½ ŦƻǊŜŎŀǎǘǎ ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǇƻǇǳƭŀǘƛƻƴ ŀƎŜŘ ур ŀƴŘ ƻǾŜǊ ǿƛƭƭ ōŜ фрл ƛƴ нлммΣ ƛƴŎǊŜŀǎƛƴƎ ǘƻ мΣплр ōȅ 

2021. 
 
5
 {ǘŀǘƛǎǘƛŎ b½ ŦƻǊŜŎŀǎǘǎ ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴ ǿƛƭƭ ƛƴŎǊŜŀǎŜ ŦǊƻƳ сΣнмл ƛƴ нлмм ǘƻ сΣулл ōȅ нлнм 
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Carterton, located south of Masterton, has a population of just over 7,000.  South Wairarapa, 
with a total population of nearly 9,000, includes the towns of Featherston, Greytown and 
Martinborough.  

1.2.3.1 Health Profile 

The 2008 Wairarapa Health Needs Assessment Report identified the following areas which the 
DHB must focus on: 

 Aging population and older people: Growth in the number and proportion of older people 
is increasing pressure on health services 

 Socio economic status: Wairarapa has a greater proportion of people classified as more 
deprived than the national average 

 Long term chronic conditions: Heart disease, cancer, diabetes, renal failure and kidney 
disease and respiratory disease are the five most common causes of admissions to 
hospital for Wairarapa people: 

ü Heart disease is the leading cause of death in the Wairarapa and the number of deaths 
each year due to heart disease is expected to rise due to our ageing population. 

ü Cancer is the second highest cause of death in the Wairarapa and the number of 
deaths from cancer is also expected to rise due to our ageing population. 

ü Death attributable to diabetes has increased more than the New Zealand rate and our 
hospitalisation rateǎ ŀƳƻƴƎ aņƻǊƛ ŦƻǊ ŘƛŀōŜǘŜǎ ƘŀǾŜ ƛƴŎǊŜŀǎŜŘΦ  

 

 Lifestyle factors affecting health:  Many of these long term chronic conditions are 
preventable through lifestyle choices such as being smoke-free, physical activity and 
healthy eating: 

ü A high percentage of WairŀǊŀǇŀ aņƻǊƛ ǿƻƳŜƴ ǎƳƻƪŜ 

ü The level of obesity is higher than the national average 

ü Wairarapa has a higher prevalence of hazardous drinking than the national average. 

 

 aņƻǊƛ IŜŀƭǘƘΥ  aņƻǊƛ ƘŀǾŜ poorer health outcomes across most indicators although 
differences are reducing for childhood immunisation, breastfeeding, oral health and death 
rates due to heart disease and stroke. 

 

 Children and Young People:  Injuries are the leading cause of acute hospital admissions 
and death for children in the Wairarapa with car accidents being the leading cause among 
young people.  Wairarapa had a high suicide rate compared to the national average and 
hospital admissions for self-harm among young people are higher than the national 
average. 

1.2.4 Operating environment 
 
Balancing the changing health needs of our population with the realities of a constrained 
financial envelope is a difficult task for governance, management and clinicians.  However, the 
DHB will continue to provide services to the levels required by its service coverage schedule 
agreed with the Ministry. 
 
As well as meeting the changing health needs of our population, there are a range of external 
and internal factors that impact on the Wairarapa DHB and influence the decisions we make, 
including how we plan, fund and deliver health services on behalf of our population.  
 
  

http://www.swdc.govt.nz/container_pages/district/featherston.htm
http://www.swdc.govt.nz/container_pages/district/featherston.htm
http://www.swdc.govt.nz/container_pages/district/martinborough.htm
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New Zealand Economy 
 

Factor Risk Mitigation 

No real increase 
in health 
funding growth 
due to global 
financial 
situation and 
the 
Christchurch 
Earthquake 

Tight financial environment 
means the DHB finds it difficult 
to meet ever increasing demand 
for services as well as achieve a 
breakeven financial result. 

 

Unable to fund new health 
technologies and new diagnostic 
tools and tests. 

 

 

 

 

Unable to meet health 
ǿƻǊƪŦƻǊŎŜΩǎ ǿŀƎŜ ŜȄǇŜŎǘŀǘƛƻƴǎΣ 
increasing recruitment and 
retention risks. 

 

Price and volume growth on: 

 demand driven contracts 
(e.g. home support, aged 
residential care, 
pharmaceuticals) 

 interdistrict flows (which 
account for one fifth of our 
operating expenditure) 

continue to put pressure on 
ability to remain within 
budget. 

 

Difficulty covering the cost of 
support and enabling activities 
required to plan, fund and 
deliver health services.  

Access to capital funding. 

Prioritise funding to those most in need of health 
and disability services. 

 

Allocate funding to different services/providers 
to address health inequalities and target high-
need populations. 

 

Scrutinise and rationalise provider contracts to 
ensure best use of available resources. 

 

Seek increased efficiencies; recognising that 
Wairarapa IƻǎǇƛǘŀƭΩǎ ǇǊƻŘǳŎǘƛǾƛǘȅ ƛǎ ŀƭǊŜŀŘȅ ƘƛƎƘ 
so further efficiencies are difficult. 

 

Better use of available workforce (e.g. regional 
collaboration, shared appointments, 
telemedicine, video conferencing) and close 
control over workforce related costs 

 

Explore different contracting approaches to cap 
financial risk and work with providers to better 
understand volume growth. 

 

Closely monitor referral patterns to other DHBs 
and introduce prior approval policy 

 

Reduce referrals to other DHBs for services 
available at Wairarapa Hospital 

 

Implement initiatives to reduce the cost of back 
office functions as well as consolidating 
corporate and administrative activity across DHBs 
in the Central region or as otherwise identified by 
Health Benefits. 
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Social Factors 

Factor Risk Mitigation 

Public better 
informed about 
health 

Patients have higher expectations 
of health professionals and health 
services. 

With the right information, people can take more 
responsibility for their own care (self management). 

People want 
services suited to 
their needs 

5ƛŦŦƛŎǳƭǘȅ ǎŀǘƛǎŦȅƛƴƎ ǎƻŎƛŜǘȅΩǎ 
growing demands for health 
services. 

Greater attention on what services are publicly funded 
and target services to high need populations. 
 

Enhancement of private capacity and capability e.g. 
Selina Sutherland Hospital 
 

Services become more patient centred and culturally 
responsive. 

 
 
Demographics 

Factor Risk Mitigation 

Declining total 
population 

Continued decline in share of 
population based funding. 
 

Increasing pressure on clinical 
sustainability due to declining 
patient numbers. 

Explore funding and service delivery models, including 
role of primary care (Tihei Wairarapa) and the Three 
DHB Health Services Development Programme. 
 

Work with other agencies to achieve good transport to 
health services in main centres. 

Ageing 
population 

Increasing demand for aged care 
services and services to support 
those with long term conditions. 

New models of care emphasise management of long 
term conditions and enabling people to remain in their 
own home for as long as possible. 

DǊƻǿƛƴƎ aņƻǊƛ 
population 

Increasing demand for services 
ǘƘŀǘ ƳŜŜǘ ǘƘŜ ƴŜŜŘǎ ƻŦ aņƻǊƛΦ 

Determine the most appropriate resource allocation to 
service providers. 
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Health Status 
 

Factor Risk Mitigation 

Increase in 
number of people 
with long term 
conditions.  
 

Heart disease, cancer, diabetes, 
renal failure and respiratory 
disease continue to be a leading 
cause of morbidity and mortality 
in the Wairarapa. 
 
The incidence of these conditions 
continues to grow due to 
ŎƘŀƴƎŜǎ ƛƴ ǇŜƻǇƭŜΩǎ ƭƛŦŜǎǘȅƭŜǎ ŀƴŘ 
behaviours (e.g. more sedentary 
lifestyles).    
 
These conditions are often long 
in duration and slow to progress, 
which has implications for 
delivery of health services.  

New models of care emphasise early assessment and 
treatment. 
 

Greater focus on managing conditions (including self 
management) and preventing need for acute care by 
proactively planning care in primary and community 
settings. 
 

Determine appropriate level of investment in 
programmes that help prevent the onset and 
progression of long term conditions as well as 
interventions which promote healthier lifestyles. 
 

Acute services focus on patients whose needs are 
more complicated. 
 

Implementation of Tihei Wairarapa and development 
of an Integrated Family Health Network (IFHN) reduces 
acute presentations to the hospital and achieves better 
management of long term conditions and the frail 
elderly in the community. 
  

Reorient workforce, IT and service contacts to better 
manage long term conditions.  

Health 
inequalities 
continue to exist 

DǊƻǿƛƴƎ aņƻǊƛ ǇƻǇǳƭŀǘion 
(within a declining total 
population) serves to increase 
rather than reduce the health 
disparities within our district. 

Ensure services are culturally appropriate and are 
ŜŦŦŜŎǘƛǾŜ ŀǘ ǊŜŀŎƘƛƴƎ aņƻǊƛΦ 
 
LƳǇƭŜƳŜƴǘ ǿƘņƴŀǳ ƻǊŀ ƛƴƛǘƛŀǘƛǾŜǎΣ ŀƎǊŜŜŘ ōȅ ǘƘŜ 
Alliance Leadership Team, that provide integrated and 
ƘƻƭƛǎǘƛŎ ŎŀǊŜ ŦƻǊ ƘƛƎƘ ƴŜŜŘǎ ǿƘņƴŀǳΦ 
 

Work across sectors (with housing, education and 
social services) to address inequalities. 

 

Health Services 

Factor Risk Mitigation 

Growth in demand 
for acute services 

Existing hospital services, 
including the emergency 
department, are unable to 
satisfy growth in demand for 
acute services. 

Implementation of Tihei Wairarapa and development of 
an IFHN reduces acute presentations to the hospital by 
achieving better management of long term conditions and 
the frail elderly in the community. 
 

Increased focus on 
quality and safety 
of services 

Meeting quality and safety 
may impose additional costs 
on the DHB. 

An increased focus on quality and safety of services can 
lead to reduced complications of care and treatment 
misadventure. 
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Factor Risk Mitigation 

Greater focus on 
planning and 
delivering services 
regionally and sub-
regionally 

As a small DHB within the 
region, our views do not have 
a strong influence. 
 
Encounter resistance to 
changing the way services are 
delivered at a local and 
regional level. 

Strengthen relationships among clinicians and 
management in neighbouring DHBs.  
 
Ensure there is good clinical engagement and involvement 
in planning and delivery of health services, and in 
particular, work on the Three DHB Health Services 
Development Programme. 
 
Actively involve local clinicians, expert consumers and the 
community in the change process. 
 

Tihei Wairarapa 
achieves greater 
integration of 
primary and 
secondary services 

There is reduced need for 
two separate boards 
governing the DHB and the 
PHO. 

Review governance of the DHB and PHO, and establish 
whether it would be useful to reduce any duplication of 
function.  

 
1.2.4.1  Managing these risks 
In 2011/12, the DHB will continue to operate in an environment where the costs of service 
provision are higher than the revenues we receive.  Our Annual Plan includes planned deficits 
of $4.35 million in 2011/12 and $2.40 million in 2012/13, and $1.40 million  in 2013/14. 
 
Achieving improved financial performance over the three year plan is reliant on actions at a 
national, regional, sub-regional and local level.  However, various benchmarking exercises 
already indicate that the Wairarapa DHB is relatively efficient, reflecting the significant 
efficiency gains that have already been made internally within our Provider Arm.  Therefore, 
we are looking to collaborative efforts at a sub-regional level with Hutt Valley and Capital & 
Coast DHBs as the major source of gains in out years. 
  
²ƻǊƪ ƻƴ ŀ Ψ¢ƘǊŜŜ 5I. IŜalth Services Development ProgrammeΩ ŀƴŘ ŀƎǊŜŜƳŜƴǘ ƻƴ ŀƴȅ 
changes that might arise from this is not expected to be reached until mid 2012 by the three 
DHBs.  We have therefore not assumed any savings or efficiencies from this clinical services 
planning work in 2011/12.  
 
It is anticipated that Tihei Wairarapa will deliver a range of benefits for our population and 
providers.  We expect Tihei Wairarapa will deliver improved patient experiences and 
population health outcomes resulting from improvements to models of care and patient 
pathways.  From a hospital perspective, Tihei Wairarapa will also deliver reduced emergency 
department (ED) presentations and reduced Ambulatory Sensitive Hospital (ASH) admissions.   
 
However, these gains allow only moderate costs to be taken out of the system.  Tihei 
Wairarapa will help the DHB manage future cost growth by reducing the need to deliver more 
services within the hospital setting in future years.  Therefore, from a financial perspective, we 
have not assumed savings or efficiencies from Tihei Wairarapa in 2011/12 ς instead, its 
implementation creates opportunities for cost avoidance rather than cost savings. 
 
Achieving a deficit of $4.35 million in 2011/12 
To achieve a deficit of $4.35 million in 2011/12, the DHB will need to continue to improve the 
efficiency of services it both provides and funds, and it will need to reconfigure services to 
better meet the needs of clients whilst eliminating waste.   
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We will need to manage demand pressures from an ageing population and growing public 
expectations.  We must also manage various cost pressures, of which one of the most 
significant is wage pressure.  In our employment negotiations, we must therefore focus on 
increased workforce flexibility, increased productivity and wage increases that are affordable. 
 
Our 2011/12 financial performance assumes: 

 

 an additional $1.2 million of efficiencies in 2011/12 over and above efficiencies we 
managed to achieve in 2010/116 

 holding some IDF volumes at 2010/11 levels7 

 tight control of demand driven expenditure (i.e. pharmaceuticals and aged residential 
care) 

 we manage staff numbers to appropriate levels and may need to reconfigure some 
services 

 maintain the volume and quality of mental health and addiction services in 2011/12, 
noting that the DHBs ring fence position is still to be agreed with the Ministry of Health. 

 
$1.4 million of our underlying deficit of $4.35 million in 2011/12 relates to the Wairarapa 
DHBs delivery of elective services over and above our equitable share of elective volumes.  
Wairarapa DHB is committed to achieving the electives health target and in 2011/12 will 
deliver 1,841 discharges, 253 discharges8 higher than our equitable share of the national 
electives health target. 
 
It should also be noted that the funding we have budgeted for pharmaceuticals and aged 
residential care in 2011/12 carries significant risk.  Any growth in expenditure in these areas 
over and above our budget assumptions will adversely impact our planned deficit of $4.35 
million. 
 
Our deficit of $4.35 million in 2011/12 also assumes that we continue to apply a negative price 
adjuster to the total payment we make to our Provider Arm.  After allowing for anticipated 
wage settlements, step increases and demographic growth, we will pay our Provider Arm 
prices that are effectively $7.0 million below national price in 2011/129.   
 
1.5 Nature and scope of functions 
The DHB receives funding from the Government to enable it to fund and provide health and 
disability services to the people that live in the Wairarapa. 
 
²Ŝ ǿƻǊƪ ǿƛǘƘƛƴ ƻǳǊ ŀƭƭƻŎŀǘŜŘ ŦǳƴŘƛƴƎ ǘƻ άƛƳǇǊƻǾŜΣ ǇǊƻƳƻǘŜΣ ŀƴŘ ǇǊƻǘŜŎǘέ ǘƘŜ ƘŜŀƭǘƘ ƻŦ ǘƘŜ 
population within the district and to promote the independence of people with disabilities (as 
set out in section 23 of the NZPHD Act). 
 
This requires the Wairarapa DHB to consider all needs and services including: 
 

                                                 
6
 The 5I.Ωǎ ŜŦŦƛŎƛŜƴŎȅ ǇǊƻƎǊŀƳƳŜ Ƙŀǎ ŀƭǊŜŀŘȅ ǇǊƻŘǳŎŜŘ ǎƛƎƴƛŦƛŎŀƴǘ Ǝŀƛƴǎ όϷпΦл Ƴƛƭƭƛƻƴ ƛƴ нллфκмлΣ ǿƛǘƘ ϷлΦф Ƴƛƭƭƛƻƴ 

forecast for 2010/11). 
 
7
 The DHB makes IDF payments (net payments of approximately $21.7 million) at the full national price to other 

DHBs for the services they deliver to our population 
 
8
 Based on our actual average caseweight of 1.2 CWDs, 253 discharges equates to 304 CWDs or $1.4M. 

9
 In 2010/11, WDHB paid its Provider Arm prices that were $5.0 million below national price. 
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 prevention services 

 early detection and management services 

 intensive assessment and treatment services 

 rehabilitation and support services. 
 
It is the role of the Wairarapa DHB to consider how these services can be funded and provided 
to best meet the needs of the population.  It is these four service groupings that comprise the 
different output classes used in our Statement of Forecast Service Performance (Module 
Four). 
 
The scale and scope of services we fund across each of these four output classes is influenced 
by the outcomes and priorities that the Government and the DHB want to achieve, as well as 
ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ǎŜǊǾƛŎŜ ŎƻǾŜǊŀƎŜ ǊŜǉǳƛǊŜƳŜƴǘǎ ŀƴŘ ƻǳǊ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ ƘŜŀƭǘƘ ƴŜŜŘǎ 
within our community.  Whilst many of the services we fund are provided locally, many of the 
more specialist services are delivered by health providers outside the Wairarapa. 
 
!ǇǇǊƻȄƛƳŀǘŜƭȅ ƘŀƭŦ ǘƘŜ ǎŜǊǾƛŎŜǎ ǿŜ ŦǳƴŘ ŀǊŜ ǇǊƻǾƛŘŜŘ ōȅ ǘƘŜ 5I.Ωǎ tǊƻǾƛŘŜǊ !ǊƳΦ  ¢ƘŜ ƻǘƘŜǊ 
half of the services funded by the Wairarapa DHB are delivered by service providers other 
than Wairarapa Hospital, including local pharmacists, general practice, rest homes, non-
government owned (NGO) providers and hospitals located in other districts. 
 
How ǿŜ ŦǳƴŘ ŀƴŘ ǇǊƻǾƛŘŜ ǎŜǊǾƛŎŜǎ ƛǎ ƻǾŜǊǎŜŜƴ ōȅ ǘƘŜ 5I.Ωǎ ƎƻǾŜǊƴŀƴŎŜ ǎǘǊǳŎǘǳǊŜΦ  ¢ƘŜ .ƻŀǊŘ 
consists of eleven members and has overall responsibility for the operation of the Wairarapa 
DHB.  Seven of the members are elected as part of the three-yearly local body election 
ǇǊƻŎŜǎǎΦ  ¢ƘŜ .ƻŀǊŘ Ƙŀǎ ŜǎǘŀōƭƛǎƘŜŘ ŀ aņƻǊƛ ǇŀǊǘƴŜǊǎƘƛǇ ŎƻƳƳƛǘǘŜŜΣ ¢Ŝ hǊŀƴƎŀ ƻ ǘŜ Lǿƛ 
Kainga, three statutory advisory committees and an audit and risk committee to assist it 
discharge its various responsibilities. 
 

¢ƘŜ 5I.Ωǎ /ƭƛƴƛŎŀƭ .ƻŀǊŘ ŀƴŘ the Alliance Leadership Team10 provide clinical leadership and 
direction for the DHB. 
 
1.5.1 Our Provider Role 
The Wairarapa DHB provides health and disability services via its Provider Arm, Wairarapa 
Hospital. 
 
The services  delivered by Wairarapa Hospital include emergency services; specialist medical 
and surgical services delivered in inpatient, outpatient and community settings; maternity 
services; paediatric services; mental health services; diagnostic services such as laboratory and 
radiology services; pharmacy services; allied health services; ambulance services; community 
nursing; and rehabilitation services. 
 
The ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ƻǿƴŜǊǎƘƛǇ ƻŦ ŀǎǎŜǘǎ ƛǎ ƭŜǎǎ ŜȄǘŜƴǎƛǾŜ ǘƘŀƴ Ƴŀƴȅ ƻǘƘŜǊ 5I.ǎ ǿƘƻ ƻǿƴ 
and operate assets in a variety of locations throughout their districts.  The 5I.Ωǎ ƻǿƴŜǊǎƘƛǇ ƻŦ 
assets is limited to Wairarapa Hospital and Ambulance assets. 
 
1.5.2 Our Funder Role 
In addition to the funding the DHB makes available to its Provider Arm, the DHB also funds a 
range of other health and disability service providers to deliver services to the people of 
Wairarapa.   

                                                 
10

 The Alliance Leadership Team provides a mechanism for the DHB to further cement the working relationship 

established between primary and secondary care providers in the Wairarapa. 
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The DHB has service agreements with a range of providers for the delivery of primary health 
ǎŜǊǾƛŎŜǎΣ ǿŜƭƭ ŎƘƛƭŘ ǎŜǊǾƛŎŜǎΣ ƻǊŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΣ aņƻǊƛ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΣ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊƳŀŎȅ 
and laboratory services, aged residential care services, home based support services, palliative 
care and hospital services delivered by DHBs other than the Wairarapa DHB.   
 
For instance, Capital and Coast, Hutt Valley, MidCentral and Auckland DHBs receive funding 
from the Wairarapa DHB to provide specialist services to the people of Wairarapa. 

In funding these different services, the DHB must manage its share of the national funding 
ŀƭƭƻŎŀǘƛƻƴ ƛƴ ŀ ŦƛƴŀƴŎƛŀƭƭȅ ǊŜǎǇƻƴǎƛōƭŜ ƳŀƴƴŜǊΦ  ¢ƘŜ 5I.Ωǎ ǎƘŀǊŜ ƻŦ ǘƘƛǎ funding is determined 
by the Government based on the number of people living in our district, taking into account 
different population factors such as age, sex, ethnicity and levels of social deprivation and 
unmet need, as well as the extent to which our district is rural as opposed to urban. 

!ƭǘƘƻǳƎƘ ƻǳǊ ǇƻǇǳƭŀǘƛƻƴ ƛǎ ŘŜŎƭƛƴƛƴƎΣ ǘƘŜ ƛƴŎǊŜŀǎƛƴƎ ƴǳƳōŜǊ ƻŦ ŜƭŘŜǊƭȅ ǇŜƻǇƭŜ ŀƴŘ aņƻǊƛ 
within our population means we will receive an increase in our funding in 2011/12 for 
demographic changes.  We will also receive a contribution towards the cost pressures within 
the health system.   

In total, the Wairarapa DHB expects to receive $112.3 million in 2011/12 from the 
Government as its share of the Crown health funding envelope to spend on health and 
disability services for the people of Wairarapa.  This represents an increase in funding of 
3.58% over our 2010/11 funding allocation ($2.0 million demographic funding and $1.9 million 
cost pressure adjustment). 

The Funder Arm also expects to receive a total of $5.4 million in funding from other sources in 
2011/12.  This includes other funding from the Ministry of Health which must be applied to 
specific services and activities.  The DHB anticipates the total funding within the Funder Arm 
that will be available in 2011/12 to allocate to health and disability services will be $117.7 
million (excluding IDF inflow revenue). 
 
1.5.3 Funder Arm allocation in 2011/12 
How we share this funding amongst our different services providers each year is a critical 
decision for the DHB.  In 2011/12, the DHB plans to allocate a total of $53.9 million to services 
provided by its Provider Arm and to its governance function.  The DHB will also allocate $66.5 
million to services delivered by providers other than its Provider Arm.  This includes net 
payments of $21.7 million (inflows of $3.5m and outflows of $25.2m) that the DHB expects to 
make for inter district flows.  These allocations (and assumptions underpinning these 
allocations) are detailed in Table one below.  
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Table One: Allocation of Funder Arm funding in 2011/12  

Expenditure category 

2009/10 
Actual 

2010/11 
Budget 

2010/11 
Forecast 

2011/12 
 

Comments 

$million $million $million $million 

Provider and Governance 52.4 51.4 51.7 53.9 

The Provider Arm budget for 2011/12 includes a negative price 
adjuster of $7.0 million reflecting the fact that the DHB is paying 
its Provider Arm prices that are below national price.  Also 
included in the Provider Arm budget is an allowance for costs 
pressures and demographic growth. 

Pharmaceuticals 11.7 11.5 11.5 11.9 
The budget for pharmaceuticals allows for drug cost and 
dispensing fee growth of up to 3.5 percent in 2011/12. 

Other demand driven 
primary care items  

0.4 0.6 0.6 0.6 
 

Net Services purchased 
from other DHBs (Net IDFs) 

20.5 20.8 21.1 21.7 
The Wairarapa DHB has set its IDF inpatient volumes at 2010/11 
levels with Capital and Coast, Hutt Valley and Counties Manukau 
DHBs.  This change is still to be agreed with these DHBs. 

DSS ςaged residential care 10.0 10.9 10.6 11.7 
The budget for Aged Residential Care has increased by 10.4% to 
account for 26 new beds and allow for cost pressure within the 
sector. 

DSS ς aged care ς non 
residential 

3.0 2.9 2.9 3.0 
 

Medlab Central 3.4 3.5 3.5 3.5  

Wairarapa PHO 9.1 8.2 9.1 8.9 

Wairarapa PHO received some one-off payments in 2010/11 that 
will not continue through into 2011/12.  Despite this budget 
reduction, the DHB is expecting a similar, and in some cases, a 
greater level of service delivery within the primary care setting as 
a result of progressing actions and initiatives under Tihei 
Wairarapa. 

NGO Providers 5.1 5.4 5.6 5.2 

¢ƘŜ 5I.Ωǎ ǇƭŀƴƴŜŘ ŀƭƭƻŎŀǘƛƻƴ ǘƻ bDhǎ ŀƭƭƻǿǎ ŦƻǊ ŀ ŦǳƴŘƛƴƎ 
increase of 3.58% reflecting demographic and cost growth.  It 
also assumes we will rreduce duplication and improve 
coordination and collaboration within NGO contracts enabling 
efficiencies of $0.6 million to be achieved.  Together, these 
adjustments result in a funding allocation to NGO providers of 
$5.2 million in 2011/12.  This is shown in the table below:      
 
NGO Budget Reconciliation 2011/12 ($ million) 

Forecast 
2010/11 

Plus funding 
increase of 

3.58% 

Less 
Efficiencies 

Allocation 
2011/12 

5.6 0.2 (0.6) 5.2 
 

Funder Arm Efficiencies to 
be Allocated 

 -0.7 -0.7   
 

Total Allocated by Funder 115.6 114.5 115.9 120.4 

The total allocation for 2011/12 includes funding to maintain the 
volume and quality of mental health and addiction services in 
2011/12 (note that the DHBs ring fence position is still to be 
agreed with the Ministry of Health). 
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¢ƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ƻǾŜǊŀǊŎƘƛƴƎ ǇƻƭƛŎȅ ƻōƧŜŎǘƛǾŜǎ ƛƴ ƘŜŀƭǘƘŎŀǊŜ ŀǊŜ ǘƘŀǘ bŜǿ ½ŜŀƭŀƴŘŜǊǎ lead 
longer, healthier, and more independent lives.    
 
The DHB contributes to this overarching objective through the services it plans, funds and 
delivers.  However, the actions of individuals, families, other agencies, local and central 
government, and our social and physical environment also influence achievement of this 
overarching objective. 
 
²ŀƛǊŀǊŀǇŀ 5I. ƛǎ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǿƻǊƪƛƴƎ ǿƛǘƘƛƴ ƛǘǎ ŀƭƭƻŎŀǘŜŘ ǊŜǎƻǳǊŎŜǎ ǘƻ ΨƛƳǇǊƻǾŜΣ ǇǊƻƳƻǘŜ 
ŀƴŘ ǇǊƻǘŜŎǘΩ ǘƘŜ ƘŜŀƭǘƘ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ǿƛǘƘƛƴ ǘƘŜ ŘƛǎǘǊƛŎǘ ŀƴŘ ǘƻ promote the independence 
of people with disabilities as set out in the New Zealand Public Health and Disability Act 2000.  
This requires Wairarapa DHB to consider all needs and services including health promotion 
and prevention, early detection and management, intensive assessment and rehabilitation 
and support services.  

 
2.1 DHB vision 
The ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ Ǿƛǎƛƻƴ ƛǎ Well Wairarapa ς Better Health for All (Wairarapa ora ς Hauora 
pai mo te katoa). 
 
To achieve better health for all, it is our mission to improve, promote, and protect the health 
status of the people of the Wairarapa, and the independent living of those with disabilities, by 
supporting and encouraging healthy choices. 
 
As well as aiming to improve the health of our whole population, we also recognise the need 
for performance improvement, leading to our aim of improving the patient experience.  We 
also recognise the importance of living within our means, hence our aim of reducing and 
controlling our costs. 
 
These three aims (our Triple Aim) are all necessary to achieve our vision of Well Wairarapa 
and it is this Triple Aim which underpins our Clinical Services Action Plan (CSAP).  Developed in 
2009 by local clinicians from both community and hospital settings, the CSAP identifies how 
we must change the way we deliver services so that we can provide safe, sustainable, value 
for money healthcare services well into the future.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MODULE 2:  STRATEGIC DIRECTION  

Figure One: Wairarapa Clinical Services Action Planôs Triple Aim 

 

Improve the health of  
the whole population 

Improve the  
patient experience 

Reduce and  
control costs 
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This vision is informed and guided by Government priorities and expectations and the 
overarching objective that New Zealanders lead longer, healthier, and more independent lives.   
As well as a commitment to deliver on our CSAP and its Triple Aim, we are committed to 
meeting the Minister of Health Letter of Expectations11, which includes delivering better, 
soonerΣ ƳƻǊŜ ŎƻƴǾŜƴƛŜƴǘ ƘŜŀƭǘƘ ŎŀǊŜΣ ŘŜƭƛǾŜǊƛƴƎ ƻƴ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ǎƛȄ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎΣ 
strengthening clinical leadership, refocusing service delivery so that New Zealanders have 
access to a wider range of services closer to home, meeting the needs of our ageing 
population, working together more closely at a regional and sub-regional level, operating 
within funding allocations and developing specific action plans to improve financial 
performance. 
 
2.2 Achieving our vision 
Through implementation of local plans and strategies such as Tihei Wairarapa, we will 
contribute to an improvement in the health of our population and improve patient 
experiences.  By implementing Tihei Wairarapa, we will enhance primary care services, we will 
better integrate primary and secondary services ŀƴŘ ƎƛǾŜ ŀŦŦŜŎǘ ǘƻ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ 
expectation that primary health care in the Wairarapa is better, sooner and more convenient.   
 
The steps we take to implement Tihei Wairarapa, our local CSAP and Te Huarahi Oranga (our 
aņƻǊƛ IŜŀƭǘƘ tƭŀƴύ ǿƛƭl also support people in the Wairarapa to make healthier choices, to live 
longer and more independently. 
 
To achieve our vision, we are also working closely with Hutt Valley and Capital & Coast DHBs 
at a sub-regional level and with all DHBs in the Central Region.  We will continue to develop 
clinical networks and service delivery models that make optimal use of staff and capital assets 
across DHBs in the Central region.  This includes collaborative work on vulnerable services and 
with Capital & Coast and Hutt DHBs on a Three DHB Health Services Development Programme.  
This joint activity is reflected in the RSP for the Central region.  How these different local, sub-
regional and regional plans and strategies contribute to the achievement of our overall vision, 
our Triple Aim and the seven high level strategic outcomes12 that we have also identified is 
reflected in Figure Two below. 
 
¢ŀōƭŜ ¢ǿƻ ǘƘŜƴ ǎǳƳƳŀǊƛǎŜǎ Ƙƻǿ ǘƘŜ 5I.Ωǎ ǎŜǾŜƴ ƘƛƎƘ ƭŜǾŜƭ ǎǘǊŀǘŜƎƛŎ ƻǳǘŎƻƳŜǎ are aligned 
with ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ ǇǊƛƻǊƛǘƛŜǎ and expectations.  This table also outlines how we will 
measure achievement against our seven strategic outcomes through the use of performance 
measures.  It also describes what impact achieving these strategic outcomes will have on our 
population and service providers.  

                                                 
11 ¢ƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ [ŜǘǘŜǊ ƻŦ 9ȄǇŜŎǘŀǘƛƻƴǎ ƛǎ ŘƛǎŎǳǎǎŜŘ ƳƻǊŜ Ŧǳƭƭȅ ƛƴ {ŜŎǘƛƻƴ оΦм ƻŦ ƻǳǊ !tΦ 
 
12 Five of the 5I.Ωǎ ǎŜǾŜƴ strategic outcomes reflect health priorities identified in our last District Startegic Plan: 

 Minimise the impact of chronic disease 

 Children in the Wairarapa are safe and healthy 

 Optimise quality of life for people with mental illness and addiction and theƛǊ ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳ 

 hǇǘƛƳƛǎŜ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜ ŦƻǊ ǇŜƻǇƭŜ ǿƛǘƘ ŘƛǎŀōƛƭƛǘƛŜǎ ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳ 

 aņƻǊƛ ŜƴƧƻȅ ǘƘŜ ǎŀƳŜ ƘŜŀƭǘƘ Ǝŀƛƴǎ ŀǎ ƴƻƴ-aņƻǊƛ 

 

The other two strategic outcomes align with local, sub-regional and regional planning work with clinicians and other DHBs, 

reflected in Tihei Wairarapa, our Clinical Services Action Plan and the Regional Services Plan:  

 People in the Wairarapa live longer, they are healthier and more able to live independently 

 Health services are clinically and financially sustainable. 
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Figure Two: The strategies that will help us achieve our vision 

ñWell Wairarapa ï Better Health for Allò

Improve the health of the population Improve the patient experience Reduce and control costsOUR AIMS

OUR VISION

People in the Wairarapa live longer, they are healthier and more able to live independently

Minimise the impact of chronic disease

Children in the Wairarapa are safe and healthy

Optimise quality of life for people with mental illness and addiction and their family or whǕnau

Optimise quality of life for people with disabilities and their family or whǕnau

MǕori enjoy the same health benefits as non-MǕori

Health services are clinically and financially sustainable

OUTCOMES THAT 

SUPPORT OUR 

AIMS

   

   

STRATEGIES 

THAT WILL 

HELP US 

ACHIEVE 

THESE 

OUTCOMES

AND WHAT 

THEY 

INVOLVE

Our Local Strategies

Tihei Wairarapa
V Establish an integrated family health centre and network

V Primary health care is better, sooner and more convenient

V People receive health services in the right place at the right time

V Better integration of primary and secondary care as part of the integrated 

family health network

V Enable patients to be active participants in their own healthcare

V Improve population health and preventative care

Clinical Services Action Plan
V Improve efficiency of clinical services

V Better integration of primary and secondary care

V Provide high quality services

MǕori Health Plan
V Targeting of scarce financial resources to those most in need

V Services that are more culturally appropriate

V Better collaboration between mainstream and MǕori providers

Workforce Development Plan
V Develop and enhance clinical leadership

V All Wairarapa health providers are regarded as ñemployers of choiceò

V Identify and manage capacity and capability constraints in the workforce

Regional Strategies

Regional Services Plan
V Improve efficiency and sustainability of vulnerable 

services

V Optimal use of staff and assets within the region

V Redesign and co-ordinate patient journeys

      Sub-regional activity

V Develop and enhance sub-regional collaboration

V 3 DHB Health Services Development Programme 

that provides a matrix of services and service levels 

within the sub-region

V Reduce back office functions and consolidate 

corporate and administrative activity
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Table Two: Our Vision, Our Aims, Our Strategic Outcomes and Measures to Assess our Progress 

DHB Vision DHB Aims Strategic Outcomes High Level Measures Impacts 
Output Class 

1 2 3 4 

 

 

 

 

 

 

Well Wairarapa ς 
Better Health for All  

 

 

 

 

 

 

 

 

 

 

 

 

 

Wairarapa ora ς 
Hauora pai mo te 
katoa 

 

 

 

 

 

 

 

 

Improve the health 
of the whole 
population 

 

 

 

 

 

 

 

 

 

 

 

Improve the patient 
experience 

 

 

 

 

 

 

 

 

 

 

 

People in the Wairarapa live 
longer, they are healthier and 
more able to live 
independently 

Life expectancy of people in the Wairarapa increases 
over time 

People in the Wairarapa have confidence in their access to services 
to meet their health and disability needs 

V V V V 

People in the Wairarapa make healthy 
lifestyle choices 

People are smoking less 

People are eating more healthily 

People are more physically active 

Minimise harm from alcohol and/or drug use 

Fewer people develop a chronic disease 

V V   

Reduce rates of: 

 non-ŀŘƳƛǘǘŜŘ ǎŜƭŦ ǇǊŜǎŜƴǘŀǘƛƻƴǎ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭΩǎ 
emergency department (ED) 

 ambulatory sensitive (avoidable) hospital 
admissions (ASH) 

 acute readmissions 

Primary health care is better, sooner and more convenient  

tŜƻǇƭŜ ǊŜƎŀǊŘ ƎŜƴŜǊŀƭ ǇǊŀŎǘƛŎŜ ŀǎ ǘƘŜƛǊ άƳŜŘƛŎŀƭ ƘƻƳŜέ 

Tihei Wairarapa achieves one virtual integrated family health model 
in the Wairarapa 

Providers and consumers take steps to improve the use of 
pharmaceuticals 

 V   

Shorter wait times 
for elective services 
and cancer 
treatment 

 

 

Patients are satisfied with hospital services and there is 
a reduction in reportable events and blood stream 
infections within Wairarapa Hospital 

People have access to high quality hospital services   V  

Minimise the impact of 
chronic disease 

Reduce morbidity and mortality from 
cancer, diabetes and cardiovascular 
disease 

 

People with cancer, diabetes and cardio-vascular disease have their 
symptoms better controlled 

 V V  

Children in the Wairarapa are 
safe and healthy 

Increase immunisation rates and 
reduce ASH rates among children 

Providers identify vulnerable children and intervene early to keep 
children healthy 

V V   

Optimise quality of life for 
people with mental illness 
and addiction and their 
ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳ 

Improve the health status of people with severe mental 
illness 

People have up-to-date crisis prevention plans and improved access 
to mental health services 

  V V 
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Reduce and control 
costs 

Optimise quality of life for 
people with disabilities and 
ǘƘŜƛǊ ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳ 

Increase proportion of older people who chose to live 
supported in the community even though they are 
eligible for residential care 

More older people are able to age in the environment of their 
choice 

   V 

aņƻǊƛ ŜƴƧƻȅ ǘƘŜ ǎŀƳŜ ƘŜŀƭǘƘ 
gains as non-aņƻǊƛ 

wŜŘǳŎŜ aņƻǊƛ ƳƻǊōƛŘƛǘȅ ŀƴŘ ƳƻǊǘŀƭƛǘȅ 
rates for cancer, diabetes and cardio-
vascular disease 

 

wŜŘǳŎŜ aņƻǊƛ !{I ǊŀǘŜǎ 

aņƻǊƛ Ŏŀƴ Ŝŀǎƛƭȅ ŀŎŎŜǎǎ ƘŜŀƭǘƘ ŀƴŘ Řƛǎŀōƛƭƛǘȅ ǎŜǊǾƛŎes 

 

aƻǊŜ aņƻǊƛ ŀŎŎŜǎǎ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ ǎŎǊŜŜƴƛƴƎ ŀƴŘ ŜŀǊƭȅ 
intervention programmes 

V V V V 

Health services are clinically 
and financially sustainable 

Create one virtual integrated family 
health model in the Wairarapa Improve integration of primary and secondary care  

Hospital specialists work with primary care and community services 
to better manage patients with acute, complex or long term 
conditions 

 V V  

Increase service throughput and 
productivity: 

 shorter stays in ED 

 optimise average length of stay 

 optimise day surgery rate 

 reduce non attendances 

Patients are satisfied with health services 

Services have strong clinical leadership 

Within the hospital, tasks are allocated to maximise use of skilled 
workforce 

The hospital  improves its capacity planning 

  V  

Inter-DHB working groups involving clinicians and 
management agree clear pathways for sustainable 
service development  

Wairarapa, Capital & Coast and Hutt agree a Three DHB 
Health Services Development Programme that supports 
clinical and financial sustainability 

Wairarapa DHB works with other DHBs to ensure improved 
efficiency and sustainability of vulnerable services 

Cross DHB boundary clinical networks and service delivery models 
make optimal use of staff and capital assets 

Wairarapa DHB ensures referrals to other DHBs are appropriate 

  V  
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Our strategies inform how we plan, fund and deliver services to achieve our vision 
The way we plan, fund and deliver services is guided by our local and regional plans and 
strategies and the outcomes we are seeking to achieve.  These strategies guide what we do 
and the services we fund.  These strategies also influence how much funding the DHB decides 
to allocate across the four groups of health and disability services (known as output classes) 
that we purchase:  

 health promotion and prevention services;  

 early detection and management services which are usually delivered in a community 
setting;  

 intensive assessment and treatment services which are usually delivered in a hospital 
setting; 

 rehabilitation and support services which are provided in both community and hospital 
settings.   

 
We place an emphasis on health promotion and prevention services and on primary health 
care as it is more effective to prevent problems at an early stage.  If people do develop a long 
term chronic condition, it is more effective to manage these people in the community to avoid 
unnecessary hospital admissions.   
 
To maintain people with long term chronic conditions in the community, general practice must 
have good access to diagnostic services (e.g. radiology and laboratory services) and responsive 
specialist advice.   These services must also have the capacity and capability to manage people 
within the community if we are to avoid people coming to hospital for treatment.  
 
The DHB intends to plan, fund and provide services that are relevant to our community, that 
are well co-ordinated and deliver best value for money, and which help us achieve our vision of 
Well Wairarapa ς Better Health for All.  This is represented diagrammatically below. 
 
The Wairarapa DHB Intervention Logic 

 

Government strategies including Better, 

Sooner, More Convenient

Central Regional Services Plan

Three DHB Health Services Development 

Plan

Local DHB plans including Tihei 

Wairarapa, Clinical Services Plan and our 

Maori Health Plan
Actions, initiatives and projects:

at a regional level

at a sub-regional 

at a local level

Plans and strategies 

guide what we do

and inform the services 

we fund and provide

to achieve

Output Classes 

V Prevention services

V Early detection and management 

services

V Intensive assessment and treatment 

services

V Rehabilitation and support services

V Government Priorities

V Ministerôs Expectations

V DHBôs Vision: Well Wairarapa

Improved population health

Improved patient experience

Reduce and control costs
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2.2.1 Working nationally 
A small group of services (set out below) are planned nationally, as their small size, retention of 
specialists, or critical mass make them vulnerable if they are not funded, planned and managed in a 
nationally co-ordinated way.  These services will continue to be delivered by DHBs, but will be 
centrally led by the Ministry.  
 

National Services 

Clinical Genetics Paediatric Oncology 

Paediatric Pathology Paediatric Gastroenterology 

Paediatric Metabolic Services Neurosurgery 

Paediatric Cardiology Major Trauma 

Paediatric Cardiac Surgery  

 
National service planning will have a minimal impact on the DHB.  This is because where these 
services are required for our population, they are already delivered by other providers.  
 
The DHB is not intending to provide any specific contribution to national services, other than 
by a proportionate financial contribution. National planning does not generate any specific 
strategic priorities for the Wairarapa DHB. 
 
2.2.2 Working regionally 
The Wairarapa DHB is part of the Central Region of DHBs.  The Central Region covers the Lower 
North Island, and comprises Capital & Coast DHB, Hutt Valley DHB, Wairarapa DHB MidCentral 
DHB, WhŀƴƎŀƴǳƛ 5I.Σ ŀƴŘ IŀǿƪŜΩǎ .ŀȅ 5I.Φ  ! ƳŀǇ ƻŦ ǘƘŜ /ŜƴǘǊŀƭ wŜƎƛƻƴ ƛǎ ǎŜǘ ƻǳǘ ōŜƭƻǿΦ  
This region serves a population of over 850,000. 
 

 

 
 

 
The key strategic challenges we face as a region are:  

 Ensuring that our services are sustainable and meet the changing needs of our 
population 

 Meeting increasing expenses within tighter revenue growth 

 aŀƴŀƎƛƴƎ ǎƛƎƴƛŦƛŎŀƴǘ ŦƛƴŀƴŎƛŀƭ ƛƴǾŜǎǘƳŜƴǘ ǘƻ ǳǇƎǊŀŘŜ ǘƘŜ ǊŜƎƛƻƴΩǎ ƘƻǎǇƛǘŀƭs 

 Achieving combined cost efficiencies in the order of $40 million in the 2011/12 year.  
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 Adopting a systematic framework to address changes in the workforce, IT and capital 
investment.  

 

hǳǊ ǊŜƎƛƻƴΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘƘŜǎŜ ŎƘŀƭƭŜƴƎŜǎ ƛǎ ǎŜǘ ƻǳǘ ƛƴ ƛǘǎ w{tΦ  The RSP seeks to deliver on a 
Ǿƛǎƛƻƴ ƻŦ άŀ ǊŜƎƛƻƴŀƭƭȅ Ŏƻ-ordinated system of health service planning and delivery that will lead 
ǘƻ ƻƴƎƻƛƴƎ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ǘƘŜ ǎǳǎǘŀƛƴŀōƛƭƛǘȅΣ ǉǳŀƭƛǘȅΣ ŀƴŘ ŀŎŎŜǎǎƛōƛƭƛǘȅ ƻŦ ŎƭƛƴƛŎŀƭ ǎŜǊǾƛŎŜǎέΦ  
¢ƘŜ w{t ŀƭǎƻ ŜȄǇƭŀƛƴǎ Ƙƻǿ ǘƘŜ ǊŜƎƛƻƴΩǎ ǊŜǎǇƻƴǎŜ ǿƛƭƭΥ 

 improve service sustainability 

 develop clinical networks for quality and safety 

 ŀŘŘǊŜǎǎ ƴŜǿ ƳƻŘŜƭǎ ƻŦ ŎŀǊŜ όŜȄǇŜǊǘ ŎŀǊŜ ŀǎ ǎŀŦŜƭȅ ŀǎ ǇƻǎǎƛōƭŜ ŀǎ ŎƭƻǎŜ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
home); and 

 optimise operations and utilisation of resources 
 

To begin this work, the Central Region DHBs have agreed that a group of priority areas should 
be advanced.  These are summarised in Table Three. 
 

Table Three: Summary of implementation plans for 2011-12 

Meeting the Health Targets: 

Improved access to elective services:  

Access to elective services varies across the Central Region with some populations having far better access than 

other populations. The aim is to ensure the Central Region DHBs have the capacity to deliver the required levels of 

service. This includes the ability to deliver elective volumes (meeting the Ministers expectations), provide equitable 

access to surgical services, the development and implementation of an integrated Central Region production plan, 

and capacity and distribution modelling to support future development. Clinical Leadership is seen as the key to 

ensure the success of this approach. There is a need to make the most of existing surgical services across the 

Central Region through smarter choices about how, where and when we provide elective surgical services.  The 

Central Region has agreed to implement a common waiting list approach during 2012/ 13 (across one or two 

services) as a building block to developing a sub ς regional or regional elective booking system as a single point of 

entry for patients.  In 2011/12, there will be a specific focus on achieving cardiac surgical discharges and access to 

bariatric surgery. 

Shorter Waits for Cancer Treatment:  

All Central Region DHBs have met the target for the first quarter 2010/11.  The priority for the region for 2011/12 is 

ensuring people with cancer have access to radiation treatment, and improve the treatment of priority cancer sites. 

Aspects of cancer services, such as Medical Oncology, are vulnerable. The emphasis of the plan is to develop 

sustainable models of service delivery by moving towards a single service, two site model with closer collaboration 

between the two current providers ς Capital and Coast DHB and MidCentral DHB. 

Addressing Vulnerable Services: 

Radiology Services:  

The focus for 2011-12 is on developing a regional radiology service fƻŎǳǎƛƴƎ ƛƴƛǘƛŀƭƭȅ ƻƴ ŀŦǘŜǊ ƘƻǳǊΩǎ ŎƻǾŜǊŀƎŜΣ ŀƴŘ 

then a fully regionalised service, to reduce service vulnerability across the region and enhance timely access to 

radiology services. This requires an enhanced IT infrastructure for Picture Archiving and Communications (PACS) 

and Radiology Information Services (RIS), and strong clinical governance through the use of evidence based referral 

guidelines. 
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Older Adults and Rehabilitation: 

The key focus area for 2011-12 is the development of regionally coordinated multidisciplinary models of care for 

older adults that can be locally implemented. This will support older adults with co ς morbidities to remain 

independent for as long as possible, remain out of hospital and have care provided in a culturally dignified way. 

Sub Regional Activity: 

Capital and Coast, Hutt Valley and Wairarapa DHBs:  

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

Key Enabling Services: 

Clinical Leadership and Clinical Governance: 

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

Central Region Information Systems Plan: [subject to business case approval] 

The CRISP supports regional delivery of care by building systems that will deliver information to clinicians across the 
ǊŜƎƛƻƴ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǘƘŜƛǊ ƻǿƴ ƻǊ ǘƘŜƛǊ ǇŀǘƛŜƴǘΩǎ ƭƻŎŀǘƛon.  It also supports the clinical requirements of the RSPΩǎ 
strengthening hospital services (vulnerable services) projects and the existing Regional Clinical Services Plan (RCSP) 
Programme.  Health professionals across the region will be able to share relevant information about patients so 
that safe and effective care can be provided.  Patients will be able to talk to health professionals when they need 
to, using a range of communication technologies. 

Capital and Asset Management:  

Future capital and asset management planning will be undertaken within the context of service planning to ensure 
that expenditure plans will address regional requirements and health needs, coordinate future investments, and 
maximise the health dollars available to the region. 

Shared Support Services (non ς clinical):  

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

Transport and accommodation: 

aŀƧƻǊ ǘǊŀƴǎǇƻǊǘ ƛƳǇǊƻǾŜƳŜƴǘǎ ǿƛƭƭ ōŜ ƴŜŜŘŜŘ ǎƻ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎκǿƘņƴŀǳΣ ŀƴŘ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΣ Ŏŀƴ 
get to community health centres and hospitals. Accommodation needs to be available so people and travelling 
specialist clinicians have somewhere to stay when they are away from home. These arrangements would be well 
co-ƻǊŘƛƴŀǘŜŘ ŀƴŘ ƳŀŘŜ ƻƴ ōŜƘŀƭŦ ƻŦ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎκǿƘņƴŀǳΦ Active participation in national discussions, 
ǿƛǘƘ ŀ ǾƛŜǿ ǘƻ ŘŜǘŜǊƳƛƴƛƴƎ ŀ ǊŜƎƛƻƴŀƭ ǎƻƭǳǘƛƻƴ ƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ǘƘŜ ƴŀǘƛƻƴŀƭ ƴŜǘǿƻǊƪΣ ƛǎ ǊŜǉǳƛǊŜŘΦ tŀǘƛŜƴǘΩǎ 
requirement to travel may also be reduced by improved technology such as telemedicine and telehealth. 
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Further details, including specific actions to be carried out by us are set out in the RSP, which 
Ŏŀƴ ōŜ ŀŎŎŜǎǎŜŘ Ǿƛŀ ǘƘŜ ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǿŜōǎƛǘŜ www.wairarapa.dhb.org.nz 
 
2.2.2.1 Working at a sub regional level 
In addition to our work with the wider Central Region, we also work closely with our 
neighbours ς Hutt Valley DHB and Capital & Coast DHB.  This close relationship has led to 
significant joint activity, including: 

 Hutt Valley DHB is the lead provider for Regional Public Health Services and works 
closely with the Wairarapa and Capital & Coast DHBs to meet population needs. 

 Hutt Valley DHB provides payroll service to the Wairarapa DHB. 

 Cross appointments to clinical roles (for example, joint Director of Allied Health 
across Hutt Valley and the Wairarapa DHBs) 

 Development and implementation of a Clinical Leadership Group, leading work on 
Ear, Nose and Throat, Child Health and Health of Older People/Rehabilitation. 

Key sub-regional work for 2011/12 includes: 

 Developing a Three DHB Health Services Development Programme that will consider 
the optimal configuration of services across sites in our sub-region and equitable 
access to these services.  The Three DHB Health Services Development Programme, 
which is being led by Clinical Leaders in our sub-region, will be completed by June 
2012. 

 Continue to advance key work streams already underway.  This will include working 
to improve the ENT and Child Health services available within the sub-region. 

 Exploring and implementing initiatives to reduce the cost of back office functions as 
well as consolidating corporate and administrative activity across DHBs in the Central 
region. 

 
2.2.3 Working locally 
While we work regionally, most of the services we plan and fund are delivered at a local level.  
Many of the actions identified in our CSAP; our work with general practice to develop an IFHN 
ŀƴŘ ƛƳǇƭŜƳŜƴǘ ¢ƛƘŜƛ ²ŀƛǊŀǊŀǇŀΤ ǇǊƻƎǊŜǎǎƛƴƎ ¢Ŝ IǳŀǊŀƘƛ hǊŀƴƎŀΣ ƻǳǊ aņƻǊƛ IŜŀƭǘƘ tƭŀƴΤ ŀƴŘ 
implementing our Child Health Strategy involve the Wairarapa DHB working with local 
providers, our local community and local stakeholders. 
 
2.2.3.1 Clinical Services Action Plan 
The Wairarapa DHB and the development of health services in our district is very much guided 
by its CSAP.  The CSAP represents a significant collaborative effort between many individuals 
from across a range of service providers in the Wairarapa.  This work was predicated on a 
shared understanding that the DHB needs to move quickly to make decisions about how it will 
deliver services and what services it will deliver in the face of increasing financial and 
workforce constraints. 
 
The CSAP identifies the changes necessary to reduce and control costs to put the Wairarapa 
DHB back onto a financially sustainable pathway whilst at the same time, improving the 
patient experience and the health of the whole population (our Triple Aim). 
 
Our efforts to control and reduce costs must happen in a way that protects and promotes the 
health of those people in our community with poorer health status.  These efforts must give 
ǎǇŜŎƛŀƭ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ǘƻ ǘƘŜ ƴŜŜŘǎ ƻŦ aņƻǊƛ ƎƛǾŜƴ ǘƘŀǘ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŦƻǊ aņƻǊƛ ŀǊŜ ǘȅǇƛŎŀƭƭȅ 

http://www.wairarapa.dhb.org.nz/
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poorer than other population groups within our district.  We need to avoid increasing 
inequalities within our community.  Instead, we must direct our spending more towards those 
with the greatest needs, including the frail elderly, those with long term conditions, and 
population groups with poorer health outcomes. 
 
The CSAP identifies six areas in which actions are required to achieve our Triple Aim: 
 

 
 

The CSAP is well aligned with our current activity at a sub-regional and regional level.  It 
highlights the need to work more closely with other DHBs in the Central region as we 
determine the most efficient and effective way to fund and deliver services on behalf of our 
population.    
 
The Alliance Leadership Group which includes clinical representation from across the 
Wairarapa health system, plays a pivotal role in helping the DHB make good progress against 
the six action areas in the CSAP. 
 
2.2.3.2 Tihei Wairarapa and the development of an Integrated Family Health Network 
Tihei Wairarapa, our vision for primary health care in the Wairarapa, has been driven out of 
the realisation that: 

 the district has an ageing primary care workforce, requires additional general practitioners 
(GPs) and is currently reliant on locum cover 

 the DHB has a deficit and needs to take further steps to develop financially and clinically 
sustainable service models that integrate primary and secondary services 

 Ƴŀƴȅ ƻŦ ǘƘŜ ŘƛǎǘǊƛŎǘΩǎ Dtǎ ǿƻǊƪ ƛƴ aŀǎǘŜǊǘƻƴ ƛƴ ƻƴŜ ǇǊŀŎǘƛŎŜ ŀƴŘ ƴŜŜŘ ǘƻ ŘŜǾŜƭƻǇ ǘƘŜƛǊ 
premises 

 ǿŜ Ŏŀƴ ŜƴƘŀƴŎŜ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜȄǇŜǊƛŜƴŎŜ ōȅ ōǊƛƴƎƛƴƎ ŎŀǊŜ ŎƭƻǎŜǊ ǘƻ ƘƻƳŜΣ ōȅ ōŜƛƴƎ ƳƻǊŜ 
active and flexible in the type and level of care provided, and sharing information better 

 by working as a team and having input into decision making, the primary care workforce 
will have greater opportunity to learn and develop their clinical practice and will enjoy 
greater stability and security. 

 

Focus on individuals 

& whǕnau 

Redesign & coordinate 

the patient journey 

Develop primary care 

services 

Reorganise and 

develop workforce 

Implement public 

health interventions 

Control costs & 

maximise revenue 



 26 

Tihei Wairarapa outlines our plans to transform primary care and develop an integrated family 
health network over the next three to five years.  This integrated network will involve: 

 ŜƳǇƘŀǎƛǎ ƻƴ ǇǊƛƳŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜ ǎŜǊǾƛŎŜǎ ōŜƛƴƎ ǿƘņƴŀǳ-centred 

 full introduction of a guided care model to bring together management of chronic and 
acute care with care of the elderly and mental health 

 clinicians will work through a schedule to design and implement clinical pathways 
spanning primary, secondary and tertiary care covering all of the higher volume activities 
over the next three years 

 development of the network of primary care facilities with co-location of an increasing 
range of services 

 potential development of an Integrated Family Health Centre (IFHC), based in Masterton 
subject to agreement of Board, primary care and national health agencies 

 a significant redevelopment of mental health care to greatly enhance its community focus 
and add value to the significant spend on mental health services 

 value for money initiatives particularly in pharmacy distribution and medicine 
management 

 an electronic shared clinical record across the network of providers, with patient portal 
access and links to medication management systems. 

 
We anticipate that implementing Tihei Wairarapa will lead to: 

 Reduced non-ŀŘƳƛǘǘŜŘ ǎŜƭŦ ǇǊŜǎŜƴǘŀǘƛƻƴǎ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭΩǎ ŜƳŜǊƎŜƴŎȅ ŘŜǇŀǊǘƳŜƴǘΣ 

 Reduced ambulatory sensitive (avoidable) hospital admissions 

 Reduced medical and paediatric outpatient volumes 

 Reduced spending on community pharmaceuticals 

 Increased proportion of people over 85 living well in the community. 
 
2.2.3.3 Te Huarahi Oranga ς aņƻǊƛ IŜŀƭǘƘ tƭŀƴ 
Te Huarahi Oranga, the ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ǘƘƛǊŘ aņƻǊƛ IŜŀƭǘƘ tƭŀƴ ǿŀǎ ǊŜƭŜŀǎŜŘ ƛƴ {ŜǇǘŜƳōŜǊ нлмлΦ  
¢Ŝ IǳŀǊŀƘƛ hǊŀƴƎŀ ǇǊƻǾƛŘŜǎ ŀ ŦƛǾŜ ȅŜŀǊ ŦǊŀƳŜǿƻǊƪ ŦƻǊ ƛƳǇǊƻǾƛƴƎ aņƻǊƛ ƘŜŀƭǘƘ ƛƴ ǘƘŜ ²ŀƛǊŀǊŀǇŀΦ  Lǘ 
includes actions for impǊƻǾƛƴƎ aņƻǊƛ ƘŜŀƭǘƘΣ Ƴŀƴȅ ƻŦ ǿƘƛŎƘ ǊŜŎƻƎƴƛǎŜ ǘƘŀǘ ǎŜǊǾƛŎŜǎ ƴŜŜŘ ǘƻ ōŜ 
ǿƘņƴŀǳ-ŎŜƴǘǊŜŘΦ  LƳǇǊƻǾƛƴƎ aņƻǊƛ ƘŜŀƭǘƘ ǊŜǉǳƛǊŜǎ ƭƻƴƎ ǘŜǊƳ ŎƻƳƳƛǘƳŜƴǘ ŀƴŘ ŀ ŎƻƴŎŜǊǘŜŘ 
ƛƴǾŜǎǘƳŜƴǘ ƛƴ ǘƘŜ ǎǘǊŜƴƎǘƘǎ ƻŦ ǘƘŜ ǿƘņƴŀǳ ς hence the plan provides a pathway to wellness and a 
contŜȄǘ ŦƻǊ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŀƴŘ ƛƳǇƭŜƳŜƴǘƛƴƎ aņƻǊƛ ƘŜŀƭǘƘ ǇǊŀŎǘƛŎŜ ƛƴ ǘƘŜ ²ŀƛǊŀǊŀǇŀΦ   
 
¢Ŝ IǳŀǊŀƘƛ hǊŀƴƎŀ ŀƭǎƻ ƘƛƎƘƭƛƎƘǘǎ ŀ ƴŜŜŘ ǘƻ ŦƻŎǳǎ ƻƴ aņƻǊƛ ǿƘƻ ƘŀǾŜ ǘƘŜ ƎǊŜŀǘŜǎǘ ƴŜŜŘ ŀƴŘ ǘƘŜ 
importance of leadership.  Strong leadership, at a governance level and through ǘƘŜ 5I.Ωǎ Lǿƛ 
Relationship Board, Te Oranga O Te Iwi Kainga, is seen as another critical factor in ensuring that 
aņƻǊƛ ƘŜŀƭǘƘ ƛƴ ǘƘŜ ²ŀƛǊŀǊŀǇŀ ƛƳǇǊƻǾŜǎΦ    
 
Te Huarahi Oranga recognises the importance of being able to measure whether we are achieving 
the vŜǊȅ ōŜǎǘ ƻǳǘŎƻƳŜǎ ŦƻǊ ǿƘņƴŀǳΦ  Lǘ ƛƴŎƭǳŘŜǎ ŀ ǎŜǘ ƻŦ ŀŎǘƛƻƴǎ ŀƴŘ ǇŜǊŦƻǊƳŀƴŎŜ ƳŜŀǎǳǊŜǎ ƎǊƻǳǇŜŘ 
under three broad areas which together, will support our vision of vibrant, confident and strong 
ǿƘņƴŀǳΦ 
 
These three broad areas include: 

 Pouaro: actions required to develop the workforce and culture of Wairarapa health 
ƻǊƎŀƴƛǎŀǘƛƻƴǎΣ ŀƴŘ ƳŜŀǎǳǊŜǎ ǘƻ ŀǎǎŜǎǎ Ƙƻǿ ǿŜƭƭ ǇǊƻǾƛŘŜǊǎ ƛƴǘŜƎǊŀǘŜ aņƻǊƛ ǿƻǊƭŘ ǾƛŜǿǎΣ ǾŀƭǳŜǎ 
and tikanga into their daily activities. 

 

 Poutokomanawa: expectations for health providers as they deliver services across the four 
output classes ς including measures to assess the effectiveness of promotion and screening 
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ǎŜǊǾƛŎŜǎ ǘƻ ƪŜŜǇ aņƻǊƛ ǿŜƭƭ ŀƴŘ ƳŜŀǎǳǊŜǎ ǘƻ ŀǎǎŜǎǎ ǘƘŜ ƘŀƴŘǎ ƻƴ ǿƻǊƪ ǊŜǉǳƛǊŜŘ ǘƻ ŎŀǊŜ ŦƻǊ 
aņƻǊƛ ǿƘŜƴ ǘƘŜȅ ƘŀǾŜ ŀ ƭƻƴƎ ǘŜǊƳ ŎƻƴŘƛǘƛƻƴ ŀƴŘ ǘo heal them when they are unwell and are in 
need of support. 

 

 Poutuarongo: activities required to support and enable health services to be more effective for 
ƛƴŘƛǾƛŘǳŀƭǎ ŀƴŘ ǿƘņƴŀǳΣ ƛƴŎƭǳŘƛƴƎ ƳŜŀǎǳǊŜǎ ǘƻ ŀǎǎŜǎǎ ǘƘŜ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ŀƴŘ ŎƻƴƴŜŎǘŜŘƴŜǎǎ ƻŦ 
health providers to the people they serve. 
 

2.3 What achieving our vision will mean ς key impacts on people and health providers 
The key impacts we expect for people and health providers in the Wairarapa as a result efforts to 
achieve our vision, aims and strategic outcomes are identified in Table Two above.  These impacts 
include: 
 

 People in the Wairarapa have confidence in their access to services to meet their health 
and disability needs 

 People are smoking less 

 People are eating more healthily 

 People are more physically active 

 People experience less harm from alcohol and/or drug use 

 Fewer people develop a chronic disease 

 Primary health care is better, sooner and more convenient  

 tŜƻǇƭŜ ǊŜƎŀǊŘ ƎŜƴŜǊŀƭ ǇǊŀŎǘƛŎŜ ŀǎ ǘƘŜƛǊ άƳŜŘƛŎŀƭ ƘƻƳŜέ 

 Tihei Wairarapa achieves one virtual integrated family health model in the Wairarapa 

 Providers and consumers take steps to improve the use of pharmaceuticals 

 People have access to high quality hospital services 

 People with cancer, diabetes and cardio-vascular disease have their symptoms better 
controlled 

 Providers identify vulnerable children and intervene early to keep children healthy 

 People have up-to-date crisis prevention plans and improved access to mental health 
services 

 More older people are able to age in the environment of their choice 

 aņƻǊƛ Ŏŀƴ Ŝŀǎƛƭȅ ŀŎŎŜǎǎ ƘŜŀƭǘƘ ŀƴŘ Řƛǎŀōƛƭƛǘȅ ǎŜǊǾƛŎŜǎ 

 aƻǊŜ aņƻǊƛ ŀŎŎŜǎǎ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ ǎŎǊŜŜƴƛƴƎ ŀƴŘ ŜŀǊƭȅ ƛƴǘŜǊǾŜƴǘƛƻƴ ǇǊƻƎǊŀƳƳŜǎ 

 Improve integration of primary and secondary care  

 Hospital specialists work with primary care and community services to better manage 
patients with acute, complex or long term conditions 

 Patients are satisfied with health services 

 Services have strong clinical leadership 

 Within the hospital, tasks are allocated to maximise use of skilled workforce 

 The hospital  improves its capacity planning 

 The Wairarapa DHB works with other DHBs to ensure improved efficiency and 
sustainability of vulnerable services 

 Cross DHB boundary clinical networks and service delivery models make optimal use of 
staff and capital assets 

 The Wairarapa DHB ensures referrals to other DHBs are appropriate 
 
Lƴ ǘƘŜ ǘŀōƭŜǎ ōŜƭƻǿ ƻǳǘƭƛƴƛƴƎ Ƙƻǿ ǿŜ ǿƛƭƭ ŘŜƭƛǾŜǊ ƻƴ ǘƘŜ aƛƴƛǎǘŜǊΩǎ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎ 
(Module Three) and detailing the different outputs we will fund and deliver (Module Four), we 
ŜȄǇŀƴŘ ƻƴ ǘƘŜ ƛƳǇŀŎǘǎ ǘƘŀǘ ƛƳǇƭŜƳŜƴǘƛƴƎ ƻǳǊ Ǉƭŀƴǎ ŀƴŘ ǎǘǊŀǘŜƎƛŜǎ ǿƛƭƭ ƘŀǾŜ ƻƴ ǇŜƻǇƭŜΩǎ ƘŜŀƭǘƘ ŀƴŘ 
wellbeing and the way providers organise and deliver health services.  
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2.4 Measuring progress towards our vision ς key measures of performance 
The high level measures of performance the DHB will use to assess how successful it in achieving its 
vision, aims and strategic outcomes are also identified in Table Two above. In some cases, 
ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ǇŜƻǇƭŜΩǎ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎΣ ŀǎ ƳŜŀǎǳǊŜŘ ōȅ ƳŀŎǊƻ ƛƴŘƛŎŀǘƻrs such as life 
expectancy and reduced mortality and morbidity from cancer, will only be able to be seen over time 
rather than within the space of three years.  
 
The tables below in Module Three and Four provide further definition around these high level 
measures, and where appropriate, specify targets and output levels we will be seeking to achieve in 
2011/12, 2012/13 and 2013/14. 
 
2.5 Key risks 
There are risks to the DHB realising its vision and delivering against its key measures of 
performance.  The key risks and how the DHB intends to manage them are discussed above in 
Section 1.2.4 Operating Environment. 
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3.1 PRIORITIES AND TARGETS  

hǳǊ Ǿƛǎƛƻƴ ŀƴŘ ǎǘǊŀǘŜƎƛŎ ŘƛǊŜŎǘƛƻƴ ƛǎ ƛƴŦƻǊƳŜŘ ŀƴŘ ƎǳƛŘŜŘ ōȅ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎΣ 
priorities and targets and the overarching Government objective that New Zealanders lead longer, 
healthier, and more independent lives.   
 
3.1.1 Government expectations, priorities and targets 
¢ƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ [ŜǘǘŜǊ ƻŦ 9ȄǇŜŎǘŀǘƛƻƴǎ ƛŘŜƴǘƛŦƛŜǎ ŀ ŎƻƴǘƛƴǳŜŘ ŜƳǇƘŀǎƛǎ ƻƴ better, sooner, 
more convenient health care for all New Zealanders in 2011/12.  The Minister wants DHBs to remain 
focused on the six health targets including improvement of services and reducing waiting times.  
Working regionally with other DHBs and ensuring the clinicians have an opportunity to drive 
improved patient care through stronger clinical leadership also remain strong expectations for the 
Minister.   
 
The Minister also expects DHBs to live within its means, and develop specific action plans where 
necessary to improve financial performance and operate within their funding allocations.  
 
Having access to a wider range of services closer to home is also a priority as is the need to reorient 
our investment and services to meet the needs of our ageing population.   
 
Iƻǿ ǿŜ Ǉƭŀƴ ǘƻ ŘŜƭƛǾŜǊ ƻƴ ŜŀŎƘ ƻŦ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘΩǎ ƪŜȅ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀƴŘ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎ ƛǎ 
outlined in the following tables.  The first four tables detail how we will make progress against the 
aƛƴƛǎǘŜǊΩǎ ƘŜŀƭǘƘ ǇǊƛƻǊƛǘƛŜǎΥ 

 Implement better, sooner, more convenient health care so people can access a wider range 
of services closer to home 

 Reorient investment and services to better meet the needs of our ageing population 

 Improved patient care through stronger clinical leadership 

 Clinically and financially sustainable services. 
 
¢ƘŜ ƴŜȄǘ ǎƛȄ ǘŀōƭŜǎ ŘŜǘŀƛƭ Ƙƻǿ ǿŜ ǿƛƭƭ ƳŀƪŜ ǇǊƻƎǊŜǎǎ ŀƎŀƛƴǎǘ ǘƘŜ aƛƴƛǎǘŜǊΩǎ ǎƛȄ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎΥ 

 Shorter stays in Emergency Departments 

 Improved access to elective surgery 

 Shorter waits for cancer treatment radiotherapy 

 Increased immunisation 

 Better help for smokers to quit 

 Better diabetes and cardiovascular services. 
 
¢ƘŜǎŜ ǘŀōƭŜǎ ƛƴŎƭǳŘŜ Ƙƻǿ ǿŜ ƛƴǘŜƴŘ ǘƻ ƳŜŀǎǳǊŜ ƻǳǊ ǇǊƻƎǊŜǎǎ ŀƎŀƛƴǎǘ ǘƘŜ aƛƴƛǎǘŜǊΩǎ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ 
health targets.  Our intention is to capture data to assess progress against the various performance 
ƳŜŀǎǳǊŜǎ ŦƻǊ aņƻǊƛ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ǘƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴΦ 
 
Lƴ ŘŜƭƛǾŜǊƛƴƎ ŀƎŀƛƴǎǘ ǘƘŜ aƛƴƛǎǘŜǊΩǎ ƪŜȅ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀƴŘ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎΣ ǿŜ ǿƛƭƭ ŀƭǎƻ ōŜ ƎƛǾƛƴƎ ŀŦŦŜŎǘ 
to our seven strategic outcomes.  Where relevant, the tables below identify how delivering on the 
aƛƴƛǎǘŜǊΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀƴŘ ǘŀǊƎŜǘǎ ǿƛƭƭ ŀƭǎƻ ŎƻƴǘǊƛōǳǘŜ ǘƻ ŀŎƘƛŜǾŜƳŜƴǘ ƻŦ ƻǳǊ ǎǘǊŀǘŜƎƛŎ ƻǳǘŎƻƳŜǎ 
which are identified in Module Two. 

MODULE 3: DELIVERING ON PRIORITIES & TARGETS 
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Government Priority: Implement better, sooner, more convenient so people can access a wider range of services closer to home 

We will undertake these initiatives/activities and actions 
We expect these actions will support improved 

performance in the following ways 
To deliver Measured by 

In support of 
system outcomes 

Implementation of the Tihei Wairarapa initiatives signed off by 
the Alliance Leadership Team (ALT) 

Scarce health resources are targeted at areas of 
greatest need 

An efficient and sustainable 
health system that enables 
primary health care to play 
a significant role in the 
design and delivery of 
health services. 

Progress in implementation 
of agreed business case 
deliverables. 
 
Recommendations on the 
deployment of resources 
made by the ALT. 

People in the 
Wairarapa live 
longer, they are 
healthier and 
more able to live 
independently. 

By 30 June 2012 complete service, business and funding models 
for an Integrated Family Health Network, and (subject to 
agreement of GPs) facility planning for one or more IFHCs, and 
commence any related building work. 
 
Implement Phase 1 of the  shared electronic patient record by 
30 September 2011 and Phase 2 by 31 December 2012. 
 

The IFHN supports new clinical models of care, 
reduces duplication of resources, improved patient 
experience, reduced ASH admissions and 
substantially reduces growth in acute demand 
across the health system. 
 
Co-location of services improves communication 
between health professionals and facilitates 
multidisciplinary collaboration. 

Development of IFHN/IFHCs 

By 30 June 2012, implement a Guided Care model that provides 
integrated, multidisciplinary care for patients with long term 
conditions and the frail elderly, including: 

 Implementation of an assessment and care planning 
tool to be used by all providers 

 Transition of existing Care Plus clinets to the new 
model of care 

 Implementation of business rules for the 
management of long term conditions in primary care 

 Implementation of a screening tool for frailty. 

Better management of long term conditions will 
reduce the impact of disease  
 
The health and well-being of older people is 
maintained. 
 
People with mental health conditions receive early 
and appropriate care. 
 
Reduced growth in demand for acute and planned 
medical services. 
 
Reduced growth in pharmacy expenditure. 
 
More medical and paediatric services are delivered 
in a primary care setting 
 
Reduced ambulatory sensitive (avoidable) hospital 
admissions. 
 

Greater proportion of mental health clients with 
enduring needs and/or co-morbidity have 

Number of triage 4 and 5 
non-admitted self 
presentations 
 
 
Number of ASH admissions, 
by ethnicity 
 
 
Number of medical and 
paediatric outpatient 
appointments in the hospital 
setting 
 
 
Community pharmacy 
expenditure 
 
 
Proportion of the over-85 
population assessed as 
having high or very high 

Implement improved pathways for major long term conditions 
and the frail elderly that utilise resources efficiently, provide 
timely access to services and support patients to live 
independently. 

By 30 June 2012 implement initiatives that promote efficient 
and effective use of medicines, including: 

 Continue implementation, for all relevant patients,  of 
the Structured Pharmacist Care and Optimed 
services, including alignment with new care planning 
processes 

 Develop a shared Wairarapa pharmacy database to 
support medicines reconciliation. 
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We will undertake these initiatives/activities and actions 
We expect these actions will support improved 

performance in the following ways 
To deliver Measured by 

In support of 
system outcomes 

By 30 June 2012, implement improved acute care pathways 
between primary care, emergency and diagnostic services that 
reduce costs and patient waiting times, including: 

 Develop reporting data to identify trends and issues 
in ED attendance and ASH admissions 

 Implement ED primary care MDT to assist case 
management of identified high needs and ASH 
patients 

 Implement primary care/ED treatment protocols and 
referral pathways, including community access to 
radiology and management of DVT in primary care.. 

physical and mental health needs met through 
GP led care. 

needs 

LƳǇƭŜƳŜƴǘ ǿƘņƴŀǳ ƻǊŀ ƛƴƛǘƛŀǘƛǾŜǎΣ ŀƎǊŜŜŘ ōȅ ǘƘŜ !ƭƭƛŀƴŎŜ 
Leadership Team, that provide integrated and holistic care for 
ƘƛƎƘ ƴŜŜŘǎ ǿƘņƴŀǳΦ 

Implement agreed model of care for integrated mental health 
services. 
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Government Priority: Reorient investment13 and services to better meet the needs of our ageing population 

We will undertake these initiatives/activities and actions 
We expect these actions will support improved 

performance in the following ways 
To deliver Measured by 

In support of 
system outcomes 

Implement the InterRAI Assessment tool across the 
Wairarapa with end users trained as readers (e.g. 
primary, secondary and NGO providers of Health of Older 
People services). 

Implementing InterRAI will ensure older people 
with complex needs have those needs assessed 
in a comprehensive and equitable way and 
ƛƴŎƭǳŘŜ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ƳŜƴǘŀƭ 
health needs (e.g. depression, anxiety and 
social isolation). 

An efficient and sustainable health 
system that enables older people 
to receive the right care, at the 
right time, in the right place. 
 

Proactive and consistent pathways 
for older people to enable early 
and effective intervention. 
 

Better, sooner, more convenient 
primary care services for older 
people. 

The interRAI tool replaces the 
current tool used to assess needs 
of people over 65. 
 
Progress implementation of Tihei 
Wairarapa deliverables for older 
people. 
 
Reduced proportion of people 75 
years and older are hospitalised 
because of falls. 

Older people in 
the Wairarapa live 
longer, they are 
healthier and 
more able to live 
independently. 
 
 
 
 
 
 
Improve quality of 
life for older 
people, their 
ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳΦ 

Implement falls risk assessments and the frail elderly 
pathway within primary care in accordance with Tihei 
Wairarapa deliverables. 

Reduced hospitalisations because of falls.  

Fund respite care services to appropriate levels. 
Older people will be able to remain living in the 
place of their choice. 

{ǳǇǇƻǊǘ ŦƻǊ ŦŀƳƛƭȅκǿƘņƴŀǳ 
!ƭƭ ŎŀǊŜǊǎκǿƘņƴŀǳ ŀǊŜ ŀōƭŜ ǘƻ 
access respite care when they 
need it. 

Continue to develop the ARC workforce specifically: 

 Supporting the transition of enrolled nurses in 
ARC into the new scope of practice 

 Developing a district wide education plan for 
aged and palliative care services 

Improved clinical assessment, proactive care 
management, advanced care planning and 
evaluation. 

Improve the quality of care 
provided in ARC 

Number of staff who have 
attended palliative care training. 

Increase the budget for aged residential care services 
applying a cost pressure adjustment consistent 
with the Ministers expectation. 

Support the development of additional dementia beds in 
2011/12 in the Wairarapa including: 

 Ongoing support of 12 new dementia beds 
which were initiated in 2010-11 

 Supporting a service mix changes which will 
result in 26 additional dementia beds including 
respite beds in 2011/12 enabling patients and 
their families to have a choice of dementia 
care provider. 

LƳǇǊƻǾŜŘ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ŀŎŎŜǎǎ ǘƻΣ ŀƴŘ ŎƘƻƛŎŜ 
of, ARC provider.  
 

Enable some ARC beds to be designated for the 
care of older people with dementia, thereby 
increasing provision of local dementia care 
services in the community. 

Better access and availability of 
aged residential care services 

Number of subsidised aged 
residential care bed days and type 
e.g. continuing care, rest home. 

                                                 
13

 The DHB is allocating a total of $14.7 million to residential and non-residential care services for older people in 2011/12, up from a projected out-turn of $13.5 million in 2010/11. 
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We will undertake these initiatives/activities and actions 
We expect these actions will support improved 

performance in the following ways 
To deliver Measured by 

In support of 
system outcomes 

Assist ARC providers to improve their quality of care: 

 professional support (i.e. Clinical Nurse Specialists 
provide clinical assessments, advice and education 
in residential care settings) 

 cultural competency training 

 integration with primary care IT systems (i.e. 
residential care providers install MedTech) 

 quality assurance systems (i.e. agree corrective 
action plans with residential care providers 
following certification audits) 

 use of eLearning tools and standardised AT&R 
protocols in line with other DHBs in the Central 
Region once these are become available through 
the Older Adults and Rehabilitation work stream of 
the RSP. 

Decreased number of complaints about ARC 
providers 

Improved quality of clinical care in 
aged residential care settings. 
 

Percentage of ARC providers who 
have one or more high risk 
corrective actions identified in 
their quality assurance audits. 
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Government Priority: Improved patient care through stronger clinical leadership 

We will undertake these 
initiatives/activities and actions 

We expect these actions will 
support improved performance in 

the following ways 
To deliver Measured by 

In support of system 
outcomes 

At a regional level: 
Clinicians from the Wairarapa will be 
actively involved in regional work including 
participation in regional discussions about 
the sustainability, quality, and accessibility 
of clinical services. 
Participate in the development of the 
Central Region Training Hub

14
 specifically: 

 the development of clinical 
governance model for the 
regional training hub 

 supporting the sub regional 
midwifery education plan 

 participating in the GP training 
programme in cooperation with 
CCH and Hutt Valley DHBs. 

 Initiating career planning with 
RMOs. 

Improved clinical sustainability of 
services and improved equity of 
access to services 
 
 
Development of clinical networks 
and new models of care support 
more efficient and effective delivery 
of services  (e.g. reduce duplicate 
diagnostic testing, enable services 
to be delivered as close as possible 
ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜύ 
 
 
Patient journeys across DHBs are 
more streamlined and co-ordinated 
 
 
Secondary clinicians  work with 
primary care and community 
clinicians to better manage patients 
with acute, complex or long term 
conditions, reducing demand on 
acute hospital services 
 
Improved patient and staff 
experience, efficiency and better 
capacity planning in Wairarapa 
Hospital   

Optimal configuration 
of services  across 
different sites 
 
 
 
 
Improved patient care 
 
 
 
 
Improved service 
quality 

Inter-DHB working groups involving clinicians 
and management agree clear pathways for 
sustainable service development  
 

Health services are clinically 
and financially sustainable. 

At a sub-regional level: 
Clinicians within the sub-region will 
participate in and lead development of the 
Three DHB Health Services Development 
Programme. 

The Three DHB Health Services Development 
Programme is approved by Clinical Leaders 
and each of the three DHB Boards 

At a local level: 
Clinicians from the Wairarapa will lead 
local activity to progress: 

 CSAP 

 Tihei Wairarapa 

 Implement The Productive Ward: 
Releasing Time to Care in those wards 
where this has yet to occur. 

Implementation of Tihei Wairarapa  

 

                                                 
14

 No funding has been set aside by DHBs for this initiative at this stage.  
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Government priority: Clinically and financially sustainable services 
Our work with other DHBs at a regional and sub-regional level (see table above) is designed to enhance the clinical and financial viability of services.  We are 
also working locally to be as efficient as possible and to control our costs.  Local efforts that will assist the DHB to live within its means which are not covered 
elsewhere in this document are identified in the table below. 

 

We will undertake these initiatives/activities 
and actions 

We expect these actions will support improved 
performance in the following ways 

To deliver Measured by 
In support of system 

outcomes 

Obtain additional funding to cover the cost of 
elective surgical discharges the DHB provides 
over and above the amount of electives funding 
it receives from the Government. 

Ensure we deliver the appropriate level of 
services for the funding we receive.  

Deliver services to the level 
that funding allows. 

Obtain an additional $1.4 
million to cover the cost of the 
253 elective surgical 
discharges the DHB provides 
over its equitable share. 

Health services are 
clinically and 
financially 
sustainable. 

Obtain efficiencies and reduce duplication when 
renegotiating contracts with our NGO service 
providers and the PHO.  

Maintain the same level of access to services for 
our population but at a reduced overall cost to 
the DHB. 

Improved service 
productivity and efficiency 

Reduce the cost of our NGO 
contracts by $0.8 million in 
2011/12. 

Achieve savings by consolidating corporate and 
administrative activities across DHBs in the 
Central region and nationally through the 
interface with Health Benefits Limited (HBL). 

More efficient back office functions 
 
Collective procurement activity 

Cost savings on 
administrative and 
corporate activities. 
 
Gains on collective 
procurement activity driven 
through HBL 

Reduce the cost of our 
governance and corporate 
support functions by $0.175 
million in 2011/12. 
 
Achieve gains from collective 
procurement of $0.25 million 
in 2011/12. 

Review ambulance service provision and 
implement findings from this review. 

Ensure the provision of clinically and financially 
sustainable ambulance service provision. 

Sustainable ambulance 
services 

Implement findings from the 
review of ambulance services. 
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Health Target: Shorter stays in Emergency Departments (ED).  

We will undertake these initiatives/activities and 
actions 

We expect these actions will 
support improved performance in 

the following ways 

To deliver the Health 
Target  

Measured by 
 

 
In support of system outcomes 

Implement actions under Tihei Wairarapa that focus on 
better management of chronic and acute care, care of 
the elderly and people with mental illness in 
community settings: 

 develop an IFHC in Masterton, subject to 
agreement from key stakeholders 

 implement the Guided Care model for people with 
long term conditions 

 improved acute care initiatives 
 
Expand reciprocal access to both primary and hospital 
specialists to information in primary and hospital based 
information systems such as Med Tech and Concerto 
electronic medical records. 
 
Improve processes and pathways within ED and 
between ED and the rest of the hospital. 
 
 
Implement advanced care planning. 
 
aƻƴƛǘƻǊ ŀƴŘ ǊŜǾƛŜǿ άŦǊŜǉǳŜƴǘ ŦƭƛŜǊǎέΣ ŀƴŘ ǊŜŦŜǊ ǘƻ ŎŀǎŜ 
management as required. 
 
Increase community understanding of the appropriate 
place to access care. 

Reduced non admitted self 
presentations (triage levels 4 and 
5) to ED. 
 
 
 
 
 
 

Decreased ambulatory sensitive 
όάŀǾƻƛŘŀōƭŜέύ ƘƻǎǇƛǘŀƭ ό!{Iύ 
admissions. 
 
 
 
Maintain acute length of stay 
 
 
 
People increasingly regard 
general practice as their medical 
home. 
 
 
 
 
 

Patients admitted, 
discharged, or transferred 
from ED within six hours   

95% of patients will be admitted, 
discharged, or transferred from 
ED within six hours.   
 
 
Average acute length of stay 
 

People in the Wairarapa live longer, they 
are healthier and more able to live 
independently. 
 
 
 
 
 
 
 
 
 
 
 
Health services are clinically and 
financially sustainable. 
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Health Target: Improved access to elective surgery 

We will undertake these initiatives/activities and 
actions 

We expect these actions will support 
improved performance in the 

following ways 
To deliver the Health Target  Measured by 

 
In support of system outcomes 

Allocate Electives Initiative funding to support 
required levels of elective surgery to deliver to the 
electives health target. 
 
 
Support required levels of surgical First Specialist 
Assessments 
 
Improve access to diagnostics and specialist 
assessment  
 
Reduce waiting times for people requiring elective 
surgery 
 
Establish a centralised referral system for all 
domiciled patients. 
 
Upgrade eReferrals forms and support new 
management pathways between community 
providers and the hospital. 
 
Increase day of surgery admission rates. 
 
Improve timeliness of clinical coding and data 
submission to national systems. 
 

 
All referrals are appropriate and 
access thresholds are applied in an 
equitable and consistent manner. 
 
 
 
 
More people receive care closer to 
home. 
 
 
 
 
 
Ensure elective surgery activity is 
accurately identified and reported. 

The national target is for DHBs to 
collectively deliver an additional 
4,000 elective surgery discharges 
in 2011/12. 

The DHB will deliver a total of 
1,841 elective surgical discharges 
in 2011/12, which is its share of 
the required electives 2011/12 
health target of 144,064 elective 
surgery discharges. 
 
 
 
 
 
 
ESPI Compliance 
 
 
 
 
Patients are seen within 6 
months and once offered 
treatment it is provided within 6 
months. 

People in the Wairarapa live longer, 
they are healthier and more able to 
live independently. 
 
 
 
 
 
 
 
 
 
 
 
Health services are clinically and 
financially sustainable. 
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Health Target: Shorter waits for cancer treatment radiotherapy. 

We will undertake these initiatives/activities and 
actions 

We expect these actions will support 
improved performance in the following 

ways 
To deliver the Health Target Measured by In support of system outcomes 

We will participate in the cancer network and liaise 
closely with the two Cancer Centres (Capital and 
Coast and Mid Central DHBs) who seek to provide an 
efficient and effective cancer service for the 
Wairarapa population. 
 
We will work closely with these two cancer centres as 
they seek to improve the efficiency and effectiveness 
of cancer services they deliver to the Central Region 
population through enhancements to their: 

 information systems 

 streamlined workflow 

 process reviews 

 workforce development 

 strategies for recruitment and retention 
 
Work within the cancer network to improve systems 
and processes may require the Wairarapa DHB to 
address any process issues which have the potential 
to delay cancer treatment start dates at either of the 
two cancer centres in the region.  
 
Ensure equitable prioritisation tools are applied 
consistently across all cancers by the two Cancer 
Centres (Capital and Coast and Mid Central DHBs). 
 
Also refer to cancer screening activity on page 50. 

Accurate data for the purposes of 
monitoring outcomes for Wairarapa 
cancer patients 
 
 
Equitable access levels are maintained for 
Wairarapa cancer patients 
 
 
Early identification of any new or 
emerging problems in service provision for 
either radiotherapy or chemotherapy. 
 
 
People diagnosed with cancer have access 
to an initial outpatient assessment at 
cancer centres based on clinical need.  
 
 
People have access to high quality hospital 
services. 
 

Everyone needing radiation 
treatment will have it 
within four weeks of a first 
specialist assessment. 
 
 
 
 
 
 
 
Everyone needing 
chemotherapy treatment 
will have it within four 
weeks of first specialist 
assessment 

The percentage of patients 
ready for treatment

15
 in 

category A, B and C waiting 
less than four weeks 
between first radiation 
oncology assessment and the 
start of radiation treatment. 

 

Reduce the incidence and impact of 
chronic disease (i.e. cancer) 

 
 
 
 
 
 
 
 
 
 
People in the Wairarapa live longer, 
they are healthier and more able to 
live independently 

 

                                                 
15

 Ready for treatment patients are those who are assessed as able to start their radiation treatment.  This excludes patients who require further clinical assessment, other treatment prior to 

radiotherapy, are not fit to start treatment because of their medical condition or who choose to defer their treatment, and includes category D patients. 
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Health Target: Increased immunisation  

We will undertake these initiatives/activities and 
actions 

We expect these actions will support improved 
performance in the following ways 

To deliver the Health 
Target 

Measured by 
In support of system 

outcomes 

 
Maintain our strong performance against this target by 
continuing with our current efforts: 
 

 Continue to resource the PHO to coordinate 
immunisation services, train providers, educate 
parents, and manage National Immunisation 
Register processes across primary, community and 
DHB services.   

 

 Continue to oversee the coordination of child 
health services, the implementation of the Child 
Health Strategy and progress against child health 
targets including immunisation through our 
Community Child Health Executive Group. 

 
Resource outreach immunisation services to target high 
ƴŜŜŘǎ ŦŀƳƛƭƛŜǎ ŀƴŘ ǿƘņƴŀǳΦ 
 

 
Maintain our already high immunisation rates 
among children. 
 
 
 
Maintain, and if necessary, enhance co-
ordination between child health services to 
facilitate early identification and follow up of 
children who are not immunised, better 
education and advice for parents, and 
opportunistic immunisation where appropriate.  

95% of two year olds 
are fully immunised by 
July 2012. 

Immunisation coverage will be 
measured using the National 
Immunisation Register.   
 
DHB targets: 

 DHB total     95% 

 aņƻǊƛ            фр҈ 

 Pacific           95% 
 
 

Children in the 
Wairarapa are healthy 
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Health Target: Better help for smokers to quit. 

We will undertake these initiatives/activities and actions 
We expect these actions will support 

improved performance in the 
following ways 

To deliver the Health Target Measured by 
 

In support of system 
outcomes 

Improve performance against the target to provide hospitalised 
smokers with quit advice through continued emphasis on the 
following activities: 
 

 Ongoing monitoring to ensure accurate documentation by staff 
of smoking status and the offer of brief advice and/ or help to 
quit, and timely coding of data for reporting to the Ministry. 

 

 Continue training and education for new staff through the staff 
orientation programme on the ABC approach to smoking 
cessation and smoking cessation. 

 

 Continue to report smoking cessation target progress at the 
Clinical Board. 

 

 Continued availability of NRT within the hospital for patients. 
 
Focus on opportunities within primary care to better help smokers 
to quit, including: 
 

 Enhance communication between primary and secondary care 
through a shared electronic record to ensure follow-up support 
to smokers in primary care once they are discharged from 
hospital. 

 

 Improve access to smoking cessation services in primary care 
through training and education of practice staff by Smokefree 
Co-ordinator and Health Promoters. 

 

 Implement a co-ordinated intersectoral campaign to promote 
ǎƳƻƪŜŦǊŜŜ ƭƛǾƛƴƎ ŦƻǊ ȅƻǳƴƎ ǿƻƳŜƴΣ ŜǎǇŜŎƛŀƭƭȅ ȅƻǳƴƎ aņƻǊƛ 
women, those who are pregnant and young mothers. 

Hospitalised smokers remain 
smokefree while in hospital. 
 
 
 
 
 
 
 
Increased number of smokers initiate 
a quit attempt whilst in hospital. 
 
 
 
 
 
 
Seamless provision of smoking 
cessation in primary and secondary 
care 

95% of hospitalised smokers 
will be provided with advice 
and help by July 2012.   
 
 
 
 
Primary care better help for 
smokers to quit national goal 
(this is reported through PPP 
programme):  

 90% of enrolled patients 
provided with advice and 
help to quit by July 2012. 

 

Percentage of adults 15+ 
admitted to hospital 
either acutely or for 
elective procedures who 
are provided with advice 
and help to quit. 

Minimise the incidence 
and impact of chronic 
disease 

 
 
 
 
 
 
 
aņƻǊƛ ŜƴƧƻȅ ǘƘŜ ǎŀƳŜ 
health gains as non- 
aņƻǊƛ

16
 

 
 
 
 
 
 
People in the Wairarapa 
live longer, they are 
healthier and more able 
to live independently. 

 

                                                 
16

 Given the high percentage of aņƻǊƛ ƛƴ ƻǳǊ ŎƻƳƳǳƴƛǘȅ who smoke, the DHB will measure how effective the hospital and primary care providers are at targeting and providing aņƻǊƛ ǿƛǘƘ 
advice and help to quit.  The DHB will also use this data to inform its work with hospital and community based providers to maximize the number of aņƻǊƛ ǿƘƻ ŀǊŜ ǇǊƻǾƛŘŜŘ ǿƛǘƘ ŀŘǾƛŎŜ ŀƴŘ 
help to quit. 
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Health Target: Better diabetes and cardiovascular services 

We will undertake these initiatives/activities and 
actions 

We expect these 
actions will support 

improved performance 
in the following ways 

To deliver the Health 
Target  

Measured by 
 

 
In support of system outcomes 

Confirm and implement district wide integrated 
clinical pathways for diabetes and cardiovascular 
disease through the long term conditions work 
stream of Tihei Wairarapa. 
 
LƳǇƭŜƳŜƴǘ ǘƘŜ ¢ƛƘŜƛ ²ŀƛǊŀǊŀǇŀ ΨDǳƛŘŜŘ /ŀǊŜΩ 
model for people with long term conditions which 
includes: 

 improved support for self management 

 ongoing support for regular monitoring 

 case management for people with high and 
complex needs 

 multidisciplinary team processes to 
coordinate care for people with complex 
needs 

 ƎǊŜŀǘŜǊ ŜƳǇƘŀǎƛǎ ƻƴ ǎŜǊǾƛŎŜǎ ōŜƛƴƎ ǿƘņƴŀǳ-
centred 

 
Progress development of a shared patient record 
for primary and secondary clinicians (refer to 
regional work on the Central Region Information 
Services Plan which will seeks to create one 
patient record for all primary and secondary care 
clinicians). 
 
Continue to make specialist support and advice 
(e.g. from Clinical Nurse Specialists) available to 
those health professionals in primary care (e.g. 
GPs, Care Plus and outreach nurses) who are 
managing people with long term conditions. 
  

 
 
 
 
 
 
 
 
Reduce the incidence of 
cardiovascular disease 
and diabetes in our 
population 
 
 
 
 
Reduce the impact 
cardiovascular disease 
and diabetes has on 
ǇŜƻǇƭŜΩǎ ƭƛǾŜǎΣ ǿƛǘƘ ŀ 
focus on reducing 
complications from 
long term conditions. 

 
 
 
Increased percent of 
the eligible adult 
population will have 
had their 
cardiovascular 
disease risk assessed 
in the last five years. 
 
 
 
Increased percent of 
people with diabetes 
will attend free 
annual checks.  
 
 
 
 
 
Increased percent of 
people with diabetes 
will have satisfactory 
or better diabetes 
management. 

 
 
 
 
90% of the eligible adult population 
have had their CVD risk assessed in 
the last five years. 
 
 
 
 
 
77% of people estimated to have 
diabetes have attended their free 
annual diabetes check. 
 
 
 
 
 
78% of people have satisfactory or 
better diabetes management (defined 
as having an HbA1c of equal to or less 
than 8%) at the time of their free 
annual diabetes check. 

Minimise the impact of chronic disease (i.e. diabetes 
and cardiovascular disease) 

 

 

 

 

aņƻǊƛ ŜƴƧƻȅ ǘƘŜ ǎŀƳŜ ƘŜŀƭǘƘ gains as non- aņƻǊƛ
17

 

 
 
 
 
 
 
People in the Wairarapa live longer, they are 
healthier and more able to live independently 

 

                                                 
17

 Given the high percentage of aņƻǊƛ ƛƴ ƻǳǊ ŎƻƳƳǳƴƛǘȅ ǿƛǘƘ ŘƛŀōŜǘŜǎ ŀƴŘ ŎŀǊŘƛƻǾŀǎŎǳƭŀǊ ŘƛǎŜŀǎŜ, the DHB will ensure that initiatives and actions to reduce the incidence and impact of 
diabetes and cardiovascular disease give focus to the needs of aņƻǊƛΦ  ¢Ƙƛǎ ǿƛƭƭ ƛƴŎƭǳŘŜ ǊŜǾƛŜǿƛƴƎ ǘƘŜ ǇǊƻǇƻǊǘƛƻƴ ƻŦ aņƻǊƛ ǿƘƻ ƘŀǾŜ ƘŀŘ ǘƘŜƛǊ /±5 Ǌƛǎƪ ŀǎǎŜǎǎŜŘ ƛƴ ǘƘŜ ƭŀǎǘ ŦƛǾŜ ȅŜŀǊǎΣ ǿƘƻ have 
had their free annual diabetes check and who have an HbA1c of equal to or less than 8%. 
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3.1.2 Regional priorities 
!ǎ ǿŜƭƭ ŀǎ ŘŜƭƛǾŜǊƛƴƎ ƻƴ ǘƘŜ aƛƴƛǎǘŜǊΩǎ expectations, priorities and targets, the DHB is also committed 
to working regionally to deliver on the RSP. 
 
The Wairarapa DHB is sponsoring work within the Central Region on the Central Region Information 
Services Plan (CRISP) and on Transport and Accommodation as two of the many regional priorities in 
the Central wŜƎƛƻƴŀƭ {ŜǊǾƛŎŜ tƭŀƴ όw{tύΦ  DƛǾŜƴ ǘƘŜ 5I.Ωǎ ƭŜŀŘ ǊƻƭŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ /wL{t ŀƴŘ ¢ǊŀƴǎǇƻǊǘ 
and Accommodation, these two projects are described in more detail in the tables below.  
 
The many other regional priorities identified in the RSP which the Wairarapa DHB will have input into 
in 2011/12, but is not directly responsible for leading or sponsoring, are summarised in Section 2.2.2.   
 

Regional priority: Transport and Accommodation 

We will lead/sponsor the 
initiatives/activities and actions that 

form part of our RSP  

We expect these actions will support 
improved performance in the following 

ways  
To deliver  

Measured by 
 

 
In support of 

system 
outcomes 

Address issues relating to patient 
transport (both road and air 
ambulance and both emergency 
retrieval and hospital transfers) 
identified in the Acute Care in 
Provincial Hospitals project. 
 
 
Consider improved travel and 
accommodation arrangements for 
those specialists that will need to 
travel to provide visiting/outreach 
services where the use of 
telemedicine technology is not 
appropriate. 
 
 
Actively participate in any national 
work on Transport and 
Accommodation. 
 
 
Advocate for national investment in 
telemedicine infrastructure. 

A co-ordinated regional system of 
transport and accommodation to support 
ŀƴŘ ƳƻǾŜ ŎƻƴǎǳƳŜǊǎΣ ǿƘņƴŀǳ ŀƴŘ ǎǘŀŦŦ 
around the region in response to their 
needs. 
 
Future models of acute care: 
 

 are expected to reduce patient travel 
overall through use of telemedicine; 
shifting of services to primary care 
settings; and visiting specialist clinics 

 

 may increase the need for a relatively 
small number of patients with high 
needs to travel between hospitals. 

 
Telemedicine and telehealth technology 
supports the delivery of care closer to/in 
the patients home avoiding the need for 
travel. 

Patients are 
transferred in 
a safe, timely 
and 
appropriate 
manner in line 
with their 
health care 
needs.  

Achievement 
of project 
milestones 
detailed in 
RSP. 

Health 
services are 
clinically and 
financially 
sustainable. 
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Regional priority: CRISP  [Subject to approval of a business case] 

We will lead/sponsor the 
initiatives/activities and actions that 

form part of our RSP  

We expect these actions will support 
improved performance in the following 

ways  
To deliver  

Measured by 
 

 
In support of 

system 
outcomes 

Establish a regional clinical IT 
platform (regional Concerto and 
clinical data repositories) as the 
foundation for a common clinical 
portal and shared care record.  
 
 
 
 
Establish regional Picture Archiving 
and Communication System (PACS) 
and a regional PACS archive. 
 
 
 
 
Enable replacement of legacy patient 
administration systems at 
Whanganui, Wairarapa, MidCentral 
and consolidate all DHBs onto one 
platform. 
 
 
 
 
Establish a single regional referrals 
capability and establish a regional e-
referrals platform. 

Fast and convenient access to a regional 
patient record for all primary and 
secondary care clinicians in the Central 
Region: 
 

 greater access to images across the 
region for all clinicians 

 

 clinical and patient administration 
data accessible to all primary and 
secondary clinicians across the Central 
wŜƎƛƻƴ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǘƘŜƛǊ ǇŀǘƛŜƴǘΩǎ 
location 

 

 unified view of patient information 
that supports better clinical decision 
making, improved communication, 
and more integrated management of 
care 

 

 reduce unnecessary and duplicated 
tests 

 

 greater disaster recovery capability 
 
Support patient focused, high quality, 
sustainable and affordable care which 
automates transfer of patients between 
providers making it better, sooner and 
more convenient. 
 

One portal, one 
password, one 
patient record 
through a 
Regional 
Information 
Systems 
platform that 
will meet the 
clinical and 
administrative 
needs of health 
sector 
providers in the 
region. 

Achievement 
of project 
milestones 
detailed in 
CRISP and 
approved by 
the National 
Health IT 
Board. 

Health 
services are 
clinically and 
financially 
sustainable. 

 
3.1.3 Sub-regional priorities 
¢ƘŜ /ŜƴǘǊŀƭ wŜƎƛƻƴΩǎ w{t ŀƭǎƻ ŘŜǘŀƛƭǎ ŀ ƴǳƳōŜǊ ƻŦ ǎǳō-regional priorities.  The sub-regional priorities 
which the Wairarapa DHB will contribute to, but is not directly responsible for leading or sponsoring 
in 2011/12, are summarised in Section 2.2.2.1. 
 
As part of the RSP, the Wairarapa DHB has responsibility for sponsoring sub-regional activity to 
develop a sustainable clinical services plan (the άThree DHB Health Services Development 
ProgrammeέύΦ 
 
The Clinical Leaders and Boards of the three DHBs (Capital and Coast, Hutt Valley and Wairarapa) 
have committed to developing the Three DHB Health Services Development Programme for the 
equitable delivery of clinical services for the sub-regional population that: 
 

 improves service delivery and performance against the seven aspects of quality care (defined 
as accessible, appropriate, provided in continuity, effective, efficient, responsive and safe) 

 meets ǘƘŜ ΨƎǳƛŘƛƴƎ ǇǊƛƴŎƛǇƭŜǎΩ ŀƎǊŜŜŘ ōȅ ǘƘŜ /ƭƛƴƛŎŀƭ [ŜŀŘŜǊǎ DǊƻǳǇΣ ŀƴŘ 

 is within available resources, both workforce and funding (excluding deficit support). 
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The draft plan will be delivered to the three Boards in early 2012. The development process will be 
led by clinicians.  Expert consumers and community representatives will be included in the service 
planning process.   
 
The development of the Three DHB Health Services Development Programme is further detailed in 
the table below.  
 
Sub-regional priority: Three DHB Health Services Development Programme 

We will lead/sponsor the 
initiatives/activities and 
actions that form part of 

our RSP 

We expect these actions will 
support improved 

performance in the following 
ways 

To deliver Measured by 
In support of 

system outcomes 

As sponsor, the DHB will co-
ordinate work within the 
sub-region on the Three 
DHB Health Services 
Development Programme. 
 
 
 
Clinicians from within the 
sub-region will lead 
development of the Three 
DHB Health Services 
Development Programme. 

The plan, when 
implemented, will  
 

 improve equity of access 
 

 reduce demand on 
acute hospital services 

 

 reduce duplicate 
diagnostic testing 

 

 improve care against the 
seven parameters of 
quality 

By June 2012, a plan will 
be signed off by each 
DHB Board that: 
 

 considers all 
specialties and the 
optimal 
configuration of 
services across sites 

 

 defines the services, 
service levels and 
support 
infrastructure for 
clinical service 
requirements, and 
how these will be 
accessed over a 5 ς 
10 year timeframe 

 

 identifies key 
interdependencies 
ǿƛǘƘ Ψƻǳǘ ƻŦ ǎŎƻǇŜΩ 
services and system 
enablers 

The Three DHB 
Health Services 
Development 
Programme is 
approved by 
Clinical Leaders 
and each of the 
three DHB Boards 

Health services 
are clinically and 
financially 
sustainable 

 
3.1.5 DHB local priorities 
¢ƘŜ 5I.Ωǎ ƪŜȅ ǎǘǊŀǘŜƎƛŜǎΣ ¢ƛƘŜƛ ²ŀƛǊŀǊŀǇŀ ŀƴŘ ƻǳǊ /{!tΣ ǿƛƭƭ ƘŜƭǇ ǳǎ ŘŜƭƛǾŜǊ ŀƎŀƛƴǎǘ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ 
IŜŀƭǘƘΩǎ ƪŜȅ ǇǊƛƻǊƛǘƛŜǎ ǎǳŎƘ ŀǎ ōŜǘǘŜǊΣ ǎƻƻƴŜǊΣ ƳƻǊŜ ŎƻƴǾŜƴƛŜƴǘ ƘŜŀƭǘƘ ŎŀǊŜ ŦƻǊ ŀƭƭ bŜǿ ½ŜŀƭŀƴŘŜǊǎΣ 
continued achievement against the six health targets and improved patient care through stronger 
clinical leadership.  Actions from Tihei Wairarapa and our CSAP that will help us achieve the Minister 
ƻŦ IŜŀƭǘƘΩǎ ƪŜȅ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ ǘŀǊƎŜǘǎ ŀǊŜ ƛŘŜƴǘƛŦƛŜŘ ƛƴ ǘƘŜ ǘŀōƭŜǎ ŀōƻǾŜΦ   
 
Implementation of these two key plans will also help us to ensure health services are clinically and 
financially sustainable and potentially help us to reduce and control costs.   
 
As noted in Module Two, another key plan for the DHB is Te Huarahi Oranga, the ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ 
tƘƛǊŘ aņƻǊƛ IŜŀƭǘƘ tƭŀƴΦ  ¢Ƙƛǎ Ǉƭŀƴ ǇǊƻǾƛŘŜǎ ŀ ŦƛǾŜ ȅŜŀǊ ŦǊŀƳŜǿƻǊƪ ŦƻǊ ƛƳǇǊƻǾƛƴƎ aņƻǊƛ ƘŜŀƭǘƘ ƛƴ ǘƘŜ 
Wairarapa. 
 
Actions and measures from Te Huarahi Oranga are woven throughout this Annual Plan.  However, 
for ease of reference, the key actions and measures from Te Huarahi Oranga that are important for 
our Annual Plan have been brought together in the table below. 
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Local priority: Implementation of Te Huarahi Oranga ς aņƻǊƛ IŜŀƭǘƘ tƭŀƴ 

We will undertake these initiatives/activities 
and actions 

We expect these actions will 
support improved performance 

in the following ways 
To deliver Measured by 

In support of 
system outcomes 

Pouaro: Continue to implement the cultural 
competency framework, Te Arawhata Totika: 

 5ŜǾŜƭƻǇ ŀƴŘ ƛƳǇƭŜƳŜƴǘ ŀ aņƻǊƛ ²ƻǊƪŦƻǊŎŜ 
Development Plan that utilises local, regional, 
ŀƴŘ ƴŀǘƛƻƴŀƭ aņƻǊƛ ƘŜŀƭǘƘ ǿƻǊƪŦƻǊŎŜ 
development initiatives. 

 Work with health providers to implement a 
treaty of Waitangi and cultural competence 
training package 

 Develop opportunities for Wairarapa 
knowledge integration within tikanga/best 
practice and cultural competency training 
programmes funded by the DHB. 

 
 
Poutokomanawa: Encourage health providers to 
ŦƻŎǳǎ ƻƴ ǘƘŜ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ƻŦ aņƻǊƛΥ 

 Implement annual practice level plans and 
ǘŀǊƎŜǘǎ ŦƻǊ aņƻǊƛ ƘŜŀƭǘƘ ƛƴŘƛcators, including 
immunisation, screening, CVD and diabetes 

 Develop and implement agreed Tihei 
Wairarapa acute care, long term conditions, 
ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ  ǿƘņƴŀǳ ƻǊŀ ƛƴƛǘƛŀǘƛǾŜǎ 

 
 
Poutuarongo: Support and enable health services 
to be more responsive and ŜŦŦŜŎǘƛǾŜ ŦƻǊ aņƻǊƛΥ 

 Promote collaboration between providers, 
ƛƴŎƭǳŘƛƴƎ aņƻǊƛ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎΦ 

 Develop a tripartite reporting structure using 
ǘƘŜ ǘŀǊƎŜǘǎ ŀƴŘ ƳŜŀǎǳǊŜǎ ƛƴ ǘƘŜ aņƻǊƛ IŜŀƭǘƘ 
Plan 2010-15 

A culturally competent workforce 
will provide accessible and 
appropriate services that meet the 
ƴŜŜŘǎ ƻŦ aņƻǊƛΦ 

 
! ǎǘǊƻƴƎ ŀƴŘ ǎǳǎǘŀƛƴŀōƭŜ aņƻǊƛ 
workforce is employed across 
clinical and non-clinical groups. 
 
.ŜǘǘŜǊ ƳƻƴƛǘƻǊƛƴƎ ƻŦ aņƻǊƛ ƘŜŀƭǘƘ 
outcomes and coordination of 
services will enable targeting of 
services to those who will benefit 
most. 

 
aņƻǊƛ ƳƻŘŜƭǎ ƻŦ ŎŀǊŜ ŀǊŜ 
integrated across health service 
delivery. 
 

aņƻǊƛ ŀŎŎŜǎǎ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ 
earlier, including population 
health screening, early 
intervention programmes and 
primary care services 
 
²Ƙņƴŀǳ ŀǊŜ ǎǳǇǇƻrted to keep 
themselves well, reducing growth 
in demand for acute and planned 
medical services and improving life 

expectancy and quality of life. 

Culturally and 
clinically 
appropriate 
services that: 
 
 
 

 take a targeted 
approach to 
ŀŘǾŀƴŎŜ aņƻǊƛ 
health gains  

 
 

 provide better 
ŎŀǊŜ ŦƻǊ aņƻǊƛ 
when they have 
a long term 
condition or 
mental illness 

 
 
 

 ǎǳǇǇƻǊǘ aņƻǊƛ 
to keep well as 
they age. 

LƳǇǊƻǾƛƴƎ ǘƘŜ aņƻǊƛ ŎƻƴǎǳƳŜǊ ŜȄǇŜǊƛŜƴŎŜ ǘƘǊƻǳƎƘ ŀƴƴǳŀƭ 
quality auditing. 
 
¢ŀƴƎƛōƭŜ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜ Ǝŀƛƴǎ ŦƻǊ aņƻǊƛΥ 

 ҈ aņƻǊƛ Ŝnrolled in a PHO 

 ҈ aņƻǊƛ ǎƳƻƪŜǊǎ ŜƴǊƻƭƭŜŘ ƛƴ ŀ tIh ǊŜŎŜƛǾŜ ŀŘǾƛŎŜ ŀƴŘ 
help to quit 

 ҈ aņƻǊƛ ƘƻǎǇƛǘŀƭƛǎŜŘ ǎƳƻƪŜǊǎ ǊŜŎŜƛǾŜ ŀŘǾƛŎŜ ŀƴŘ ƘŜƭǇ 
to quit 

 ҈ ŜƭƛƎƛōƭŜ aņƻǊƛ ǿƻƳŜƴ ǎŎǊŜŜƴŜŘ ŦƻǊ ōǊŜŀǎǘ ŎŀƴŎŜǊ 

 ҈ ŜƭƛƎƛōƭŜ aņƻǊƛ ǿƻƳŜƴ ǎŎǊŜŜƴŜŘ ŦƻǊ ŎŜǊǾƛŎŀƭ ŎŀƴŎŜǊ 

 ҈ aņƻǊƛ ŜȄclusively breastfed (6 weeks, 6 months ) 

 ҈ aņƻǊƛ ǘǿƻ ȅŜŀǊ ƻƭŘǎ Ŧǳƭƭȅ ƛƳƳǳƴƛǎŜŘ 

 ҈ aņƻǊƛ Ҕ ср ǾŀŎŎƛƴŀǘŜŘ ŀƎŀƛƴǎǘ ƛƴŦƭǳŜƴȊŀ 

 ҈ aņƻǊƛ ŎƘƛƭŘǊŜƴ ŎŀǊƛŜǎ ŦǊŜŜ ŀǘ р 

 !{I ǊŀǘŜǎ ŦƻǊ aņƻǊƛ όл-4, 45-64, 0-74) 

 ҈ aņƻǊƛ ǿƛǘƘ /±5 Ǌƛǎƪ ŀǎǎŜǎǎŜŘ ǿƛǘƘƛƴ ƭŀǎǘ р ȅŜŀǊǎ 

 ҈ aņƻǊƛ ŀǘǘending diabetes annual review (DAR) 

 ҈ aņƻǊƛ ŀǘǘŜƴŘƛƴƎ 5!w ǿƘƻ ƘŀǾŜ ŀ Iō!мŎ ғ у 

 ҈ aņƻǊƛ ǎŜŜƴ ōȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ όл-19, 20-64) 

 ҈ aņƻǊƛ 5b!ǎ ŀǘ ƻǳǘǇŀǘƛŜƴǘ ŎƭƛƴƛŎǎ 

 ҈ aņƻǊƛ  ср ŀŎŎŜǎǎƛƴƎ ǎǳǇǇƻǊǘ ƴŜŜŘǎ ŀǎǎŜǎǎƳŜƴǘ 

 % patients receiving palliative care services who are 
aņƻǊƛ 

 
Strengthened relationships with Te Oranga o Te Iwi Kainga 
aņƻǊƛ !ŘǾƛǎƻǊȅ DƻǾŜǊƴŀƴŎŜ .ƻŀǊŘ ŀƴŘ aņƻǊƛ ǇǊƻǾƛŘŜǊǎ 
through: 

 tangible outcomes gained through partnership to 
advance strategic development 

 collaborative projects which produce positive health 
ƻǳǘŎƻƳŜǎ ŦƻǊ aņƻǊƛ ŎƻƴǎǳƳŜǊǎ 

aņƻǊƛ ŜƴƧƻȅ ǘƘŜ 
same health gains as 
non-aņƻǊƛΦ 
 
 
 
 
 
 
 
 
 
 
aņƻǊƛ in the 
Wairarapa live longer, 
they are healthier and 
more able to live 
independently. 
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4.1 STATEMENT OF FORECAST SERVICE PERFORMANCE  

 
Statement of Forecast Service Performance 
The Statement of Forecast Service Performance (SFSP) describes the classes of outputs the DHB 
plans to fund and provide, the total revenue the DHB is making available to each output class and 
how delivering these outputs will contribute to our key strategic outcomes. 
 
Our SFSP includes four output classes: 

 Prevention Services 

 Early Detection and Management 

 Intensive Assessment and Treatment 

 Rehabilitation and Support 
 
Wairarapa DHB believes the outputs and measures presented in this section provide a good 
representation of the full range of services provided by the DHB.  
 
Prevention Services 
Prevention services are publicly funded services that protect, promote and enhance the health of 
the whole population or identifiable sub-populations.  These services address individual behaviours 
by targeting population wide physical and social environments to influence health and wellbeing.  
Prevention services include: 

 health promotion and education services to ensure that illness is prevented and unequal 
outcomes are reduced 

 statutorily mandated health protection services to protect the public from toxic environmental 
risk and communicable diseases 

 population health protection services such as immunisation and screening services.  
 
In 2011/12, the Wairarapa DHB will allocate $1.970 million to prevention services. 
 
Early Detection and Management Services 
Early detection and management services are delivered by a range of health service providers, 
generally in community settings.  They include: 

 primary health care services 

 child and adolescent oral health 

 ŎƻƳƳǳƴƛǘȅ ŀƴŘ aņƻǊƛ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ 

 pharmacy services 

 community referred testing and diagnostic services  

 community mental health services.  
 
In 2011/12, the Wairarapa DHB will allocate $37.927 million to early detection and management 
services. 
 
Intensive Assessment and Treatment Services 
Intensive assessment and treatment services are delivered by a range of secondary and tertiary 
providers, generally within a hospital setting.  These services are more complex and include:  

 mental health services 

 elective (inpatient/outpatient) services 

 acute (emergency department/inpatient/outpatient) services 

MODULE 4: FORECAST SERVICE PERFORMANCE  
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 maternity services 

 assessment treatment and rehabilitation services 
 

In 2011/12, the Wairarapa DHB will allocate $73.521 million to Intensive Assessment and Treatment 
services. 
 
Rehabilitation and Support 

Rehabilitation and support services are delivered following a needs assessment and service co-
ordination process.  These services include: 

 needs assessment & service coordination 

 palliative care 

 rehabilitation 

 age related residential care beds 

 home based support 

 life long disability 

 respite care 

 day services 
 
In 2011/12, the Wairarapa DHB will allocate $18.616 million to Rehabilitation and Support Services. 
 
Output Classes 
The following tables below describe these four output classes in more detail.  These tables do not 
cover all the services that we fund and deliver under each output class.  Given the wide range and 
diversity of services within each output class, we have focused on those services which are 
particularly important if we are to deliver on local, regional and national expectations, priorities and 
targets identified in Modules Two and Three. 
 
These tables include measures which we will use to evaluate our performance in delivering these 
outputs over 2011/12.  Our intention is to capture data to assess progress against the various 
ǇŜǊŦƻǊƳŀƴŎŜ ƳŜŀǎǳǊŜǎ ŦƻǊ aņƻǊƛ ŀǎ ǿŜƭƭ ŀǎ ƻǳǊ ǘƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴΦ  ¢Ƙƛǎ ǇǊƻƎǊŜǎǎ ǿƛƭƭ ōŜ ǊŜŦƭŜŎǘŜŘ ƛƴ 
our 2011/12 Annual Report.  However, in the following tables, in the interests of being concise, we 
do not always specify targets or outputs by different population groupings18.   Where possible, we 
have included quality and timeliness measures.  However, most of our measures focus on the 
quantity of an output that is delivered given that our ability to meaningfully measure the quality and 
timeliness of services is less well developed. 
 
In the following tables, we also identify how these outputs will contribute to achievement of our 
seven key strategic outcomes identified in Table Two above (see Module Two). 

                                                 
18

 For instance, the table in Module Three, Implementation of Te Huarahi Oranga ς aņƻǊƛ IŜŀƭǘƘ tƭŀƴ ƴƻǘŜǎ ǘƘŀǘ ǿŜ ǿƛƭƭ 
ƳŜŀǎǳǊŜ ǘƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ aņƻǊƛ ǎƳƻƪŜǊǎ ŜƴǊƻƭƭŜŘ ƛƴ ŀ tIhΣ ƻǊ ǿƘƻ ŀǊŜ ƘƻǎǇƛǘŀƭƛȊŜŘΣ ŀƴŘ ǊŜŎeive advice and help to quit.  
The first table in our Statement of Forecast Service Performance notes that we are seeking to provide 95% of smokers with 
quit advice whilst in hospital and 90% of smokers with quit advice when they are seen by the primary care practitioner.  
However, this table does not specifically mention aņƻǊƛ ƎƛǾŜƴ ǘƘŀǘ the same targets apply to aņƻǊƛ ŀǎ ǘƻ ǘƘŜ ǘƻǘŀƭ 
ǇƻǇǳƭŀǘƛƻƴΦ  Lƴ ǘŜǊƳǎ ƻŦ ǘƘŜ ƛƳǇŀŎǘ ƻŦŦŜǊƛƴƎ ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴ ŀŘǾƛŎŜ ƳƛƎƘǘ ƘŀǾŜ ƻƴ ǇŜƻǇƭŜΩǎ ǉǳƛǘ ŀǘǘŜƳǇǘǎ ŀƴŘ ǳƭǘƛƳŀǘŜƭȅΣ 
the incidence of cancer in our population, we will monitor cancer morbidity and mortality rates for our population by 
ethnicity. 
 
¢ƘŜ ǘŀōƭŜ ƛƴ aƻŘǳƭŜ ¢ƘǊŜŜΣ LƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ¢Ŝ IǳŀǊŀƘƛ hǊŀƴƎŀΣ ŀƭǎƻ ƴƻǘŜǎ ǿŜ ǿƛƭƭ ƳŜŀǎǳǊŜ !{I ǊŀǘŜǎ ŦƻǊ aņƻǊƛ ōȅ 
different age groupings.  The fourth table in our Statement of Forecast Service Performance specifically details how we will 
ǎŜŜƪ ǘƻ ǊŜŘǳŎŜ !{I ǊŀǘŜǎ ŦƻǊ aņƻǊƛ ƛƴ нлммκмнΦ  ²Ŝ ƘŀǾŜ ōŜŜƴ ŜȄǇƭƛŎƛǘ ŀōƻǳǘ ǘƘƛǎ ŀǎ aņƻǊƛ !{I ǊŀǘŜǎ ǾŀǊȅ ŦǊƻƳ !{I ǊŀǘŜǎ 
for the rest of the population, hence the need to identify separate targets that are appropriate for the different population 
groupings. 
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Output Class:  Prevention Services              
Output:   Health Promotion and Education Services 

We will undertake these 
initiatives/activities 

And deliver these 
outputs 

Outputs measured by 
That will lead to these 

impacts 
Impacts measured by 

To achieve this 
outcome 

Improve access to smoking cessation 
services in primary care. 
 
Implement a co-ordinated intersectoral 
campaign to promote smokefree living 
for young women, especially those who 
are pregnant or young mothers. 
 
Increase the number of hospital clinical 
staff who have completed ABC 
(cessation) training. 
 
Encourage and ensure local providers 
are promoting breastfeeding, with a 
focus on women experiencing difficulty 
with breastfeeding. 
 
Work with sub-populations that have 
lower breastfeeding rates. 
 
Support primary care providers to 
better identify, assess and refer victims 
of domestic violence and abuse. 
 
Identify at-risk families through 
appropriate and timely screening in 
primary and secondary services. 
 
Build more effective care pathways for 
family violence victims and efficient 
intersectoral collaboration. 

Smoking cessation 
services. 
 
 
 
 
 
 
 
 
 
 
Breastfeeding 
education and 
promotion 
services. 
 
 
 
 
 
 
 
 
 
 
 
Family violence 
intervention 
services. 

Quantity 
90% people receive quit 
advice in primary care 
settings by July 2012. 
 
 
 
95% people receive quit 
advice in hospital settings by 
July 2012. 
 
 
 
 
 
 
 
90% mothers educated in 
breastfeeding 
 
 
 
 
 
 
 
 
 
 

 
 
 
Increase the chance of 
smokers making a quit 
attempt. 
 
 
 
 
 
 
 
 
Improved breastfeeding 
rates in the district. 
 
 
Increased proportion of 
infants exclusively and 
fully breastfed 
 
 
 
 
 
 
 
 
 
A reduction in incidence 
of violence. 

 
 
 
Reduced cancer morbidity and mortality rates (by 

ethnicity) over time
19

. 
 
 
 
 
Breastfeeding rates (by ethnicity): six weeks: 

Baseline 2010 
By July 
2012 

2012/13 2013/14 

67% >74% 78% 82% 

 
Breastfeeding rates (by ethnicity): three months: 

Baseline 
2010 

By 
July 

2012 

2012/13 2012/14 

55% >57% 60% 65% 

 
Breastfeeding rates (by ethnicity): six months: 

Baseline 
By July 
2012 

2012/13 2013/14 

25% >26% 28% 30% 

 
 
 
Audit scores for child and partner abuse (by 
ethnicity): 

Baseline By July 2012 2012/13 2013/14 

140/200 140/200 150/200 160/200 
 

People in the 
Wairarapa live 
longer, they are 
healthier and more 
able to live 
independently. 
 
 
 
 
 
 
 
 
Children in the 
Wairarapa are safe 
and healthy. 
 

 

 

                                                 
19

 Cancer morbidity and mortality rates are available from national collections, but not on a quarterly basis. 
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Output Class:  Prevention Services  
Output:   Immunisation Services 

We will undertake these 
initiatives/activities 

And deliver these 
outputs 

Outputs measured by 
That will lead to these 

impacts 
Impacts measured by To achieve this outcome 

Fund a range of providers to 
deliver immunisation 
services. 
 
 
Fund outreach 
immunisation services. 
 
 
Ensure immunisation 
providers operate recall 
systems. 
 
 

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

Quantity 
Immunisation: % two year olds fully 
vaccinated: 

Baseline (Dec 2010) 2011/12 

92% 95% 

 
 
LƳƳǳƴƛǎŀǘƛƻƴΥ ҈ aņƻǊƛ н ȅŜŀǊ ƻƭŘǎ Ŧǳƭƭȅ 
vaccinated 


aseline (Dec 2010) 2011/12 

98% 95% 

 
 
Immunisation: Over 65 year olds flu 
vaccinated: 

Baseline (Dec 2010) 2011/12 

66% 67% 
 

Reduced incidence of 
vaccine preventable 
diseases among children. 
 
 
 
Reduced hospital 
admissions among older 
adults for flu related 
illnesses. 

There are no cases of measles 
and meningitis among children 

living in the Wairarapa 
20

. 

 
 
 
 
Minimise the number of 
hospital admissions for 
influenza (H1N1) among 
people aged 65 and over. 
 

Children in the Wairarapa  
are safe and healthy 
 
 
 
 
 
People in the Wairarapa 
live longer, they are 
healthier and more able to 
live independently. 

 

  

                                                 
20 Measles and meningitis are notifiable diseases and the Institute of Environmental Science and Research (ESR) must be notified about all cases.  ESR then records any cases on EpiSurv, the national notifiable disease 
database. 
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Output Class:  Early Detection and Management    
Output:   Population Based Screening Programmes 

We will undertake these 
initiatives/activities 

And deliver these 
outputs 

Outputs measured by That will lead to these impacts Impacts measured by 
To achieve this 

outcome 

Monitor breast
21

 and cervical 

screening status of eligible 
women at a practice level. 
 
 
 
Co-ordinate community chid 
health services, including Well 
Child services and B4 School 
checks. 
 
 
Maintain effective recall systems 
across the PHO. 
 
 
 
 
Co-ordinate outreach services for 
high needs women and children. 

Cervical screening 
services 
 
 
 
 
 
 
 
B4 School Checks 

Quantity 
Cervical screening: % high needs women 
aged 20-69 screened in last 3 years: 

Baseline (June 
2010) 

2011/12 

72% 74% 

 
 
B4 School Checks: % of four year olds having 
checks before they turn 5: 

Baseline (June 
2010) 

2011/12 

90% 90% 

 
 
B4 School Checks: % of high needs four year 
olds having checks before they turn 5: 

Baseline (June 
2010) 

2011/12 

85% 90% 
 

 
 
Reduced impact and mortality 
from cervical cancer due to early 
detection. 
 
 
 
 
 
Early detection and treatment of 
health and development issues 
ǿƘƛŎƘ ǿƛƭƭ ƛƳǇŀŎǘ ƻƴ ŀ ŎƘƛƭŘΩǎ 
learning. 
 
 
 
 

Reduced cancer morbidity and 
mortality rates (by ethnicity) over 

time
22

. 
 

People in the Wairarapa 
live longer, they are 
healthier and more able 
to live independently. 

                                                 
21

 Breast screening services are delivered to our population by BreastScreen Central, a regional service funded directly by the Ministry of Health which is based in the Hutt Valley.  BreastScreen Central shares 
information about those women who are due for screening and the results of screening with local practices. 

  
22

 Cancer morbidity and mortality rates are available from national collections, but not on a quarterly basis. 
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Output Class: Early Detection and Management   
Output:       Primary Health Care Services 

We will undertake these 
initiatives/activities 

Deliver these 
outputs 

Outputs measured by 
That will lead to 
these impacts 

Impacts measured by 
Toward 

delivering these 
outcomes 

Implement Tihei Wairarapa  initiatives 
including: 
Á development of an IFHN and IFHC 

(subject to agreement from key 
stakeholders) 

Á improved acute care initiatives 
 
 
 
 
 
 
 
 
 
Implement a Guided Care model that provides 
integrated care for older people and patients 
with long term conditions. 

Primary health 
care services 

Quantity consultation rates per 
enrolled population: 

Baseline 
(2010) 

2011/12 

4.6 4.6 

 
 
 
 
 
 
 
Quality  ratio of high needs consults 
to total population consults: 

Baseline 
(2010) 

2011/12 

1.05 1.08 

 
 
 

Early detection and 
reduced impact of 
disease. 
 
 
 
 
 
Better management of 
long term conditions 
in the community. 
 
 
 
 
Reducing growth in 
demand for acute and 
planned medical 
services. 

wŜŘǳŎŜŘ !ǾƻƛŘŀōƭŜ IƻǎǇƛǘŀƭ !ŘƳƛǎǎƛƻƴǎΥ aņƻǊƛΥ 

Age Ratio at 
Sept 10 

2011/12 2012/13 2013/14 

0-4 102 101 100 99 

4-6 93 <95 <95 <95 

0-74 114 111 108 106 

 
Reduced Avoidable Hospital Admissions: Other 

Age Ratio at 
Sept 10 

2011/12 2012/13 2013/14 

0-4 99 98 96 <95 

45-64 113 110 107 105 

0-74 114 111 108 106 

 
Reduced number of non-admitted triage 4 and 5 ED self presentations: 

Baseline 
(2009/10) 

Forecast 
(2010/11) 

2011/12 2012/13 2013/14 

8,304 8,846 6,644 5,814 5,814 

 
Increased number of people having diabetes annual reviews  

 Est. # 
People 
with 
Diabetes 

Target # 
People for 
checks in 
2011/12 

Target % 
for 
2011/12 
 

Target % 
for 
2012/13 

Target % 
for 
2013/14 

Mäori 289 211 73% 75% 77% 

Pacific 53  N/A N/A N/A 

Other 1667 1284 77% 78% 79% 

Total 2009 1647 77% 77% 78% 

 
Increased percentage of people with satisfactorily controlled diabetes 

 Actual Result 
% for 2010 

Target % for 
2011/12 

Target % 
for 2012/13 

Target % for 
2013/14 

Mäori 63% 72% 74% 76% 

Pacific 67% N/A N/A N/A 

Other 77% 80% 80% 80% 

Total 75% 78% 78% 79% 

 
Increased percentage of people checked for cardio-vascular risk 

 
Results to 
31/12/10 

Target % for 
2011/12 

Target % 
for 2012/13 

Target % for 
2013/14 

Mäori 74% 75% 77% 79% 

Pacific 66% N/A N/A N/A 

Other 81% 82% 83% 84% 

Total 80% 80% 80% 81% 
 

People in the 
Wairarapa live 
longer, they are 
healthier and more 
able to live 
independently. 
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Output Class:  Early Detection and Management   
Output:        Pharmacy Services 

We will undertake these 
initiatives/activities 

Deliver these outputs Outputs measured by 
That will lead to these 

impacts 
Impacts measured by 

Toward delivering these  
outcomes 

Continue to provide the 
Structured Pharmacy Care 
ǎŜǊǾƛŎŜ όά{ȅƴŎƘǊƻƴƛǎŀǘƛƻƴέύ ǘƻ 
assist people to manage their 
medicines.  
 
 
Continue to provide the 
Optimed service within the 
Wairarapa . 
 
 
Continue with the bulk funding 
pilot of community pharmacy.  
 
 
 

Community and Hospital 
Pharmacy Services 

Quantity  
Number of people enrolled in 
the Structured Pharmacist Care 
Service. 
 
 
 
 
 
 
 

Improved medication 
adherence. 
 
 
Reduced drug wastage. 
 
 
Improved patient 
wellbeing. 
 
 
Improved quality of 
prescribing. 
 
 
Capped pharmaceutical 
expenditure for the DHB 
 
 
Improved patient 
medication management 
and information.  

The change in spending on dispensing 
and pharmaceuticals (as a percentage 
and total) in the pharmacies that are 
piloting bulk funding. 
 

Health services are 
clinically and financially 
sustainable. 
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Output Class:  Early Detection and Management   
Output:        Oral Health Services 

We will undertake these 
initiatives/activities 

Deliver these 
outputs 

Outputs measured by 
That will lead to 
these impacts 

Impacts measured by 
 

Toward delivering 
these  outcomes 

Provide advice to parents about how to 
Ƴŀƛƴǘŀƛƴ ŀƴŘ ƛƳǇǊƻǾŜ ŎƘƛƭŘǊŜƴΩǎ ƻǊŀƭ 
health. 
 
Encourage parents to enrol children in 
school dental services at an early age. 
 
Continue to grow the proportion of 
preschool children who have an oral 
examination.  
 
Ensure dental service providers operate 
effective recall systems: 

 oral examination of school children 
up to Year 8 and enrolled 
adolescents within the appropriate 
recall times. 

 
Increase utilisation of the oral health 
mobile clinics 
 
Maintain the high level of enrolment of 
adolescents in adolescent oral health 
service.  
 
Maintain the level of access to 
emergency relief of pain dental services 
for low income adults. 
 
Refer people to other DHBs for 
specialist oral health treatments as 
required.  
 
Develop an oral health service fixed 
clinic accommodating 2-3 fixed chairs. 

Oral health services 

Quantity 
Children under five enrolled in DHB 
funded dental services: 

 Baseline 2011/12 

aņƻǊƛ 525 646 

Pacific 44 68 

Other 1,261 1,416 

Total 1,830 2,130 

 
 
 Children examined at age five: 

 
aseline 2011/12 

aņ
ri 122 130 

Pacific 10 15 

Other 326 350 

Total 461 495 

 
 
Children examined at Year 8: 

 Baseline 2011/12 

aņƻǊƛ 76 80 

Pacific 10 10 

Other 365 390 

Total 453 480 

 
 
Number of adolescents examined: 

 Baseline 2011/12 

Total 2,064 2,100 
 

Children are 
proactively 
managed so 
they do not 
develop caries. 
 
 
 
 
 
 
 
 
 
Early caries 
among children 
and adolescents 
is stopped 
before damage 
to teeth occurs. 

Percentage of children caries free at age 5: 

Baseline 2011/12 2012/13 2013/14 

59% 65% 68% 70% 

 
 
 
 
 
 
 
Mean   decayed, missing or filled (DMFT) 
permanent teeth at Year 8: 

Baseline 2011/12 2012/13 2013/14 

1.29  1.10 1.07 1.05 
 

People in the 
Wairarapa live 
longer, they are 
healthier and 
more able to live 
independently. 
 
 
 
 
 
 
Children in the 
Wairarapa are 
safe and healthy. 
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Output Class:  Early Detection and Management   
Output:        Mental Health 

We will undertake 
these 

initiatives/activities 

Deliver these 
outputs 

Outputs measured by 
That will lead to these 

impacts 
Impacts measured by 

Toward delivering 
these  outcomes 

Mental health 
clinicians operate as 
part of the integrated 
family health 
network (IFHN). 
 
 
Provide training to 
mental health staff 
on attempted suicide 
(AS) and intentional 
self harm (ISH). 
 
 
Primary health 
follow-up people 
post discharge who 
have presented to ED 
for AS and ISH. 
 
 
Adopt national best 
practice guidelines 
across all community 
based mental health 
services [i.e. Co-
Existing Problems 
(CEP) Guidelines]. 

Non-crisis 
mental health 
assessment, 
treatment, 
monitoring, 
consult and 
liaison 
services. 
 

Quality  
Number of people with a 
mental illness assessed and 
treated in the IFHN 
 
 
 
 
 
 
 

Quantity Percentage of 
clinicians who have 
completed CEP, AS and ISH 
training.  

Earlier identification and 
management of mental 
illness reduces the impact 
it has on the service 
ǳǎŜǊΩǎ ƭƛŦŜΦ 
 
 
 
 
 
Decrease in ED 
presentations for 
attempted suicide. 
 
 
 
 
 
 
Reduced suicide rates 

Increased access rates across all community based mental health 
services: 

Age 
Group 

Baseline  
2009/10 

2011/12 2012/13 2013/14 

0 - 19 2.1 3.7 4.0 4.2 

20- 64 2.7 4.0 4.2 4.5 

65 + 0.6 1.5 1.8 2.0 

 
 
 
 
Reduced ED presentations for attempted suicide: 

Baseline  
2010 

2011/12 2012/13 2013/14 

11 <11 <10 <9 

 
 

Improve quality of life 
for people with 
mental illness and 
addiction and their 
ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳ 
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Output Class:  Intensive Assessment and Treatment   
Output:                Mental Health 

We will undertake these 
initiatives/activities 

Deliver these outputs Outputs measured by 
That will lead to these 

impacts 
Impacts measured by 

Toward delivering 
these  outcomes 

Provide specialist mental 
health assessment and 
treatment services in both 
primary and secondary care 
settings, working regionally 
where appropriate. 
 
 
 
 
Fund regional and sub-
regional mental health 
services. 
 
Provide specialist advice, 
consultation and support to 
clinicians working in the 
IFHN. 
 
 
30 patients with enduring 
needs are  transitioned to GP 
led care. 
 

Intensive mental health 
assessment and treatment 
services. 
 

Quantity  
Number of admissions to inpatient 
mental health services. 
 
 
 
 
Average Length of Stay (ALOS) for 
inpatient mental health services. 
 
 
 
Quality 
Percentage of long term clients who 
have up-to -date Relapse Prevention 
Plans: 

 
Baseline 
2009/10 

Target 
2011/12 

Total 96% 97% 

aņƻǊƛ 91% 95% 

 
 
Number of enduring needs patients 
managed in primary care 

 
High quality care available to 
acute patients and those in 
crisis.  
 
 
Fewer crisis presentations as 
more people are cared for 
earlier. 
 
 
Reduce the impact of crisis 
or acute episodes of 
unwellness. 
 
 
Greater proportion of clients 
with enduring needs and/or 
co-morbidity have physical 
and mental health needs 
met through GP led care. 
 

 
 
 
 
 
 
Reduced admission rates to 
inpatient mental health 
services measured by the 
number of mental health 
consumers admitted to 
inpatient facilities over the 
number of registered 
mental health consumers. 
 
 
 
 
 
Reduced ALOS for inpatient 
mental health services. 
 
 
 
 
 
 

Improve quality of 
life for people with 
mental illness and 
addiction and their 
ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳΦ 
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Output Class:  Intensive Assessment and Treatment   
Output:                Elective (Inpatient and Outpatient) Services 

We will undertake these initiatives/activities 
Deliver these 

outputs 
Outputs measured by 

That will lead to these 
impacts 

Impacts measured by 
 

Toward delivering 
these  outcomes 

Allocate Electives Initiative funding to support required levels of 
elective surgery to deliver to the electives health target. 

 
Support required levels of surgical First Specialist Assessments 
 
Improve access to diagnostics and specialist assessment  

 
Reduce waiting times for people requiring elective surgery 
ensuring patients are seen within 6 months and once offered 
treatment it is provided within 6 months as per the elective 
services performance indicator requirements. 
 

Improve monitoring and management of local delivery through 
establishment of a centralised referral system for all domiciled 
patients. 
 

Upgrade eReferrals forms and support new management 
pathways between community providers and the hospital. 
 

Develop a centralised referral repository to record all referrals 
from the Wairarapa to other DHBs. 
  
Reduce the average length of stay (ALOS) for elective and 
arranged inpatients. 
 

Increase the proportion of elective and arranged surgery done on 
a day basis. 
 

Provide more elective and arranged surgery on the day that 
people are admitted (DOSA). 
 

Reduce medical and paediatric outpatient volumes in the hospital 

setting. 
 

Collaborative Approach between primary care (Whaiora) and the 
5I. ǘƻ ŀŘŘǊŜǎǎ ƘƛƎƘ aņƻǊƛ ŘƛŘ ƴƻǘ ŀǘǘŜƴŘ ό5b!ύ ǊŀǘŜǎΦ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Elective 
services 

Quantity 
Number of elective surgical 
discharges (by ethnicity

23
): 

Baseline 2011/12 

1,841 1,841 

 
 
 
Timeliness 
Optimise ALOS for elective and 
arranged inpatients (days): 

Baseline 2011/12 

3.92 3.6 

 
Optimise standardised day surgery 
rate: elective and arranged: 

Baseline 2011/12 

62% 62% 

 
Optimise DOSA: 

Baseline 2011/12 

95% 95% 

 
 
Quality Reduce % of Maori 
outpatient DNAs: 

Baseline 2011/12 

7.5% 6.5% 
 

 
 
 
 
 
 
 
 
 
 
 
 
Maintain access to 
elective services and 
achieve electives health 
targets. 
 

 
 
 
 
 
 
 
 
 
 
 
 
Compliance with Ministry of 
Health electives waiting time 
targets. 
 

People in the 
Wairarapa live 
longer, they are 
healthier and more 
able to live 
independently. 
 
 
 
 
 
 
 
Health services are 
clinically and 
financially 
sustainable. 

  

                                                 
23

 ¢ƘŜ 5I.Ωǎ IƻǎǇƛǘŀƭ !ŘǾƛǎƻǊȅ /ƻƳƳƛǘǘŜŜ ǿƛƭƭ ƳƻƴƛǘƻǊ ŀƴŘ ǊŜǾƛŜǿ ǘƘŜ ƴǳƳōŜǊ ƻŦ ǎǳǊƎƛŎŀƭ ŘƛǎŎƘŀǊƎŜǎ ōȅ ŜǘƘƴƛŎƛǘȅ ŀǘ ǘƻ ŀǎǎŜǎǎ ǿƘŜǘƘŜǊ aņƻǊƛ ƘŀǾŜ ŀǇǇǊƻǇǊƛŀǘŜ ƭŜǾŜƭǎ ƻŦ ŀŎŎŜǎǎ ǘƻ elective 
surgery based on the level of need within our community. 
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Output Class: Intensive Assessment and Treatment   
Output:                Acute (Emergency Department/Inpatient/Outpatient) Services 

We will undertake these 
initiatives/activities 

Deliver these 
outputs 

Outputs measured by 
That will lead to 
these impacts 

Impacts measured by 
 

Toward delivering these  
outcomes 

As part of Tihei Wairarapa , 
hospital clinicians work with 
primary care clinicians to 
better manage people with 
acute conditions in 

community settings. 
 
 

Optimise use of theatres, 
wards and ED through 
initiatives such as The 
Productive Ward ς 

Releasing Time to Care. 
 

Implement advanced care 
planning. 
 

Monitor and review 
άŦǊŜǉǳŜƴǘ ŦƭƛŜǊǎέ ƛƴ 95Φ 
 

Improve hospital processes 
including bed management 
and discharge planning to 
alleviate bed blockage. 
 

5I.Ωǎ /ƭƛƴƛŎŀƭ .ƻŀǊŘ 
continues to oversee and 
review clinical quality 
systems, safety and clinical 
practice (e.g. good 
infection prevention and 
control). 
 

Run consumer focus 
workshops to inform 
cultural competency and 
safety training that might 
be required within the 
hospital. 

Acute  services 
 
 
 
 
 

Quantity24 
Number of ED attendances: 

Baseline 
2009/10 

Forecast  
2010/11 

2011/12 

19,518 20,500 18,500 

 
Number of acute hospital discharges: 

Baseline 
2009/10 

Forecast  
2010/11 

2011/12 

2,857 3,200 3,100 

 
Timeliness 
% of admitted patients discharged or 
transferred from ED within six hours (by 
ethnicity): 

Baseline 2011/12 

95% 95% 
 

Average Length of Stay (ALOS) for acute 
inpatients 
 

Theatre utilisation 
 
Quality 
Number of acute readmissions 
 
Number of: 

 Wairarapa  Hospital acquired blood 
stream infections (BSI) 

 inpatient falls 

 surgical site infections relative to total 
clean orthopaedic procedures  

Decreased 
ambulatory 
sensitive 
όάŀǾƻƛŘŀōƭŜέύ 
hospital admissions 
(ASH) through 
effective primary 
care and ED 
intervention. 
 
 
 
 
 
 
 
 
Improved efficiency 
of clinical services  
 
 
 
 
 
 
 
 
Improve the quality 
of hospital clinical 
services by 
minimising the 
number of acquired 
BSI, falls and surgical 
site infections 

Reduced ASH (by ethnicity)
25

 
 
 
Optimise ALOS for acute inpatients (days): 

Baseline 2011/12 2012/13 2013/14 

3.81 3.81 3.81 3.81 

 
Maximise theatre utilisation (resourced 
hours): 

Baseline 2011/12 2012/13 2013/14 

85% 85% 85% 85% 

 
Minimise acute readmission rate (readmitted 
within 28 days): 

Baseline 2011/12 2012/13 2013/14 

8.81 8.81 8.81 8.81 

 
Minimise acquired BSI (per quarter): 

Baseline 2011/12 2012/13 2013/14 

3.5 < 3.5 < 3.5 < 3.5 

 
Minimise inpatient falls (per annum): 

Baseline 2011/12 2012/13 2013/14 

115 < 115 < 115 < 115 

 
Minimise surgical site infections  (per annum): 

Baseline 2011/12 2012/13 2013/14 

25 < 25 <2 5 < 25 
 

People in the Wairarapa live 
longer, they are healthier and 
more able to live 
independently. 
 
 
 
 
 
 
 
 
 
 
 
Health services are clinically 
and financially sustainable. 

  

                                                 
24

 ¢ƘŜ 5I.Ωǎ IƻǎǇƛǘŀƭ !ŘǾƛǎƻǊȅ /ƻƳƳƛǘǘŜŜ ǿƛƭƭ ƳƻƴƛǘƻǊ ŀƴŘ ǊŜǾƛŜǿ ǘƘŜ ƴǳƳōŜǊ ƻŦ 95 ŀǘǘŜƴŘŀƴŎŜǎ ŀƴŘ ŀŎǳǘŜ ƘƻǎǇƛǘŀƭ ŘƛǎŎƘŀǊƎŜǎ ōȅ Ŝthnicity. 
25

 See Output Class Early Detection and Management: Primary Health Care Services for detail about ASH admissions by ethnicity. 
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Output Class:   Rehabilitation and Support Services 
Output:   Home Based Support 

We will undertake these 
initiatives/activities 

And deliver 
these 

outputs 
Outputs measured by 

That will lead to these 
impacts 

Impacts measured by To achieve this outcome 

Use the InterRAI tool to 
ensure people who need 
home based support services 
receive them in a timely way. 
 
 
Give those with complex 
needs priority access to 
home support services. 
 
 
Provide timely access to 
support services for older 
people with complex health 
problems. 
 
 
Provide a range of home and 
community care and support 
services which meet the 
assessed needs of people 
impaired by their health or 
disability condition. 
 
 

Home 
based 
support 
services. 

Quantity 
Total number of home based 
support service hours: 

Baseline 2011/12 

92,468 94,64526 

 
 
Quality 
Ratio of complaints to 
compliments about the quality of 
DHB home based support 
services. 
 
 
 
Timeliness 
Timeliness of those patients 
assessed as eligible for funded 
services from the time of routine 
referral to the time of service 
being authorised.  

Baseline 2011/12 

New Measure 
100% with 42 
working days 

 

 
Older people with 
complex needs able to 
remain living in their 
home for longer. 

 
Proportion of people 85 and over who area 
assessed as having high/very high support needs: 

Baseline 2011/12 2012/13 2013/14 

26% 24% 23% 22% 

 
 
 
Proportion of people assessed as eligible for 
residential care that choose to remain living at 
home with assistance from home based support 
service providers.  

People in the Wairarapa 
live longer, they are 
healthier and more able to 
live independently. 

 
 
 
 
Improve quality of life for 
people with disabilities 
and their family or 
ǿƘņƴŀǳΦ 

 
  

                                                 
26

 This figure is based on forecast demographic growth.  It is therefore not an aspirational target that the DHB is seeking to achieve. 
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Output Class:  Rehabilitation and Support Services 
Output:    Age Related Residential Care 

We will undertake these 
initiatives/activities 

And deliver these 
outputs 

Outputs measured by 
That will lead to these 

impacts 
Impacts measured by To achieve this outcome 

Ensure access to subsidised beds 
is based on assessed need. 
 
Assist aged residential care (ARC) 
providers to provide high  quality 
residential care: 
 

 Clinical Nurse Specialist 
assessment, advice and 
education in residential 
care. 

 

 Implement Medtech in ARC 
facilities to enable 
integration with primary 
care information systems  

 

 Agree corrective action 
plans with ARC providers 
following certification 
audits and monitor 
progress accordingly 

 

 Offer ARC providers 
cultural competency 
training in 2011/12 

 

Residential care 
services 

Quantity 
Total number of subsidised 
aged residential care bed 
days: 

Baseline 2011/12 

136,875 140,09727 

 
 
 
Quality 
Percentage of ARC providers 
who have one or more high 
risk corrective actions 
identified in their quality 
assurance audits. 

 
 
 
 
Timeliness 
Corrective actions 
completed within agreed 
timeframes. 
 

 
Confidence in quality of 
service provision and 
quality improvement 
systems 
 

Reduced number of complaints received 
about care in ARC facilities: 

Baseline 2011/12 2012/13 2013/14 

12 8 7 6 

 
 

Improve quality of life for 
people with disabilities and 
ǘƘŜƛǊ ŦŀƳƛƭȅ ƻǊ ǿƘņƴŀǳΦ 

 
  

                                                 
27

 This figure is based on forecast demographic growth.  It is therefore not an aspirational target that the DHB is seeking to achieve. 
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Output Class:  Rehabilitation and Support Services 
Output:    Respite Care 

We will undertake these 
initiatives/activities 

And deliver these 
outputs 

Outputs measured by 
That will lead to 
these impacts 

Impacts measured by To achieve this outcome 

Ensure allocation of respite 
care is based on assessed 
need of the older person 
and their carer. 
 
Ensure access to respite 
care to support carers and 
ensure respite care services 
are funded to appropriate 
levels. 
 
Assist residential care 
providers to provide high  
quality respite care through: 

 professional support 

 education 

 Applying a model of 
care that maintains or 
improves functional 
independence 

 
 
 

Respite care 
services 

Quantity 
Total number of respite care 
bed days: 

Baseline 2011/12 

1,261 1,29128 

 
 
Quality 
Number of complaints 
escalated to the DHB about 
the quality of respite care. 
 
 
Timeliness 
Number of complaints 
received about carers not 
being able to access respite 
care in a timely way. 
 

Carers are satisfied 
with standard of, 
and levels of 
access to, respite 
care provided. 

 
 
 
 

Reduced number of complaints received about 
respite care: 

Baseline 2011/12 2012/13 2013/14 

1 0 0 0 

 
 

People in the Wairarapa 
live longer, they are 
healthier and more able 
to live independently. 

 
 
 
 
 
Improve quality of life for 
people with disabilities 
and their family or 
ǿƘņƴŀǳΦ 

 

                                                 
28

 This figure is based on forecast demographic growth.  It is therefore not an aspirational target that the DHB is seeking to achieve. 
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5.1 FUNDER ARM  
¢ƘŜ ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ tƭŀƴƴƛƴƎ ŀƴŘ CǳƴŘƛƴƎ !ǊƳ όŎƻƳƳƻƴƭȅ ŎŀƭƭŜŘ ǘƘŜ CǳƴŘŜǊύ ƛǎ ŀ ǎƳŀƭƭΣ ǿŜƭƭ 
functioning group with expertise in a number of areas and strong relationships with the 
ŎƻƳƳǳƴƛǘȅΣ ƻǘƘŜǊ 5I.ǎ ŀƴŘ ǘƘŜ /ŜƴǘǊŀƭ ǊŜƎƛƻƴΩǎ ǎƘŀǊŜŘ ǎŜǊǾƛŎŜ ŀƎŜƴŎȅΣ ¢!{ ό/Ŝntral Region 
Technical Advisory Service).   
 
The Funder is responsible for co-ordinating the strategic planning for the organisation 
including key accountability documents such as the AP and more recently, development of the 
RSP, both new requirements under the Public Health and Disability Amendment Act 2010. 
 
The Funder through regular assessment of the health needs of the community identifies the 
need for health and disability services in our region to inform the development of plans, 
ensures that the Wairarapa community is included in the planning that we do and ensures 
that any advice it provides the Board aligns with the national strategies and Government 
policy.  
 
The Funder is also responsible for planning, funding, contracting, monitoring and evaluating 
service delivery, including audits, for the following services: 
 

 primary care including general practice and pharmacy services  

 hospital and specialist services 

 mental health services 

 support services for people with age related disability (including residential services)  

 aņƻǊƛ ƘŜŀƭǘƘ 

 other personal health services 

 services purchased out of the region through inter district flows (IDFs). 
 
5.1.1 Service Planning 
As part of its role, the Funder considers the strategic environment in which the DHB operates.  
This operating envƛǊƻƴƳŜƴǘ ƛƴŦƻǊƳǎ ǘƘŜ 5I.Ωǎ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ƛǘǎ !ƴƴǳŀƭ tƭŀƴ ό!tύΣ 
development of which is led by the Planning and Funding Arm.  The Funder ensures the AP 
reflects and aligns with regional activity and DHB strategic priorities and plans as well as with 
Government priorities.  

The Funder then purchases the services (the outputs) needed to achieve the outcomes that 
the DHB has identified.  The Funder then works with and monitors providers to ensure they 
deliver outputs that have been purchased and that they deliver against the targets that have 
ōŜŜƴ ǎŜǘ ǘƻ ƳƻǾŜ ǘƻǿŀǊŘǎ ǘƘŜ 5I.Ωǎ Ǿƛǎƛƻƴ ƻŦ ²Ŝƭƭ ²ŀƛǊŀǊŀǇŀΦ  

This planning cycle is outlined diagrammatically below: 

 

 

 

 

 

 

 

MODULE 5: STEWARDSHIP 
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Funder Arm Contracting Cycle
29

 

 

 
5.1.2  Ensuring Value for Money 

 As well as ensuring that it purchases the appropriate level of service, the Funder is also 
responsible for ensuring services are provided in a cost effective manner and that they 
represent value for money. 
 
The Funder achieves this through regular review of contracted providers, monitoring their 
performance and delivery of outputs in accordance with the funding provided.  This includes 
ōŜƴŎƘƳŀǊƪƛƴƎ ǇǊƻǾƛŘŜǊǎΩ ǇŜǊŦƻǊƳŀƴŎŜ ŀƎŀƛƴǎǘ ƻǘƘŜǊ ǇǊƻǾƛŘŜǊǎ ǿƘŜǊŜ ǘƘƛǎ ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ 
available.  The Funder also contributes to national contract discussions for services such as 
pharmacy, aged residential care and primary care to ensure that future service provision is 
within the 5I.Ωǎ ŦǳǘǳǊŜ ŦǳƴŘƛƴƎ ǇŀǘƘΦ   
 
DƛǾŜƴ ǘƘŜ 5I.Ωǎ ŎǳǊǊŜƴǘ ƻǇŜǊŀǘƛƴƎ ŜƴǾƛǊƻƴƳŜƴǘΣ ǘƘŜ CǳƴŘŜǊ ǿƛƭƭ ōŜ ǊŜǾƛŜǿƛƴƎ ŀ ǿƛŘŜ ǊŀƴƎŜ ƻŦ 
contracts that are up for renewal in June 2011.  This includes for the 2011/12 year, a number 
of NGO contracts.  The DHB has been in discussion with NGO providers about the CSAP, the 
DHBs Triple Aim objectives and Tihei Wairarapa and has challenged providers to consider how 
they can operate in a more efficient and effective way while reducing costs and continuing to 
provide a good quality service.   
 
Strategies such as the CSAP and Tihei Wairarapa also focus on cost avoidance strategies for 
the health system such as reducing the demand on acute services through reducing 4 and 5 
presentations to the Emergency Department and reducing ASH rates. 
 
The Funder will also be looking for opportunities for reducing back office and administrative 
costs, rationalising the number of providers and seeking opportunities for greater 
collaboration and integration between providers.  The aim of this work is to ensure that the 
DHB is getting the best value from the scare health resources available while also ensuring 
that providers are continuing to focus on improving productivity. 

                                                 
29

 Source: NZ Treasury Guidance and Instructions on the Public Sector Performance and Financial Management 
System 
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The Funder also reviews the range and mix of services it purchases from the Provider Arm.  
Each year, a new Production Schedule for the Provider Arm is developed (see Module 7) with 
volume movements withƛƴ ǘƘƛǎ ǎŎƘŜŘǳƭŜ ǎǳǇǇƻǊǘƛƴƎ ǘƘŜ 5I.Ωǎ ǎǘǊŀǘŜƎƛŎ ŘƛǊŜŎǘƛƻƴΦ  CƻǊ 
example, over time, it is expected the Production Schedule will change in the mix of acute 
activity to support the cost avoidance assumptions made in Tihei Wairarapa and assumptions 
around the impact of sub regional activity.    
 
5.1.3  Funding and Financial Management  
In total, the Funder expects to receive $121.0 million in 2011/12.  Of this total, $112.3 million30 
is from the Government as its share of the Crown funding envelope to spend on health and 
disability services for the people of Wairarapa.  This represents an increase in funding of 
3.58% over our 2010/11 funding allocation ($2.0 million demographic funding and $1.9 million 
cost pressure adjustment). 
 
In 2011/12, the DHB plans to allocate a total of $53.9 million to services provided by its 
Provider Arm and to its governance function.  The DHB will also allocate $66.5 million to 
services delivered by providers other than its Provider Arm.  This includes net payments of 
$21.7 million (inflows of $3.5m and outflows of $25.2m) that the DHB expects to make for 
inter district flows.  While the Provider Arm is also budgeting to receive an additional $6.7 
million from other sources, this leaves the DHB with a funding shortfall or forecast operating 
deficit of $4.35 million. 

 
 Achieving this result will be a challenge for the DHB and is under pinned by a number of key 

Funder assumptions: 
 

 Community Pharmaceuticals: drug cost and dispensing fee growth will be contained within 
3.5% 

 

 Inter District Flows: IDF inpatient volumes will be set at 2010/11 levels with Capital and 
Coast, Hutt Valley and Counties Manukau DHBs, reducing the 2011/12 IDF funding 
allocation by $1.4 million 

 

 Aged Residential Care: increasing the budget by 10.4% to account for 26 new beds31 and 
allow for cost pressure adjustments 

 

 Primary Care and Non Governmental Organisations: demographic and cost growth 
budgeted but $0.8 million efficiency target to be realised 

 
 

 Mental Health and Addiction Services:  The DHB will maintain the volume and quality of 
mental health services in 2011/12, noting that the DHBs ring fence position is still to be 
agreed with the Ministry of Health  

 

 Provider Arm: assuming the Provider Arm is an efficient provider32, budgeting for known 
cost pressure and purchasing the same range and mix of services in 2011/12. 

                                                 
30

 This total excludes IDF inflows from other DHBs. 
 
31

 Average occupancy is currently 92%.  After the extra 26 age residential care beds come available, it is expected 
that whilst total occupancy will remain unchanged, average occupancy will drop to an average of 82%. 
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The Funder Arm is forecasting a deficit in 2011/12 of $2.5 million.  Contributing factors to the 
Funder Arm deficit include $1.4 million of electives revenue not funded related to the delivery 
of elective services over and above the DHBs equitable share of elective volumes.  The 
continued growth of demand driven expenditure is also outstripping the revenue received by 
the DHB.  A good example is Aged Residential Care where funding for next year is growing by 
over 10% ($800k) due to cost pressures within the sector and new beds coming on line to 
cater for our aging population.  Furthermore the cost (volume and price) of providing the 
range of acute and elective services out of the region through Inter District Flows (IDFs) is 
exceeding the revenue growth received by the DHB. 
 
The Funder Arm will therefore be focussing on where it can continue to improve and drive 
increased productivity through out its range of providers while also striving to achieve its 
Triple Aim Objectives as outlined in the CSAP.  This includes looking at reducing duplication 
and improving coordination and collaboration within the DHBs NGO sector. 
 
5.1.4  Risks 
The Funder Arm manages a number of key risks for the organisation relating to the range and 
mix of services that it purchases from its providers.  All material financial, demographic and 
ŎƭƛƴƛŎŀƭ Ǌƛǎƪǎ ŀǊŜ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ 5I.Ωǎ Ǌƛǎƪ ǊŜƎƛǎǘŜǊΦ  ¢ƘŜ ǊŀƴƎŜ ƻŦ Ǌƛǎƪǎ ŎǳǊǊŜƴǘƭȅ ǊŜǇƻǊǘŜŘ ƻƴ 
the register relate to: 
 

 expenditure for community pharmaceuticals outstripping allocated funding due to 
widening access to drugs, screening programmes and our aging population 

 

 aging population and the needs of an expanding elderly population putting pressure on 
aged residential care services, primary and secondary care 

 

 volatility and swings in IDF flows having significant financial impacts on the DHB 
 

 devolution of funding responsibilities to the DHB such as the interim funding pool and 
associated financial risks 

 

 other clinical risks that arise as the result of routine or special audits such as quality of 
care issues with providers. 

 
Risks are managed by the Funder by implementing key mitigating strategies, controls and 
Ǉƭŀƴǎ ǿƘƛŎƘ ŀǊŜ ǊŜǾƛŜǿŜŘ ŀƴŘ ǳǇŘŀǘŜŘ ōȅ ǘƘŜ 5I.Ωǎ {ŜƴƛƻǊ [ŜŀŘŜǊǎƘƛǇ ¢ŜŀƳ ƻƴ ŀ Ǌegular 
basis.   
 
5.1.5  Quality Assurance, Improvement and Audit 
The Funder uses a range of tools and strategies to ensure that it continues to purchase high 
quality services.  All Funder contracts go through the Funding Management Committee for 
sign off.  This committee reviews all new contracts, renewals or contract related issues prior to 
ŎƻƴǘǊŀŎǘǎ ōŜƛƴƎ ŀǇǇǊƻǾŜŘ ƛƴ ŀŎŎƻǊŘŀƴŎŜ ǿƛǘƘ ǘƘŜ 5I.Ωǎ ŘŜƭŜƎŀǘƛƻƴ ǇƻƭƛŎȅΦ   
 
¢ƘŜ CǳƴŘŜǊ !ǊƳΩǎ ǇƻǊǘŦƻƭƛƻ ƳŀƴŀƎŜǊǎ Ƴŀƛƴǘŀƛƴ ƻƴƎƻƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ ŀƭƭ ǇǊƻǾƛŘŜǊǎ ŀƴŘ 
complete annual contract reviews identifying performance issues, risks or good performance.  
More active management is provided in response to audit or performance issues as they arise.  
Where applicable, the DHB uses national contracts which specify a range of generic quality 

                                                                                                                                               
32

 As part of our assumption that the Provider Arm remains an efficient provider, we will continue to pay our 
Provider Arm prices that are below national price.  In 2011/12, applying this negative price adjuster represents a 
saving of $7.0 million to the Funder. 
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requirements (e.g. ensuring providers have pandemic plans and adhere to health and safety 
requirements).  Any complaints related to the provision of services by Funder Arm contracted 
ǇǊƻǾƛŘŜǊǎ ŀǊŜ ǊƻǳǘŜŘ ǘƘǊƻǳƎƘ ǘƘŜ 5I.Ωǎ vǳŀƭƛǘȅ ŀƴŘ wƛsk Management Office. 
 
The Funder also ensures that all providers are regularly audited.  TAS provides routine and 
special audits for the Wairarapa DHB based on an annual audit programme.  Audit and 
Compliance (HealthPAC) completes regular audits of the pharmacy sector while Designated 
Audit Agencies audit the aged residential care sector.  The recommendations from audit 
reports are actioned by the Funder Arm.  
 
5.2 PROVIDER ARM  
Owned by the DHB, Wairarapa Hospital is the major provider of health services in the 
Wairarapa, providing a range of emergency, inpatient and ambulatory services. 
 
The DHB wants to ensure its Provider Arm is clinically and financially sustainable so that it can 
continue to provide a range of safe, high quality services in order to meet its service coverage 
obligations.  This must all be achieved within a tight fiscal envelope. 
 
The DHB is not anticipating any real increase in health funding in outyears due to the difficult 
global economic situation.  Yet, demand for services from our ageing population and increases 
in the number of people with long term conditions, growing expectations about what health 
and disability services should be publicly available, the development of new health 
technologies and diagnostic tools, together with wage expectations within the health 
workforce all influence how much funding the DHB has available to allocate to its Provider 
Arm.  
 
5.2.1  Funding and Financial Management  
In total, the Provider and Governance Arms expect to receive $53.9 million from the Funder 
Arm and a further $6.4 million from other sources, a total of $60.3 million. 
 
The DHB expects it will cost $62.1 million to deliver the services specified in the Production 
Plan it has agreed with the Funder Arm, resulting in a forecast operating deficit of $1.8 million 
in 2011/12 for the combined Provider and Governance Arms.  Wairarapa Hospital is 
continuing to produce services cost effectively and efficiently based on various productivity 
measures.  In the DHB Non Financial Quarterly Reports for the 2nd quarter of FY2010/11, the 
5I. ǿŀǎ ŎƻƴǎƛǎǘŜƴǘƭȅ ƛƴ ǘƘŜ ǘƻǇ ǘƛŜǊ ƻŦ 5I.Ωǎ ŦƻǊ ǘƘŜ ƘƻǎǇƛǘŀƭ ǇǊƻŘǳŎǘƛǾƛǘȅ ƻǿƴŜǊǎƘƛǇ 
measures: 
 

- 4th  best performing DHB in terms of average length of stay (ALOS) for elective and 
arranged inpatients 

- 4th  best performing DHB in terms of average length of stay (ALOS) for acute 
inpatients 

- 6th  best performing DHB in terms of elective and arranged day surgery rate 
- 5th  best performing DHB in terms of surgery on day of admission for elective and 

arranged patients (DOSA rate) 
- 2nd best performing DHB in terms acute readmissions to hospital. 

 
The Provider Arm revenue budget for 2011/12 includes a negative price adjustor of $7.0 
million reflecting the fact that the DHB is paying its Provider Arm prices that are below the 
national price.  Should the Provider Arm have been paid national prices for the 2011/12 year 
this would have resulted in a surplus for the Provider of $5.3 million.  
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The DHB continues to provide one of the highest overall access rates to services in the 
country.  The Provider Arm will continue to improve its operating efficiency in 2011/12, 
however attention will be on cost reduction and cost containment.  This will be achieved 
through continued work with the sub region looking at the range and mix of services provided 
across the region and what opportunities there are for increasing collaboration, sharing 
workforce arrangements and reducing back office functions.   Furthermore as part of the Tihei 
Wairarapa work the Provider Arm will continue to work with Primary Care to reduce pressure 
on the front door, reduce ASH admission and medical and outpatient volumes.  Service 
provision will be focused on populations with the highest need and ability to benefit. 
 
²ƛǘƘƛƴ ǘƘŜ ƘƻǎǇƛǘŀƭ ǎŜǘǘƛƴƎΣ ǘƘŜ 5I.Ωǎ ŜŦŦƻǊǘǎ ǘƻ ǊŜŘǳŎŜ ŀƴd control costs in 2011/12 will 
emphasise the following: 

 Efficient and effective service delivery; 

 Controlling the growth of hospital labour costs; 

 Maintaining and where possible, improving the already high level of hospital 
productivity; 

 Building organisational capability. 

 
5.2.2 Risk Management 
In response to the tight fiscal environment and in response to various demand-side pressures, 
the DHB is supporting and encouraging clinicians and management within its Provider Arm to 
become involved in regional, sub-regional and local activity within the health system.   This 
activity is likely to see the Provider Arm change and evolve over time ς particularly, in terms of 
how hospital clinicians work with clinicians in neighbouring DHBs and in the community in 
addition to collaborative approaches to address inequities in access to service for the wider 
regional population.   
 
Supporting this change process requires strong and visible leadership from key clinicians 
within the Provider Arm.  This is evidenced by the critical roles that its Chief Medical Officer, 
Director of Nursing and Midwifery and Director of Allied Health are taking in relation to the 
following activity: 
 

 Regional activity on the Central Region Services Plan including Chair of the Regional CMO 
and DON group 

 

 Sub-regional activity on the Three DHB Health Services Development Programme  
 

 Local activity to progress our: 
o Wairarapa CSAP 
o Tihei Wairarapa and the development of an IFHN 
o aņƻǊƛ IŜŀƭǘƘ tƭŀƴ 

 

The DHB expects this activity will reorientate the way services are organised and delivered in 
the future ς and may have a bearing on the scale and scope of Provider Arm activity in 
outyears.  For instance: 
 

 the Three DHB Health Services Development Programme will see better use of available 
workforce through stronger regional and sub-regional collaboration involving shared 
appointments and telemedicine, streamlined clinical pathways and patient journeys (and 
potentially, joint clinical departments at a sub-regional level involving one leadership and 
governance structure, single point of entry for patients, and a combined pool of funding).  
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This project will also promote the reorganisation of services to increase access for the 
wider regional populations through realising redundant capacity and removing 
unnecessary costs. 

 

 Tihei Wairarapa and the work of the Wairarapa Alliance Leadership Team to develop the 
new integrated family health network will support new clinical models of care.  This 
activity is also expected to reduce duplication of resources, reduce ASH admissions, 
reduce medical and paediatric outpatient volumes being delivered within the hospital 
setting, substantially reduce growth in acute demand and enable a greater number of 
mental health clients with enduring needs to have these needs met through primary care. 

 
In outyears, the Provider Arm expects some volume changes as a result of reduced ASH 
admissions, reduced medical and paediatric outpatient volumes, and reduced growth in acute 
demand arising from the implementation of Tihei Wairarapa.  The Provider Arm also expects 
that decisions which emerge out of the Three DHB Health Services Development Programme 
will result in changes to its Production Plan in outyears. 
 
5.2.3 Performance and management of resources 
Consistent with strategies such as the RSP, the ²ŀƛǊŀǊŀǇŀ 5I.Ωǎ /{!t ŀƴŘ ¢ƛƘŜƛ ²ŀƛǊŀǊŀǇŀΣ 
there will continue to be a shift in emphasis within the Provider Arm towards greater 
collaboration with other providers.   
This shift in emphasis has implications for how the Provider Arm manages its capital asset 
base, its investment in systems and processes to support service delivery, the staff it needs to 
employ and how it organises this workforce to best affect. 
 
5.2.3.1  Capital Asset Management 
The DHB has significant capital expenditure committed in the 2011/12 financial year that flows 
on from increased capital expenditure budgets in previous years with a focus in 2011/12 on IT 
investment.  $3.3 million has been allocated for capital expenditure in 2011/12 of which $2 
million is from the asset sale of the old hospital. 
 
For the 2011/12 year $2 million will be directed to the CRISP Regional IT Project with the 
balance of $1.3 million allocated to the Provider Arm for asset maintenance, replacement and 
investment.  This will present some challenges for the Provider Arm.  However, the emergent 
IT needs are clearly identified as the foundation enabler for much of the future regional 
clinical collaboration models. 
 
As part of Tihei Wairarapa, the DHB is exploring opportunities to develop an Integrated Family 
Health Centre (IFHC) in Masterton as part of the IFHN proposal.   ¢ƘŜ 5I.Ωǎ ǎǘǊƻƴƎ ǇǊŜŦŜǊŜƴŎŜ 
is to locate an IFHC on the hospital campus, and use land and buildings that are not currently 
being fully utilised.  This would create opportunities to better integrate and co-ordinate 
Provider Arm services such as oral health, community nursing and needs assessment and 
service co-ordination services with primary care services on the hospital site.  If agreement is 
reached to relocate primary care services onto the hospital campus, we will develop a 
business case to explore this option in more detail. 
 
5.2.3.2  Information systems and processes 
¢ƘŜ tǊƻǾƛŘŜǊ !ǊƳΩǎ ƛƴŦƻǊƳŀǘƛƻƴ ǎȅǎǘŜƳǎ ŀƴŘ Ǉrocesses need to be aligned and integrated with 
systems used by other local, sub-regional and regional providers (and vice versa).  This theme 
is reflected in the Central Region Information Systems Plan which seeks to deliver information 
to clinicians acroǎǎ ǘƘŜ ǊŜƎƛƻƴ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǘƘŜƛǊ ƻǿƴ ƻǊ ǘƘŜƛǊ ǇŀǘƛŜƴǘΩǎ ƭƻŎŀǘƛƻƴΦ 
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An example of greater systems alignment is work underway to develop a single referral 
repository with agreement from Capital & Coast and Hutt Valley DHBs.  This will more clearly 
define the services that are provided within and outside the Wairarapa district, with all 
referrals outside the district needing to be pre-approved, and communication and information 
flows between clinicians across the sector being enhanced through further development of 
eReferrals.  Having a better overview of referrals will enable the DHB to meet Health and 
Disability Commission guidance regarding referral monitoring and assist with the management 
of Provider Arm volumes. 
 
5.2.3.3  Workforce 
Staff employed by the Provider Arm will need to work more across organisational boundaries 
with a wider range of local, sub-regional and regional providers.  This more collaborative way 
of working will have implications for the staff the Provider Arm needs to attract and retain.  To 
assist the Provider Arm consider the workforce implications of this more collaborative way of 
working, the DHB is in the process of developing a Workforce Development Plan with input 
from clinical leaders and senior management from within the Provider Arm and across the 
wider Wairarapa health system. 
 
5.2.4 Quality assurance and improvement 
! ΨWǳǎǘ /ǳƭǘǳǊŜΩ ǇƘƛƭƻǎƻǇƘȅ ǳƴŘŜǊǇƛƴǎ ŀƭƭ ǘƘŜ tǊƻǾƛŘŜǊ !ǊƳΩǎ ǉǳŀƭƛǘȅΣ ǎŀŦŜǘȅ ŀƴŘ Ǌƛǎƪ ǎȅǎǘŜƳǎΦ  
This is demonstrated through: 

 taking a fair and balanced approach to incident reporting 

 learning from mistakes and protecting people's honest mistakes from being seen as 
culpable but at the same time holding people and the organisation accountable for patient 
safety by basing disciplinary action on behavioural choices. 

ThŜ 5I.Ωǎ /ƭƛƴƛŎŀƭ .ƻŀǊŘ ƻǾŜǊǎŜŜǎ ŀƴŘ ǊŜǾƛŜǿǎ ŎƭƛƴƛŎŀƭ ǉǳŀƭƛǘȅ ǎȅǎǘŜƳǎΣ ǎŀŦŜǘȅ ŀƴŘ ŎƭƛƴƛŎŀƭ 
practices across the DHB, including the Provider Arm, using a clinical governance framework.  
Some of the quality measures that the Provider Arm uses to assess and improve its 
performance include: 
 

 the number of inpatient falls 

 the number of medication errors 

 hospital acquired pressure ulcers 

 the number of surgical site infections 

 patient satisfaction 

 the number of complaints 
 
The Provider Arm promotes and actively convenes scheduled reportable event review 
meetings and provider wide morbidity and mortality reviews.  A services level quality and risk 
register is maintained within the overall Provider Arm risk management framework.  
 
5.2.5 Subsidiaries 
The Wairarapa DHB, with other central region DHBs, has joint ownership of the Central 
Regional Technical Advisory Service (CRTAS).  CRTAS provides analytical and planning support 
services to the central region DHBs.  CRTAS is funded by the DHBs on an annual budget basis 
to provide services.  The Wairarapa DHB also has a wholly owned subsidiary company ς 
Biomedical Services New Zealand Limited (Biomed) which has its own board of directors and 
reports on a regular basis to the Wairarapa DHB as their owner.  Biomed provides testing and 
servicing of patient related equipment to a number of DHBs throughout New Zealand.   
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5.3 REPORTING REQUIREMENTS 

Wairarapa DHB provides regular reporting to the Minister and Ministry of Health as outlined 
in the table below.  In accordance with s 141 (1) (g) Crown Entities Act 2004 we will consult 
with the Minister via the Ministry of Health on any significant developments not covered in 
this plan. 
 

Reporting Frequency 

Information Requests Ad Hoc 

Financial Reporting Monthly 

National Data Collections Monthly 

Risk Reporting Quarterly 

Health Target reporting Quarterly 

Crown Funding Agreement non-financial reporting Quarterly 

Indicators of DHB Performance Quarterly 

Annual Report & audited statements Annually 
  

 

5.4 ORGANISATIONAL HEALTH 

The Wairarapa DHB is committed to developing and maintaining a clinically and financially 
sustainable organisation.  This is reliant on having a high performing governance Board and 
committee structure, a high performing DHB senior leadership team and a high performing 
clinical workforce and supporting infrastructure within our Provider Arm.   

We will ensure our Board and management team have the necessary skills and capacity to 
ensure the success of our organisation, making training opportunities available where this is 
appropriate. 

²Ŝ ǿƛƭƭ ŎƻƴǘƛƴǳŜ ǘƻ ŘŜǾŜƭƻǇ ƻǳǊ tǊƻǾƛŘŜǊ !ǊƳΩǎ ǿƻǊƪŦƻǊŎŜ ŀƴŘ ǎǳǇǇƻǊǘ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ 
the wider health workforce and promote and foster a professional and supportive working 
environment.  We will also seek to ensure we have sufficient health workers with the right 
skills in the right place at the right time delivering the services our population needs. 

Having the right workforce to deliver high quality, effective services is critical if we are to 
realise our high level outcomes: provision of health services that are clinically and financially 
sustainable and people in the Wairarapa live longer, they are healthier and more able to live 
independently. 

To support achievement of these outcomes, the Wairarapa DHB aims to be a health system of 
choice, offering employees flexibility, opportunities for innovation, skill development and 
leadership.  The DHB also aims to develop a reputation as a preferred employer among health 
workers. 

!ǎ ŀ ΨƎƻƻŘ ŜƳǇƭƻȅŜǊΩΣ the Wairarapa DHB will continue to grow a positive organisational 
culture, ensuring the fair and proper treatment of employees in all aspects of their 
employment. This will be achieved by ensuring all human resource policies and procedures are 
equitable and fair, and by providing a work environment where employees are able to develop 
new skills and have opportunities to work in professionally challenging and rewarding roles.   
 
The Wairarapa DHB believes that it will benefit from a diverse workforce and is committed to 
recognising and valuing different skills, talents, experiences and perspectives of employees. 
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5.5 BUILDING CAPABILITY 
More than half the health and disability services the DHB funds are delivered by providers 
other than its Provider Arm.  This necessitates that the DHB consider capability within its own 
Provider Arm as well as the capability required by other contracted health providers working 
ƛƴ ƻǳǊ ŘƛǎǘǊƛŎǘ ŀƴŘ ǘƘŜ ŎŀǇŀōƛƭƛǘȅ ƻŦ ƻǘƘŜǊ 5I.Ωǎ ǿƛǘƘƛƴ ǘƘŜ /ŜƴǘǊŀƭ ǊŜƎƛƻƴΦ 
 
5.5.1 Building workforce capability 
As part of the Wairarapa 5I.Ωǎ ŦƻŎǳǎ ƻƴ ŘŜǾŜƭƻǇƛƴƎ ŀƴŘ ƳŀƛƴǘŀƛƴƛƴƎ ŀ ǎǳǎǘŀƛƴŀōƭŜ ƘŜŀƭǘƘ 
workforce, we are working with other DHBs in the Central region.  Regional and sub-regional 
projects such as the Three DHB Health Services Development Programme offer management 
and clinicians various leadership development opportunities as well as opportunities to 
develop more clinically sustainable service models across DHBs. 
 
Local initiatives such as Tihei Wairarapa and the development of our Wairarapa CSAP have 
also given health professionals within the district opportunities to build closer working 
relationships. 
 
Implementing Tihei Wairarapa involves clinicians within the Provider Arm working more 
collaboratively with clinicians in the community.  Tihei Wairarapa emphasises the importance 
of new models of care, with multi-disciplinary teams providing integrated services in 
community settings to people with long term conditions and the frail elderly.  It also involves 
better management of acute demand in community settings, minimising growth in acute 
hospital admissions and reduced non-ŀŘƳƛǘǘŜŘ ǎŜƭŦ ǇǊŜǎŜƴǘŀǘƛƻƴǎ ǘƻ ǘƘŜ ƘƻǎǇƛǘŀƭΩǎ ŜƳŜǊƎŜƴŎȅ 
department. 
 
This change in approach is reliant on health professionals in the community having access to 
specialist advice and support when necessary.  This approach is also dependent on health 
professionals in the community having sufficient capacity and the necessary skills to manage 
more complex clients than they may have managed in the past.   
 
¢ƘŜ 5I.Ωǎ Workforce Development Plan which is currently under development will identify 
where we have skill gaps and insufficient workforce capacity to fully realise the new clinical 
models of care envisaged under Tihei Wairarapa and the Three DHB Health Services 
Development Programme.  Having identified any skill gaps or capacity constraints, we can 
then identify what training is most needed and where recruitment efforts should be focused. 
 
Implementation of the Wairarapa CSAP and the RSP will create similar challenges and 
opportunities in terms of building our workforce capacity and capability.   
 
Our Workforce Development Plan will therefore consider skill gaps and capacity constraints 
with our Provider Arm as well as what implications our collaborative work within the district 
and with other DHBs might have for the skill mix and workforce capacity of other health 
providers with which the DHB contracts.  The following table outlines how we expect this work 
will support improved performance across the DHB. 
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Building Workforce Capability: Develop and implement our Workforce Development Plan 

We will undertake these 
initiatives/activities and 

actions 

We expect these 
actions will support 

improved 
performance in the 

following ways 

To deliver Measured by 
In support of 

system 
outcomes 

Identify current and possible 
future skill and FTE gaps that 
need to be addressed as part 
of the development of our 
Workforce Development 
Plan. 

Address skill and 
FTE gaps 
 
 
 
 
 
 
Build workforce 
capability 

An efficient 
and 
sustainable 
health system. 

Number of employees 
identified as Maori over 
the total number of 
employees. 
 
 
 
 
Staff turnover is less than 
10 % per annum. 

Health 
services are 
clinically and 
financially 
sustainable 
 
 
 
 
 
aņƻǊƛ ŜƴƧƻȅ 
the same 
health gains as 
non- aņƻǊƛΦ 

Finalise  and agree the 
Workforce Development Plan 

Implement recommendations 
from the Workforce 
Development Plan 

Support Maori Nurses to 
access Nga Manukura O 
Apopo workforce 
development initiatives 

Increase Maori 
nursing leadership 

More Maori 
nursing 
leaders across 
the health 
system   

Number of Maori nursing 
staff eligible for the 
programme that are 
identified, offered the 
training option, and  who 
attend.  

Kia Ora Hauora workforce 
development initiatives 
implemented in Wairarapa  

More Maori 
identify health as a  
career option  

More Maori 
working across 
the health 
system to 
support Maori 
access and 
quality of care 

The number of Wairarapa 
people  registered with 
the Kia Ora Hauora ς 
Health as a Career 
programme   

 
5.5.2 Building IT capability 
Implementation of the CRISP33 will ultimately result in all primary and secondary care clinicians 
in the Central region having access to a common patient record through development of a 
ǳƴƛŦƛŜŘ ƛƴŦƻǊƳŀǘƛƻƴ ǎȅǎǘŜƳǎ ǇƭŀǘŦƻǊƳΦ  ¢Ƙƛǎ ǿƛƭƭ ƴŜŎŜǎǎƛǘŀǘŜ ǊŜǇƭŀŎŜƳŜƴǘ ƻŦ ǘƘŜ tǊƻǾƛŘŜǊ !ǊƳΩǎ 
patient administration system as the region moves onto a common IT platform. 
 
5.5.3 Building physical capability 
As part of Tihei Wairarapa, the DHB has considered various opportunities for developing an 
Integrated Family Health Centre (IFHC) in Masterton as part of the IFHN proposal in Tihei 
Wairarapa.   This has involved extensive discussions with local GPs, and in particular, GPs 
associated with Masterton Medical Centre. 
 
¢ƘŜ 5I.Ωǎ ǎǘǊƻƴƎ ǇǊŜŦŜǊŜƴŎŜ ƛǎ ǘƻ ƭƻŎŀǘŜ ŀƴ LCI/ ƻƴ ǘƘŜ ƘƻǎǇƛǘŀƭ ŎŀƳǇǳǎΣ ŀƴŘ ǳǎŜ ƭŀƴŘ ŀƴŘ 
buildings that are not currently being fully utilised.  Development of an IFHC on the hospital 
campus would also create opportunities to better integrate and co-ordinate Provider Arm 
services with primary care services.   
 
If agreement was reached to develop an LCI/ άŦǊƻƴǘ ƻŦ ƘƻǳǎŜέ on the hospital campus, this 
would offer a single point of entry and allow for differentiation between planned (IFHC and 
outpatient services) and unplanned (emergency department) patient flows.  An IFHC would 
also create opportunities to better integrate primary care services with oral health services, 

                                                 
33

 Subject to business case approval. 
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community nursing and needs assessment and service co-ordination services on the hospital 
site. 
 
Alternatively, the DHB could explore a co-located facility at the front of the hospital that is 
able to accommodate stranded staff in the old hospital campus, and could also accommodate 
primary care in the future if service models were to change. 
 
The DHB will continue to explore opportunities to develop an IFHC on the hospital campus 
with primary care as part of the IFHN.  If agreement in principle is reached to relocate primary 
care services onto the hospital campus, we will then develop a business case to explore this 
option in more detail. 
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6.1 SERVICE COVERAGE AND SERVICE CHANGE 
 
Service coverage 

The Ministrȅ ƻŦ IŜŀƭǘƘΩǎ {ŜǊǾƛŎŜ /ƻǾŜǊŀƎŜ {ŎƘŜŘǳƭŜ ǎǇŜŎƛŦƛŜǎ ǘƘŜ ƳƛƴƛƳǳƳ ŀŎŎŜǎǎΣ ǎŎƻǇŜ ŀƴŘ 
eligibility to publicly funded services that the population can expect.  The Wairarapa DHB is 
committed to meeting the national service coverage requirement and does not expect any 
exceptions to this to occur for residents of Wairarapa during 2011/12.  

 
Not all services are available locally within 
Wairarapa and travel to publicly funded services 
in other districts is required for a range of 
services.  For services that cannot be provided 
within Wairarapa, the DHB has funding 
arrangements in place with other DHBs. 
 
The Wairarapa DHB recognises the need for 
national consistency across services.  Wherever 
possible, it uses the National Service Framework 
when funding services, including use of national 
service specifications, purchase units and 
standard contract forms.  The DHB at all times 
observes the mandatory requirement that all 
services it funds must comply with the Provider 
Quality Specifications set out in the National 

Service Framework. 
Service change 

The Wairarapa DHB is working with other DHBs in the Central Region to determine the clinical 
and financial sustainability of radiology services and older adults and rehabilitation services 
ŀƴŘ ǿƘŜǘƘŜǊ ǘƘŜǎŜ άǾǳƭƴŜǊŀōƭŜ ǎŜǊǾƛŎŜǎέ Ŏŀƴ ōŜ ǇǊƻǾƛŘŜŘ ƛƴ ƳƻǊŜ Ŏƻǎǘ ŜŦŦŜŎǘƛǾŜ ǿŀȅǎ όǊŜŦŜǊ 
Section 2.2.2).  The outcome of these reviews may involve service changes.  The DHB will work 
closely with the Ministry as it works through this regional review process. 
 
In order to ensure the provision of a clinically and financially sustainable ambulance service 
and meet the DHBΩs Good Employer obligations, the outcomes of a review of ambulance 
provision will be implemented in 2011/12.  
 
The Wairarapa DHB is reviewing a number of its contracts with NGO providers.  The DHB 
wants to reduce duplication and overlap within these contracts and ensure all spending on 
bDhǎ ƛǎ ŦƻǊ ǎŜǊǾƛŎŜǎ ǘƘŀǘ Ŏŀƴ ŘŜƳƻƴǎǘǊŀǘŜ Ƙƻǿ ǘƘŜȅ ƛƳǇǊƻǾŜ ǇŜƻǇƭŜΩǎ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎΦ  
The DHB will work within the service change process and protocols when conducting this NGO 
recontracting process. 
 
Service issues 

Efforts to control costs and improve the patient experience as part of our work with other 
DHBs in the Central region (Section 2.2.2 also refers) involves exploring the optimal 
configuration of services across sites in our sub-region and equitable access to these services 
as part of the development of a Three DHB Health Services Development Programme. 
  

MODULE 6: SERVICE CONFIGURATION 

Services Provided for Wairarapa by Other 
District Health Boards: 

 Regional Cancer Centre-MCDHB / 
CCDHB  

 Tertiary services for treatment of 
cardiovascular diseases- mostly CCDHB 
Renal dialysis services CCDHB 

 Specialist mental health and forensic 
services CCDHB 

 Outsourced Acute Mental Health 
Services HV & MC DHBs 

 Specialist child and neonatal services 
CC & ADHB 

 Termination of Pregnancy Services in 
second trimester CCDHB 

 Psychogeriatric Services by various 
districts 

 Retinal Screening Services through 
WIPA.  
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7.1 PRODUCTION PLANNING 
 
Each year, the DHB enters into an agreement with its Provider Arm, Wairarapa Hospital, for the delivery 
of various services.  This agreement specifies the volume of services to be delivered and the total price 
that the Provider Arm will receive for delivering these services.   
 
Volumes have been amended to reflect efforts to better manage acute demand34 within 
primary care and reduce ambulatory sensitive (avoidable) hospital admissions and acute 
readmissions. 
 
Adjustments have been made to the number of first specialist assessments (FSAs) and follow-up 
outpatient attendances to reflect a shift towards more medical and paediatric services being delivered 
in primary care settings. 
Services delivered by the Provider Arm include: 

 24-hour accident and emergency and ambulance services 

 general medicine 

 general surgery, urology and orthopaedic surgery 

 imaging and pharmacy 

 rehabilitation services 

 mental health services 

 ǿƻƳŜƴΩǎ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦ 

 

! ǎǳƳƳŀǊȅ ƻŦ ²ŀƛǊŀǊŀǇŀ IƻǎǇƛǘŀƭΩǎ ǇƭŀƴƴŜŘ ƻǳǘǇǳǘǎ ƛǎ ǇǊƻǾƛŘŜŘ ƻƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǇŀƎŜΦ  This 
reflects that Electives have been planned to the funded level.  

                                                 
34

 Reduced non admitted self presentations (triage levels 4 and 5) to ED. 

 

MODULE 7: PRODUCTION PLANNING 
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Summarised Outputs (DHB of Service):

2010/11 

Forecast

 2011/12 

Planned 

Case-weighted inpatient discharges

Maternity 537              540               0.51% 0.03%

Medical 2,201            2,233            1.46% 0.30%

   Medical electives -                     -                      0.00% 0.00%

   Medical acute 2,201                 2,233                  1.46% 0.30%

   Medical other -                     -                      0.00% 0.00%

Surgical 3,323            3,117            -6.22% -1.90%

   Surgical electives 1,652                1,431                 -13.40% -2.04%

   Surgical acute 1,671                1,686                 0.89% 0.14%

   Surgical other -                    -                     0.00% 0.00%

Total case-weighted inpatient discharges

Total 6,062            5,890            -2.83% -1.58%

Outpatient services (expressed as events)

ED 16,754          15,000           -10.47% -0.92%

Medical first 1,133            1,135            0.20% 0.00%

Medical follow up 3,235            3,467            7.17% 0.13%

Oncology -               -                0.00% 0.00%

Renal -               -                0.00% 0.00%

Scope 967              966               -0.09% 0.00%

Surgical first 4,011            4,033            0.56% 0.01%

Surgical follow up 6,611            6,594            -0.25% 0.00%

Other services (expressed as events)

Maternity 478              483               0.99% 0.01%

Medical 2,205            2,276            3.24% 0.05%

Surgical 242              256               5.91% 0.02%

Health of Older People 5,736            5,800            1.12% 0.06%

Miscellaneous 89,591          95,510           6.61% 1.92%

All non-inpatient services (expressed as case-weighted outputs)

Total 4,792            4,931            2.89% 1.28%

Total volume growth 10,854          10,821           -0.31% -0.31%

Wairarapa

2011/12 Output Plan % growth % growth 

weights
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This section outlines the DHB's projected financial position for financial year 2011/12 and the 
two out-years beyond this: 2012/13 and 2013/14.  It also summarises the key financial 
challenges and the action plans for dealing with these challenges and provides projected 
financial statements for the Wairarapa DHB. 
 

8.1 Financial Outlook 
Wairarapa DHB continues its commitment to manage expenditure within the provided 
funding.  However, we are projecting deficits for the duration of this Plan.  These deficits 
recognise the continuing increases in the costs of providing services provided by other DHBs 
for the Wairarapa population (i.e. the inter-district flows) as well as additional cost pressures 
across the Wairarapa DHB at greater rates than provided for in the Funding Envelope. 
 
To achieve a deficit of $4.35 million in 2011/12, the DHB will need to continue to improve the 
efficiency of services it both provides and funds, and it will need to reconfigure services to 
better meet the needs of clients whilst eliminating waste. 
 
The financial results for the DHB are summarised as follows: 
 

 
 

8.1.1 Key financial challenges 

The Wairarapa DHB is facing significant financial challenges that include: 
 

 The downturn in the New Zealand and world-wide economy will continue to have a 
ǎƛƎƴƛŦƛŎŀƴǘ ŜŦŦŜŎǘ ƻƴ ǘƘŜ 5I.Φ  ¢ƘŜ ƛƳƳŜŘƛŀǘŜ ƛƳǇŀŎǘ Ƙŀǎ ōŜŜƴ ƻƴ ǘƘŜ /ǊƻǿƴΩǎ ŀōƛƭƛǘȅ ǘƻ 
continue the level of funding increases received in the last few years. There is also 
reliable evidence that an economic downtown creates an increase in demand across all 
areas of a public health service.   

 The DHB competes in the national and international market for clinical staff and 
workforce shortage is currently being experienced in some specialised clinical areas.  
Wairarapa DHB is a small player on both the national and international markets and our 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating Revenue 122,318 124,585 127,684 132,125 136,361

Operating Expenditure

Workforce costs 37,522 37,039 38,082 39,025 40,044

Treatment related costs 18,899 19,329 19,371 19,523 20,164

External providers 42,644 43,660 44,860 45,968 47,168

Inter district flows 23,808 24,248 25,240 25,417 25,673

Total Operating Expenditure 122,873 124,276 127,553 129,933 133,049

Operating Result before Interest, Depreciation & Capital Charge (555) 309 131 2,192 3,312

Interest, Depreciation & Capital Charge

Interest expense 1,858 1,752 1,800 1,845 1,893

Depreciation & amortisation 2,004 1,910 2,081 2,132 2,188

Capital charge 258 600 600 615 631

Total Interest, Depreciation & Capital Charge 4,120 4,262 4,481 4,592 4,712

Net Operating Results (4,675) (3,953) (4,350) (2,400) (1,400)

MODULE 8: FINANCIAL PERFORMANCE 
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ability to recruit and retain qualified clinical staff is hampered by our size.  Hence the 
sustainability of a viable clinical workforce is a critical factor in the regional and sub-
regional discussions as highlighted elsewhere in this Plan. 

 The population of the Wairarapa is ageing at an increasing rate.  Studies have shown that 
a significant percentage of the health dollar spent on an individual is incurred in the last 
ǘǿƻ ȅŜŀǊǎ ƻŦ ǘƘŀǘ ƛƴŘƛǾƛŘǳŀƭΩǎ ƭƛŦŜΦ  !ǎ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ŀƎŜǎ ǘƘŜǊŜ ƛǎ ŀƴ ƛƴŎǊŜŀǎƛƴƎ ŘŜƳŀƴŘ 
placed on not just the hospital to provide services but also there is increasing demand on 
the aged residential care and supported at home areas of the sector. 

 The continued rising costs of healthcare have contributed to increases in the pricing 
regime for services paid for by Wairarapa DHB, but provided by our neighbouring DHBs 
(i.e. IDFs).  This higher price, in conjunction with additional capacity in these neighbouring 
DHBs, has resulted in an increased percentage of the new funding provided to Wairarapa 
DHB being applied to the total IDF spend. 

8.1.2 Action plan for dealing with financial challenges 

²ƛǘƘƛƴ ǘƘŜ ƘƻǎǇƛǘŀƭ ǎŜǘǘƛƴƎΣ ǘƘŜ 5I.Ωǎ ŜŦŦƻǊǘǎ ǘƻ ǊŜŘǳŎŜ and control costs in 2011/12 will 
emphasise the following: 

 Efficient and effective service delivery; 

 Controlling the growth of hospital labour costs; 

 Maintaining and where possible, improving the already high level of hospital 
productivity; 

 Building organisational capability. 

Working with providers in the local community, our efforts to reduce and control costs will 
focus on: 

 Better integration of local primary and secondary services; 

 Reducing inequalities; 

 Actively managing demand driven expenditure. 

At an organisational level, our efforts to reduce and control costs will focus on: 

 Regional and national collaboration for some business support and service delivery 
functions including gains through the HBL led national procurement programme; 

 Improving business practices. 

We expect these initiatives to impact positively on our financial and service performance in 
2011/12 and enable the DHB to deliver on both Government and local priorities. 

8.1.3 Out-years scenario 

The DHB expects funding increases for out-years to be around 3.4% (planning advice from the 
Ministry of Health suggested funding increases should be at the same nominal value as the 
DHB received for 2011/12).  The DHB has also assumed that it will contain expenditure 
increases to be, on average, below the rate of funding increase received. 
 
We will continue implementing the strategies and actions developed to meet our financial 
challenges and achieve financial sustainability.  We assume that our strategy and action plans 
will enable the DHB to further reduce its deficit in the two out-years. 

8.1.4 Financial assumptions and risks 

Included in the financial forecast are the following key assumptions: 

 ¢ƘŜ 5I.Ωǎ ŦǳƴŘƛƴƎ ŀƭƭƻŎŀǘƛƻƴǎ ǿƛƭƭ ƛƴŎǊŜŀǎŜ ŀǎ ǇŜǊ ŦǳƴŘƛƴƎ ŀŘǾƛŎŜ ŦǊƻƳ ǘƘŜ aƛƴƛǎǘǊȅ ƻŦ 
Health and early payment is retained; 

 The rate for capital charge will remain at 8%; 



 

 78 

 The revaluation of land and buildings required in 2010/11 will not materially impact 
the carrying value or the associated depreciation costs; 

 No further revaluations of land and buildings will be required in the two out-years; 

 IDF volumes are held at 2010/11 levels plus cost growth (due to the national price 
increase)  an impact of $1.4 million; 

 No industrial action will occur over the coming year that has a financial impact; 

 Employee cost increases are based on terms agreed in current wage agreements.  
Expired wage agreements are assumed to be settled on affordable and sustainable 
terms.  Efficiencies will be generated under the partnership programmes and tripartite 
agreements; 

 Staff vacancies (existing and as they occur in future) will be reassessed to ensure the 
positions are still required, affordable and alternatives explored before vacancies are 
filled.  Improved employee management can be achieved with emphasis in areas such 
as sick leave, discretionary leave, staff training and staff recruitment/turnover; 

 The cost of any new initiatives or programmes and the financial impact associated 
with any new legislative, regulatory or compliance policies, required by Government, 
will be fully funded through specific additional funding allocations to the DHB. 

 Any financial impact associated with changes to DSS boundaries between age related 
and non-age related services and any contracts or services devolved will be cost 
neutral; 

 External providers will operate within the available funding received; 

 Price increases agreed collaboratively by DHBs for national contracts and any regional 
collaborative initiatives will be affordable and sustainable; 

 Any increase in treatment related expenditure and supplies is maintained at 
affordable and sustainable levels and the introduction of new drugs or technology will 
be funded by efficiencies within the service; 

 We are able to align our service and access criteria with that of other DHBs; 

 The DHB can establish joint primary/secondary pathways to reduce hospital and 
specialist service demand and overall service costs; 

 All other expense increases including volume growth will be managed within 
uncommitted funds available or deferred;  

 An increase of 3% on current costs has been allowed for additional costs resulting 
from investments in information technology and information systems infrastructure 
arising from both the CRISP programme and HBL programme; 

 The DHB will be an active participant in the development of an Integrated Family 
Health Network; and  

 The hospital site sale will be completed during FY2010/11. 

Our deficit of $4.35 million in 2011/12 also assumes that we continue to apply a negative price 
adjuster to the total payment we make to our Provider Arm.  After allowing for anticipated 
wage settlements, step increases and demographic growth, we will pay our Provider Arm 
prices that are effectively $7.0 million below national price in 2011/12. 
 
The overriding risk to achieving the financial performance relates to the key assumptions 
above not holding true and the risks around wage increase expectations for the health sector, 
both internal staff and external providers, following the national employment collective 
settlements.  Other risks include the inability to implement identified service reconfiguration 
according to planned timeframes and the inability to achieve efficiencies and address cost 
overruns internally. 
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8.2 Asset Planning and Sustainable Investment 

8.2.1 Asset management planning 

Wairarapa DHB is committed to asset management planning with a view to a more strategic 
approach to asset maintenance, replacement and investment. 
 
A revised Asset Management Plan (AMP) is being developed.  The revision of the AMP includes 
a detailed review of the asset management practices and will provide a robust platform on 
which to base capital investment decisions in the future.  The AMP reflects the joint approach 
taken by all DHBs and current best practice. 

8.2.2 Capital expenditure 

The DHB has significant capital expenditure committed in the 2011/12 financial year that flows 
on from increased capital expenditure budgets in previous years with a focus in 2011/12 on IT 
investment.  $3.3 million has been allocated for capital expenditure in 2011/12 of which $2 
million is from the asset sale of the old hospital. 
 
For the 2011/12 year $2 million will be directed to the CRISP Regional IT Project with the 
balance of $1.3 million allocated to the Provider Arm for asset maintenance, replacement and 
investment.  This will present some challenges for the Provider Arm.  However, the emergent 
IT needs are clearly identified as the foundation enabler for much of the future regional 
clinical collaboration models. 
 
As general capital expenditure funding will be tight, we plan to be disciplined and focus on the 
5I.Ωǎ ƪŜȅ ǇǊƛƻǊƛǘƛŜǎ ƛƴ ŘŜǘŜǊƳƛƴƛƴƎ ƻǳǊ ŎŀǇƛǘŀƭ ŜȄǇŜƴŘƛǘǳǊŜ ǎǇŜƴŘƛƴƎΦ 

8.2.3 Business cases 

Wairarapa DHB has submitted a business case for the development of the Community Health 
facility.  This facility will accommodate the oral health, community nursing, public health and 
Focus services as well as provide flexible clinic space.  At the time of writing this business care 
was on hold pending discussions around the development of an Integrated Family Health 
Centre, as per the Tihei Wairarapa Business Case.  The capital cost and associated financing 
has not been incorporated within the financial statements presented herein. 
 
As noted elsewhere within this Plan, Wairarapa DHB is in discussions with other central region 
DHBs regarding a range of non-clinical cooperation opportunities in addition to the CRISP 
programme.  It is likely that one or more business cases will be required to progress any 
initiatives, and particularly information system initiatives under CRISP.  In the financial 
statements presented, it has been assumed that any funding will be met from baseline capital 
budgets however this assumption will be tested as the financials within the CRISP programme 
are further developed. 
 
Other than as identified above, no other business cases are expected to be submitted. 

8.2.4 Asset valuation 

Wairarapa DHB is required to complete a full revaluation of its property and building assets at 
30 June 2011 in line with generally accepted accounting practice requirements and NZIFRS.  At 
the time of writing, the impact of this revaluation is not known.  However, it is assumed that 
there will be no material difference to the carrying value of the property and building assets 
nor the associated depreciation costs. 
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8.2.5 Disposal of land and other assets 

Wairarapa DHB actively reviews assets to ensure that it has no surplus assets.  No significant 
assets are scheduled for disposal during the plan period as a result of being declared surplus. 
 
The approval of the Minister of Health is required prior to the DHB disposing of land.  The 
disposal process is a protective mechanism governed by various legislative and policy 
requirements. 
 
It is noted that the Wairarapa DHB is progressing the sale of the old Masterton Hospital 
campus and this is expected to be complete and funds realised during the 2010/11 year.  The 
Board have approved that these funds will be utilised to address the funding requirements of 
the CRISP programme. 
 

8.3 Debt & Equity 

8.3.1 Core debt 

The DHB has a long-term debt facility of $25.75 million with the Crown Health Financing 
Agency (CHFA).  The DHB's total term debt held with the Crown Health Financing Agency 
(CHFA) is expected to be $24.75 million as at June 2011 and reduces by $0.25 million in each 
of the three financial years covered by this Plan.  There are no covenant ratios applicable to 
this debt facility. 

8.3.2 Other debt facilities 

The DHB has a range of finance leases covering the replacement of the Ambulance fleet and 
partial funding for the implementation of the RIS/PACS system.  These leases are at very 
competitive interest rates (ranging from 1% to 4% per annum) and are provided by the 
Wairarapa Community Health Trust.  This reflects a long standing arrangement where the 
Trust has provided the funding for the regular replacement of all the ambulance fleet. 
 
The DHB has received private financing for the extension of the Selina Sutherland private 
hospital wing.  The cost of this extension is $0.7 million and is financed through a ten-year 
loan facility with Selina Sutherland Hospital Ltd.  The repayment terms provide for the 
repayment of principal and interest over the term of the facility. 
 
The DHB maintains a working capital facility of $6.0 million with the ANZ Bank.  The ANZ Bank 
also provides the transactional banking facilities for the DHB.  All banking covenants with the 
ANZ Bank are complied with. 

 
8.4 Miscellaneous Financial Provisions 

8.4.1 Activities for which compensation is sought 

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

8.4.2 Acquisition of Shares 

Before the Wairarapa DHB or any associate or subsidiary subscribes for, purchases, or 
otherwise acquires shares in any company or other organisation, the Board will consult the 
responsible Minister/s and obtain their approval. 
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8.5 Prospective Financial Statements 

8.5.1 Accounting Policies 

The accounting policies adopted are consistent with those in the prior year.  For a full 
statement of accounting policies refer to Appendix 9.2 

8.5.2 Financial statements 

The projected financial statements are shown in Appendix 9.3.  The projected financial 
statements include a cost of service financial statement for each of the four output classes of 
Wairarapa DHB. 
 
The actual results achieved for the period covered by the financial projections are likely to 
vary from the information presented, and the variations may be material.  The financial 
projections comply with section 142(1) of the Crown Entities Act 2004 and the information 
may not be appropriate for any other purpose. 
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APPENDIX 9.1 MONITORING FRAMEWORK PERFORMANCE MEASURES 

 
  

Policy Priorities Dimension 

Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

PP1 Clinical leadership self assessment 

  

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

No quantitative 
target 
qualitative 
deliverable 
required.  

NA Annual 

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

  

The DHB is to supply a progress report on the implementation of changes to primary health care 
services that deliver on the core elements of Better, Sooner, More Convenient primary health care. In 
particular progress must be described regarding: 
1. the shifting of services from secondary care to primary care settings;  
2. the development of Integrated Family Health Centres; and 
оΦ ŀƴȅ ǎǇŜŎƛŦƛŎ ǊŜǇƻǊǘƛƴƎ ǊŜǉǳƛǊŜƳŜƴǘǎ ǘƘŀǘ Ƴŀȅ ōŜ ƛŘŜƴǘƛŦƛŜŘ ƛƴ ǘƘŜ aƛƴƛǎǘŜǊΩǎ [ŜǘǘŜǊ ƻŦ 9ȄǇŜŎǘŀǘƛƻƴǎ 
(to be confirmed). 
AND (as applicable) 
1.   Those DHBs involved in Better, Sooner, More Convenient (BSMC) primary health care business 
case(s) are required to supply a progress report on the implementation of the business case(s) it is 
involved in. The BSMC Monitoring Framework includes indicators at three levels:  
2.   Those DHBs involved in Better, Sooner, More Convenient primary health care business case(s) are 
required to supply a progress report on the operation and expenditure of the flexible funding pool, 
including how pool funding has been prioritised to deliver services to meet the four high-level 
objectives. 
 
Where problems are identified, resolution plans are to be described. 

No quantitative 
target 
qualitative 
deliverable 
required. 

NA Quarterly 

  

ttо [ƻŎŀƭ LǿƛκaņƻǊƛ ŜƴƎŀƎŜƳŜƴǘ ŀƴŘ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ 5I. ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎΣ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ǎǘǊŀǘŜƎƛŜǎ ŀƴŘ Ǉƭŀƴǎ ŦƻǊ aņƻǊƛ ƘŜŀƭǘƘ gain 

  

Measure 1 - tIh aņƻǊƛ IŜŀƭǘƘ tƭŀƴǎ 
Percentage of PHOs with MHPs that have been agreed to by the DHB.   

100% 100% 

Six-Monthly 

  

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

No quantitative 
target 
qualitative 
deliverable 
required. 

NA   

Measure 3 - DHB ς LǿƛκaņƻǊƛ ǊŜƭŀǘƛƻƴǎƘƛǇǎ 
Provide a report demonstrating: 
ω !ŎƘƛŜǾŜƳŜƴǘǎ ŀƎŀƛƴǎǘ ǘƘŜ aŜƳƻǊŀƴŘǳƳ ƻŦ ¦ƴŘŜǊǎǘŀƴŘƛƴƎ όaƻ¦ύ ōŜǘǿŜŜƴ ŀ 5I. and its local 
LǿƛκaņƻǊƛ ƘŜŀƭǘƘ ǊŜƭŀǘƛƻƴǎƘƛǇ ǇŀǊǘƴŜǊΣ ŀƴŘ ŘŜǎŎǊƛōŜ ƻǘƘŜǊ ƛƴƛǘƛŀǘƛǾŜǎ ŀŎƘƛŜǾŜŘ ǘƘŀǘ ŀǊŜ ŀƴ ƻǳǘŎƻƳŜ ƻŦ 
engagement between the parties during the reporting period. 
ω tǊƻǾƛŘŜ ŀ ŎƻǇȅ ƻŦ ǘƘŜ aƻ¦Φ 

  

Measure 4 - DHB ς LǿƛκaņƻǊƛ ǊŜƭŀǘƛƻƴǎƘƛǇǎ 
RepƻǊǘ ƻƴ Ƙƻǿ όƳŜŎƘŀƴƛǎƳǎ ŀƴŘ ŦǊŜǉǳŜƴŎȅ ƻŦ ŜƴƎŀƎŜƳŜƴǘύ ƭƻŎŀƭ LǿƛκaņƻǊƛ ŀǊŜ ǎǳǇǇƻǊǘŜŘ ōȅ ǘƘŜ 5I. 
to participate in the development and implementation of the strategic agenda, service delivery 
planning, development, monitoring, and evaluation (include a section on PHOs). 

  

Measure 5 - 5I. aņƻǊƛ IŜŀƭǘƘ tƭŀƴ 
Provide a report by exception on national level priorities that have not been achieved in the DHB 
aņƻǊƛ IŜŀƭǘƘ tƭŀƴΦ  ¢ƘŜ ǊŜǇƻǊǘ ǿƛƭƭ ǎŀȅ ǿƘȅ ǘƘŜ ǇǊƛƻǊƛǘȅ Ƙŀǎ ƴƻǘ ōŜŜƴ ŀŎƘƛŜǾŜŘΣ ǿƘŀǘ ǘƘŜ 5I. ǿƛƭƭ Řƻ ǘƻ 
rectify it, and by when. 

ttп LƳǇǊƻǾƛƴƎ ƳŀƛƴǎǘǊŜŀƳ ŜŦŦŜŎǘƛǾŜƴŜǎǎ 5I. ǇǊƻǾƛŘŜǊ ŀǊƳǎ ǇŀǘƘǿŀȅǎ ƻŦ ŎŀǊŜ ƻŦ aņƻǊƛ 

  
Measure 1 
Provide a report describing the reviews of pathways of care that have been undertaken in the last 12 
months that focused on improving IŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŀƴŘ ǊŜŘǳŎƛƴƎ ƘŜŀƭǘƘ ƛƴŜǉǳŀƭƛǘƛŜǎ ŦƻǊ aņƻǊƛΦ   No quantitative 

target 
qualitative 
deliverable 
required. 

NA Six-Monthly 

  

Measure 2 
Report on examples of actions taken to address the issues identified in the reviews.  The report should 
identify:ω ǿƘŀǘ ƛǎǎǳŜǎκ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ǿŜǊŜ ōǊƻǳƎƘǘ ǘƻ ȅƻǳǊ ŀǘǘŜƴǘƛƻƴ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘŜ ǊŜǾƛŜǿǎ ƻŦ 
pathways of care that you identified in Measure oneω ǘƘŜ Ŧƻƭƭƻǿ ǳǇ ŀŎǘƛƻƴǎ ȅƻǳ ƛƴǘŜƴŘ ǘƻ ǘŀƪŜκ ŀǊŜ 
taking as a result of the issues and opportunities that you identified above.The report should include 
timeframes for implementing the actions you identify. 

MODULE 9: APPENDICES 
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Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

PP5 Waiting times for chemotherapy treatment 

  

Provide a report confirming the DHB has reviewed the monthly wait time templates produced by 
either the relevant Cancer Centre(s) or its own DHB where treatment commenced at that DHB for the 
quarter.    
Where the monthly wait time data identifies: 
ω ŀƴȅ ǇŀǘƛŜƴǘǎ ŘƻƳƛŎƛƭŜŘ ƛƴ ǘƘŜ 5HB waiting more than four weeks, due to capacity issues, and/or  
ω ǿŀƛǘ ǘƛƳŜ ǎǘŀƴŘŀǊŘǎ ǿŜǊŜ ƴƻǘ ƳŜǘΣ ŦƻǊ ǇŀǘƛŜƴǘǎ ƛƴ ǇǊƛƻǊƛǘȅ ŎŀǘŜƎƻǊƛŜǎ ! ŀƴŘ . 
DHBs must provide a report outlining the resolution path. 

100% 
at four weeks 

100%  
at four weeks 

Quarterly 

PP6 Improving the health status of people with severe mental illness 

  The average number of people domiciled in the DHB 
region, seen per year rolling every three months being 
reported (the period is lagged by three months) for: 
ω ŎƘƛƭŘ ŀƴŘ ȅƻǳǘƘ ŀƎŜŘ л-19, specified for each of the 
ǘƘǊŜŜ ŎŀǘŜƎƻǊƛŜǎ aņƻǊƛΣ hǘƘŜǊΣ ŀƴŘ ƛƴ ǘƻǘŀƭ 
ω ŀŘǳƭǘǎ ŀƎŜŘ нл-64, specified for each of the three 
ŎŀǘŜƎƻǊƛŜǎ aņƻǊƛΣ hǘƘŜǊΣ ŀƴŘ ƛƴ ǘƻǘŀƭ 
ω ƻƭŘŜǊ ǇŜƻǇƭŜ ŀƎŜŘ срҌΣ ǎǇŜŎƛŦƛŜŘ ŦƻǊ ŜŀŎƘ ƻŦ ǘƘŜ ǘƘǊŜŜ 
ŎŀǘŜƎƻǊƛŜǎ aņƻǊƛΣ hǘƘŜǊΣ ŀƴŘ ƛƴ ǘƻǘŀƭΦ 

Age 0-19 

aņƻǊƛ 3.53% 

NA Six-Monthly 

  Other 3.69% 

  Total 3.64% 

  

Age 20-64 

aņƻǊƛ 6.46% 

  Other 3.46% 

  Total 3.87% 

  Age 65+ Total NA 

PP7 Improving mental health services using crisis intervention planning 

  

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

Adult (20+) 

aņƻǊƛ 95% 95% 

Six-Monthly 
  

bƻƴ aņƻǊƛ 95% 95% 

  Child & Youth 

aņƻǊƛ 95% 95% 

  

bƻƴ aņƻǊƛ 95% 95% 

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

  

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

No 
quantitative 

target. Supply 
of quantitative 
data required. 

NA Six-Monthly 

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

  

5I.ǎ ŀǊŜ ǘƻ ǇǊƻǾƛŘŜ ŀ ǎǳƳƳŀǊȅ ǊŜǇƻǊǘ ƻƴ ǇǊƻƎǊŜǎǎ ƳŀŘŜ ǘƻǿŀǊŘǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ¢Ŝ YǁƪƛǊƛΥ ǘƘŜ 
Mental Health and Addiction Action Plan.  A template for this report can be found on the nationwide 
service framework library web site NSFL homepage: http://nsfl.health.govt.nz.  

No 
quantitative 

target 
qualitative 
deliverable 
required. 

NA Annual 

PP10 Oral Health DMFT Score at year 8 

  Upon the commencement of dental care, at the last 
ŘŜƴǘŀƭ ŜȄŀƳƛƴŀǘƛƻƴ ōŜŦƻǊŜ ǘƘŜ ŎƘƛƭŘ ƭŜŀǾŜǎ ǘƘŜ 5I.Ωǎ 
Community Oral Health Service, the total number of: 
(i) permanent teeth of children in school Year 8 (12/13-
year olds) that are ς 
ω 5ŜŎŀȅŜŘ ό5ύΣ  
ω aƛǎǎƛƴƎ όŘǳŜ ǘƻ ŎŀǊƛŜǎΣ aύΣ ŀƴŘ 
ω CƛƭƭŜŘ όCύΤ ŀƴŘ  
(ii) children who are caries-free (decay-free). 

  

aņƻǊƛ 1.10 

NA Annual 

  Pacific NA 

  Other 1.10 

  Total 1.10 

  

Total 

Fluoridated NA 

  
Non Fluoridated NA 
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Performance Measure and description 2011/12 
Target 

National 
Target 

Frequency 

PP11 Children caries free at 5 years of aged 

  At the first examination after the child has turned five 
years, but before their sixth birthday, the total number 
of: 
(i) children who are caries-free (decay-free); and 
(ii) primary teeth of children that are ς 
ω 5ŜŎŀȅŜŘ όŘύΣ  
ω aƛǎǎƛƴƎ όŘǳŜ ǘƻ ŎŀǊƛŜǎΣ Ƴύ, and 
ω CƛƭƭŜŘ όŦύΦ 

  

aņƻǊƛ 51 

NA Annual 

  Pacific NA 

  Other 72 

  Total 65 

  
Total 

Fluoridated ND 

  Non-Fluoridated ND 

PP12 Utilisation of DHB funded dental services by adolescents  

  

In the year to which the reporting relates, the total number of adolescents 
accessing DHB-funded adolescent oral health services, defined as: 
όƛύ ǘƘŜ ǳƴƛǉǳŜ Ŏƻǳƴǘ ƻŦ ŀŘƻƭŜǎŎŜƴǘ ǇŀǘƛŜƴǘǎΩ ŎƻƳǇƭŜǘƛƻƴǎ ŀƴŘ ƴƻƴ-
completions under the Combined Dental Agreement; and 
(ii) the unique count of additional adolescent examinations with other 
DHB-funded dental services (e.g. DHB Community Oral Health Services, 
aņƻǊƛ hǊŀƭ IŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎ ŀƴŘ ƻǘƘŜǊ ŎƻƴǘǊŀŎǘŜŘ ƻǊŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎύΦ 
To reduce duplication of effort, at the end of each quarter in the year to 
which the reporting relates, the Ministry will organise a data extract from 
Sector Services for all DHBs for claims made by dentists contracted under 
ǘƘŜ /ƻƳōƛƴŜŘ 5Ŝƴǘŀƭ !ƎǊŜŜƳŜƴǘΣ ŀƴŘ ǇǊƻǾƛŘŜ ǘƘƛǎ Řŀǘŀ ŦƻǊ 5I.ǎΩ ǳǎŜ ƛƴ 
determining part (i) of the Numerator. 

Total 85% 85% Annual 

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

  

Measure 1 - In the year to which the reporting relates, the total number of 
children under five years of age, i.e. aged 0 to 4 years of age inclusive, who 
are enrolled with DHB-ŦǳƴŘŜŘ ƻǊŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ό5I.Ωǎ /ƻƳƳǳƴƛǘȅ hǊŀƭ 
Health Service and other DHB-contracted oral health providers such as 
aņƻǊƛ ƻǊŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎύΦ 

Children Enrolled  
0-4 years 

2130 

NA Annual 

  

Measure 2 - In the year to which the reporting relates:(i) the total number 
of pre-school children and primary school children in total and for each 
school decile who have not been examined according to their planned 
recall period in DHB-ŦǳƴŘŜŘ ŘŜƴǘŀƭ ǎŜǊǾƛŎŜǎ ό5I.Ωǎ /ƻƳƳǳƴƛǘȅ hǊŀƭ IŜŀƭǘƘ 
Service and other DHB-ŎƻƴǘǊŀŎǘŜŘ ƻǊŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎ ǎǳŎƘ ŀǎ aņƻǊƛ ƻǊŀƭ 
health providers); and(ii) the greatest length of time children has been 
waiting for their scheduled examination, and the number of children that 
have been waiting for that period. 

Children not examined 
0-12 years 

300 

PP14 Family violence prevention 

  

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

140/200 140/200 Annual 

PP15 Improving the safety of elderly: Reducing hospitalisation for falls 

  
The number of people 75 yrs and older hospitalised for falls domiciled in the DHB region, per year. 5.8% NA Six-Monthly 

PP16 Workforce - Career Planning 

  

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

No 
quantitative 

target. 
Supply of 

quantitative 
data 

required. 

NA Annual 
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System Integration Dimension 

Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

SI1 Ambulatory sensitive (avoidable) hospital admissions 

  Each DHB is expected to provide a commentary on their 
ƭŀǘŜǎǘ мн ƳƻƴǘƘ !{I Řŀǘŀ ǘƘŀǘΩǎ ŀǾŀƛƭŀōƭŜ Ǿƛŀ ǘƘŜ 
nationwide service library.  This commentary may 
ƛƴŎƭǳŘŜ ŀŘŘƛǘƛƻƴŀƭ ŘƛǎǘǊƛŎǘ ƭŜǾŜƭ Řŀǘŀ ǘƘŀǘΩǎ ƴƻǘ ŎŀǇǘǳǊŜŘ 
in the national data collection and also information 
about local initiatives that are intended to reduce ASH 
admissions.  Each DHB should also provide information 
about how health inequalities are being addressed with 
respect to this health target, with a particular focus on 
!{I ŀŘƳƛǎǎƛƻƴǎ ŦƻǊ tŀŎƛŦƛŎ ŀƴŘ aņƻǊƛ пр-64 year olds. 

Age 0-74 

aņƻǊƛ  111 

NA Six-Monthly 

  Pacific NA 

  Other 111 

  

Age 0-4 

aņƻǊƛ 101 

  Pacific NA 

  Other 98 

  

Age 45-64 

aņƻǊƛ <95 

  Pacific NA 

  Other 110 

SI2 Regional service planning 

  

A single progress report on behalf of the region agreed by all DHBs within that region.  The report 
should focus on the actions agreed by each region as detailed in its regional implementation plan. 
 
For each action the progress report will identify: 
ω ǘƘŜ ƴƻƳƛƴŀǘŜŘ ƭŜŀŘ 5I.κǇŜǊǎƻƴκǇƻǎƛǘƛƻƴ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ŜƴǎǳǊƛƴƎ ǘƘŜ ŀŎǘƛƻƴ ƛǎ ŘŜƭƛǾŜǊŜŘ 
ω ǿƘŜǘƘŜǊ ŀŎǘƛƻƴǎ ŀƴŘ ƳƛƭŜǎǘƻƴŜǎ ŀǊŜ ƻƴ ǘǊŀŎƪ ǘƻ ōŜ ƳŜǘ ƻǊ ƘŀǾŜ ōŜŜƴ ƳŜt 
ω ǇŜǊŦƻǊƳŀƴŎŜ ŀƎŀƛƴǎǘ ŀƎǊŜŜŘ ǇŜǊŦƻǊƳŀƴŎŜ ƳŜŀǎǳǊŜǎ ŀƴŘ ǘŀǊƎŜǘǎ 
ω ŦƛƴŀƴŎƛŀƭ ǇŜǊŦƻǊƳŀƴŎŜ ŀƎŀƛƴǎǘ ōǳŘƎŜǘ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ ŀŎǘƛƻƴΦ 
 
If actions/milestones/performance measures/financial performance are not tracking to plan, a 
resolution plan must be provided.  The resolution plan should comment on the actions and regional 
decision-making processes being undertaken to agree to the resolution plan.  

No 
quantitative 

target 
qualitative 
deliverable 
required. 

NA Quarterly 

SI3 Service coverage 

  

Report progress achieved during the quarter towards resolution of exceptions to service coverage 
identified in the DAP, and not approved as long term exceptions, and any other gaps in service 
coverage identified by the DHB or Ministry through:ω ŀƴŀƭȅǎƛǎ ƻŦ ŜȄǇƭŀƴŀǘƻǊȅ ƛƴŘicatorsω ƳŜŘƛŀ 
reporting ω Ǌƛǎƪ ǊŜǇƻǊǘƛƴƎω ŦƻǊƳŀƭ ŀǳŘƛǘ ƻǳǘŎƻƳŜǎω ŎƻƳǇƭŀƛƴǘǎ ƳŜŎƘŀƴƛǎƳǎω ǎŜŎǘƻǊ ƛƴǘŜƭƭƛƎŜƴŎŜΦ 

No 
quantitative 

target 
qualitative 
deliverable 
required. 

NA Six-Monthly 

SI4 Elective services standardised intervention rates 

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

Intervention rate 308 per 10,000 308 per 10,000 

Six-Monthly 

  
Major joint replacement procedures  21 per 10,000 21 per 10,000 

  
  Hip  10.5 per 10,000 10.5 per 10,000 

  
  Knee  10.5 per 10,000 10.5 per 10,000 

  
Cataract Procedures  27 per 10,000 27 per 10,000 

  
Cardiac procedures  6.5 per 10,000 6.5 per 10,000 

{Lр 9ȄǇŜƴŘƛǘǳǊŜ ƻƴ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ōȅ aņƻǊƛ IŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎ  

  

Measure 1 
5I. ǘƻ ǊŜǇƻǊǘ ŀŎǘǳŀƭ ŜȄǇŜƴŘƛǘǳǊŜ όD{¢ ŜȄŎƭǳǎƛǾŜύ ƻƴ aņƻǊƛ ǇǊƻǾƛŘŜǊǎ ōȅ DŜƴŜǊŀƭ [ŜŘƎŜǊ όD[ύ ŎƻŘŜΦ No 

quantitative 
target. Supply 
of quantitative 
data required. 

NA Annual 

  

Measure 2 
5I.ǎ ǘƻ ǊŜǇƻǊǘ ŀŎǘǳŀƭ ǊŜǇƻǊǘŜŘ ŜȄǇŜƴŘƛǘǳǊŜ ŦƻǊ aņƻǊƛ ǇǊƻǾƛŘŜǊǎ ƛƴ ŎƻƳǇŀǊƛǎƻƴ ǘƻ ŜǎǘƛƳŀǘŜŘ 
ŜȄǇŜƴŘƛǘǳǊŜ ŦƻǊ aņƻǊƛ ǇǊƻǾƛŘŜǊǎ ƛƴ ǘƘŜƛǊ !ƴƴǳŀƭ tƭŀƴ ŦƻǊ ǘƘŜ ǎŀƳŜ ǊŜǇƻǊǘƛƴƎ ǇŜǊƛƻŘ, with explanation of 
variances.  
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Performance Measure and description 2011/12 
Target 

National 
Target 

Frequency 

SI7 Improving breast-feeding rates 

  

DHBs are expected to set DHB-specific breastfeeding 
ǘŀǊƎŜǘǎ ǿƛǘƘ ŀ ŦƻŎǳǎ ƻƴ aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ ǘƘŜ ǘotal 
population respectively (see Reducing Inequalities 
below) to incrementally improve district breastfeeding 
rates to meet or exceed the National Indicator.  
 
DHBs will be expected to maintain and report on 
appropriate planning and implementation activity to 
improve the rates of breastfeeding in the district.  This 
ƛƴŎƭǳŘŜǎ ŀŎǘƛǾƛǘȅ ǘŀǊƎŜǘŜŘ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ 
communities. 
 
The Ministry will provide breastfeeding data sourced 
from Plunket, and DHBs must provide data from non-
Plunket Well Child providers.  DHBs are to report 
providing the local data from non-Plunket Well Child 
providers. 

6 weeks 

aņƻǊƛ 74% 

74% 

Annual 

  
Pacific NA 

  Other 70% 

  Total 74% 

  

3 Months 

aņƻǊƛ 57% 

57% 
  Pacific N/A 

  
Other 59% 

  Total 57% 

  

6 Months 

aņƻǊƛ 18% 

27% 
  Pacific NA 

  
Other 27% 

  Total 26% 

 

Ownership Dimension 

Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

OS3 Elective and arranged inpatient length of stay 

  

The standardised ALOS is the ratƛƻ ƻŦ ΨŀŎǘǳŀƭΩ ǘƻ ΨŜȄǇŜŎǘŜŘΩ ![h{Σ ƳǳƭǘƛǇƭƛŜŘ ōȅ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ 
ƛƴǇŀǘƛŜƴǘ ![h{Φ  ¢ƘŜ 5I.Ωǎ ΨŀŎǘǳŀƭΩ ![h{Σ ŀƴŘ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ ƛƴǇŀǘƛŜƴǘ ![h{Σ ŀǊŜ ōƻǘƘ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ 
total bed days for hospital patients discharged during the 12 months to the end of the quarter, divided 
by the total number of discharges for hospital patients (excluding day patients) during the 12 months 
ǘƻ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ǉǳŀǊǘŜǊΦ  ¢ƘŜ ΨŜȄǇŜŎǘŜŘΩ ![h{ ƛǎ ŘŜǊƛǾŜŘ ōȅ ǘŀƪƛƴƎ ǘƘŜ ƴŀǘƛƻƴ-wide ALOS for each 
grouping of patient discharges defined by DRG cluster and co-morbidities, multiplying this by the 
proportion of total discharges this group represents, and summing the result across all discharge 
groups.  

3.68 Days NA Quarterly 

OS4 Acute inpatient length of stay 

  

The standardised ALOS is the raǘƛƻ ƻŦ ΨŀŎǘǳŀƭΩ ǘƻ ΨŜȄǇŜŎǘŜŘΩ ![h{Σ ƳǳƭǘƛǇƭƛŜŘ ōȅ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ 
ƛƴǇŀǘƛŜƴǘ ![h{Φ  ¢ƘŜ 5I. ΨŀŎǘǳŀƭΩ ![h{Σ ŀƴŘ ƴŀǘƛƻƴǿƛŘŜ ƛƴǇŀǘƛŜƴǘ ![h{Σ ŀǊŜ ōƻǘƘ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ ǘƻǘŀƭ 
bed days for hospital patients discharged during the 12 months to the end of the quarter, divided by 
the total number of discharges for hospital patients (excluding day patients) during the 12 months to 
ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ǉǳŀǊǘŜǊΦ  ¢ƘŜ ΨŜȄǇŜŎǘŜŘΩ ![h{ ƛǎ ŘŜǊƛǾŜŘ ōȅ ǘŀƪƛƴƎ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ ![h{ ŦƻǊ ŜŀŎƘ 
grouping of patient discharges defined by DRG cluster and co-morbidities, multiplying this by the 
proportion of total discharges this group represents for the DHB, and summing the result across all 
discharge groups. 

3.81 Days NA Quarterly 

OS5 Theatre Utilisation 

  

Each quarter, the DHB is required to submit the following data elements, represented as a total of all 
theatres in each Provider Arm facility.  
ω !Ŏǘǳŀƭ ǘƘŜŀǘǊŜ ǳǘƛƭƛǎŀǘƛƻƴΣ  
ω ǊŜǎƻǳǊŎŜŘ ǘƘŜŀǘǊŜ ƳƛƴǳǘŜǎΣ  
ω ŀŎǘǳŀƭ ƳƛƴǳǘŜǎ ǳǎŜŘ ŀǎ ŀ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ǊŜǎƻǳǊŎŜŘ ǳǘƛƭƛǎŀǘƛƻƴ 
The expectation is that DHBs will supply information on the template quarterly.  Baseline performance 
should be identified as part of the establishment of the target.  The goal for 2011/12 will be one of the 
following: 
a. For DHBs whose overall utilisation is less than 85%, a target that is a substantial incremental step 
towards achieving the 85% target is recommended 
b. For DHBs whose overall utilisation is 85% or better, a target that is a small improvement over 
current performance is recommended 

85% 85% Quarterly 
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Performance Measure and description 
2011/12 
Target 

National 
Target 

Frequency 

OS6 Elective and arranged day surgery  

  

¢ƘŜ ǎǘŀƴŘŀǊŘƛǎŜŘ Řŀȅ ǎǳǊƎŜǊȅ ǊŀǘŜ ƛǎ ǘƘŜ Ǌŀǘƛƻ ƻŦ ǘƘŜ ΨŀŎǘǳŀƭΩ ǘƻ ΨŜȄǇŜŎǘŜŘΩ Řŀȅ ǎǳǊƎŜǊȅ ǊŀǘŜΣ ƳǳƭǘƛǇƭƛŜŘ 
by the nationwide day surgery rate, expresǎŜŘ ŀǎ ŀ ǇŜǊŎŜƴǘŀƎŜΦ  ¢ƘŜ 5I.ǎ ΨŀŎǘǳŀƭΩ Řŀȅ ǎǳǊƎŜǊȅ ǊŀǘŜΣ 
and the nationwide day surgery rate, are both defined as the number of day surgery discharges for the 
12 months to the end of the quarter (for elective and arranged surgical patients), divided by the total 
number of surgical discharges in the 12 months to the end of the quarter (for elective and arranged 
ǎǳǊƎƛŎŀƭ ǇŀǘƛŜƴǘǎύΦ  ¢ƘŜ ΨŜȄǇŜŎǘŜŘΩ Řŀȅ ǎǳǊƎŜǊȅ ǊŀǘŜ ƛǎ ŘŜǊƛǾŜŘ ōȅ ǘŀƪƛƴƎ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ Řŀȅ ǎǳǊƎŜǊȅ ǊŀǘŜ 
for discharges in each DRG, multiplying this by the proportion of total discharges the DRG represents 
for the DHB, and summing the result across all DRGs. 

62 % 
62% 

Standardised 
Quarterly 

OS7 Elective and arranged day of surgery admissions 

  

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

95% 
90% 

Standardised 
Quarterly 

OS8 Acute readmissions to hospital  

  

¢ƘŜ ǎǘŀƴŘŀǊŘƛǎŜŘ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǊŀǘŜ ƛǎ ǘƘŜ Ǌŀǘƛƻ ƻŦ ǘƘŜ ΨŀŎǘǳŀƭΩ ǘƻ ΨŜȄǇŜŎǘŜŘΩ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ 
rate, multiplied by the nationwide acute readmission rate, expressed as a percentage.   
¢ƘŜ 5I.Ωǎ ΨŀŎǘǳŀƭΩ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǊŀǘŜΣ ŀƴŘ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǊŀǘŜΣ ŀǊŜ ŘŜŦƛƴŜŘ ŀǎ 
the number of unplanned acute readmissions to hospital within 28 days of a previous inpatient 
discharge that occurred within the 12 months to the end of the quarter, as a proportion of inpatient 
ŘƛǎŎƘŀǊƎŜǎ ƛƴ ǘƘŜ мн ƳƻƴǘƘǎ ǘƻ ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ǉǳŀǊǘŜǊΦ  ¢ƘŜ ΨŜȄǇŜŎǘŜŘΩ ŀŎǳǘŜ ǊŜŀŘƳƛǎǎƛƻƴ ǊŀǘŜ ƛǎ 
derived using regression methods from the DRG cluster and patient population characteristics of the 
DHB. 

8.81% NA Quarterly 

OS9 30 Day mortality 

  

The measure is for a standardised mortality rate, in order to improve the comparability of the measure 
ŀŎǊƻǎǎ ǘƘŜ ǎŜŎǘƻǊΦ  ¢ƘŜ ǎǘŀƴŘŀǊŘƛǎŜŘ ƳƻǊǘŀƭƛǘȅ ǊŀǘŜ ƛǎ ǘƘŜ Ǌŀǘƛƻ ƻŦ ǘƘŜ ΨŀŎǘǳŀƭΩ ǘƻ ΨŜȄǇŜŎǘŜŘΩ ƳƻǊǘŀƭƛǘȅ 
ǊŀǘŜǎΣ ƳǳƭǘƛǇƭƛŜŘ ōȅ ǘƘŜ ƴŀǘƛƻƴǿƛŘŜ ƳƻǊǘŀƭƛǘȅ ǊŀǘŜΣ ŜȄǇǊŜǎǎŜŘ ŀǎ ŀ ǇŜǊŎŜƴǘŀƎŜΦ  ¢ƘŜ 5I.Ωǎ ΨŀŎǘǳŀƭΩ 
mortality rate, and the nationwide mortality rate, are both defined as the number of in-hospital 
patient deaths within 30 days of admission, as a proportion of all patient discharges, including 
ŘŀȅŎŀǎŜǎΦ  ¢ƘŜ ΨŜȄǇŜŎǘŜŘΩ ƳƻǊǘŀƭƛǘȅ ǊŀǘŜ ƛǎ ŘŜǊƛǾŜŘ ǳǎƛƴƎ ǊŜƎǊŜǎǎƛƻƴ ƳŜǘƘƻŘǎ ŦǊƻƳ ǘƘŜ 5wD ŀƴŘ ǇŀǘƛŜƴǘ 
population characteristics of the DHB. 

1.51% NA Annual 

OS10 Improving the quality of data provided to national collection systems 

  

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

<6% <6% 

Quarterly 

  

aŜŀǎǳǊŜ нΥ 9ǘƘƴƛŎƛǘȅ ǎŜǘ ǘƻ Ψbƻǘ ǎǘŀǘŜŘΩ ƻǊ ΨwŜǎǇƻƴǎŜ ¦ƴƛŘŜƴǘƛŦƛŀōƭŜΩ in the NHI 
bǳƳŜǊŀǘƻǊΥ ¢ƻǘŀƭ ƴǳƳōŜǊ ƻŦ bIL ǊŜŎƻǊŘǎ ŎǊŜŀǘŜŘ ǿƛǘƘ ŜǘƘƴƛŎƛǘȅ ƻŦ Ψbƻǘ {ǘŀǘŜŘΩ ƻǊ ΨwŜǎǇƻƴǎŜ 
¦ƴƛŘŜƴǘƛŦƛŀōƭŜΩ ǇŜǊ 5I. ǇŜǊ ǉǳŀǊǘŜǊ 
Denominator: Total number of NHI records created per DHB per quarter 

<2% <2% 

  

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

>55% >55% 

  

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

<5% <5% 

  

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

>97% >97% 

  

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

>98% >97% 
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APPENDIX 9.2  STATEMENT OF ACCOUNTING POLICIES 
 
REPORTING ENTITY 
²ŀƛǊŀǊŀǇŀ 5ƛǎǘǊƛŎǘ IŜŀƭǘƘ .ƻŀǊŘ όά5I.έύ ƛǎ ŀ IŜŀƭǘƘ .ƻŀǊŘ ŜǎǘŀōƭƛǎƘŜŘ ōȅ ǘƘŜ bŜǿ ½ŜŀƭŀƴŘ tǳōƭƛŎ IŜŀƭǘƘ 
and Disability Act 2000.  Wairarapa DHB is a crown entity in terms of the Crown Entities Act 2004, owned 
by the Crown and domiciled in New Zealand.  Wairarapa DHB is a reporting entity for the purposes of the 
New Zealand Public Health and Disability Act 2000, the Financial Reporting Act 1993, the Public Finance Act 
1989 and the Crown Entities Act 2004. 
 
Wairarapa DHB is a public benefit entity, as defined under NZIAS 1. 
 
The consolidated financial statements of Wairarapa DHB comprise Wairarapa DHB and its subsidiary 
.ƛƻƳŜŘƛŎŀƭ {ŜǊǾƛŎŜǎ bŜǿ ½ŜŀƭŀƴŘ [ƛƳƛǘŜŘ όǘƻƎŜǘƘŜǊ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ά²5I.έ) and joint venture the Central 
Region Technical Advisory Service Limited (TAS) which is one sixth owned. 
 
²ŀƛǊŀǊŀǇŀ 5I.Ωǎ ŀŎǘƛǾƛǘƛŜǎ ƛƴǾƻƭǾŜ ŘŜƭƛǾŜǊƛƴƎ ƘŜŀƭǘƘ ŀƴŘ Řƛǎŀōƛƭƛǘȅ ǎŜǊǾƛŎŜǎ ŀƴŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ƛƴ ŀ 
variety of ways to the community. 
 

STATEMENT OF COMPLIANCE 
The consolidated financial statements have been prepared in accordance with Generally Accepted 
Accounting Practice in New Zealand (NZGAAP). They comply with New Zealand equivalents to International 
Financial Reporting Standards (NZIFRS), and other applicable Financial Reporting Standards, as appropriate 
for public benefit entities. 
 

BASIS OF PREPARATION 

Functional and presentation currency 

The financial statements are presented in New Zealand dollars and all values are rounded to the nearest 
thousand dollars ($000).  The functional currency of the Council and its subsidiaries and associate is New 
Zealand dollars. 

Measurement base 

The financial statements are prepared on the historical cost basis except that the following assets and 
liabilities are stated at their fair value: derivative financial instruments (foreign exchange and interest rate 
swap contracts), financial instruments classified as available-for-sale, land and buildings and investment 
property. 
 
Non-current assets held for sale and disposal groups held for sale are stated at the lower of carrying 
amount and fair value less costs to sell. 
 
The preparation of financial statements in conformity with NZIFRSs requires management to make 
judgements, estimates and assumptions that affect the application of policies and reported amounts of 
assets and liabilities, income and expenses.  The estimates and associated assumptions are based on 
historical experience and various other factors that are believed to be reasonable under the circumstances, 
the results of which form the basis of making the judgements about carrying values of assets and liabilities 
that are not readily apparent from other sources.  Actual results may differ from these estimates. 
 
The estimates and underlying assumptions are reviewed on an ongoing basis.  Revisions to accounting 
estimates are recognised in the period in which the estimate is revised if the revision affects only that 
period, or in the period of the revision and future periods if the revision affects both current and future 
periods. 
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Changes in accounting policies 

There have been no changes in accounting policies during the financial year. 
 
The Wairarapa DHB and group has adopted the following revisions to accounting standards during the 
financial year, which have had only a presentational or disclosure effect: 
 

 NZ IAS 1 Presentation of Financial Statements (Revised 2007) replaces NZ IAS 1 Presentation of 
Financial Statements (Issued 2004).  The revised standard requires information in financial statements 
to be aggregated on the basis of shared characteristics and introduces a statement of comprehensive 
income.  The statement of comprehensive income will enable readers to analyse changes in equity 
resulting from non-owner changes separately from transactions with owners.  The Wairarapa DHB and 
group has decided to prepare a single statement of comprehensive income for the year ended 30 June 
2010 under the revised standard.  Financial statement information for the year ended 30 June 2009 
has been restated accordingly.  Items of other comprehensive income presented in the statement of 
comprehensive income were previously recognised directly in the statement of changes in equity. 

 

 Amendments to NZ IFRS 7 Financial Instruments: Disclosures.  The amendments introduce a three-level 
fair value disclosure hierarchy that distinguishes fair value measurements by the significance of 
valuation inputs used.  A maturity analysis of financial assets is also required to be prepared if this 
information is necessary to enable users of the financial statements to evaluate the nature and extent 
of liquidity risk.  The transitional provisions of the amendment do not require disclosure of 
comparative information in the first year of application.  The Council and group has elected to disclose 
comparative information. 

 

 NZ IAS 24 Related Party Disclosures (Revised 2009) replaces NZ IAS 24 Related Party Disclosures (Issued 
2004).  The revised standard simplifies the definition of a related party, clarifying its intended meaning 
and eliminating inconsistencies from the definition.  The Wairarapa DHB and group has elected to early 
adopt the revised standard and its effect has been to disclose further information about commitments 
between related parties 

Standards, amendments, and interpretations issued that are not yet effective and have not been early 
adopted 

Standards, amendments, and interpretations issued but not yet effective that have not been early 
adopted, and which are relevant to the Wairarapa DHB and group, are: 
 

 NZ IFRS 9 Financial Instruments will eventually replace NZ IAS 39 Financial Instruments: Recognition 
and Measurement.  NZ IAS 39 is being replaced through the following 3 main phases: Phase 1 
Classification and Measurement, Phase 2 Impairment Methodology, and Phase 3 Hedge Accounting.  
Phase 1 on the classification and measurement of financial assets has been completed and has been 
published in the new financial instrument standard NZ IFRS 9.  NZ IFRS 9 uses a single approach to 
determine whether a financial asset is measured at amortised cost or fair value, replacing the many 
different rules in NZ IAS 39.  The approach in NZ IFRS 9 is based on how an entity manages its financial 
instruments (its business model) and the contractual cash flow characteristics of the financial assets.  
The new standard also requires a single impairment method to be used, replacing the many different 
impairment methods in NZ IAS 39.  The new standard is required to be adopted for the year ended 30 
June 2014. The Wairarapa DHB has not yet assessed the effect of the new standard and expects it will 
not be early adopted. 

 

BASIS FOR CONSOLIDATION 

Subsidiaries 

Subsidiaries are entities controlled by WDHB.  Control exists when WDHB has the power, directly or 
indirectly, to govern the financial and operating policies of an entity so as to obtain benefits from its 
activities. In assessing control, potential voting rights that presently are exercisable or convertible are 
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taken into account.  The financial statements of subsidiaries are included in the consolidated financial 
statements from the date that control commences until the date that control ceases. 

Joint ventures 

Joint ventures are those entities over whose activities WDHB has joint control, established by contractual 
ŀƎǊŜŜƳŜƴǘΦ  ¢ƘŜ ŎƻƴǎƻƭƛŘŀǘŜŘ ŦƛƴŀƴŎƛŀƭ ǎǘŀǘŜƳŜƴǘǎ ƛƴŎƭǳŘŜ ²5I.Ωǎ ƛƴǘŜǊŜǎǘ ƛƴ Ƨƻƛƴǘ ǾŜƴǘǳǊŜǎΣ ǳǎƛƴƎ ǘƘŜ 
equity method, from the date that joint control commences until the date that joint control ceases. 

Transactions eliminated on consolidation 

Intra-group balances and any unrealised gains and losses or income and expenses arising from intra-group 
transactions, are eliminated in preparing the consolidated financial statements.  Unrealised gains arising 
from transactions with associates and jointly contrƻƭƭŜŘ ŜƴǘƛǘƛŜǎ ŀǊŜ ŜƭƛƳƛƴŀǘŜŘ ǘƻ ǘƘŜ ŜȄǘŜƴǘ ƻŦ ²5I.Ωǎ 
interest in the entity.  Unrealised losses are eliminated in the same way as unrealised gains, but only to the 
extent that there is no evidence of impairment. 
 

BUDGET FIGURES 
The budget figures are those approved by the health board in its District Annual Plan and included in the 
Statement of Intent tabled in parliament.  The budget figures have been prepared in accordance with 
NZGAAP.  They comply with NZIFRS and other applicable Financial Reporting Standards as appropriate for 
public benefit entities.  Those standards are consistent with the accounting policies adopted by WDHB for 
the preparation of these financial statements. 
 

GOODS AND SERVICES TAX 
All amounts are shown exclusive of Goods and Services Tax (GST), except for receivables and payables that 
are stated inclusive of GST.  Where GST is irrecoverable as an input tax, it is recognised as part of the 
related asset or expense. 
 

REVENUE 

Crown funding 

The majority of revenue is provided through an appropriation in association with a Crown Funding 
Agreement.  Revenue is recognised monthly in accordance with the Crown Funding Agreement payment 
schedule, which allocates the appropriation equally throughout the year. 

Revenue relating to service contracts 

WDHB is required to expend all monies appropriated within certain contracts during the year in which it is 
appropriated.  Should this not be done, the contract may require repayment of the money or WDHB, with 
the agreement of the Ministry of Health, may be required to expend it on specific services in subsequent 
years.  The amount unexpended is recognised as a liability. 

Goods sold and services rendered 

Revenue from goods sold is recognised when WDHB has transferred to the buyer the significant risks and 
rewards of ownership of the goods and WDHB does not retain either continuing managerial involvement to 
the degree usually associated with ownership nor effective control over the goods sold. 
 
Revenue from services is recognised, to the proportion that a transaction is complete, when it is probable 
that the payment associated with the transaction will flow to WDHB and that payment can be measured or 
estimated reliably, and to the extent that any obligations and all conditions have been satisfied by WDHB. 

Rental income 

Rental income from investment property is recognised in the statement of comprehensive income on a 
straight-line basis over the term of the lease.  Lease incentives granted are recognised as an integral part of 
the total rental income over the lease term. 
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EXPENSES 

Operating lease payments 

Payments made under operating leases are recognised in the statement of comprehensive income in the 
periods in which they are incurred. 

Finance lease payments 

Minimum lease payments are apportioned between the finance charge and the reduction of the 
outstanding liability.  The finance charge is allocated to each period during the lease term on an effective 
interest basis. 

Net financing costs 

Net financing costs comprise interest paid and payable on borrowings calculated using the effective 
interest rate method, interest received and receivable on funds invested calculated using the effective 
interest rate method, dividend income and gains and losses on hedging instruments that are recognised in 
the statement of comprehensive income. 
 
The interest expense component of finance lease payments is recognised in the statement of 
comprehensive income using the effective interest rate method. 
 
Dividend income is recognised in the statement of comprehensive income when the ǎƘŀǊŜƘƻƭŘŜǊΩǎ ǊƛƎƘǘ ǘƻ 
receive payment is established. 

Non-current assets held for sale  

Immediately before the classification of assets as held for sale, the measurement of the assets (and all 
assets and liabilities in a disposal group) is brought up-to-date in accordance with applicable NZIFRSs.  
Then, on initial classification as held for sale, a non-current asset and/or a disposal group is recognised at 
the lower of its carrying amount and its fair value less costs to sell.  
 
Impairment losses on initial classification as held for sale are included in the statement of comprehensive 
income, even when the asset was previously revalued.  The same applies to gains and losses on subsequent 
re-measurement. 

Business combinations involving entities under common control 

A business combination involving entities or businesses under common control is a business combination 
in which all of the combining entities or businesses are ultimately controlled by the same party or parties 
both before and after the business combination, and that control is not transitory. 
 
WDHB applies the book value measurement method to all common control transactions. 
 

INCOME TAX 
WDHB is a crown entity under the New Zealand Public Health and Disability Act 2000 and is exempt from 
income tax under section CB3 of the Income Tax Act 1994. 
 

FOREIGN CURRENCY 

Foreign currency transactions 

Transactions in foreign currencies are translated at the foreign exchange rate ruling at the date of the 
transaction.  Monetary assets and liabilities denominated in foreign currencies at the balance sheet date 
are translated to NZD at the foreign exchange rate ruling at that date.  Foreign exchange differences arising 
on translation are recognised in the statement of comprehensive income.  Non-monetary assets and 
liabilities that are measured in terms of historical cost in a foreign currency are translated using the 
exchange rate at the date of the transaction.  Non-monetary assets and liabilities denominated in foreign 
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currencies that are stated at fair value are translated to NZD at foreign exchange rates ruling at the dates 
the fair value was determined. 
 

PROPERTY, PLANT AND EQUIPMENT 

Classes of property, plant and equipment 

The major classes of property, plant and equipment are as follows: 

 freehold land 

 freehold buildings 

 medical equipment  

 information technology 

 motor vehicles 

 other plant and equipment 

 work in progress. 

Owned assets 

Except for land and buildings and the assets vested from the hospital and health service (see below), items 
of property, plant and equipment are stated at cost, less accumulated depreciation and impairment losses.  
The cost of self-constructed assets includes the cost of materials, direct labour, the initial estimate, where 
relevant, of the costs of dismantling and removing the items and restoring the site on which they are 
located, and an appropriate proportion of direct overheads. 
 
Land and buildings are revalued to fair value as determined by an independent registered valuer with 
sufficient regularity to ensure the carrying amount is not materially different to fair value, and at least 
every five years.  Any increase in value of a class of land and buildings is recognised directly to equity 
unless it offsets a previous decrease in value recognised in the statement of financial performance.  Any 
decreases in value relating to a class of land and buildings are debited directly to the revaluation reserve, 
to the extent that they reverse previous surpluses and are otherwise recognised as an expense in the 
statement of comprehensive income. 
 
Additions to property, plant and equipment between valuations are recorded at cost. 
 
Where material parts of an item of property, plant and equipment have different useful lives, they are 
accounted for as separate components of property, plant and equipment. 

Property, Plant and Equipment Vested from the Hospital and Health Service 

Under section 95(3) of the New Zealand Public Health and Disability Act 2000, the assets of Wairarapa 
Health Limited (a hospital and health service company) vested in WDHB on 1 January 2001.  Accordingly, 
assets were transferred to WDHB at their net book values as recorded in the books of the hospital and 
health service.  In effecting this transfer, the health board has recognised the cost (or in the case of land 
and buildings ς the valuation) and accumulated depreciation amounts from the records of the hospital and 
health service.  The vested assets will continue to be depreciated over their remaining useful lives. 

Disposal of Property, Plant and Equipment 

Where an item of plant and equipment is disposed of, the gain or loss recognised in the statement of 
comprehensive income is calculated as the difference between the net sales price and the carrying amount 
of the asset. 

Properties Intended for Sale 

Properties intended for sale are valued at the lower of cost or net realisable value. 
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Leased assets 

Leases where WDHB assumes substantially all the risks and rewards of ownership are classified as finance 
leases.  The assets acquired by way of finance lease are stated at an amount equal to the lower of their fair 
value and the present value of the minimum lease payments at inception of the lease, less accumulated 
depreciation and impairment losses. 
 
The property held under finance leases and leased out under operating lease is classified as investment 
property and stated at fair value.  Property held under operating leases that would otherwise meet the 
definition of investment property may be classified as investment property on a property-by-property 
basis. 

Subsequent costs 

Subsequent costs are added to the carrying amount of an item of property, plant and equipment when 
that cost is incurred if it is probable that the service potential or future economic benefits embodied within 
the new item will flow to WDHB.  All other costs are recognised in the statement of comprehensive income 
as an expense as incurred. 

Depreciation 

Depreciation is provided on a straight line basis on all property, plant and equipment other than land at 
rates that will write off the cost (or valuation) of the assets to their estimated residual values over their 
useful lives.  The useful lives and associated depreciation rates of major classes of assets have been 
estimated as follows: 
 
Class of Asset    Estimated Life 

 Freehold buildings   2 to 50 years 

 Medical equipment   2.5 to 15 years 

 Information technology  2.5 to 15 years 

 Motor vehicles   5 to 12.5 years 

 Other plant and equipment  2.5 to 15 years 
 
The residual value of assets is reassessed annually. 
 
Work in progress is not depreciated.  The total cost of a project is transferred to the appropriate class of 
asset on its completion and then depreciated. 
 

INTANGIBLE ASSETS 
Intangible assets comprise computer software products acquired by WDHB and are stated at cost less 
accumulated amortisation and impairment losses. 

Subsequent expenditure 

Subsequent expenditure on intangible assets is capitalised only when it increases the service potential or 
future economic benefits embodied in the specific asset to which it relates.  All other expenditure is 
expensed as incurred. 

Amortisation 

Amortisation is provided on a straight-line basis over the estimated useful lives of intangible assets unless 
such lives are indefinite.  Intangible assets with an indefinite useful life are tested for impairment at each 
balance sheet date.  Other intangible assets are amortised from the date they are available for use.  The 
estimated useful lives are as follows: 
 
Type of asset   Estimated life 

 Software   2 to 5 years 
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IMPAIRMENT 
¢ƘŜ ŎŀǊǊȅƛƴƎ ŀƳƻǳƴǘǎ ƻŦ ²5I.Ωǎ ŀǎǎŜǘǎΣ ƛƴǾŜƴǘƻǊƛŜǎ ŀƴŘ ƛƴǾŜƴǘories held for distribution are reviewed at 
each balance date to determine whether there is any indication of impairment.  If any such indication 
ŜȄƛǎǘǎΣ ǘƘŜ ŀǎǎŜǘǎΩ ǊŜŎƻǾŜǊŀōƭŜ ŀƳƻǳƴǘǎ ŀǊŜ ŜǎǘƛƳŀǘŜŘΦ 
 
For intangible assets that have an indefinite useful life and intangible assets that are not yet available for 
use, the recoverable amount is estimated at each balance sheet date and was estimated at the date of 
transition. 
 
If the estimated recoverable amount of an asset is less than its carrying amount, the asset is written down 
to its estimated recoverable amount and an impairment loss is recognised in the surplus or deficit. 
 
An impairment loss on property, plant and equipment revalued on a class of asset basis is recognised 
directly against any revaluation reserve in respect of the same class of asset to the extent that the 
impairment loss does not exceed the amount in the revaluation reserve for the same class of asset. 
 
When a decline in the fair value of an available-for-sale financial asset has been recognised directly in 
equity and there is objective evidence that the asset is impaired, the cumulative loss that had been 
recognised directly in equity is recognised in the surplus or deficit even though the financial asset has not 
been derecognised.  The amount of the cumulative loss that is recognised in the surplus or deficit is the 
difference between the acquisition cost and current fair value, less any impairment loss on that financial 
asset previously recognised in the surplus or deficit. 

Calculation of recoverable amount 

The estimated recoverable amount of receivables carried at amortised cost is calculated as the present 
value of estimated future cash flows, discounted at their original effective interest rate.  Receivables with a 
short duration are not discounted. 
 
Estimated recoverable amount of other assets is the greater of their fair value less costs to sell and value in 
use.  Value in use is calculated differently depending on whether an asset generates cash or not.  For an 
asset that does not generate largely independent cash inflows, the recoverable amount is determined for 
the cash-generating unit to which the asset belongs. 
 
For non-cash generating assets that are not part of a cash generating unit value in use is based on 
depreciated replacement cost (DRC).  For cash generating assets value in use is determined by estimating 
future cash flows from the use and ultimate disposal of the asset and discounting these to their present 
value using a pre-tax discount rate that reflects current market rates and the risks specific to the asset. 
 
Impairment gains and losses, for items of property, plant and equipment that are revalued on a class of 
assets basis, are also recognised on a class basis. 

Reversals of impairment 

Impairment losses are reversed when there is a change in the estimates used to determine the recoverable 
amount. 
 
An impairment loss on an equity instrument investment classified as available-for-sale or on items of 
property, plant and equipment carried at fair value is reversed through the relevant reserve.  All other 
impairment losses are reversed through the surplus or deficit. 
 
!ƴ ƛƳǇŀƛǊƳŜƴǘ ƭƻǎǎ ƛǎ ǊŜǾŜǊǎŜŘ ƻƴƭȅ ǘƻ ǘƘŜ ŜȄǘŜƴǘ ǘƘŀǘ ǘƘŜ ŀǎǎŜǘΩǎ ŎŀǊǊȅƛƴƎ ŀƳƻǳƴǘ ŘƻŜǎ ƴƻǘ ŜȄŎŜŜŘ ǘƘŜ 
carrying amount that would have been determined, net of depreciation or amortisation, if no impairment 
loss had been recognised. 
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INVESTMENTS 
Investments, including those in subsidiary and associated companies, are stated at the lower of cost and 
net realisable value.  Any decreases are recognised in the surplus or deficit. 

 
TRADE AND OTHER RECEIVABLES 
Trade and other receivables are initially recognised at fair value and subsequently stated at amortised cost 
less impairment losses.  Bad debts are written off during the period in which they are identified. 
 

INVENTORIES 
Inventories are stated at the lower of cost and net realisable value.  Net realisable value is the estimated 
selling price in the ordinary course of business, less the estimated costs of completion and selling expenses. 
 
Cost is based on weighted average cost. 

Inventories held for distribution 

Inventories held for distribution are stated at the lower of cost and current replacement cost. 
 

CASH AND CASH EQUIVALENTS 
Cash and cash equivalents comprises cash balances, call deposits and deposits with a maturity of no more 
than twelve months from the date of acquisition.  Bank overdrafts that are repayable on demand and form 
ŀƴ ƛƴǘŜƎǊŀƭ ǇŀǊǘ ƻŦ ²5I.Ωǎ ŎŀǎƘ ƳŀƴŀƎŜƳŜƴǘ ŀǊŜ ƛƴŎƭǳŘŜŘ ŀǎ ŀ ŎƻƳǇƻƴŜƴǘ ƻŦ ŎŀǎƘ ŀƴŘ ŎŀǎƘ ŜǉǳƛǾŀƭŜƴǘǎ 
for the purpose of the statement of cash flows. 
 

INTEREST-BEARING BORROWINGS 
Interest-bearing borrowings are recognised initially at fair value less attributable transaction costs.  
Subsequent to initial recognition, interest-bearing borrowings are stated at amortised cost with any 
difference between cost and redemption value being recognised in the surplus or deficit over the period of 
the borrowings on an effective interest basis. 
 

EMPLOYEE BENEFITS 

Defined contribution plans 

Obligations for contributions to defined contribution plans are recognised as an expense in the statement 
of comprehensive income as incurred. 

Defined benefit plan  

²5I.Ωǎ ƴŜǘ ƻōƭƛƎŀǘƛƻƴ ƛƴ ǊŜǎǇŜŎǘ ƻŦ ŘŜŦƛƴŜŘ ōŜƴŜŦƛǘ ǇŜƴǎƛƻƴ Ǉƭŀƴǎ ƛǎ ŎŀƭŎǳƭŀǘŜŘ ǎŜǇŀǊŀǘŜƭȅ ŦƻǊ ŜŀŎƘ Ǉƭŀƴ ōȅ 
estimating the amount of future benefit that employees have earned in return for their service in the 
current and prior periods; that benefit is discounted to determine its present value, and the fair value of 
any plan assets is deducted.  The discount rate is the yield at the balance sheet date on New Zealand 
ƎƻǾŜǊƴƳŜƴǘ ōƻƴŘǎ ǘƘŀǘ ƘŀǾŜ ƳŀǘǳǊƛǘȅ ŘŀǘŜǎ ŀǇǇǊƻȄƛƳŀǘƛƴƎ ǘƻ ǘƘŜ ǘŜǊƳǎ ƻŦ ²5I.Ωǎ ƻōƭƛƎŀǘƛƻƴǎΦ  ¢ƘŜ 
calculation is performed by a qualified actuary using the projected unit credit method. 
 
When the benefits of a plan are improved, the portion of the increased benefit relating to past service by 
employees is recognised as an expense in the statement of comprehensive income on a straight-line basis 
over the average period until the benefits become vested.  To the extent that the benefits vest 
immediately, the expense is recognised immediately in the surplus or deficit. 
 
All actuarial gains and losses as at 1 July 2006, the date of transition to NZIFRSs, were recognised.  Likewise, 
all actuarial gains and losses that arise subsequent to the transition ŘŀǘŜ ƛƴ ŎŀƭŎǳƭŀǘƛƴƎ ²5I.Ωǎ ƻōƭƛƎŀǘƛƻƴ 
in respect of a plan are recognised in the surplus or deficit. 
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Long service leave, sabbatical leave and retirement gratuities 

²5I.Ωǎ ƴŜǘ ƻōƭƛƎŀǘƛƻƴ ƛƴ ǊŜǎǇŜŎǘ ƻŦ ƭƻƴƎ ǎŜǊǾƛŎŜ ƭŜŀǾŜΣ ǎŀōōŀǘƛŎŀƭ ƭŜŀǾŜ ŀƴŘ ǊŜǘƛǊŜƳŜƴǘ ƎǊŀtuities is the 
amount of future benefit that employees have earned in return for their service in the current and prior 
periods.  The obligation is calculated using the projected unit credit method and is discounted to its 
present value.  The discount rate is the market yield on relevant New Zealand government bonds at the 
balance sheet date. 

Annual leave, conference leave, sick leave and medical education leave 

Annual leave, sick leave and medical education leave are short-term obligations and are calculated on an 
actual basis at the amount WDHB expects to pay.  WDHB accrues the obligation for paid absences when 
ǘƘŜ ƻōƭƛƎŀǘƛƻƴ ōƻǘƘ ǊŜƭŀǘŜǎ ǘƻ ŜƳǇƭƻȅŜŜǎΩ Ǉŀǎǘ ǎŜǊǾƛŎŜǎ ŀƴŘ ƛǘ ŀŎŎǳƳǳƭŀǘŜǎΦ 
 

PROVISIONS 
A provision is recognised when WDHB has a present legal or constructive obligation as a result of a past 
event, and it is probable that an outflow of economic benefits will be required to settle the obligation.  If 
the effect is material, provisions are determined by discounting the expected future cash flows at a pre-tax 
rate that reflects current market rates and, where appropriate, the risks specific to the liability. 

Restructuring 

A provision for restructuring is recognised when WDHB has approved a detailed and formal restructuring 
plan, and the restructuring has either commenced or has been announced publicly.  Future operating costs 
are not provided for. 
 

TRADE & OTHER PAYABLES 
Trade and other payables are stated at amortised cost using the effective interest rate. 
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APPENDIX 9.3  PROJECTED FINANCIAL STATEMENTS 
 
A. Projected Statement of Comprehensive Income 
 

 
 
 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating Revenue 122,318 124,585 127,684 132,125 136,361

Operating Expenditure

Workforce costs 37,522 37,039 38,082 39,025 40,044

Treatment related costs 18,899 19,329 19,371 19,523 20,164

External providers 42,644 43,660 44,860 45,968 47,168

Inter district flows 23,808 24,248 25,240 25,417 25,673

Total Operating Expenditure 122,873 124,276 127,553 129,933 133,049

Operating Result before Interest, Depreciation & Capital Charge (555) 309 131 2,192 3,312

Interest, Depreciation & Capital Charge

Interest expense 1,858 1,752 1,800 1,845 1,893

Depreciation & amortisation 2,004 1,910 2,081 2,132 2,188

Capital charge 258 600 600 615 631

Total Interest, Depreciation & Capital Charge 4,120 4,262 4,481 4,592 4,712

Net Operating Results (4,675) (3,953) (4,350) (2,400) (1,400)

Other Comprehensive Income

Gain / (loss) on property revaluations 0 0 0 0 0

Total Other Comprehensive Income 0 0 0 0 0

Total Comprehensive Income (4,675) (3,953) (4,350) (2,400) (1,400)

Total comprehensive income attributable to:

Wairarapa District Health Board (4,675) (3,953) (4,350) (2,400) (1,400)

Non-controlling interest 0 0 0 0 0
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B. Projected Statement of Financial Position 
 

 
 
 
C. Projected Statement of Recognised Income & Expense 
 

 
 
 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Assets

Property, plant & equipment 41,555 41,144 40,821 39,349 37,911

Intangible assets 1,290 1,441 3,603 4,360 5,110

Investments 103 0 0 0 0

Trust fund investments 160 155 155 155 155

Total non-current assets 43,108 42,740 44,579 43,864 43,176

Cash & cash equivalents 109 26 (1,493) (1,797) (1,100)

Inventories 679 690 690 690 690

Trade & other receivables 3,591 4,287 4,287 4,287 4,287

Assets classified as held for sale 2,300 0 0 0 0

Total current assets 6,679 5,003 3,484 3,180 3,877

Total Assets 49,787 47,743 48,063 47,044 47,053

Equity

Crown equity 25,484 29,381 34,170 36,667 38,064

Revaluation reserve 1,479 1,479 1,479 1,479 1,479

Retained earnings (19,922) (23,875) (28,225) (30,625) (32,025)

Total Equity 7,041 6,985 7,424 7,521 7,518

Liabilities

Interest-bearing loans & liabilities 20,199 25,512 25,094 24,676 24,336

Employee benefits 533 530 530 530 530

Trust funds 160 160 160 160 160

Total non-current liabilities 20,892 26,202 25,784 25,366 25,026

Interest-bearing loans & liabilities 5,302 311 311 311 272

Payables & accruals 11,267 8,960 9,259 8,561 8,952

Employee benefits 5,285 5,285 5,285 5,285 5,285

Total current liabilities 21,854 14,556 14,855 14,157 14,509

Total Liabilities 42,746 40,758 40,639 39,523 39,535

Total Equity & Liabilities 49,787 47,743 48,063 47,044 47,053

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Balance at 1 July 5,086 7,041 6,985 7,424 7,521

Total comprehensive income previously reported (4,675) (3,953) (4,350) (2,400) (1,400)

Effect on retained earnings of restatement 0 0 0 0 0

Total comprehensive income as restated (4,675) (3,953) (4,350) (2,400) (1,400)

Equity injection from the Crown 6,633 3,900 4,792 2,500 1,400

Repayment of equity to the Crown (3) (3) (3) (3) (3)

Movements in equity for the year 6,630 3,897 4,789 2,497 1,397

Balance at 30 June 7,041 6,985 7,424 7,521 7,518

Total comprehensive income attributable to:

Wairarapa District Health Board (4,675) (3,953) (4,350) (2,400) (1,400)

Non-controlling interest 0 0 0 0 0

Total comprehensive income (4,675) (3,953) (4,350) (2,400) (1,400)
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D. Projected Statement of Cash Flow 
 

 
 
 
E. Projected Cost of Service Statements 
 
Output Class Summary 
 

 
 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Cash flows from operating activities

Operating receipts 122,178 124,585 130,060 133,525 137,763

Interest received 91 198 150 154 158

Payments to suppliers & employees (123,560) (127,455) (128,508) (130,717) (132,810)

Capital charge paid (405) (600) (600) (600) (600)

Interest paid (1,860) (1,752) (1,800) (1,845) (1,893)

Goods & services tax (net) 327 0 0 0 0

Net cash flows from operating activities (3,229) (5,024) (698) 517 2,618

Cash flows from investing activities

Proceeds from sale of property, plant & equipment 121 2,300 0 0 0

Dividends received 54 0 0 0 0

Acquisition of property, plant & equipment (993) (1,306) (1,342) (500) (500)

Acquisition of intangible assets (1,187) (272) (2,400) (1,000) (1,000)

Net cash flows from investing activities (2,005) 722 (3,742) (1,500) (1,500)

Cash flows from financing activities

Loans drawn down 120 700 0 0 0

Equity injected 6,764 3,900 3,342 1,100 0

Repayment of loans (377) (378) (418) (418) (418)

Repayment of equity (3) (3) (3) (3) (3)

Restricted fund movement 99 0 0 0 0

Net cash flows from financing activities 6,603 4,219 2,921 679 (421)

Net increase / (decrease) in cash held 1,369 (83) (1,519) (304) 697

Cash & cash equivalents at beginning of the year (1,260) 109 26 (1,493) (1,797)

Cash & cash equivalents at end of the year 109 26 (1,493) (1,797) (1,100)

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating Expenditure

Prevention Services 2,521 2,004 1,970 2,017 2,065

Early Detection and Management Services 37,003 37,444 37,927 38,793 39,774

Intensive Assessment and Treatment Services 71,031 72,034 73,521 74,695 76,446

Rehabilitation and Support Services 16,438 17,056 18,616 19,020 19,476

Total Operating Expenditure 126,993 128,538 132,034 134,525 137,761

Revenue

Prevention Services 3,284 2,313 2,226 2,300 2,371

Early Detection and Management Services 34,909 35,761 36,556 37,831 39,042

Intensive Assessment and Treatment Services 68,297 69,918 70,626 73,078 75,426

Rehabilitation and Support Services 15,828 16,593 18,276 18,916 19,522

Total Revenue 122,318 124,585 127,684 132,125 136,361

Net Operating Results (4,675) (3,953) (4,350) (2,400) (1,400)
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The following four tables show the costs of service for the four output classes.  These are defined in 
Module 4 of this Plan. 
 

 
I. Prevention Services 

 

 
 
 

II. Early Detection and Management Services 
 

 
 
 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating expenditure

Workforce costs 1,243 1,079 911 934 958

Treatment related costs 223 98 146 143 143

External providers 933 706 792 812 833

Inter district flows 0 0 0 0 0

Depreciation & amortisation 1 1 1 1 1

Total Operating Expenditure 2,400 1,884 1,850 1,890 1,935

Allocation of corporate costs 121 120 120 127 130

Total Cost of Service 2,521 2,004 1,970 2,017 2,065

Revenue 3,284 2,313 2,226 2,300 2,371

Net Result of Service 763 309 256 283 306

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating expenditure

Workforce costs 4,045 4,360 4,443 4,553 4,672

Treatment related costs 1,157 1,051 1,036 1,016 1,020

External providers 28,314 28,454 28,907 29,621 30,394

Inter district flows 1,922 1,916 1,937 1,951 1,970

Depreciation & amortisation 182 237 154 158 162

Total Operating Expenditure 35,620 36,018 36,477 37,299 38,218

Allocation of corporate costs 1,383 1,426 1,450 1,494 1,556

Total Cost of Service 37,003 37,444 37,927 38,793 39,774

Revenue 34,909 35,761 36,556 37,831 39,042

Net Result of Service (2,094) (1,683) (1,371) (962) (732)
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III. Intensive Assessment and Treatment Services 
 

 
 
 

IV. Rehabilitation and Support Services 
 

 
 
 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating expenditure

Workforce costs 27,075 26,336 27,355 28,030 28,762

Treatment related costs 14,536 14,900 15,211 14,916 14,970

External providers (132) 542 93 95 98

Inter district flows 20,697 21,080 21,615 21,766 21,986

Depreciation & amortisation 1,683 1,675 1,635 1,675 1,719

Total Operating Expenditure 63,859 64,533 65,909 66,482 67,535

Allocation of corporate costs 7,172 7,501 7,612 8,213 8,911

Total Cost of Service 71,031 72,034 73,521 74,695 76,446

Revenue 68,297 69,918 70,626 73,078 75,426

Net Result of Service (2,734) (2,116) (2,895) (1,617) (1,020)

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Operating expenditure

Workforce costs 951 1,028 1,035 1,060 1,088

Treatment related costs 545 573 587 575 577

External providers 13,529 13,958 15,068 15,440 15,843

Inter district flows 1,189 1,252 1,688 1,700 1,717

Depreciation & amortisation 2 2 2 2 2

Total Operating Expenditure 16,216 16,813 18,380 18,777 19,227

Allocation of corporate costs 222 243 236 243 249

Total Cost of Service 16,438 17,056 18,616 19,020 19,476

Revenue 15,828 16,593 18,276 18,916 19,522

Net Result of Service (610) (463) (340) (104) 46
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F. Funding Arm Financial Summary 
The following table shows the summary financial performance for the three funding arms of the Wairarapa 
DHB as disclosed in previous DAPs. 
 

 
 

 

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

Actual Forecast Projection Projection Projection

$000 $000 $000 $000 $000

Revenue

Funds 114,035 117,145 121,029 125,318 129,393

Governance & Funding Aministration 3,215 3,418 3,527 3,614 3,708

Provider 55,997 55,599 56,748 58,139 59,641

Internal Eliminations (50,929) (51,577) (53,620) (54,946) (56,381)

Total Revenue 122,318 124,585 127,684 132,125 136,361

Expenditure

Funds 117,687 119,263 123,541 127,096 130,604

Governance & Funding Aministration 3,634 3,257 3,658 3,745 3,835

Provider 56,601 57,595 58,455 58,630 59,703

Internal Eliminations (50,929) (51,577) (53,620) (54,946) (56,381)

Total Expenditure 126,993 128,538 132,034 134,525 137,761

Net Operating Results

Funds (3,652) (2,118) (2,512) (1,778) (1,211)

Governance & Funding Aministration (419) 161 (131) (131) (127)

Provider (604) (1,996) (1,707) (491) (62)

Internal Eliminations 0 0 0 0 0

Total Net Operating Results (4,675) (3,953) (4,350) (2,400) (1,400)


