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Wairarapa District Health Board 2011/12 Annual Plan

This letter is to advise you | have approved and signed Wairarapa District Health Board’s
(DHB) 2011/12 Annual Plan for one year.

Your DHB’s financial position and planned deficits of $4.3M, $2.4M and $1.4M for 2011/12,
2012/13 and 2013/14 respectively are of significant concern. This financial pathway does
not meet my expectations and must improve. | have therefore decided to approve your
Annual Plan for one year.

This year has seen significant change to the accountability framework for all DHBs with the
introduction of annual Regional Service Plans to replace District Strategic Plans and one
Annual Plan that incorporates the Statement of Intent. These changes are designed to help
improve the way we plan service delivery by setting a long term direction and clear pathways
to get there, through an integrated approach linking the different levels of health care.

| want to thank you for your cooperation as we transition to this new way of thinking and look
forward to your continued support as we strive for improved health services for all New

Zealanders.
Clinical and financial sustainability

All DHBs are expected to budget and operate within allocated funding and identify specific
actions to improve financial performance in order to live within their means. This includes
seeking efficiency gains and improvements in purchasing, productivity and quality aspects of
your DHB's operation and service delivery.

Your DHB'’s financial pathway must improve and | expect you to make significant progress
during 2011/12 to improve your financial sustainability. In particular, | expect your DHB will
deliver more tangible results by continuing to work closely with your neighbouring DHBs and
enhancing clinical integration between primary and secondary care.

Primary Care

Delivering better, sooner and more convenient services closer to home has been a priority
for the Government and DHBs for a number of years. Closer integration of services across
primary and secondary care and a greater range of services being delivered in the
community should not only reduce pressure on hospitals but also improve the patient
experience. It is important that you collaborate with your regional DHB colleagues to
develop this integration effectively. :
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| am pleased to see an enhanced commitment to achieving this priority area in your Annual
Plan including more tangible actions and deliverables to show how you will achieve the
objectives of your business case. | expect you to be active in advancing these
improvements to the way primary care services are delivered in the community.

Regional Collaboration

Greater regional collaboration is a key aspect of the new accountability arrangements and
supports more effective use of clinical and financial resources. Better collaboration amongst
DHBs is essential to address priority vulnerable services and has the potential io maximise
efficiencies through shared back office functions, as well as IT, workforce support and
development and capital investment. As core elements of the National Health Board's work,
I look forward to seeing the benefits of collaborative partnership with your fellow DHBs as
these important regional initiatives are implemented.

Your Annual Plan incorporates a strong regional flavour. It is evident that your DHB is
working to realise the benefits of regional and sub-regional collaboration, and that this
influences your local service planning.

| expect to see delivery on your agreed Regional Service Plan actions as detailed in your
Annual Plan and look forward to seeing greater ongoing support for the work of Health
Benefits Limited in developing shared back office functions where appropriate. | also thank
you for your continued commitment to work with the Health Quality and Safety Commission.

Health of Older People

The prioritisation of investment in services to ensure the health and support needs of older
people are met is important. An ongoing programme will be required to manage the impact
of our ageing population on health services and support the provision of high quality and
sustainable services in this area.

I am pleased to see more detail in your Annual Plan on how you are planning to deliver
health services for older people. | am especially interested to follow your progress in relation
to addressing the respite care needs of your community and the effective use of recent
additional funding for this service.

How you will provide new and expanded services for people with dementia is of importance
to me as is your DHBs continued application of the comprehensive clinical assessment tool
(interRAI) currently being rolled out nationally. Better articulation of how improvements are
being sought in this priority area will be expected from all DHBs in next years Annual Plan.

Clinical Leadership

Clinical leadership is fundamental to improving patient care and has an important role in
supporting overall service delivery in a number of ways. Engagement with clinical leaders
aids job satisfaction for health care professionals and improves delivery of workforce
initiatives. The success of clinical networks is based on clinical input working across regions
and nationally to assist with overall service delivery. Clinical leadership also plays an
important part in the integration of service delivery closer to home.

| expect to see clinical leadership embedded as a way of working within your DHB and the
ways in which you seek engagement with your clinicians continue to expand over coming
years.



Health Targets

New Zealanders have high expectations that they will have access to quality heaith care
services when they need them. The Government's Health Targets are selected to drive
ongoing improvements in specific priority areas in order to meet the growing expectations of
the public.

| appreciate Wairarapa DHB's efforts to deliver on the Health Targets and your progress in
delivering on these, lt is commendable that you have identified more specific actions within
vour Annual Plan to ensure vou achieve vour planned performance on the six Health
Targets.

Mental Health Ringfence

| am approving your plan subject to your DHB working closely with the Ministry of Health, to
agree and ensure appropriate use of currently unaliocated mental health ringfence funding in
order to achieve improvements in mental health for your population.

Annual Plan Approval

My approval of your Annual Plan does not constitute acceptance of proposals for service
changes that have not undergone review and agreement by the National Health Board. All
service change or service reconfigurations must comply with the requirements of the
Operational Policy Framework, and you will need to advise the National Health Board of any
proposals that may require my approval.

Additionally, my acceptance of your Annual Plan does not indicate support for any capital
projects requiring equity or new lending, or self-funded projects that require the support of
the Capital Investment Committee. Approval of such projects is dependant on both
completion of a sound business case, and evidence of good asset management and health
service planning by your DHB. Approval for equity or new lending is also managed through
the annual capital allocation round.

I acknowledge that the impacts for DHBs of the earthquakes in Christchurch are difficult to
determine and that these have not been taken into account in producing Annual Plans. The
impacts of these events are ongoing for the health sector and will need to be managed
beyond what is included in your Annual Plan.

I would like to thank you, your Board and management for your valuable contribution and
continued commitment to delivering quality health care {o your population and wish you
every success with the implementation of your 2011/12 Annual Plan.

Finally, please ensure that a copy of this letter is attached to the copy of your signed Annual
Plan held by the Board and to all copies of the Annual Plan made available to the pubilic.

Yours sincerely

Minister of Health
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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
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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 Adanson Tony Ryall
Chair Chief Executive Minister of Health



1.2 CONTEXT

1.2.1 Background

DHBs are responsible for providing or funding the provision of health and disability services.
51.a4Q &adldGdzi2NE 202SO0ADSa& dzy RS NIityiA&t00m S %S|t €
include:
¢ Improving, promoting and protecting the health of people and communities
e Promoting the integration of health services, especially primary and secondary health
services
e Seeking the optimum arrangement for the most effective and efficient delivery of health
services in order to meet local, regional and national needs
e 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
2dz602YSa F2NJ an2NR FyR 20KSNJ LR LJz A2y 3INEPdzLla

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.
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DHBs are also guided by the Ministry of Health o G K S & awhighAs fiespdnEibée tor 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 region®,

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 tKk S NBE3IA 2y Qa KSIf K ASNBAOSao®
require strengthening if they are to be sustainable including older adult and rehabilitation services

and radiology services.

1TheotherfiveDHBsint‘jKS / SYGNYt wS3aizy AyOfdzRS I1¢618Qa .Feé&x 2KIFy3l:
Coast DHBs.



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
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1.2.3.1 Our Population
The Wairarapa DHB is the second smallest of e O
the twenty DHBs, with a population of nearly
40,000. This population is projected to
decrease by 2% over the next ten years?, R_ =

compared to New Zealand which is projected
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geographic area extending from the Rimutaka . BAY =
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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.

2001 GA8GA0 by F2NBOFAGA 2FANINILIF 51 .Qa dG2GFf LRLAALFGA2Y

{adrdradad by T2 NBO!atidh aged265 anddveNvilLlie 7,40 in 203 (19%20f dlr total
population), increasing to 10,185 by 2021 (26% of our total population).
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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:

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

e Socio economic statu$Vairarapa has a greater proportion of people classified as more
deprived than the national average

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

U 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.

0 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.

U Death attributable to diabetes has increased more than the New Zealand rate and our
hospitalisationrated | Y2y 3 an2NA F2NJ RAIo0oSiSa KIF@FS AyO

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

U Ahigh percentage of Wairk NI LJr an2NA g2YSy avz21S
U The level of obesity is higher than the national average
0 Wairarapa has a higher prevalence of hazardous drinking than the national average.

e an2NR |aSg X NPIK pokrer Bélth outcomes across most indicators although
differences are reducing for childhood immunisation, breastfeeding, oral health and death
rates due to heart disease and stroke.

e Children and Young Peoplénjuries 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

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

g2N] F2NOSQa 41t

increasing  recruitment  and

retention risks.

Price and volume growth on:

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

e 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;
Wairarapa | 2 a LA G £ Q&
so further efficiencies are difficult.

recognising that
LINE R dz

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.




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 5AFTFAOAL (i & a | { Greater attention on what services are publicly funded
services suited to | growing demands for health | and target services to high need populations.
their needs services. . . -
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 Continued decline in share of | Explore funding and service delivery models, including

population population based funding. role of primary care (Tihei Wairarapajgnd the Three
) . DHB Health Services Development Programme.

Increasing pressure on clinical
sustainability due to declining | work with other agencies to achieve good transport to
patient numbers. health services in main centres.

Ageing Increasing demand for aged care | New models of care emphasise management of long

population services and services to support | term conditions and enabling people to remain in their
those with long term conditions. own home for as long as possible.

DNER g Ay 3 [ Increasing demand for services | Determine the most appropriate resource allocation to

population GKI G YSSG GKS vyl service providers.




Health Status

Factor Risk Mitigation
Increase in Heart disease, cancer, diabetes, | New models of care emphasise early assessment and
number of people | renal failure and respiratory | treatment.
with long term disease continue to be a leading . i . .
conditions cause of morbidity and mortality Greater focus on managing conditions (including self
' in the Wairarapa management) and preventing need for acute care by
' proactively planning care in primary and community
The incidence of these conditions | S€ttiNgs:
continues to  grow due to | petermine appropriate level of investment in
OKFy3Sa Ay LISZ| programmes that help prevent the onset and
behaviours (e.g. more sedentary | progression of long term conditions as well as
lifestyles). interventions which promote healthier lifestyles.
These conditions are often long | Acute services focus on patients whose needs are
in duration and slow to progress, | more complicated.
‘éVhI!Ch r}aﬁ ltlhmpllce_ltlons for Implementation of Tihei Wairarapa and development
elivery of heaith services. 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 DNR gAY 3 a n 2 N | Ensure services are culturally appropriate and are
inequalities (within ~ a  declining total [ STFSOUALS U NBFOKAYy3 a
continue to exist | population) serves to increase .. ]
rather than reduce the health [L YLX SYSy U gKnyldz 2NI A
disparities within our district. Alliance Leadership Team, that provide integrated and
K2t AaGAO0 OFNB F2NJ KAIK
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.




Factor Risk Mitigation

Greater focus on As a small DHB within the Strengthen  relationships among clinicians  and
planning and region, our views do not have | management in neighbouring DHBs.
delivering services | astrong influence.
regionally and sub- Ensure there is good clinical engagement and involvement
regionally Encounter resistance to in planning and delivery of health services, and in
changing the way services are | particular, work on the Three DHB Health Services
delivered at a local and Development Programme.
regional level.

Actively involve local clinicians, expert consumers and the
community in the change process.

Tihei Wairarapa There is reduced need for Review governance of the DHB and PHO, and establish
achieves greater two separate boards whether it would be useful to reduce any duplication of
integration of governing the DHB and the function.
primary and PHO.
secondary services

1.24.1 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.

22N] 2Y | WatikK NBi®s Dévélopmert BrogrammeQ | YR | ANBSYSyid 2
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 ¢ instead, its
implementation creates opportunities for cost avoidance rather than cost savings.

Achieving a deficit of435million 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.

10



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:

e an additional $1.2 million of efficiencies in 2011/12 over and above efficiencies we
managed to achieve in 2010/11°

e holding some IDF volumes at 2010/11 levels’

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

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

e 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 discharges® 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 2011/12°.

15 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.

2S g2N)] GAUGKAY 2dzNJ Ff€20F0SR Fdzy RAy3 G2 aA YLINI
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:

®The51 . Q& STFAOASYOe LINPINIYYS KFa FfNBFRe LINPRAZOSR &A3IYAT
forecast for 2010/11).

’ 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

# Based on our actual average caseweight of 1.2 CWDs, 253 discharges equates to 304 CWDs or $1.4M.
%In 2010/11, WDHB paid its Provider Arm prices that were $5.0 million below national price.

11



e prevention services

e early detection and management services

e intensive assessment and treatment services
e 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

iKS D2@SNYyYSyiQa &aSNWBAOS O20SNI IS NBIdZANBYSY .
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.

I LILWINREAYFGSte KIEF GKS aSNBAOSa 4SS Fdzy R | NB LI
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.

Howg S FdzyR YR LINBJARS aSNBAOSa Aa 20SNBSSy oe
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

LINE OSaao ¢KS . 2FNR Kla SadlrofAaKSR | an2NA
Kainga, three statutory advisory committees and an audit and risk committee to assist it

discharge its various responsibilities.

¢KS 51 . Qa |/ t xhg Alli@rcef Leaderghip NBm™ Iprgvitle 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.

The2  ANI NI LJ 51 . Q& 2¢6ySNEKALI 2F I aa
and operate assets in a variety of locations throughout their districts. The5 | . Q
assets is limited to Wairarapa Hospital and Ambulance assets.
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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.

1% 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
aSNDAOSas ¢Sttt OKAtR aSNWAOSasT 2N}t KSFtGK aSn
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
Fft20FGA2Yy AY | FAYLFYOALf & NRadingisbéendnedS YI yy SN
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.

lf 0K2dAK 2dzNJ LR LMz | A2y A& RSOftAYyAy3a:r GKS AycC
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: Allocationof Funder Arm fundingn 2011/12

2009/10

2010/11

2010/11

2011/12
Expenditure cateory Actual Budget | Forecast Comments
$million | $million | $million | $million
The Provider Arm budget for 2011/12 includes a negative price
adjuster of $7.0 million reflecting the fact that the DHB is paying
Provider and Governance 52.4 51.4 51.7 53.9 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.
. The budget for pharmaceuticals allows for drug cost and
Pharmaceuticals 17 115 115 119 dispensing fee growth of up to 3.5 percent in 2011/12.
Ot.her demanq driven 0.4 06 06 06
primary care items
Net Services purchased The Wairarapa DHB has set its IDF inpatient volumes at 2010/11
from other DﬂBs (Net IDFs) 20.5 20.8 21.1 21.7 levels with Capital and Coast, Hutt Valley and Counties Manukau
DHBs. This change is still to be agreed with these DHBs.
The budget for Aged Residential Care has increased by 10.4% to
DSS caged residential care 10.0 10.9 10.6 11.7 account for 26 new beds and allow for cost pressure within the
sector.
DS§ [§ ag_ed care ¢ hon 30 29 29 30
residential
Medlab Central 34 35 35 35
Wairarapa PHO received some one-off payments in 2010/11 that
will not continue through into 2011/12. Despite this budget
Wairarapa PHO 91 8.2 91 8.9 reduction, the DHB_|s exp_ectmg a S.Imllal’, a_nd 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.
¢KS 51 .0Qa LXIYYySR Fftft20FGAs3
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
NGO Providers 51 5.4 5.6 52 $5.2 million in 2011/12. This is shown in the table below:
NGO Budget Reconciliation 2011/12 ($ million)
Forecast '?:;;:23'2? Less Allocation
2010/11 3.58% Efficiencies 2011/12
5.6 0.2 (0.6) 5.2
Funder Arm Efficiencies to
be Allocated 0.7 0.7
The total allocation for 2011/12 includes funding to maintain the
Total Allocated by Funder 115.6 114.5 115.9 120.4 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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MODULE 2: STRATEGIC DIRECTION

¢tKS D2@SNYyYSyiQa 2@SNI NODKAy3d LRtAOe 2eade
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.

2 ANFNFLIF 51 . Aa NBaLRyaraoftS F2NI g2N] Ay 3

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
The2 I A NI NJ LJ  5Well\@draraPdc Better Kealth for All (Wairarapa o@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.

FigureOne:Wai r arapa Clinical Service:

Improve the health of
the whole population
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patient experience 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 Expectations™, which includes delivering better,

sooner> Y2NB O2y@SyASyid KSIFItGK OFNB>X RSftAGSNARyY3
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 F YR 3IA PGS | FFSOG G2
expectation that primary health care in the Wairarapa is better, sooner and more convenient.

[entN
e
w

The steps we take to implement Tihei Wairarapa, our local CSAP and Te Huarahi Oranga (our
an2NX | S| falsosupport pegpld in theAWairarapa 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 outcomes* that we have also identified is
reflected in Figure Two below.

¢FofS ¢g2 GKSY adzYYINAR&aSa K2g GKS arddlignedda &S O
withd KS aAyAadidSNI 2andekpSctatiors. KThisitableNsd cithitiks dndw Své 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.

(7))
<

Y¢eKS aAyArAaidaSNI2F 1SHEGKQa [SGGSNI 2F 9ELISOGFGAZ2ya Aa RAaOdzaasSR Y
“Friveofthe5 1 . Qa stéatBgid Suttomes reflect health priorities identified in our last District Startegic Plan:
®  Minimise the impact of chronic disease
e  Children in the Wairarapa are safe and healthy
e  Optimise quality of life for people with mental illness and addictionandtheA NJ ¥ YAt & 2NJ gKnyl dz
 hLWAYAAS ljdzZ tAGe 2F fAFS F2NI LIS2LX S 6AGK RAAFOATAGASE YR
e an2NA Sye2z2eée (KS alavigNKSIfiK JIFAya Fa yzy

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

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

Well Wairarapa i Better Health for Allo

OUR VISION

1T 1T

1T

OUR AIMS [ Improve the health of the population] [ Improve the patient experience J [ Reduce and control costs

)

OUTCOMES THAT
SUPPORT OUR

1T

1T

Minimise the impact of chronic disease
Children in the Wairarapa are safe and healthy

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

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

AIMS Optimise quality of life for people with disabilities and their family or whUnau
MUori enjoy the same health benefits as non-MUori
Health services are clinically and financially sustainable
e ) e
Our Local Strategies regional Strategies
L . Regional Services Plan
Tihei .Wal rarapa . V Improve efficiency and sustainability of vulnerable
V Establish an integrated family health centre and network services
STRATEGIES V  Primary health care is better, sooner and more convenient V  Optimal use of staff and assets within the region
THAT WILL V People receive health services in the right place at the right time V Redesign and co-ordinate patient journeys
HELP US V  Better integration of primary and secondary care as part of the integrated ) o
ACHIEVE family health network Sub-regional activity ) )
V Enable patients to be active participants in their own healthcare VvV  Develop and enhance sub-regional collaboration
THESE V Improve population health and preventative care V 3 DHB Health Services Development Programme
OUTCOMES that provides a matrix of services and service levels
Clinical Services Action Plan within the sub-region
AND WHAT V' Improve efficiency of clinical services V  Reduce back office functions and consolidate
V  Better integration of primary and secondary care corporate and administrative activity
THEY V  Provide high quality services |
INVOLVE -
MUori 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 MUori providers
Workforce Development Plan
V Develop and enhance clinical leadership
V All Wairarapa health providers are regarded as femployers of choiceo
\V Identify and manage capacity and capability constraints in the workforce )
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Table Two:

Our Vision, Our Aims, Our Strategic Outcomes and Measures to Assess our Progress

Output Class

DHB Vision DHB Aims Strategic Outcomes High Level Meaures Impacts > = | 2
Life expectancy of people in the Wairarapa increases People in the Wairarapa have confidence in their access to services
. ) o \% Y, Y,
over time to meet their health and disability needs
People in the Wairarapa make healthy Better People are smoking less
lifestyle choices help for People are eating more healthily
@ People are more physically active \
Minimise harm from alcohol and/or drug use
\é\/e” W:iralripfa CAII SmokerstoQuit }| rewer people develop a chronic disease
etter Health for
LTE;:‘C‘;;QE health Reduce rates of: Primary health care is better, sooner and more convenient
population . _ _ e nont RYAGGSR aStF LINBasS|{tS2LfS NBEIFNR ISYySNrf LINF OlA(d
People in the Wairarapa live emergency department (ED) o . . . .
longer, they are healthier and Tihei Wairarapa achieves one virtual integrated family health model Vv
more able to live . ambulatory sensitive (avoidable) hospital in the Wairarapa
independently admissions (ASH) Providers and consumers take steps to improve the use of
. acute readmissions pharmaceuticals
Shorterwalt tlm_es Shlorter Improved
for elective services | \waits for access to
and cancer "¥C)
treatment | ]
Cancer Treatment People have access to high quality hospital services \Y
Radiotherapy Elective Surgery
Patients are satisfied with hospital services and there is
a reduction in reportable events and blood stream
infections within Wairarapa Hospital
: Improve the patient —————
Wai rarapa ora G experience Reduce morbidity and mortality from Better
Hauora pai mo te diab d cardi | P
Katoa o _ cancer, diabetes and cardiovascular
Minimise the impact of disease / v v
chronic disease People with cancer, diabetes and cardio-vascular disease have their
Diabetes and symptoms better controlled
Cardiovascular
Services
Increase immunisation rates and ﬁ
reduce ASH rates among children ncrease
Children in the Wairarapa are @ Providers identify vulnerable children and intervene early to keep v
safe and healthy @ children healthy
Immunisation
Optimise quality of life for
people with mental iliness Improve the health status of people with severe mental | People have up-to-date crisis prevention plans and improved access v v
and addiction and their illness to mental health services
FILYAf e 2N é6Kn
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Reduce and control
costs

Optimise quality of life for
people with disabilities and
GKSANI FI YAT @

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

an2NR Syecze
gainsasnon-a n 2 NA

i

wSRdzOS an2NA Y2N
rates for cancer, diabetes and cardio-
vascular disease

Better )
ﬁ‘\/

Diabetes and

an2NR Oly Sraite FO00%sia KSI{

a2NB an2NA | 00Saa LlRLizZ I+ GA2Yy

Health services are clinically
and financially sustainable

wSRdzOS anz2NA ! { | Cardiovascular intervention programmes
Services
Create one virtual integrated famil (O )
g y Better

health model in the Wairarapa

v

Diabetes and
Cardiovascular
Services

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

Increase service throughput and
productivity:

e  shorter staysin ED
e  optimise average length of stay
e  optimise day surgery rate

. reduce non attendances

Shorter
staysin

+

Emergency

Departments

~/

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

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
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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:

e health promotion and prevention services;

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

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

e 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 ¢ Better Health for All. This is represented diagrammatically below.

TheWairarapa DHB Intervention Logic

Plans and strategies

e Government strategies including Better,
Sooner, More Convenient

e Central Regional Services Plan

e Three DHB Health Services Development
Plan

e Local DHB plans including Tihei

Wairarapa, Clinical Services Plan and our guide what we do
Maori Health Plan
\ (Actions, initiatives and projects: and inform the services
. we fund and provide
e ataregional level

Output Classes

e ata sub-regional . .
g V Prevention services

e atalocal level .
V Early detection and management

services

to achieve

V Intensive assessment and treatment |\ Government Priorities
services

V Minister& Expectations

V Rehabilitation and support services

V DHB®& Vision: Well Wairarapa
e Improved population health
e Improved patient experience
e 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,Whl y 3l ydzA 51 .3 IyR II¢1SQa .l& 5I1. o Yl LW
This region serves a population of over 850,000.

P

o\
) WAIRARAPA
4 DHB

The key strategic challenges we face as a region are:

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

e Meeting increasing expenses within tighter revenue growth
e alylF3aAy3a AAIYATFAOLIY(dD FAYLFIYOAILItsAYy@SaldySyi

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

Aa

p.

C

investment.
hdzNJ NBaA2yQa NBalLlRyasS G2 (RS BSEseekskoldéliferoya S a
GraA2y 27T adinatddyEtan2ofhealthsérvicekpRinning and delivery that will lead
G2 2y32Ay3 AYLNROGSYSyda Ay (KS adzadhrAylroAt At
¢KS w{t Frfa2 SELIIAYa K2¢ (KS NBIA2yQa NBalLRya

e improve service sustainability

e develop clinical networks for quality and safety

e  RRNBaa yS¢ Y2RSt&a 2F OFNB O6SELISNI Ol NB
home); and

e 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 Tree:  Summary of implementation plans for 20312

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 ¢ 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 ¢ Capital and Coast DHB and MidCentral DHB.

Addressing Vulnerable Services:

Radiology Services:

The focus for 2011-12 is on developing a regional radiology service f2 Odza Ay 3 AYyAGAl ff & 2\
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 ¢ 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 andirical 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 P[anbject to business case approval]

The CRISP supports regional delivery of care by building systems that will deliver information to clinicians across the
NBIA2y NBIAFNRfSaa 27 (S AtNbo Buppgrts thedinicaKréqaimidhentdlofithe RSPQ
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 (ngulinical)

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:

al 22NJ NI yaLR2 NI AYLNROSYSyida oAttt 0SS ySSRSR a2 L
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

co2 NRAYFGSR YR YIRS 2y 0SKIf T Agtive pdrficipathorSiy natinalldistuRsioris, K
GAGK | @ASg (G2 RSIOSNNAYyAYy3I | NEIA2YI f aztdziazy

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
Oy 06S F00SaaSR @Al wkvbwaitataga.dhb.didgntJ 51 . Q&

2.2.2.1 Working at a sub regionével

In addition to our work with the wider Central Region, we also work closely with our
neighbours ¢ Hutt Valley DHB and Capital & Coast DHB. This close relationship has led to
significant joint activity, including:

e 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.

e Hutt Valley DHB provides payroll service to the Wairarapa DHB.

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

e 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:

e 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.

e 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.

e 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

gSoanri
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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

ALISOALFE O2yaARSNIGA2y (G2 GKS ySSRa 2F anz2NAh 3IA
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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:

Focus on individuals
&whUnau
Redesign & coordinate
/ the patient journey
4_

Develop primary care
services

Reorganise and
develop workforce

Reduce and
control costs

Improve the

patient experience Implement public

health interventions

\ Control costs &

maximise revenue

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:

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

e 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

e YIye 2F (GKS RAAUOUNAROIQA Dta ¢2N)] Ay al aidSNI2y
premises

e 58 Oly SyKIyOS (K& LI GASY(GQa SELISNASYOS o6& o
active and flexible in the type and level of care provided, and sharing information better

e 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.
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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:

e SYLKI&aAa 2y LINAYI NBE KSI-tetittkd OF NB &ASNIBBAOSa 06SA)

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

e 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

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

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

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

e value for money initiatives particularly in pharmacy distribution and medicine
management

e 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:

e Reducednon-t RYAUGGSR aSt¥F LINBaSyidlidazya G2 GKS Kzal
e Reduced ambulatory sensitive (avoidable) hospital admissions

e Reduced medical and paediatric outpatient volumes

e Reduced spending on community pharmaceuticals

e Increased proportion of people over 85 living well in the community.

z
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Te Huarahi Oranga, the2 AN} N} LJ 51 . Q&4 GKANR an2NR | SIfiK t
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includes actions for impN2 @Ay 3 an2NAR KSIF{iKzZ YlIyed 27F gKAOK

G KnydSly G NER® LYLINR@AY3I an2NR KSIFfGK NBIj dzA NBa

Ay@SaldyYSyd Ay GKS chéniskhg flan frévide2 apathivey 3o wéllkess yind az
contSEG F2NJ dzy RSNAEGFYRAY3I YR AYLX SYSYydAy3a an2NR

¢S I dzfQ NY KA hNry3r Ffaz2z KAIKEAIKGa | ySSR G2 ¥
importance of leadership. Strong leadership, at a governance level and through 1 KS 51 . Qa L
Relationship Board, Te Oranga O Te Iwi Kainga, is seen as another critical factor in ensuring that

an2NA KSIfOGdK Ay GKS 2FANFNILIF AYLNRGSAD

Te Huarahi Oranga recognises the importance of being able to measure whether we are achieving
thevSNE 0Said 2dzid2YSa F2N) gKnyl dzod LG AyOfdzZRSa |
under three broad areas which together, will support our vision of vibrant, confident and strong
gKnyl dzo

These three broad areas include:

e Pouaro actions required to develop the workforce and culture of Wairarapa health
2NHBHIFYyA&alGA2yas FYyR YSFadaNBa (2 aasSaa K2g¢ 65
and tikanga into their daily activities.

e Poutokomanawa expectations for health providers as they deliver services across the four
output classes ¢ including measures to assess the effectiveness of promotion and screening
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need of support.

e Poutuarongo activities required to support and enable health services to be more effective for
AYVRADGARdIzZr £ 4 YR 6Knyldzz AyOfdzZRAY3a YSI adz2NBa
health providers to the people they serve.

2.3 What achieving our vision will meag 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:

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

e People are smoking less

e People are eating more healthily

e People are more physically active

e People experience less harm from alcohol and/or drug use

o Fewer people develop a chronic disease

e Primary health care is better, sooner and more convenient

e t 821X S NBIFNR ISYSNIf LIN}FOGAOS a4 GKSANI aYSR,

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

e Providers and consumers take steps to improve the use of pharmaceuticals

e People have access to high quality hospital services

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

e Providers identify vulnerable children and intervene early to keep children healthy

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

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

e an2NR Oly SlFaiate 00Saa KSFtaGK |

e a2NB an2NA | O0S&aa LRLMzZIFGA2y KSI

e Improve integration of primary and secondary care

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

e Patients are satisfied with health services

e Services have strong clinical leadership

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

e The hospital improves its capacity planning

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

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

e The Wairarapa DHB ensures referrals to other DHBs are appropriate
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(Module Three) and detailing the different outputs we will fund and deliver (Module Four), we

SELI YR 2y GKS AYLI OGa GKFdG AYLX SYSydAy3d 2dzNJ LX

wellbeing and the way providers organise and deliver health services.
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2.4 Measuring progress towards our visiankey 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,
AYLINRGSYSyila Ay LIS2LX SQa KSIFfdK I yiRRsudh Ssflifeo SA y 3
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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MODULE 3: DELIVERING ON PRIORITIES & TARGETS

3.1 PRIORITIES AND TARGETS

hdzNJ @AaAizy YR &0GNFXGiS3IAO RANBOGAZ2Y Aad AYyTF2NNYSF
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

¢KS aAyAaiGaSNI 2F 1 SIf0KQa [ SGGSNI 27F bebtdr, sd8méri | G A 2
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.

126 ¢S XLy (2 RStEAGSNI 2y SIFOK 2F (KS aAyraids
outlined in the following tables. The first four tables detail how we will make progress against the
aAyAaldsSNRa KSIFfOGK LINA2NRGASAY

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

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

e Improved patient care through stronger clinical leadership

¢ Clinically and financially sustainable services.

¢tKS ySEG aAE GFofSa RSGIAf K2g 6S sAft YIF1S LN
e Shorter stays in Emergency Departments
e Improved access to elective surgery
e Shorter waits for cancer treatment radiotherapy
e Increased immunisation
e Better help for smokers to quit
e Better diabetes and cardiovascular services.

¢tKSaS GlLotSa AyOfdzRS K2g ¢S AyuSyR G2 YSI adzaNB
health targets. Our intention is to capture data to assess progress against the various performance
YSIFadzaNBa FT2NJan2NR |a ¢St a GKS G241t LI Lz |

LY RStAGSNAYy3 | ILAyald GKS aiyraidsSNnna 1Se SELISC
to our seven strategic outcomes. Where relevant, the tables below identify how delivering on the
alAyAaisSNRa SELISOGFGAZ2ya |yR GFNBSGAa Attt |faz
which are identified in Module Two.

29



Government Priority: Implement better, sooner, more convenient so peopkn 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

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.

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
e  Transition of existing Care Plus clinets to the new
model of care
e Implementation of business rules for the
management of long term conditions in primary care
e Implementation of a screening tool for frailty.

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:

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

e Develop a shared Wairarapa pharmacy database to
support medicines reconciliation.

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

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.

Development of IFHN/IFHCs

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

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

LYLX SYSyil éKnyldz 2N} AYyAGAL
Leadership Team, that provide integrated and holistic care for
KAdK ySSRa ¢Knyl dzo

Implement agreed model of care for integrated mental health

services.

physical and mental health needs met through
GP led care.

needs
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Government Priority: Reorient investmeft 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

Ay Of dzRS O2yaARSNI GA2
health needs (e.g. depression, anxiety and
social isolation).

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

Reduced hospitalisations because of falls.

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.

Fund respite care services to appropriate levels.

Older people will be able to remain living in the
place of their choice.

{dzLILI2 NI F2NJ Fl Y

Ittt OFNBNAKGKnY
access respite care when they
need it.

Continue to develop the ARC workforce specifically:
e  Supporting the transition of enrolled nurses in
ARC into the new scope of practice
e 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.

LYLINRE PSR 2t RSNJ LIS2 LI
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.

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

Improve quality of
life for older
people, their

TILrYAt e 21

3 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:

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

e  cultural competency training

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

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

e 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.

33




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™* specifically:
e the development of clinical
governance model for the
regional training hub
e supporting the sub regional
midwifery education plan
e  participating in the GP training
programme in cooperation with
CCH and Hutt Valley DHBs.
e Initiating career planning with
RMOs.

At a subregional level:

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

At a local level:

Clinicians from the Wairarapa will lead

local activity to progress:

e CSAP

e  Tihei Wairarapa

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

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
G2 GKS LI GASYylQs

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

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

Implementation of Tihei Wairarapa

Health services are clinically
and financially sustainable.

“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.

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.

Health services are
clinically and
financially
sustainable.
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Health Target: Shorter stays in Emergency Departments (ED).

We will undertake these initiatives/activities and

We expect these actions will
support improved performance in

To deliver the Health

Measured by

In support of system outcomes

actions the following ways Target

Implement actions under Tihei Wairarapa that focus on
better management of chronic and acute care, care of Reduced non admitted self
the elderly and people with mental illness in presentations (triage levels 4 and
community settings: 5) to ED.
e develop an IFHC in Masterton, subject to

agreement from key stakeholders
e implement the Guided Care model for people with

long term conditions People in the Wairarapa live longer, they
e  improved acute care initiatives are healthier and more able to live

independently.

Expand reciprocal access to both primary and hospital Decreased ambulatory sensitive
specialists to information in primary and hospitalbased | « « | G2 A Rl 6f S£ 0 95% of patients will be admitted,
informat_ion sys_tems such as Med Tech and Concerto admissions. discharged, or transferred from
electronic medical records. Patients admitted, ED within six hours.

Improve processes and pathways within ED and
between ED and the rest of the hospital.
Implement advanced care planning.

az2yAli2N FyR NB&ASS g yorRF NS
management as required.

Increase community understanding of the appropriate
place to access care.

Maintain acute length of stay

People increasingly regard
general practice as their medical
home.

discharged, or transferred
from ED within six hours

Average acute length of stay

Health services are clinically and
financially sustainable.
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Health Target: Improved accsego 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:

e information systems

e  streamlined workflow

®  Process reviews

e workforce development

e  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™ 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

1 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 We expect these actions will support improved To deliver the Health Measured b In support of system
actions performance in the following ways Target y outcomes

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

¢ ?rgmbr;?sa;?oaezgfvriz:hter ;:?)r?vfggrgdlggttjiate Maintain our already high immunisation rates Immunisatior_1 coverage yvill be
o L among children. measured using the National
pargnts, and manage Natlon.al Immunlsatloq Immunisation Register.
Register processes across primary, community and
o o ott | ove s
«  Continue to oversee the coordination of child Mallntal.n, and if necessary, enhance co- July 2012. e DHBtotal 95% Wairarapa are healthy
health services, the implementation of the Child orqlpatlon bet\{veen.c.hnd. health services to * anznNr
' facilitate early identification and follow up of e  Pacific 95%

Health Strategy and progress against child health
targets including immunisation through our
Community Child Health Executive Group.

children who are not immunised, better
education and advice for parents, and
opportunistic immunisation where appropriate.

Resource outreach immunisation services to target high
YySSRa FLYATtASE FYR 4gKnyl
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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:

e  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.

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

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

e  Continued availability of NRT within the hospital for patients.

Focus on opportunities within primary care to better help smokers
to quit, including:

e  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.

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

e Implement a co-ordinated intersectoral campaign to promote
AY21STNBS fAGAYy3I T2N e2dzy/3
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

9

5% 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

an2NR Syzz2e
health gains as non-
an 2NA

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

1 Given the high percentage of a n 2 N&

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 ofa n 2 NJ&A

help to quit.

Ay 2 dubbIsnidige YiRé BB Avill easure how effective the hospital and primary care providers are at targeting and providing a n 2 NJ&
LINR @

G6K2 | NB
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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.

LYLX SYSy(d (GKS ¢AKSA 21}

model for people with long term conditions which

includes:

e improved support for self management

e ongoing support for regular monitoring

e case management for people with high and
complex needs

e  multidisciplinary team processes to
coordinate care for people with complex
needs

e ANBFGSNI SYLKI aAa
centred

2y

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
LIS2 LX SQa
focus on reducing
complications from
long term conditions.

t A

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 HbAlc 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)

an2NA Syez2eé diksdsnantahS Neng

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

" Given the high percentage of a n 2 NJ&

diabetes and cardiovascular disease give focus to the needsofa n 2 NR&A @

%

2dzNJ O2YYdzyA e

¢ KAa&

had their free annual diabetes check and who have an HbAlc of equal to or less than 8%.

gAtf

g A0 K, tReDHBonEl énSuge thht yhiRativeslardReliodsdd réd@e thelintideriRehasd SnhpactSf
Ay Ot dzRS NBOGASGAyY3

G KS LINE L2 NI A 2y hageF
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3.1.2 Regional priorities
l'a ¢Sttt | & RSt A Hphiaom, pyties ank tBrgets, xhy DHA i§ ad\cdimitted
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
theCentralwS3IA 2yt {SNBAOS tfly ow{tood DA@SY
and Accommodation, these two projects are described in more detail in the tables below.

iKS

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 We expect these actions will support
S ead/sp . improved performance in the following . Measured by | Insupport of
initiatives/activities and actions that wavs To deliver system
form part of our RSP y Y
outcomes
Address issues relating to patient
;rr;aqr;)sp:o;t éb;;[z [)%ig 22?;'; c A co-ordinated regional system of
e tri:vaal ;n d hospital tranrs?‘e?s)y transport and accommodation to support
identified in the Acute Care in YR Y2 Q) S. Oz2ya dZY_S NE
Provincial Hospitals broiect around the region in response to their
P project. needs.
Consider improved travel and Future models of acute care: Patients are
accommodation arrangements for . transfer_r edin .
those specialists that will need to e areexpected to reduce patient travel | a safe, timely Achievement | Health
travel to provide visitina/outreach overall through use of telemedicine; and of project services are
services vShere the use % f shifting of services to primary care appropriate milestones clinically and
telemedicine technoloav is not settings; and visiting specialist clinics | mannerinline | detailedin financially
aporopriate 9y with their RSP. sustainable.
pprop ' e may increase the need for arelatively | health care
small number of patients with high needs.
Actively participate in any national needs to travel between hospitals.
work on Transport and -
Accommodatic?n Telemedicine and telehealth technology
' supports the delivery of care closer to/in
the patients home avoiding the need for
Advocate for national investment in travel.
telemedicine infrastructure.
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Regional priority:CRISHSubject to approval of a business case]

We will lead/sponsor the

initiatives/activities and actions that

We expect these actions will support
improved performance in the following

To deliver

Measured by

In support of

form part of our RSP ways OLSJ)'E(S::)?nrls
Fast and convenient access to a regional
Establish ional clinical IT patient record for all primary and
stablish a regiona’ clinica secondary care clinicians in the Central
platform (regional Concerto and Region:
clinical data repositories) as the '
foundation for a common clinical e  greater access to images across the
portal and shared care record. region for all clinicians
e clinical and patient administration One portal, one
data accessible to all primary and password, one
. . . . secondary clinicians across the Central | patient record
Establish regional Picture Archiving wS3IA2y NBIF NRf S&Z througha Achievement
and Commun|catlon Systgm (PACS) location Regional of project
and a regional PACS archive, Information milestones Health
e unified view of patient information Systems detailed in services are
that supports better clinical decision platform that CRISP and clinically and
making, improved communication, will meet the approved by financially
. and more integrated management of clinical and the National sustainable.
Enable replacement of legacy patient care administrative Health IT
administration systems at needs of health | Board

Whanganui, Wairarapa, MidCentral
and consolidate all DHBs onto one
platform.

Establish a single regional referrals
capability and establish a regional e-
referrals platform.

e reduce unnecessary and duplicated
tests

e  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.

sector
providers in the
region.

3.1.3 Subregional priorities
wS3IA2yQa

¢CKS / SYyidNYf

w fregiondl driériftes. RhS suth-ragioral prioritigs dzY 6 S NJ 2

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 d&Three DHB Health Services Development

Programme¢ 0 @

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:

e improves service delivery and performance against the seven aspects of quality care (defined

as accessible, appropriate, provided in continuity, effective, efficient, responsive and safe)
e meetsi KS W3IdzA RA Y 3

LINKAY OA LY $aQ

ANBSR o8

e iswithin available resources, both workforce and funding (excluding deficit support).

iKS
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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.

Subregional 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

e improve equity of access

e reduce demand on
acute hospital services

e reduce duplicate
diagnostic testing

e improve care against the
seven parameters of
quality

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

e considersall
specialties and the
optimal
configuration of
services across sites

e defines the services,
service levels and
support
infrastructure for
clinical service
requirements, and
how these will be
accessed overab ¢
10 year timeframe

e identifies key
interdependencies
gAGK WwW2dzi
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 locapriorities

¢tKS 51 .Qa
| SFf GKQa

1S58
1S58

a0N} 0S3ASaz
LINA 2 NR GASa

a dzOK |

¢CAKSA

2 | A NJF NI LI
6SG0SNE

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

27

| SIfGKQa

158

LINA2NRARGASA

F Y R

GFNBSGaA

I YR
a22ySNE
I N AR

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 2 | A NJ NJ- LJI
LIN2 OA RS &

tK A NR
Wairarapa.

anz2NRA

I Skt aK

ttlyo

¢ KAa

LI |y

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 HuarahiOranga n 2 NA | S f G K t f |y
We will undertake these initiatives/activities we expect (125 B . In support of
. support improved performance To deliver Measured by
and actions . . system outcomes
in the following ways
LYLNR@GAY3I (G(KS an2NR O2yad

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

5808t 2LJ

FYR YIEGA2YyLf
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.

an2NA

Poutokomanawa Encourage health providers to

T2 Odza

2y
Implement annual practice level plans and
GFr NBSGa&
immunisation, screening, CVD and diabetes
Develop and implement agreed Tihei
Wairarapa acute care, long term conditions,
YSyidrt KSFHfGK I yR

Poutuarongo Support and enable health services
to be more responsiveand ST F SOG A @S

Promote collaboration between providers,
Ay Of dzZRAYy 3 an2NA
Develop a tripartite reporting structure using
GKS GFNBSGaA
Plan 2010-15

0KS KSIfdK F

KSt

FYR AYLX SYSy
Development Plan that utilises local, regional,

f

Y

F 2 NJ catorsindlBding< §

g

f

YR YSF &g

{2 Knyl dz

A culturally competent workforce
will provide accessible and
appropriate services that meet the
ySSR& 2F an2NA o

I aGNRBYy3 | yR 4&(
workforce is employed across
clinical and non-clinical groups.

.SGGSNI Y2YAG2NR
outcomes and coordination of
services will enable targeting of
services to those who will benefit
most.

an2NRX Y2RSt a
integrated across health service
delivery.

27T

an2NR | 00Saa K
earlier, including population

health screening, early
intervention programmes and

primary care services

| riedbto keegzl JLJ
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 atargeted
approach to
I ROl yOS
health gains

¢ provide better
OF NB F2N
when they have
along term
condition or
mental iliness

e & dzLJLJ2 NI
to keep well as
they age.

quality auditing.

¢y3arotsS KSFHEGK 2dzid2YS 13

e 2 an 2rdlad in& PHO

e 2 an2NAR aY21SNE SyNRifS
help to quit

e 2 an2NA Kz2alLRAdGlFrfAasSR ay
toqwt

e 2 SEtAIAGES an2NR 62YSy

e 2 StAIAOGES an2NR g2YSy

e 3 an 2cNdvely$reastfed (6 weeks, 6 months)

e 22 an2NR (¢2 &SIFN 2fRa ¥

e 22 an2NR B cp @FOOAYLlIGSR

e 2 an2NRA OKAfRNBY O NRSa

e I {1l NI¥{(GSa-4m284)0-ah2NA 6n

e 22 an2NR GgAGK /x5 N®RA]

o : a n 2 éidiing dialiefes annual review (DAR)

° : an2NAR GGSYRAYy3 5! w ¢

o an2NR aSSy o0& Y&y fi64)

e 2 an2NAR 5b!a G 2dzi LI GA

e 2 an2z2NRA cp OO0Saaay3a a

% patients receiving palliative care services who are

anzNRA

Strengthened relationships with Te Oranga o Te Iwi Kainga

anzNRA
through:

| ROA&2NE D2@SNYyIyOoSs

e tangible outcomes gained through partnership to
advance strategic development
¢ collaborative projects which produce positive health

2dzi 02YSa

F2NJ an2NRA O2ya

an2NRh Sye
same health gains as
non-an 2 NA @

a n 2iMNthe
Wairarapa live longer,
they are healthier and
more able to live
independently.
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MODULE 4: FORECAST SERVICE PERFORMANCE

4.1 STATEMENT OF FORECAST SERVICE PERFORMANCE

Statement of Foecast 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:

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

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

e 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:

e primary health care services

e child and adolescent oral health

e O2YYdzyAle& YR an2NR KSIf{iK &SNDA
e pharmacy services

e community referred testing and diagnostic services

e community mental health services.

O
(s}
QX

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:

e mental health services

e elective (inpatient/outpatient) services

e acute (emergency department/inpatient/outpatient) services
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e maternity services
e 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:

e needs assessment & service coordination

e palliative care

e rehabilitation

e age related residential care beds

e home based support

e life long disability

e respite care

e 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
LISNF2NXYIFyOS YSIFadzaNBa F2NJ an2NR a ¢Sttt | a 2dzNJ
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 groupings'®. Where possible, we

have included quality and timeliness measures. However, most of our measures focus on the

guantity 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).

'8 For instance, the table in Module Three, Implementation of Te Huarahi Orangacan 2 Nk | S f 6K tf Ly y2i:
YSIadaNB GKS LISNOSydlF3IsS 2F an2NR ayYz2| SNiiveldiiceRnd help ® quit.y |t |
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 a n 2 NA 3 Ath® Sayfie targétk dpply toan 2 NR & (2 (GKS
L2 LddzA F GA2y @ Ly GSN¥y&a 2F (KS AYLI OG 2FFSNAyYy3a avziiy3da 0Sa
the incidence of cancer in our population, we will monitor cancer morbidity and mortality rates for our population by

ethnicity.

¢KS G(GFrofS Ay a2RdzxZ S ¢KNBSIT LYLXSYSyidldazy 2F ¢S | dzt NI KA
different age groupings. The fourth table in our Statement of Forecast Service Performance specifically details how we will

4SS1 (2 NBRdzOS !'{Il NIXidSa F2NJ an2NA AY HAMMKMHO® 2§ KI @S
for the rest of the population, hence the need to identify separate targets that are appropriate for the different population

groupings.

47



Output Class:
Output:

Prevention Services
Health Promotion and Education Services

We will undertake these

And deliver these

Outputs measured by

That will lead to these

Impacts measured by

To achieve this

initiatives/activities outputs impacts outcome
Quantity
90%people receive quit
Improve access to smoking cessation . i advice in primary care N _
services in primary care. Smoking cessation | settings by July 2012. Increase the chance of Reduced cancer morbidity and mortality rates (by
services. smokers making a quit ethnicity) over time™®.
Implement a co-ordinated intersectoral attempt.
campaign to promote smokefree living ) .
for young women, especially those who 93% pe_oprl]e re_cellve quit )
advice in hospital settings by _
are pregnant or young mothers. Peaple in the

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.

Breastfeeding
education and
promotion
services.

Family violence
intervention
services.

July 2012.

90% mothers educated in
breastfeeding

Improved breastfeeding
rates in the district.

Increased proportion of
infants exclusively and
fully breastfed

A reduction in incidence
of violence.

Breastfeeding rates (by ethnicity): six weeks:

. By July 2012/13 | 2013/14
Baseline 2010 2012
67% >74% 78% 82%

Breastfeeding rates (by ethnicity): three months:

. By 2012/13 | 2012/14
Baseline July
2010 2012
55% >57% 60% 65%

Breastfeeding rates (by ethnicity): six months:

. By July 2012/13 | 2013/14
Baseline 2012
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

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:
Output:

Prevention Services
Immunisation Services

We will undertake these

And deliver these

Outputs measured by

That will lead to these

Impacts measured by

To achieve this outcome

providers operate recall
systems.

community settings)

Immunisation: Over 65 year olds flu

vaccinated:

Baseline (Dec 2010)

2011/12

66%

67%

admissions among older
adults for flu related
ilinesses.

hospital admissions for
influenza (H1IN1) among
people aged 65 and over.

initiatives/activities outputs impacts
Quantity
) Immunisation: % two year olds fully
ZUFd arange qf pr_owders to vaccinated: - f |
eliver immunisation ; ere are no cases of measles
Baseline (Dec 201 2011/12 . . . .
services. ase eg(zo/fc 010) 0950//0 Reduced incidence of and meningitis among children | Children in the Wairarapa
vaccine preventable living in the Wairarapa . are safe and healthy
Immunisation diseases among children.
Fund oqtr:r_ach _ iﬁrwcers] (dellverled LYYdzy A&l GA2yY 2 anzN
immunisation services. pr;(();ige g;;]t?;z(:h vaccinated
' ' aseline (Dec 2010) 2011/12 . N
_ o school and other 98% 95% Reduced hospital Minimise the number of People in the Wairarapa
Ensure immunisation

live longer, they are
healthier and more able to
live independently.

% 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:
Output:

Early Detection and Management
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®! 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 2011/12
2010)
72% 74%

B4 School Checks: % of four year olds having

checks before they turn 5:

Baseline (June 2011/12
2010)
90% 90%

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

Baseline (June 2011/12
2010)
85% 90%

Reduced impact and mortality
from cervical cancer due to early
detection.

Early detection and treatment of
health and development issues
gKAOK gAftf AYLI
learning.

Reduced cancer morbidity and
mortality rates (by ethnicity) over
time??,

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

2! 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.

?2 cancer morbidity and mortality rates are available from national collections, but not on a quarterly basis.
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Output Class:
Output:

Early Detection and Managemén
Primary Health Care Services

. . . Toward
We will undertake these Deliver these That will lead to L
S A Outputs measured by - Impacts measured by delivering these
initiatives/activities outputs these impacts
outcomes
wSRdzOSR ! @g2ARF6fS 12aLAdlFf ! RYAaa
Age Ratio at 2011/12 2012/13 2013/14
Sept 10
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 2011/12 2012/13 2013/14
Sept 10
0-4 99 98 96 <95
. . 45-64 113 110 107 105
Quantity consultation rates per
Implement Tihei Wairarapa initiatives enrolled population: Early detection and 0-74 1 1t 108 106
including: Baseline 2011/12 reduced impact of
A development of an IFHN and IFHC (2010) disease. Reduced number of non-admitted triage 4 and 5 ED self presentations:
(subject to agreement from key 4.6 4.6 Baseline Forecast
stakeholders) (2009/10) (2010/11) 2011/12 2012/13 2013/14
A improved acute care initiatives 8,304 8,846 6,644 5,814 5,814
People in the
. Better management of | Increased number of people having diabetes annual reviews Wairarapa live
Primary health " o 7 7 longer, they are
care services !Ong term cond!tlons Est# Target # Target % | Target % Target % healthier and more
in the community. People People for | for for for able to live
Quality ratio of high needs consults \g!thb ggi}klszm 201112 2012113 2013/14 independently.
to total population consults: S— labetes
: Méori 289 211 73% 75% 77%
Baseline —
(2010) 2011/12 _ _ Pacific 53 N/A N/A N/A
Implement a Guided Care model that provides 1.05 1.08 zggg:’;%gggggn q Other 1667 1284 7% 78% 79%
Total 2009 1647 77% 77% 78%

integrated care for older people and patients
with long term conditions.

planned medical
services.

Increased percentage of people with satisfactorily controlled diabetes

Actual Result | Target % for | Target % Target % for

% for 2010 201112 for 2012/13 2013/14
Maori 63% 2% 74% 76%
Pacific 67% N/A N/A N/A
Other 7% 80% 80% 80%
Total 75% 78% 78% 79%

Increased percentage of people checked for cardio-vascular risk

Results to Target % for | Target % Target % for

31/12/10 201712 for 2012/13 2013/14
Maori 74% 75% 77% 79%
Pacific 66% N/A N/A N/A
Other 81% 82% 83% 84%
Total 80% 80% 80% 81%
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Qutput Class:
Output:

Early Detection and Management
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
ASNIBAOS o6a{ey(
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:
Output:

Early Detection and Management
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
YEAYGFEAY YR AYLIN]
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:

e 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
anzNJ 525 646
Pacific 44 68
Other 1,261 1,416
Total 1,830 2,130

Children examined at age five:

aseline 2011/12
anri 122 130
Pacific 10 15
Other 326 350
Total 461 495
Children examined at Year 8:
Baseline 2011/12
anz2NJ 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
Gt Deliver these That will lead to these Toward delivering
these Outputs measured by . Impacts measured by
initiatives/activities outputs impacts these outcomes
Mental health
clinicians operate as
part of the integrated
family health
network (IFHN). Earlier identification and
.rlrlwanagen;ent oirr]ne.ntal . Increased access rates across all community based mental health
. illness reduces the impact | .nices:
Provide training to ﬁﬁé of peoble with a it has on the service Age Baseline
mental health staff o1 Peop dza SNDa € AFS{| oo | 2009710 | 201112 | 2012/13 | 2013/14
on attempted suicide mental illness assessed and p
(AS) and intentional Non-crisis treated in the IFHN 0-19 2.1 3.7 4.0 4.2
self harm (ISH) mental health 20- 64 2.7 4.0 4.2 45 _ _
' assessment, 65 + 0.6 1.5 1.8 2.0 Improve quality of life
treatment, for people with
Primary health 22,?12:}&2:1% Decrease in ED n:ﬁ;t?.l |Ilnes§ ?: d
follow-up people liaison presentations for i ) |cylc;\n ?né eér NJ
post discharge who services. attempted suicide. Reduced ED presentations for attempted suicide:

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].

Quantity Percentage of
clinicians who have

completed CEP, AS and ISH
training.

Reduced suicide rates

Baseline
2010 2011/12 | 2012/13 | 2013/14
11 <11 <10 <9
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Output Class:
Output:

Intensive Assessment and Treatment
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 Target

2009/10 | 2011/12
Total 96% 97%
anz2N 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
TFLYAfeée 2N

55




Output Class: Intensive Assessment and Treatment
Output: Elective (Inpatient and Outpatient) Services
. o o Deliver these That will lead to these Impacts measured by Toward delivering
We will undertake these initiatives/activities outputs Outputs measured by impacts e e
Allocate Electives Initiative funding to support required levels of Quantity
elective surgery to deliver to the electives health target. Number of elective surgical
discharges (by ethnicity®):
Support required levels of surgical First Specialist Assessments Baseline 2011/12
1,841 1,841
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 Timeliness People in the
treatment it is provided within 6 months as per the elective Optimise ALOS for elective and Wairarapa live
services performance indicator requirements. arranged inpatients (days): longer, they are
—_ . Baseline 2011/12 healthier and more
Improve monitoring and management of local delivery through Maintain access to Compliance with Ministry of able to live
establishment of a centralised referral system for all domiciled 3.92 3.6 elective services and Health electives waiting time | independently
patients. o . achieve electives health | targets.
Optimise standardised day surgery targets.
Upghrade sReferraIs forms_ and _Zupportd l;]eV\r/] m_an?gement Elective rate: elective and arranged:
pathways between community providers and the hospital. services Baseline 2011/12
Develop a centralised referral repository to record all referrals 62% 62%
from the Wairarapa to other DHBs.
Reduce the average length of stay (ALOS) for elective and OptlmlseI.DOSA: 7 Health services are
arranged inpatients. Baseline 2011/12 clinically and
95% 95% . X
Increase the proportion of elective and arranged surgery done on financially
a day basis. sustainable.
Provide more elective and arranged surgery on the day that Qualit)_/Reduce%of Maori
people are admitted (DOSA). outpatient DNAs:
_ o _ _ ) Baseline 2011/12
Redyce medical and paediatric outpatient volumes in the hospital 75% 6.5%
setting.
Collaborative Approach between primary care (Whaiora) and the
5 | G2 I RRNBaa KAIK anz2NR RA
PeKS 51.04 124LAGHE 1 ROA&a2NE [/ 2YYAGGSS gAatt Y2yrldawasik MKSNUKS NI kS 2 Wiy K$ M SREve BINBEING |k

surgery based on the level of need within our community.
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Output Class:
Output:

Intensive Assessment and Treatment
Acute (Emergency Department/Inpatient/Outpatient) Services

We will undertake these

Deliver these

Outputs measured by

That will lead to

Impacts measured by

Toward delivering these

initiatives/activities outputs these impacts outcomes
As part of Tihei Wairarapa, | Acute services | Quantity” Decreased Reduced ASH (by ethnicity)*
ho_spltal cIInICIa_m_s \_Nork with Number of ED attendances: ambulatory
primary care clinicians to Baseline Forecast 2011/12 sensitive
better manage people with 2009/10 2010/11 0ldg2 A Rt 6t { Optimise ALOS for acute inpatients (days):
acute conditions in 19,518 20,500 18,500 hospital admissions | [ Baseline | 2011/12 | 2012/13 | 2013/14
community settings. (ASH) through 28l 281 281 28l
o Number of acute hospital discharges: effective primary
Optimise use of theatres, Baseline Forecast 2011/12 care and ED Maximise theatre utilisation (resourced
wards and ED through 2009/10 2010/11 intervention. hours):
'F,nr's:jalf::\iﬁ,is\fvj;daz The 2,857 3,200 3,100 Baseline | 2011/12 | 2012/13 | 2013/14 | | people in the Wairarapa live
Releasing Time to Care. Timeliness 85% 85% 85% 85% longer, they are healthier and

Implement advanced care
planning.

Monitor and review

GFNBIjdSyid Tt
Improve hospital processes
including bed management

and discharge planning to
alleviate bed blockage.

51 .04 /tAyYACQ
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.

% 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:

e Wairarapa Hospital acquired blood

stream infections (BSI)
¢ inpatient falls

¢ surgical site infections relative to total
clean orthopaedic procedures

Improved efficiency
of clinical services

Improve the quality
of hospital clinical
services by
minimising the
number of acquired
BSI, falls and surgical
site infections

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
35 <35 <35 <35

Minimise inpatient fall

S (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 <25 <25

more able to live
independently.

Health services are clinically
and financially sustainable.

#¢KS 51 .04
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% see Output Class Early Detection and Management: Primary Health Care Services for detail about ASH admissions by ethnicity.
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Output Class:
Output:

Rehabilitation and Support Services
Home Based Support

We will undertake these And deliver That will lead to these . .
o - these Outputs measured by . Impacts measured by To achieve this outcome
initiatives/activities impacts
outputs
Use the InterRAI tool to Quantity
ﬁnsure people who need Total number of home based
ome based s_uppo_rt services support service hours:
receive them in a timely way. Baseline 2011712
92,468 94,645

Give those with complex people in the Wai

- eople in the Wairarapa
E(ca)re:es fg'orc';?; 22‘;3?;? Quiality Proportion of people 85 and over who area live longer, they are

PP ' Ratio of complaints to assessed as having high/very high support needs: | healthier and more able to

compliments about the quality of Baseline | 2011/12 | 2012/13 | 2013/14 live independently.
0, 0, 0, 0,
Provide timely access to Home DHB. home based support Older people with 26% 24% 23% 22%
. based services.

support services for older complex needs able to

. support A i
people with complex health services remain living in their
problems. ' home for longer. . . . .

Proportion of people assessed as eligible for Improve quality of life for
Timeliness residential care that choose to remain living at people with disabilities

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.

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

100% with 42

New Measure .
working days

home with assistance from home based support
service providers.

and their family or
g Knyl dzo

% 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:
Output:

Rehabilitation and Support Services
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:

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

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

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

e  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 | 140,097
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
GKSANI FFYATER

T 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:
Output:

Rehabilitation and Support Services
Regpite 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:

e professional support

e 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 1,291
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
gKnyl dzo

% 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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MODULE 5: STEWARDSHIP

5.1 FUNDER ARM

¢KS 2 ANINILI 51 .Qa tflyyAy3d YR CdzyRAYy3 ! N¥Y o
functioning group with expertise in a number of areas and strong relationships with the
O2YYdzyAles 2G0KSNJ 51 .a& |yR (KS / Sy idtlRegionNE IA 2y Q:
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:

e primary care including general practice and pharmacy services

e hospital and specialist services

e mental health services

e support services for people with age related disability (including residential services)
e an2NR KSIf K

e other personal health services

e 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 envVA N2y YSY G Ay TF2N¥a (GKS 51 .Qa RS@St2LS
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
0SSy asSi G2 Y2@S (261 NRa (GKS 51 .Qa @rarzy 27F 2

This planning cycle is outlined diagrammatically below:
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Funder Arm Contracting Cy@lge

Strategy Development

Guidance on: statement of intent,
strategy, capability

Reporting & Review Planning
Guidance on: financial reporting Guidance on: outpul plan, Budget,
requirements, annual reporl, reviews cost benefit analysis, regulatory

impact analysis

Implementation,
Monitoring & Management

Guidance on: financial management,
accounting, contracting with N GOs,
Crown enlity financial powers and

manitaring

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
OSYOKYFN]JAY3 LINBPJARSNEQ LISNF2NXYIyOS F3lFAyad 2
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

withinthe51 . Q& Fdzi dzNB Fdzy RAy3 LI G K

DAGSY GKS 51 .0a OdZNNByYyd 2LISNIYGAy3d SYygANRBYYSyi(:
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.

2% 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 withA y (G KA a &AOKSRdzZ S adzLJL}2 NI Ay 3
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 million®
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:

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

e 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

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

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

e 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

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

® This total excludes IDF inflows from other DHBs.

s 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

Of AYAOFIfT NRxala INB AyOfdzRSR Ay (GKS 51 .Qa NRaj
the register relate to:

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

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

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

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

e 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
L ya oKAOK NS NBOASHSR FyR dzLJRFGSByulabe GKS 5
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
O2y G NI Ola 06SAYy3 ILIWNBOBSR Ay | O02NRIYyOS gAlGK GK

¢CKS Cdzy RSNJ ! N¥Qa LRNIF2ftA2 YIFEYyF3ISNAE YIAYOdlAy
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

2 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
LINE A RSNAR I NB NERdzi SR {0 $Mahagsknt GifkeS 51 . QA&

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 2" quarter of FY2010/11, the
51 . gla O2yaraidSydte Ay GKS (2L GASNJ
measures:

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

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

- 6™ best performing DHB in terms of elective and arranged day surgery rate

- 5" best performing DHB in terms of surgery on day of admission for elective and
arranged patients (DOSA rate)

- 2" 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.

2 A0KAY GKS K2aLAdlFt &S ddeoitBbrostdik2011/52will Q &
emphasise the following:
o Efficient and effective service delivery;
e Controlling the growth of hospital labour costs;
e Maintaining and where possible, improving the already high level of hospital
productivity;
e 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 ¢ 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:

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

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

e Local activity to progress our:
0 Wairarapa CSAP
o0 Tihei Wairarapa and the development of an IFHN
o an2NR | SFIHftGK tfly

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

e 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.

e 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 Perfaomance and management of resources

Consistent with strategies such as the RSP, the2 | A NJ NJ LJ- 51 . Qa [/ {!
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 Capitd 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. ¢ KS 51 . Qa a i
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

¢CKS t NEPOARSNI ! N¥Qa roogsFe2nbel to bekligngd arkd ntegiated/inith
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
tocliniciansacrora d G KS NBIA2Yy NBIFNRESaa 2F GKSA
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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
! WWdza &/ dzf GdzNBQ LIKAf 2a2LIKe dzyRSNLWAya |ttt GKS
This is demonstrated through:

e taking a fair and balanced approach to incident reporting

e 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.
ThS 51 .Qa /tAYyAOrt . 2FNR 20SNASSa FyR NBOASsa
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:

e the number of inpatient falls

e the number of medication errors

e hospital acquired pressure ulcers

e the number of surgical site infections
e patient satisfaction

e 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 ¢
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

54 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.

2SS gAff O2yGAydzS G2 RSOSEt2L) 2dz2NJ t N2PFARSNI | N¥Q
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.

& | W32 2 Rhe Wairhdip£ BHS WiID®Ntinue 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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55 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

Ay 2dz2NJ RAAGNAOG YR GKS OFLIoAfAGE 2F 20KSNJ 51

5.5.1 Building workforce capability

As part of the Wairarapa 51 . Q&4 F20dza 2y RS@GSt2LIAY3I YR YIAY
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 reducednon-F RYAGGSR aSt ¥ LINBaSydalrdizya G2
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.

¢ KS 5Workferée 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 implemewmtir Workforce Development Plan

We expect these
We will undertake these actions will support In support of
initiatives/activities and improved To deliver Measured by system
actions performance in the outcomes
following ways
Identify current and possible
futu(;e skl;II ar(;((jj FTE ggps that Address skill and Number of employees
giihetgevi?o resse fas part FTE gaps identified as Maori over
pment of our the total number of
Workforce Development An efficient employees.
Plan. and
o . Health
Finalise and agree the sustainable services are
Workforce Development Plan health system. clinically and
Implement recommendations | Build workforce Staff turnover is less than ];'S;g?r'ige
from the Workforce capability 10 % per annum.
Development Plan
_ More Maori Numbe_r_of Maori nursing
Support Maori Nurses to - staff eligible for the
. nursing
access Nga Manukura O Increase Maori leaders across | Programme that are A
Apopo workforce nursing leadership the health identified, offered the an2zNR S
development initiatives training option, and who | the same
system .
attend. health gains as
More Maori non-a n 2 NA
working across | The number of Wairarapa
Kia Ora Hauora workforce More Maori the health people registered with
development initiatives identify healthasa | system to the Kia Ora Hauora ¢
implemented in Wairarapa career option support Maori | Health as a Career
access and programme
quality of care

5.5.2 Building IT capability
Implementation of the CRISP*® 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

dzy ATASR AYTF2NXIGAZ2Y &a8@
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.

ae

associated with Masterton Medical Centre.
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This has involved extensive discussions with local GPs, and in particular, GPs

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 developanL C1 /
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,

B Subject to business case approval.

& T N2 \orithe hdEpitakcanuads, Shis
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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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MODULE 6: SERVICE CONFIGURATION

6.1 SERVICE COVERAGE AND SERVICE CHANGE

Service coverage
The Ministd  2F | SIfGKQa {SNIBAOS /2@3SNI3IS { OKSRdz S a
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,

Kervices Provided for Wairarapa by Om Not all services are available locally within
District Health Boards Wairarapa and travel to publicly funded services
e Regional Cancer Centre-MCDHB / in other districts is required for a range of

CCDHB services. For services that cannot be provided

e Tertiary services for treatment of s . .
cardiovascular diseases- mostly CCDHB within - Wairarapa, the DHB has funding

Renal dialysis services CCDHB arrangements in place with other DHBs.
e  Specialist mental health and forensic
services CCDHB The Wairarapa DHB recognises the need for

e OQOutsourced Acute Mental Health
Services HV & MC DHBs
e  Specialist child and neonatal services

national consistency across services. Wherever
possible, it uses the National Service Framework

CC & ADHB when funding services, including use of national
e Termination of Pregnancy Services in service specifications, purchase units and
second trimester CCDHB . standard contract forms. The DHB at all times
° zxr&ge”at“c series Loy veliols observes the mandatory requirement that all

services it funds must comply with the Provider

e Retinal Screening Services through ) e . .
WIPA. 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

YR SKSGKSNI 6KSa&d ©OFdet yoSNILINPSIARSNRIAMGS aY2 NE 02 &
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 DHBQ 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

bDha Aa FT2NJ aSNBAOSa (KIG OFy RSY2yaidNlGS K2g
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.
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MODULE 7: PRODUCTION PLANNING

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 demand®* 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:

e 24-hour accident and emergency and ambulance services

e general medicine

e general surgery, urology and orthopaedic surgery

e imaging and pharmacy

¢ rehabilitation services

e mental health services

e 52YSYyQad YR OKAfRNByQa KSIfiK aASNBAOSao®
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reflects that Electives have been planned to the funded level.

% Reduced non admitted self presentations (triage levels 4 and 5) to ED.
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Summarised Outputs (DHB of Service) Wairarapa
2011/12 Output Plan % growth % growth
2010/11 2011/12 weights
Forecast 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%
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MODULE 8: FINANCIAL PERFORMANCE

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:

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)

8.1.1 Key financial challenges
The Wairarapa DHB is facing significant financial challenges that include:

e The downturn in the New Zealand and world-wide economy will continue to have a
AAAYATFAOIYylG STFSOG 2y (GKS 51 . ¢ ¢ KS
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.

e 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
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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.

e 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
Gg2 @SFENR 2F GKIG AYRAQGARIZ ftQa tATFTSO
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.

e 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
2 A0KAY GKS K2aLAdlt &as daidicoitBbrostd ik2011/A2will Q &
emphasise the following:

o Efficient and effective service delivery;

e Controlling the growth of hospital labour costs;

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

productivity;
e Building organisational capability.

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

e Better integration of local primary and secondary services;

e Reducing inequalities;

e Actively managing demand driven expenditure.

At an organisational level, our efforts to reduce and control costs will focus on:
e Regional and national collaboration for some business support and service delivery
functions including gains through the HBL led national procurement programme;
e 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 Outyears 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:
e ¢CKS 51 .Qa& TFdzyRAYy3 | ff20FGA2ya gAff
Health and early payment is retained,
e The rate for capital charge will remain at 8%;
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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
51 . Q4 1S@ LINA2NARAGASAE AYy RSGSNN¥YAYAYy3A 2dzNJ OF LA G L

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 sests

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.

80



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 Financidstatements

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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MODULE 9: APPENDICES

APPENDIX 9.MONITORING FRAMEWORK PERFORMANCE MEASURES

Policy Priorities Dimension

- 2011/12 National
Performance Measure and description atona

Target 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 ¢ how
the DHB is:

0 Contributing to regional clinical leadership through networks

0 Investing in the development of clinical leaders

0 Involving the wider health sector ( Including primary and community care) in clinical inputs

0 Demonstrating clinical influence in service planning

0 Investing in professional development

0 Influencing clinical input at board level and all levels throughout the DHB ¢ including across
disciplines. What are the mechanisms for providing input?

No quantitative
target
qualitative NA Annual
deliverable
required.

PP2 Implementation of Better, Sooner, More Convenigrimary 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

od yeé ELISOATAO NBLERNIAY3I NBldANBYSyida GKI{
(to be confirmed). No quantitative
AND (as applicable) target

1. Those DHBs involved in Better, Sooner, More Convenient (BSMC) primary health care business qualitative NA Quarterly
case(s) are required to supply a progress report on the implementation of the business case(s) it is deliverable
involved in. The BSMC Monitoring Framework includes indicators at three levels: required.
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.

tto [20Ft LégAkan2NA Sy3IrISYSyd FyR LI NIGAOALI GA2Y AY 51 ganRSOA

Measurel-t | h an2NR | SHEGK tflya . "

Percentage of PHOs with MHPs that have been agreed to by the DHB. 100% 100%

Measure2-t | h an2NA | SIfdK tflya

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) ORfor newly established PHOs, a report on progress in the

development of MHPs (include a list of the names of these PHOs).

Measure 3DHBcL 6 Ak an2NA NBf | A2y aKA LA

Provide a report demonstrating:

w ! OKAS@SYSyda F3arAyad GKS aSY2NlyRudslo@lT |

LogAkan2NA KSIFfGK NBfFGA2yaKAL LI NIGYSNE | yR | Nogquantitative ) "

engagement between the parties during the reporting period. target Six-Monthly

w tNRBGARS | O2L® 2F (GKS az2! o qualitative NA

. - - - - deliverable

Measure 4-DHBcL 6 Ak an2NA NBfFUA2yakKALRA required

Rep2 NIIi 2y K2g OYSOKIyrAayvya FyR FTNBIdSyoe 2F § '

to participate in the development and implementation of the strategic agenda, service delivery

planning, development, monitoring, and evaluation (include a section on PHOs).

Measure551 . an2NA | SIt4dK tfly

Provide a report by exception on national level priorities that have not been achieved in the DHB

an2NA | SIHtdK tflyo ¢KS NBLRNI gAft ale& éKg

rectify it, and by when.

ttn LYLNR@GAY3I YIFIAYAIUNBLIY SFFSOGAOSYySaa 51 . LINRPOARSNI FN¥Ya LI

Measure 1

Provide a report describing the reviews of pathways of care that have been undertaken in the last 12

months that focused onimprovingl S € G K 2dzi 02 YS& FyR NBRAZOAY 3| Noquantitative

Measure 2 targgt _ .
qualitative NA Six-Monthly

Report on examples of actions taken to address the issues identified in the reviews. The report should .
identify:co SKF{G A&aadSak 2LILRNIdzyAdArSa &6SNB o NE dz3| deliverable
pathways of care that you identified in Measureonews (1 KS F2f t 26 dzLd I Od A 2 | required.
taking as a result of the issues and opportunities that you identified above.The report should include
timeframes for implementing the actions you identify.
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. 2011/12 National
Performance Measure and description Target 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 yvait Eime gata idgntifies: 5 s o at foluc:c:/l:f)eeks at fotc;(\)/(\)//;eks Quarterly
w | ye LI GA Sy d &Bviaiing rdiekhanSdar waels, dik ko Sapabity issues, and/or
w gFAG GAYS &GFyRIFINRAE ¢SNB y20 YSGzZ F2N LI G
DHBs must provide a report outlining the resolution path.
PP6Improving the health status of people with severe mental illness
The average number of people domiciled in the DHB anzNR 3.53%
region, seen per year rolling every three months being Age 619 Other 3.69%
reported (the period is lagged by three months) for: )
w OKAf R |y RO, spepifiiifét cathafeh® 1 Total BlEo
GKNBS OFGS32NASa an2NAZ an 2N 6.46% NA Six-Monthly
(N |" I? dzt ii-ﬁ4,AsﬂJeéﬂ‘iédl%r each of the th'ree . Age 2064 Other 3.46%
OF US3IAZ2NASEa an2NRAXZ hiuKSNZ
@ 2t RSNJ LIS2LX S 3SR cphb Total 3.87%
OFGS32NASE an2NRI hiKSNY Age 65+ Total NA
PP7 Improving mental health services using crisis intervention planning
Provide a reporton:
1. The number of adults and older people (20 years
plus) with enduring serious mental iliness who have an2 N 95% 95%
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 Adult (20+)
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 b2y anzNhi 95% 95%
secondary care treatment™ for one or more years (* in
treatment = at least one provider arm contact every .
Six-Monthly
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 anzNh 95% 95%
criteria 16.4 or HDSS [2008]1.3.5.4 and 1.3.5.1 [in the
case of Child and Youth]). Child & 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 b2y an2NA 95% 95%
have fully implemented KPP across their long-term
adult population should state KPP as the methodology.
PP8 DHBs report alcohol and drug service waiting times and waiting lists
Wiaiting 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. No
Reporting will be on the longest waiting time in days, plus the number of people on the waiting list for quantitative
treatment at the end of the month, i.e. volume and time. Whilst assessment and motivational or pre- target. Supply NA Six-Monthly
modality interventions may be therapeutic, they are not considered to be treatment. If a client is of quantitative
engaged in these processes, they are considered to be still waiting for treatment. DHBs will report data required.
their longest waiting time, in days, for each service type for one month prior to the reporting period.
PP9Delivery of Te Kokiri: the mental health and addiction action plan
No
51.4 ENB G2 LINPGARS | adzyYhNB NBLRNI 2y Lng duanttatve
Mental Health and Addiction Action Plan. A template for this report can be found on the nationwide ta_rgeF NA Annual
. . . ) . qualitative
service framework library web site NSFL homepage: http://nsfl.health.govt.nz. deli
eliverable
required.
PP10 Oral Health DMFT Score at year 8
Upon the commencement of dental care, at the last an2NR 1.10
RSydGlt SEFYAYLFLGARZY 06S8SF2N :
Community Oral Health Service, the total number of: Pacific NA
(i) permanent teeth of children in school Year 8 (12/13- Other 110
year old§) Ehat areG_ Total 1.10 NA Annual
w 5SOlIéSR 06502 :
@ akld&dAiyd ORdS G2 OF NXS4 Fluoridated NA
w CAfESR 6COT FyR Total Non Fluoridated NA

(ii) children who are caries-free (decay-free).
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. 2011/12 National
Fr n
Performance Measure and description Target Target equency
PP11 Children caries free at 5 years of aged
At the first examination after the child has turned five an2NR &
years, but before their sixth birthday, the total number Pacific NA
of:
(i) children who are caries-free (decay-free); and Other 72 NA Annual
(i) primary teeth of children that are ¢ 65
ERL R AD  ADr Total
w 5SOFéSR O0RUOZX
w aAaaah )/ = ) Rasz G2 Ol NR § 4 Fluoridated ND
w CAtESR 6F00 Total :
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:
OAU0 GKS dzyAaljdz§ O2dzyd 2F I+ R2f $a0
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, 0 o
an2NA hN}IE 1S8HfGK LINEOARSNE | yR Total 85% 85% Annual
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
GKS /2Y6AYySR 5S8Syidlt ! aNBSYSyids |
determining part (i) of the Numerator.
PP13 Improving the number of children enrolled in DHB funded dental/ikes
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 Children Enrolled
areenrolled withDHB-F dzy RS R 2 NI} f KSI & K &SN 0-4 vears 2130
Health Service and other DHB-contracted oral health providers such as y
an2NA 2N} f KSFHfGK LINRPOARSNERO®
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 NA Annual
school decile who have not been examined according to their planned
recall period inDHB-F dzy RSR RSy Gl f &SNWBAOSa | Childrennotexamined 300
Serviceand other DHB-O2 y (i NI OG SR 2N} f KSI f (K| 0-12years
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.
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 ALY 1407200 Annual
Responsiveness to Family Violence, Child and Partner Abuse Audit.)
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 No
funding/ number with career plan for required categories: -
0 Medical staff quantitative
0 Nursing target.
5 Allied technical Supply of NA Annual
dan2NR | 81K quantitative
& Pacific . df;trz ]
0 Pharmacy q '
0 Clinical rehabilitation
0 Other
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System Integration Dimension

.. 2011/12 National
Fr n
Performance Measure and description Target Target equency
SI1 Ambulatory sensitive (avoidable) hospital admissions
Each DHB is expected to provide a commentary on their anzNAi 111
trdSad mu Y2ydkK ! {1 RIGI AgeG74 Pacific NA
nationwide service library. This commentary may Other 111
Ay Of dzZRS I RRAGAZ2YFE RAAGN an2 NM 101
in the national data collection and also information " .
about local initiatives that are intended to reduce ASH Age 04 Pacific NA NA Six-Monthly
admissions. Each DHB should also provide information Other 98
about how health inequalities are being addressed with anzNR <95
respect to this health target, with a particular focus on Aged5-64 Pacific NA
{1 FTRYAAAAZ2Y A T26MJedrdldOA T 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: No
w GKS y2YAYFGSR £SIR 51 . kLISNBR2YKkLIZAAGAZ2Y NB quantitative
w 6KSGKSNI I OlGA2ya YR YAt Sadzysda NB 2y N target NA Quarterl
@ LINF2NXYIFYyOS F3FAyad F3INBSR LISNF2NXIyOS Y§ qualtative y
w FAYFYOAIt LISNF2NX¥IyOS |3IFAyad o0dzR3ISG | aaz deliverable
required.
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.
SI3 Service coverage
No
Report progress achieved during the quarter towards resolution of exceptions to service coverage guantitative
identified in the DAP, and not approved as long term exceptions, and any other gaps in service target NA Six-Monthl
coverage identified by the DHB or Ministry through:w I y' I f @ & A & 2icRtorsoE NISIRW I 1 qualitative y
reporting  NA & 1 wNIRIANTG X y B dzR O 8 Y Rz O F 86d 33YSqikRINI MayYig  deliverable
required.
Sl4 Elective services standardised intervention rates
For any procedure where the standardised intervention Intervention rate 308 per 10,000 308 per 10,000
rate in the 2011/12 financial year or 2011 calendar year
s sngnmcan@ly below the target level a report Major joint replacement procedures 21 per 10,000 21 per 10,000
demonstrating:
1. what analysis the DHB has done to review the
appropriateness of its rate Hip 10.5 per 10,000 | 10.5 per 10,000
AND six-Monthl
2. whether the DHB considers the rate to be y
appropriate for its population Knee 10.5 per 10,000 10.5 per 10,000
OR
3. adescription of the reasons for its relative under-
delivery of that procedure; and Cataract Procedures 27 per 10,000 27 per 10,000
4. the actions being undertaken in the current year
(2011/12) that will ensure the target rate is achieved. Cardiac procedures 6.5 per 10,000 6.5 per 10,000
{Lp 9ELISYRAGIINBE 2y aSNWAOS&E LINPOGARSR 06& anzNA St GK LINBJGARS
Measure 1 . .
51 . G2 NBLENI +OhGdzt SELSYRAGIINE 6D{¢ SEOfd No
guantitative
Measure 2 target. Supply NA Annual
51 .4 G2 NBLRNIL FOldztf NBLR2NISR SELISYRALG NG | ofquantitative
SELISYRAGAZNE F2NJ an2NRA LINEJARSNE A Y, with &xSakaudn bfy] data required.
variances.
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. 2011/12 National
Performance Measure and description Target Target Frequency
SI7 Improving breasfeeding rates

anzNRA 74%
DHBs are expected to set DHB-specific breastfeeding Pacific NA .
G NESGA SAGK F T2 Odakal 2y 6 weeks - 74%
population respectively (see Reducing Inequalities Other 70%
below) to incrementally improve district breastfeeding Total 749
rates to meet or exceed the National Indicator. ’

) o anzNRA 57%

DHBs will be expected to maintain and report on
appropriate planning and implementation activity to Pacific N/A
improve the rates of breastfeeding in the district. This 3 Months 57% Annual
Ay Of dzRSa | OdAagAaide GFNBS Other 59%
communities.

Total 57%
The Ministry will provide breastfeeding data sourced .
from Plunket, and DHBs must provide data from non- anzNh 18%
Plunket Well Child providers. DHBs are to report Pacific NA
providing the local data from non-Plunket Well Child 6 Months 27%
providers. 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 ALOSistherathA 2 2 F Wl Olidz- £t Q (G2 WSELISOUSRQ
AYLI GASYG [ h{o® ¢KS 51 .04 WHOhGdzatQ ''[h{Z
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
G2 GKS SyR 2F (KS |jdzt NI SN ¢ KS -W& BEOSDéd R Q
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

0S4 Acute inpatient length of stay

The standardised ALOSistheral A 2 2 F Wl Olidz- £t Q (2 WSELISOGSRQ
AYLI GASYG !'[h{o ¢KS 51 .
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
GKS SyR 2F GKS ljdzr NISN® ¢KS WSELISOG SR
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.

WEOlGdzk tQ '[h{Z FYyR

tKS WSELISOGSRQ !'[

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.

®w ! Oldz ¢t GKSFGNB dziAftAdlriAzys

w NB&a2dzZNOSR G(KSIFGNB YAydziSaxz

w | Oldztt YAydziSa dzaSR Fa
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

LISNDSy i3IS 2F NB

85%

85%

Quarterly
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PerformanceMeasure and description

2011/12
Target

National
Target

Frequency

OS6 Elective and arranged day surgery

¢KS adlryRFNRAASR RIF& &dz2NBSNE NY 4GS Aa GKS NI
by the nationwide day surgery rate, expresda SR & | LIS NOSy il 3Sao ¢tKS
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
AdzZNBAOFE LIF GASyGaoo ¢KS WSELISOGSRQ RI& &dzN
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

0S8 Acute readmissions to hospital

¢KS adlyRINRAASR F0dziS NBFRYAaaA2y NI GS Aa
rate, multiplied by the nationwide acute readmission rate, expressed as a percentage.

¢KS 51 .0& WIQOlhdzZ tQ I 0dziS NBFRYAAAAZ2Y NI GSZ
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
RAaAOKFNEBSa Ay (KS mH Y2yiKa G2 GKS SyR 27F {
derived using regression methods from the DRG cluster and patient population characteristics of the
DHB.

8.81%

NA

Quarterly

0S9 30 Day mortality

The measure is for a standardised mortality rate, in order to improve the comparability of the measure
I ONP&aa GKS asSoOidz2N® ¢KS &0l yROWRARASR2 YY8E LIS
NI} §S&a% YdzZ GALX ASR 6& GKS ylIriA2ysARS Y2NIl f A
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
Rr&OlaSao ¢KS WSELISOGSRQ Y2NIFtAdGe NIGS A4
population characteristics of the DHB.

1.51%

NA

Annual

0S10 Improving the quality ofata 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 NHls 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%
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Denominator: Total number of NHI records created per DHB per quarter

N
I

<2%

<2%

Measure 3: Standard versus specitiagnosis 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 Rataerator: 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%

Quarterly
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APPENDIX 9.2 STATEMENT OF ACCOUNTING POLICIES

REPORTING ENTITY

2 ANFNFLIF S5A&0GNROG | SFEGK . 2FNR oa51 .0 Aa | | SIf
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
.A2YSRAOFE {SNIBAOSA bSg St | yR)aidjoimtientS&the€enzaB S i KS N
Region Technical Advisory Service Limited (TAS) which is one sixth owned.
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variety of ways to the community.

STATHIENT 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:

e 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.

e 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.

o NZIAS 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 interpretais 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:

e 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
FANBSYSyGo ¢tKS O2yaz2fARIFGSR FTAYIFIYOALIf adalraSySyi
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 contr2 f f SR Sy dAGASA I NBE StAYAYLl
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.

Rentl 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 whenthe 8 K NE K2 f RSNRa |
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 comoaortrol
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:
e freehold land

o freehold buildings

¢ medical equipment

¢ information technology

e motor vehicles

e other plant and equipment

e workin 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 ¢ 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
e Freehold buildings 2 to 50 years

e Medical equipment 2.5to 15 years
¢ Information technology 2.5to 15 years
e Motor vehicles 5to 12.5 years
e Other plant and equipment 2.51t0 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
e Software 2 to 5 years
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IMPAIRMENT
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each balance date to determine whether there is any indication of impairment. If any such indication
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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.

Calculatiorof 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.

'y AYLIANYSyiG t2848 A& NBOSNESR 2yfteée (G2 GKS SEGSy
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
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for the purpose of the statement of cash flows.

INTERESBEARING 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

25].Qa ySi 20fA3rdAz2y Ay NBaLISOG 2F RSTAYSR 0o
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
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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 transiton RIF 6§ S Ay OF f Odzf I G Ay 3
in respect of a plan are recognised in the surplus or deficit.
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Long service leave, sabbatical leave and retirement gratuities
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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
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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

A. Projected Statement of Comprehensive Income

Operating Revenue

Operating Expenditure
Workforce costs
Treatment related costs
External providers
Inter district flows
Total Operating Expenditure

Operating Result before Interest, Depreciation & Capital Charge

Interest, Depreciation & Capital Charge
Interest expense
Depreciation & amortisation
Capital charge
Total Interest, Depreciation & Capital Charge

Net Operating Results
Other Comprehensive Income
Gain / (loss) on property revaluations
Total Other Comprehensive Income
Total Comprehensive Income
Total comprehensive income attributable to:

Wairarapa District Health Board
Non-controlling interest

PROJECTED FINANCIAL STAYEME

2009/10 2010/11 2011/12 2012/13 2013/14
Actual Forecast Projection Projection Projection
$000 $000 $000 $000 $000
122,318 124,585 127,684 132,125 136,361
37,522 37,039 38,082 39,025 40,044
18,899 19,329 19,371 19,523 20,164
42,644 43,660 44,860 45,968 47,168
23,808 24,248 25,240 25,417 25,673
122,873 124,276 127,553 129,933 133,049
(555) 309 131 2,192 3,312
1,858 1,752 1,800 1,845 1,893
2,004 1,910 2,081 2,132 2,188
258 600 600 615 631
4,120 4,262 4,481 4,592 4,712
(4,675) (3,953) (4,350) (2,400) (1,400)
0 0 0 0 0
0 0 0 0 0
(4,675) (3,953) (4,350) (2,400) (1,400)
(4,675) (3,953) (4,350) (2,400) (1,400)
0 0 0 0 0
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B. Projected Statement of Financial Position

Assets
Property, plant & equipment
Intangible assets
Investments
Trust fund investments
Total non-current assets

Cash & cash equivalents
Inventories

Trade & other receivables
Assets classified as held for sale
Total current assets

Total Assets

Equity
Crown equity
Revaluation reserve
Retained earnings
Total Equity

Liabilities
Interest-bearing loans & liabilities
Employee benefits
Trust funds
Total non-current liabilities

Interest-bearing loans & liabilities
Payables & accruals

Employee benefits

Total current liabilities

Total Liabilities

Total Equity & Liabilities

C. Projected Statement of Recognised Income & Expense

Balance at 1 July

Total comprehensive income previously reported
Effect on retained earnings of restatement
Total comprehensive income as restated

Equity injection from the Crown
Repayment of equity to the Crown
Movements in equity for the year

Balance at 30 June

Total comprehensive income attributable to:
Wairarapa District Health Board
Non-controlling interest

Total comprehensive income

2009/10 2010/11 2011/12 2012/13 2013/14
Actual Forecast Projection Projection Projection
$000 $000 $000 $000 $000
41,555 41,144 40,821 39,349 37,911
1,290 1,441 3,603 4,360 5,110
103 0 0 0 0
160 155 155 155 155
43,108 42,740 44,579 43,864 43,176
109 26 (1,493) (1,797) (1,100)
679 690 690 690 690
3,591 4,287 4,287 4,287 4,287
2,300 0 0 0 0
6,679 5,003 3,484 3,180 3,877
49,787 47,743 48,063 47,044 47,053
25,484 29,381 34,170 36,667 38,064
1,479 1,479 1,479 1,479 1,479
(19,922) (23,875) (28,225) (30,625) (32,025)
7,041 6,985 7,424 7,521 7,518
20,199 25,512 25,094 24,676 24,336
533 530 530 530 530
160 160 160 160 160
20,892 26,202 25,784 25,366 25,026
5,302 311 311 311 272
11,267 8,960 9,259 8,561 8,952
5,285 5,285 5,285 5,285 5,285
21,854 14,556 14,855 14,157 14,509
42,746 40,758 40,639 39,523 39,535
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
5,086 7,041 6,985 7,424 7,521
(4,675) (3,953) (4,350) (2,400) (1,400)
0 0 0 0 0
(4,675) (3,953) (4,350) (2,400) (1,400)
6,633 3,900 4,792 2,500 1,400
(©)] (©)] (©) (©)] (©)]
6,630 3,897 4,789 2,497 1,397
7,041 6,985 7,424 7,521 7,518
(4,675) (3,953) (4,350) (2,400) (1,400)
0 0 0 0 0
(4,675) (3,953) (4,350) (2,400) (1,400)
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D. Projected Statement of Cash Flow

Cash flows from operating activities
Operating receipts

Interest received

Payments to suppliers & employees
Capital charge paid

Interest paid

Goods & services tax (net)

Net cash flows from operating activities

Cash flows from investing activities

Proceeds from sale of property, plant & equipment
Dividends received

Acquisition of property, plant & equipment
Acquisition of intangible assets

Net cash flows from investing activities

Cash flows from financing activities
Loans drawn down

Equity injected

Repayment of loans

Repayment of equity

Restricted fund movement

Net cash flows from financing activities

Netincrease / (decrease) in cash held
Cash & cash equivalents at beginning of the year

Cash & cash equivalents at end of the year

E. Projected Cost of Service Statements

Output Class Summary

Operating Expenditure
Prevention Services
Early Detection and Management Services
Intensive Assessment and Treatment Services
Rehabilitation and Support Services

Total Operating Expenditure

Revenue
Prevention Services
Early Detection and Management Services
Intensive Assessment and Treatment Services
Rehabilitation and Support Services

Total Revenue

Net Operating Results

2009/10 2010/11 2011/12 2012/13 2013/14
Actual Forecast Projection Projection Projection
$000 $000 $000 $000 $000
122,178 124,585 130,060 133,525 137,763
91 150 154 158
(123,560) (127,455) (128,508) (130,717) (132,810)
(405) (600) (600) (600) (600)
(1,860) (1,752) (1,800) (1,845) (1,893)
327 0 0 0
(3,229) (5,024) (698) 517 2,618
121 0 0 0
54 0 0 0
(993) (1,306) (1,342) (500) (500)
(1,187) (272) (2,400) (1,000) (1,000)
(2,005) (3,742) (1,500) (1,500)
120 0 0 0
6,764 3,342 1,100 0
(377) (378) (418) (418) (418)
(©) (©) (©) (©) (©)
99 0 0 0
6,603 4,219 2,921 679 (421)
1,369 (83) (1,519) (304) 697
(1,260) 26 (1,493) (1,797)
109 (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
2,521 2,004 1,970 2,017 2,065
37,003 37,444 37,927 38,793 39,774
71,031 72,034 73,521 74,695 76,446
16,438 17,056 18,616 19,020 19,476
126,993 128,538 132,034 134,525 137,761
3,284 2,313 2,226 2,300 2,371
34,909 35,761 36,556 37,831 39,042
68,297 69,918 70,626 73,078 75,426
15,828 16,593 18,276 18,916 19,522
122,318 124,585 127,684 132,125 136,361
(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

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

Il. 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 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)

100



[1l. Intensive Assessment and Treatmentr8iees

Operating expenditure

Workforce costs

Treatment related costs
External providers

Inter district flows
Depreciation & amortisation

Total Operating Expenditure
Allocation of corporate costs

Total Cost of Service

Revenue

Net Result of Service

IV. Rehabilitation and Support Services

Operating expenditure

Workforce costs

Treatment related costs
External providers

Inter district flows
Depreciation & amortisation

Total Operating Expenditure
Allocation of corporate costs

Total Cost of Service

Revenue

Net Result of Service

2009/10 2010/11 2011/12 2012/13 2013/14
Actual Forecast Projection Projection Projection
$000 $000 $000 $000 $000
27,075 26,336 27,355 28,030 28,762
14,536 14,900 15,211 14,916 14,970
(132) 542 93 95 98
20,697 21,080 21,615 21,766 21,986
1,683 1,675 1,635 1,675 1,719
63,859 64,533 65,909 66,482 67,535
7,172 7,501 7,612 8,213 8,911
71,031 72,034 73,521 74,695 76,446
68,297 69,918 70,626 73,078 75,426
(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
951 1,028 1,035 1,060 1,088
545 573 587 575 577
13,529 13,958 15,068 15,440 15,843
1,189 1,252 1,688 1,700 1,717
2 2 2 2 2
16,216 16,813 18,380 18,777 19,227
222 243 236 243 249
16,438 17,056 18,616 19,020 19,476
15,828 16,593 18,276 18,916 19,522
(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 DAPSs.

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 3,627 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) (1,212)
Governance & Funding Aministration (419) 161 (131) (131) (227)
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)
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