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Dear Mrs Hackett
Bay of Plenty District Health Board: 2010/11 District Annual Plan

This letter advises you that | have signed Bay of Plenty District Health Board's (DHB)
2010/11 District Annual Plan (DAP) for three years.

Clinical and financial sustainability

| appreciate the efforts your Board and management have put in over the past year
to manage your DHB in a sustainable manner. More work lies ahead to achieve long
lasting sustainability, while ensuring that New Zealanders get an improved delivery
of services. The challenge for us all is to achieve this.

All DHBs must budget within their allocations and improve financial performance.
The DHB's actions to achieve efficiencies and control costs will be important in the
current fiscal environment in 2010/11 and the out years. My approval of your DAP
does not mean acceptance of your assumptions in the out years.

Health targets and priorities

| appreciate the DHB's emphasis on the Government's health targets and priority
areas. The Ministry of Health has advised that it considers there are heightened
risks associated with your achievement of the agreed health targets for Shorter stays
in Emergency Departments, Improved access to Elective Surgery and Increased
Immunisation. | expect that your DHB remains focused on improving performance in
these and other health target areas, and that it will work closely with the Ministry of
Health, and in particular, the Health Target Champions, to ensure good progress is
made.

Private Bag 18041, Parliament Buildings, Wellington 6160, New Zealand. Telephone 64 4 817 6804 Facsimile 64 4 817 6504




New Zealanders want better access to a wider range of services closer to home. |
expect your DHB to make substantiat progress with integrating hospital services into
community settings in 2010/11. The DHB will need to keep the Ministry of Health
well informed of its progress in this priority area.

| note that your Board plans to work closely with other Midland DHBs as it considers
how best to achieve appropriate levels of funding and delivery for vuinerable
services such as gynaecology, obstetrics and rural primary services. These need to
be accelerated, so that results occur.

DAP approval

The approval of your DAP does not constitute approval of proposals for service
changes or service reconfigurations. You will need to comply with the requirements
of the Operational Policy Framework and advise the Ministry of Health where any
proposals may require my approval.

My approval of your DAP does not mean approval 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.

| wish you, your Board and management every success with the implementation of
your 2010/11 DAP, and thank you for your contribution and efforts towards a unified
health system.

Finally, please ensure that a copy of this letter is attached to the copy of your signed
DAP held by the Board and to all copies of the DAP made availabie to the public.

Yours sincerely

oy A

—

Hon Tony Ryall
Minister of Health
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Executive summary

Government is resolute in its commitment to deliver better, sooner, more
convenient healthcare to all New Zealanders. In the face of a financially
constrained future, the Minister has clarified that transformational
change in the form of new models of care is required across the sector in
order to deliver on this commitment.

The release by the Ministry of Health in September 2009 of the Request
for Expressions of Interest for the Delivery of Better, Sooner, More
Convenient Primary Health (EOI) encapsulates Government’s priority
intention for a more personalised primary health care system that
provides services closer to home, makes Kiwis healthier and reduces
pressure on hospitals.

Across New Zealand Maori health status continues to lag behind others.
‘Whanau Ora’ as an ideology, business model and service strategy
continues to gather political momentum in recognising that for Maori,
health is not just a manifestation of physical wellbeing, but is more an
expression of a desire for a healthy secured future, nurtured by
traditional social structures; Whanau, Hapl and Iwi.' The EOI is the
catalyst for social transformation of Maori communities. Bay of Plenty
District Health Board (the DHB) will work in partnership with the Maori
Health Rinanga, the National Maori PHO Coalition, the combined Eastern
Bay of Plenty PHOs and other key stakeholders to realise these
aspirations.

At the same time as the opportunity presents itself for primary health
care to demonstrate its capacity and capability to really effect positive
change in New Zealanders health outcomes, our hospitals and specialist
services are equally challenged to effect change; improve productivity
and value for money without compromising patient safety or service
quality.

Without doubt the challenges affecting the New Zealand health sector
are great but the DHB will meet those challenges and make positive
differences to the health outcomes of its resident population by

National Maori Coalition — Expression of Interest: Implementing Whanau Ora to deliver better,
sooner, more convenient primary health care for Maori and high needs populations p6

continuing to foster a culture of innovation, challenging old ways of doing
things and strengthening partnerships within, across and beyond the
health sector. It will tackle head on the issues affecting the sustainability
of our clinical workforce and implement solutions now, build on our
culture of effective clinical engagement and create more opportunities
for clinical leadership.

1.1 Key challenges

The key challenges facing the DHB are:
e Living within budget
e Delivering elective volumes and improving waiting times
e  Better, sooner, more convenient primary health care
e Regional and national service configuration

e An ageing population driving acute demand
e An ageing workforce threatening workforce sustainability
1.1.1 Living within budget

Government expects DHBs to deliver on the national health targets by
providing good quality care in a timely manner. It is a clear requirement
that these Targets must be achieved while fulfilling the financial
commitments of the DHB. The DHB will do this by:

e  Evaluation and consolidation of services provided
e  Close understanding and monitoring of costs
e  Maximising service delivery

e  Driving for efficiency and best value
e  Regional and national cooperation.
1.1.2 Delivery of elective volumes and improving waiting times

Increasing acute demand has the potential to impact on DHB
performance of elective volumes. An initiative to improve acute flow is
underway. The “Shorter Stays” initiative represents a significant
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commitment of clinical and management time with project team
members from across the health sector.

It is anticipated that short term efficiencies and demonstrable
improvements against the Elective Surgery and Emergency Department
waiting time targets will be realised from focusing in the first instance on
hospital processes. More sustainable long term efficiencies will be
realised from taking a “whole of system” approach; understanding what
is driving unprecedented levels of acute demand and the role of the
primary sector in managing it.

Elective surgery is an area of utmost importance for the Board and will be
a major focus, together with service waiting times, during 2010/11.

1.1.3 Better, sooner, more convenient primary health care

Supporting our PHO partners preparing and implementing business cases
in accordance with the EOI process will be a priority for the DHB during
2010/11. Similarly, the shifting of secondary services to more canvenient
primary settings continues also as a core focus for 2010/11. The need for
innovative and transformational selutions to primary sector capacity and
capability (particularly in terms of workforce and provider sustainability,
service fragmentation and financial pressures} will be a fundamental but
not insurmountable challenge.

1.1.4 Regional and national service configuration

DHBs in the Midland region are developing a regional clinical services plan
to ensure that collectively we can provide clinically sustainable, financially
affordable services to our joint populations without compromising local
access. Effective clinical networks, comprehensive clinical engagement
and leadership are critical to delivering on this outcome.

1.1.5 An ageing population driving acute demand

An ageing population and the increasing burden of long term conditions
are amongst the factors which contribute to a rising demand for health
services,

The predicted increase in the ageing population {an 84.3% increase in
over 65 year olds over the next 20 years) in the Bay of Plenty and the
subsequent impact on health services cannot be underestimated.

A more strategic approach to understanding and managing long term
conditions (particularly those affecting the frail elderly) is critical as a
response to reduce acute hospital presentations by this population group.

1.1.6 An ageing workforce threatening workforce sustainability

It has been established that an increase in the older population has
crucial labour market implications around the current and future
caregiver workforce.

The proportion of the population 65+ years is 29% higher for the DHB
than that for New Zealand as a whole and is predicted to grow, by 84.3%
during the period 2006 to 2026.

Accordingly, there is a need for urgent focus on this issue at all levels
{national, regional and local) to develop innovative approaches (either in
the form of new models of aged care or workforce utilisation and
development strategies) in order to deliver on the DHB’s vision of

healthy, thriving communities.

Mary Hackett
Board Chairperson

Phil Cammish
Chief Executive Officer

Hon Tony Ryall
Minister of Health



Introduction

2.1 Vision and Values

Our vision

Healthy, thriving communities. Kia Momoho Te Hapori Oranga

Our mission

Enabling communities to achieve good health and independence and
ensure access to high quality services.

Our values

Cultural — we will acknowledge, preserve and promote mana atua, mana
tupuna, mana whenua and mana tangata

Accountability — we are accountable to our communities and the
government

Collaboration — we will work with others and value the contribution we
will make

Flexibility — we will allow for the variation in needs and solutions required
for different communities

Integrity — we will be honest, forthright and open in our transactions,
planning and deliberations

Good employer — we will be a good employer by building relationships of
mutual trust and respect with staff. We will strive to become an employer
of choice

Evidence-based — we will ensure all decisions are based on information as
to what works, when, for whom and by whom

Knowledge — we will work with others to build and share knowledge

2.2 Treaty of Waitangi

The DHB recognises the Treaty of Waitangi as the founding document of New
Zealand and acknowledges the special relationship between Maori and the Crown
under the Treaty.

The demography of the district plays a key role in determining DHB priorities.
Maori health has particular emphasis within the DHB District Strategic Plan. This
is viewed as an obligation under the Treaty of Waitangi and reflects the following
principles:

e Inequalities in health affect the entire population

e Maori are best qualified to determine the actions to reduce inequalities that
affect Maori.

2.2.1 Treaty of Waitangi Principles

Partnership

Working together with lwi, Hapd, Whanau and Maori communities to develop
strategies for Maori health gain and appropriate health and disability services.

Participation

Involving Maori at all levels of the sector in planning, development and delivery of
health and disability services.

Active Protection

Ensuring Maori enjoy at least the same level of health as non-Maori and
safeguarding Maori concepts, values and practices.’

% Source: He Korowai Oranga, MOH, 2001



2.2.2 New Zealand Public Health and Disability Services Act 2000

The New Zealand Public Health and Disability Services Act (NZPHD Act) Part 1
makes explicit: “Treaty of Waitangi provisions require District Health Boards to
establish mechanisms to enable Maori to contribute to decision making and
participate in the delivery of health and disability services.”

The three Treaty of Waitangi principles of partnership, participation and
protection underpin the DHBs decision-making, planning and funding processes.
Central to the Treaty relationship and effective implementation of the Treaty
articles, is our affirmation that Maori have an important role in determining their
own aspirations and priorities for health. The DHB recognises its responsibility to
work with M3ori to achieve the objectives of this District Annual Plan for 2010/11.

2.2.3 He Korowai Oranga Strategy

He Korowai Oranga sets the direction for Maori health development over the
next 10 years. The Treaty principles of Partnership, Protection and Participation
are threaded throughout He Korowai Oranga.
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Operating environment

3.1 Overview of the Bay of Plenty population

The Bay of Plenty DHB is one of 21 district health boards in New Zealand.

Covering 9,669 square kilometres, the DHB serves a population of 202,193 and
stretches from Waihi Beach in the north east to Waihau Bay on the East Cape
and inland to the Kaimai and Mamaku ranges. These boundaries take in the
major population centres of Tauranga, Katikati, Te Puke, Whakatane, Kawerau
and Opotiki. It has the second fastest population growth rate of all New
Zealand’s district health boards. Total population growth in the planning period
2006 to 2026 is forecast to be 25.5% higher than that for New Zealand as a
whole.

The majority of the growth is expected to be in the western Bay of Plenty region
(particularly Tauranga City) with the eastern Bay of Plenty expected to
experience a static or declining population. In this regard, 77% of the DHB
population reside in the western Bay of Plenty.

Like the national population, the population of the DHB is ageing, with the
highest percentage increase occurring in the 65+ years age group compared
with New Zealand as a whole. The proportion of the population 65+ years is
29% higher than that for New Zealand as a whole and is predicted to grow by
84.3% during the period 2006 to 2026. This is particularly acute in the western
Bay of Plenty with the figure approaching 46%. The ageing demographic of the
DHB has obvious and very serious implications for health services into the
future, particularly in terms of workforce sustainability.

The population who identify as Maori is 67% higher than for New Zealand as a
whole and residents in rural locations is 49% (much higher than for New Zealand
as a whole).

Unlike the western Bay of Plenty, eastern Bay of Plenty has a relatively youthful
population with a third of the population under 30 years compared to a national
average of 28%.




In the DHB about a quarter of the population live in areas with high
NZDep06 scores (which are associated with poorer health). About one in
seven people live in areas with low scores (associated with better health).

Overall the DHB population is markedly over represented in high
deprivation scores.

3.2 Key health trends

Analysis of the health needs of the people of the Bay of Plenty has
indicated the following priorities:

Disease of the respiratory system, bronchitis and asthma amongst
infants and young children, adults and older people

Chronic obstructive airways disease amongst adults

Whooping cough and acute bronchitis amongst infants and young
children (especially amongst Maori infants)

Cellulitis amongst adults (45-64 years)
Diabetes renal failure

Gastroenteritis for infants and young children
Skin conditions for youth and adults

Otitis media for infants, young children, younger adults and older
people

Schizophrenic disorders for youth and young adults

Unstable angina for older adults

3.3 Funding allocations for 2010/2011

Overall, total funding allocated to the DHB for 2010/11 is $542.077M
($523.503 in 2009/10).

The population of 65+ years is 29% higher
than that for New Zealand as a whole and is
predicted to grow by 84.3% during the period
2006 to 2026



Government Priority Funding has been targeted at a number of areas
identified by the Minister and includes:

e Maintaining per capita expenditure on community pharmaceuticals

e A requirement to increase by 2% the funding allocated to first contact
patient care

e A requirement to increase by 1.73% funding allocated to improve the
quality of age related residential care

e An expectation that DHBs must meet the full cost of any renegotiated
agreements within the funding provided.

e A continued focus on improving the quality of age related residential
care

3.4 Prioritisation

The fiscal environment facing the health sector now and in out years
means prioritisation processes must be particularly robust to ensure we
deliver the Government’s commitment to better, sooner, more
convenient healthcare for all New Zealanders.

The challenge is to protect vital services that have contributed to
population health gain while continuing to live within our means. In
meeting this challenge the Board has developed 10 strategic prioritisation
principles to guide investment and/or service reconfiguration decisions
during 2010/11. They are:

Workforce

Workforce (capacity, capability and development) is critical to long term
service sustainability.

Strategic priority areas confirmed

Priority areas identified during the Board’s 2009/10 District Strategic Plan
review remain appropriate as ongoing priorities (Maori Health, Child &
Youth Health, Primary Care and Population Health).

Leadership and innovation

Service providers that we fund must be able to demonstrate effective
leadership, agility and innovation.

Maintaining service coverage

Maintaining service coverage is critical to sustaining long term population
health. Wholesale service cuts are not an option. Innovation in service
delivery is the key.

Consolidation and evaluation

Our response to the more constrained financial environment will be to
move from service development to consolidation and evaluation. More
specifically, efficiency gains will be identified by addressing non-
performance, consolidating service delivery where appropriate and
eliminating service duplication. Service redesign, if appropriate, will occur
on a cost neutral basis.

Value for money

Services must offer value for money. Investment decisions should be
geared toward those services that deliver the greatest gain for the largest
number of people and can demonstrate long term sustainability.

Inter-sectoral collaboration

The DHB has a significant role to play in influencing greater inter-sectoral
collaboration. Even if a particular service is not funded by the DHB (but
by another revenue stream) we should remain interested in how it
contributes to overall population health.



Community expectations

Community expectations will be managed by being open and transparent
about the realities of the new fiscal environment and what that means for
health services.

Manage the risks of prioritisation

Prioritisation processes must effectively respond to and manage risk. In
particular, there is a need to ensure that key relationships endure and
that provider capability is maintained. Similarly, we must understand the
longer term implications (particularly financial) of realising short term
savings. Demand for health services may shift toward the more acute
end of the continuum as a result of short term prioritisation decisions.

In addition to these principles, prioritisation at an output or service level
is guided by a comprehensive evaluation framework that applies
weighted criteria to ensure we are making good funding decisions.

As noted above, the DHB response to the tightening fiscal environment
will be to consolidate, evaluate (and reconfigure if appropriate) existing
services over active service development. In this regard the Evaluation
Framework will be applied proactively on or before service renewal and
retrospectively, at service conclusion.

3.5 Service coverage: planning and changes

The Midland DHBs are collaborating to develop a Midland Regional
Clinical Services Plan. Regional service planning will be reflected in the
development of strategic, annual and other plans at the district level,
while at the same time ensuring better defined and managed clinical
pathways for health service users. Further detail is provided in the
Midland Region and Regional Planning section of this plan.

Service Change

The DHB is looking to implement service changes in the 2010/11 year
with more services provided locally. Fewer patients will have to travel to
other DHB’s for treatment in the areas of infectious disease, HIV,
haematology, oncology, and chemotherapy. These service changes will be
negotiated with other DHB’s so as not to destabilise Midland-wide clinical
networks.
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Strategic priorities

4.1 National priorities

The Minister of Health has outlined his expectations for the
2010/11 year which enables us to plan and prioritise activity for the
coming year. National health targets have also been set by the
Minister.

The Minister’s expectations together with the national health
targets reinforce the Government’s commitment to a public health
system that delivers better, sooner, more convenient healthcare
for all New Zealanders.

For the 2010/11 year, the Minister’s expectations and priorities for
District Health Boards include:

e Exhausting all options to make sufficient efficiency gains to
deliver on agreed financial results.

e Achievement of health targets within agreed timeframes

e Work closely with primary and community providers to
develop new models of care that keep people well, reduce
avoidable hospital admissions and readmissions, shift hospital
services to primary settings when appropriate and improve
referral and prescribing practice

e Improve retention of permanent clinical staff, reduce vacancy
rates and strengthen clinical leadership and networks

e |dentify and implement those productivity improvements,
quality improvements, procurement and shared back office
functions that will deliver a significant improvement in
hospital productivity and service safety and quality to
generate additional savings in 2010/11

e |dentify those services that can have the largest impact on
improving Maori health status

e Work with the Ministry and the National Health Board to
implement cabinet decisions relating to national services,

regional services planning, workforce, IT and national shared
service functions.

The DHB’s plans for 2010/11 incorporate Government’s priorities
and the table below references where each Government priority is
more specifically discussed within this Plan:

Minister’s Expectations DAP Reference

Deliver agreed financial results See pages 68-81

. See page 8
Achievement of health targets pag
Shift secondary services to more
convenient primary care settings, new
models of care that keep people well

See pages 36-47

Clinical workforce retention, leadership

and engagement See pages 60-68

Productivity improvements, quality
improvements, procurement and shared
back office functions

See pages 25-36, 60-68
and Appendix A

Whanau Ora: improving Maori health

S 47-51
status e pages

National services, regional service
planning, workforce, IT and national
shared service functions

See pages 11-24,
Appendix E
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4.2 Health targets

Health target

Long term target

Local target

Performance Programme.

" Shorter | 95% of patients will be admitted, discharged, or 95% of patients will be admitted, discharged, or transferred
stays in transferred from an Emergency Department (ED) from an Emergency Department (ED) within six hours
+ within six hours
Emed
L Deparfments )
(Tmproved ) The volume of elective surgery will be increased by an | Bay of Plenty District Health Board agree to a minimum of 8357
accessto average of 2,000 discharges per year (compared with | total elective surgical discharges in 2010/11 (excluding cardiology
m the recent average increase of 1,400 per year) and dental)
‘Elecllvesngmrj
" Shorter ) Everyone needing radiation treatment will have this | 100% | of patients in category A, B and C wait less than six
waits for within six weeks by the end of July 2010 and within weeks between first specialist assessment and the start
*0 four weeks by December 2010 of radiation oncology treatment (excludes category D
patients).
CRadiotherapy
Increased 85 percent of two year olds are fully immunised by 75% of two year olds (Maori) are fully immunised by July
® July 2010; 90 percent by July 2011; and 95 percent by 2011
A July 2012.
(, 85% of two year olds (all ethnicities) are fully immunised by
July 2011
\ Immimeni 53t kon )
(" Better ) 80 percent of hospitalised smokers are provided with | 90% of hospitalised smokers are provided with advice and
help for advice and help to quit by July 2010; 90 percent by help to quit by July 2011
July 2011; and 95% by July 2012.
@ Similar target for primary care will be introduced
solors bo quit from July 2010 or earlier, through the PHO
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Diabetes and
Cardiovascular
Services

Increased percent of the eligible adult population
have had their CVD risk assessed in the last five years

53%

Increased percent of the eligible adult population
(Maori) have had their CVD risk assessed in the last five
years.

49%

Increased percent of the eligible adult population
(Pacific) have had their CVD risk assessed in the last five
years

66%

Increased percent of the eligible adult population
(other ethnicity) have had their CVD risk assessed in the
last five years

65%

Increased percent of the eligible adult population (all
ethnicities) have had their CVD risk assessed in the last
five years

Increased percent of people with diabetes attend free
annual checks

56%

Increased percent of people with diabetes (Maori)
attend free annual checks

74%

Increased percent of people with diabetes (other
ethnicity) attend free annual checks

68%

Increased percent of people with diabetes (all
ethnicities) attend free annual checks

Increased percent of people with diabetes have
satisfactory or better diabetes management

72%

Increased percent of people with diabetes (Maori) have
satisfactory or better diabetes management

85%

Increased percent of people with diabetes (other
ethnicity) have satisfactory or better diabetes
management

83%

Increased percent of people with diabetes (all
ethnicities) have satisfactory or better diabetes
management




4.3 District Strategic Plan priorities

The DHB endeavours to positively influence population health through:

- Healthy children, youth and families

- Healthy, independent and dignified ageing

- Healthy Maori

- Health and independence for people with
disabilities

- Improved health and independence for
people with chronic conditions; and

- Health Equity

The population health approach is considered in the DHB as a unifying
force for the entire spectrum of health system interventions. It is an
approach to health that focuses on the underlying factors that affect and
predispose the health status of a population or sub-groups of a
population. These factors are referred to as the ‘determinants of
health.”?

This Plan focuses on implementation of the District Strategic Plan as it
relates to:

e Health targets

e Ministerial priority areas as specified in the annual Minister’s Letter of
Expectations

e Key financial requirements
e Significant service changes

e Service coverage exceptions

Income and social status; education; working and living conditions; social environments; personal
health practices; healthy child development; gender; social support networks; employment; physical
environments; biological and genetic endowment; coping skills; health services; culture

How the DHB will put into practical effect the Minister’s requirement
to ‘live within our means’ and actions to achieve focused delivery on

government policy priorities and maximum value for money.

10



The Midland region and regional
collaboration

5.1 The Midland region

Bay of Plenty DHB is part of the Midland group of DHBs. The
Midland region covers 56,738km?, and comprises 21% of the New
Zealand land mass. The combined resident population provisional
estimate of Midland region4 in 2009 is 829,030, which is around
one fifth of the New Zealand population. The five DHBs share
commonalities and some marked demographic regional
differences.

The Midland region covers a large rural area and has its share of
metropolitan areas too. This diversity presents challenges in
service delivery and additional barriers to accessing health services
for people travelling from remote rural locations.

The proportion in rural and urban areas in the Midland DHBs is
reasonably consistent, with 22% of the Midland population living in
rural areas and 78% in the urban areas.

5.2 Government priorities

Regional service plans that ensure clinical
viability and financial affordability

Regional service planning will assist DHBs to develop their strategic,
annual and capacity plans at the district level, while at the same
time ensuring better defined and managed clinical pathways for
health service users.

* Statistics NZ

2 Midland

District Health Boards

)

BAY OF PLENTY
DISTRICT HEALTH BOARD
HALUORA A TOI

=

I TARANAKI DISTRICT HEALTH BOARD |
‘\ Walkata Disrict Haalh Board

Bay of Plenty

www.bopdhb.govt.nz

Lakes

www.lakesdhb.govt.nz

Tairawhiti

www.tdh.org.nz

Taranaki

www.tdhb.org.nz

Waikato

www.waikatodhb.govt.nz

11



5.3 Regional collaboration

The Midland DHBs are currently developing a Clinical Services Plan (CSP)
for the Midland region. This will be reflected in the development of
strategic, annual and other plans by the Bay of Plenty DHB (and other
Midland DHBs).

2010/11

The Midland region is currently implementing two vulnerable services
plans in the areas of obstetrics/gynaecology and rural primary care.
These services were identified as initial focus areas based on work that
was completed in early 2009.

An obstetrics/gynaecology clinical network has been established to
support capacity to work regionally to support obstetrics/gynaecology
services. Implementing the action plan will be a key focus for the
obstetrics/gynaecology network once clinical leadership of the network
has been established.

Rural primary care issues are less amenable to regional solutions. Rural
primary care vulnerable services action plans have consequently been
progressed at individual DHB level by Lakes, Tairawhiti and Waikato
DHBs, focusing on supporting rural primary care to maintain service
coverage.

A draft CSP identifying 3 to 4 vulnerable services will be prepared by 1
July 2010. Development of actions to address the vulnerabilities
identified in these areas will progress over the course of 2010/11. This
process will review the prior work that was completed in early 2009 that
identified vulnerable services and will determine if these services need to
be further addressed by the CSP.

It is expected that a final Midland region CSP will be available by 30
September 2011.

2011/12 and beyond

The Midland region will develop a 10 year plan for regionally led,

collaborative community and hospital services in the region, taking a
whole-of-system approach. It will take a long-term (20 year) view of

health needs across the population and will be matched to future clinical
service provision and infrastructure requirements.

The plan will examine services that are currently vulnerable (or may
become so) because of workforce, demand growth or funding issues.

It will include an assessment of the status quo financial situation of
Midland DHBs, likely cost growth and changes required to “live within our
means” regionally. It will include a five to ten year financial forecast.

The Ministry of Health’s Role Delineation Model will be used to inform
the development of future service configuration. The final plan will
include both primary and hospital services and provide a regional
roadmap to enable DHBs in the Midland region to make critical strategic
decisions about the future delivery of specialist health and disability
support services, for example, in relation to:

e the distribution of 24/7 acute and elective secondary services;
e the distribution of tertiary services;
o future capital investment decisions; and

e changes to models of care, levels of care, or locus of care required to
improve quality and live within the available resources.

The final output will provide a suggested high level future configuration of
services.

Workforce is an important area for consideration of regionalisation
initiatives. For example at the regional level a ‘two providers — one
service’ approach to Regional Forensic Services have been adopted by
Midland, with a collaboration formed between Waikato DHB and Hauora
Waikato. A governance group, formed in February 2008, will work with
the Midland Regional Forensic Psychiatry Development group to lead the
development of a new integrated model of care and progress the Midland
Regional Forensic Futures Plan 2008 — 2013. Clinical leadership will be
provided by the position of the Midland Regional Forensic Director.

12



5.4 Challenges to the regional approach

There are challenges for the Midland DHBs in taking a regional planning
approach particularly in respect to ensuring health needs assessment
doesn’t become an “averaging” exercise.

For example the projected population growth in Midland by 2026 is 11%.
This however masks the fact that the region is disparate and whilst Bay of
Plenty is projected to grow by 27%, Tairawhiti’'s growth projection is
negative 3%.

Bay of Plenty’s population is relatively elderly; Tairawhiti and Lakes
populations are relatively youthful. Tairawhiti, Lakes and the eastern Bay
of Plenty have proportionately high levels of deprivation. Proportions of
Maori differ markedly across the region. Regional planning therefore
must take into account local specific needs to ensure an accurate
reflection of the “real” population and the health needs of particular
population groups.

The very nature of the population differences and different growth rates
means the Midland DHBs attract demographic funding at very different
rates. This creates pressure with some DHBs having funds to apply to
areas of growth and development (e.g. the Midland Renal Plan) whilst
other DHBs have no capacity to invest in expanding services unless they
substantially dis-invest. These challenges are not insurmountable but
require effective mechanisms to be in place to support DHBs as they work
in the new environment.

For the 2010-11 year a number of Midland regional developments are
planned (see section headed “How we’re going to get there”). Each
development has related actions, the implementation timelines for which
may vary somewhat across the DHBs.

5.5 Where we want to be

5.5.1 Midland Regional Clinical Services Plan

The CSP having been developed in conjunction with clinical communities
across the Midland region will be put through a detailed consultation
process early in the 2010/11 year.

The consultation will culminate in the selection of 2-3 vulnerable services
for detailed regional service planning. These services will have action
plans developed to ensure their ongoing clinical sustainability and
financial viability.

5.5.2 Regional Asset Management Plan

The District (DAMP) and Regional (RAMP) Asset Management Plans will
be completed and submitted to the Ministry by the end of August 2010.
The focus of this asset management planning work will be on clinical
services and capacity planning at the district, regional and national levels.
The DAMPs and RAMPs will be a reflection of this work up to the end of
August; however they will not fully draw on the outcomes of the clinical
services and capacity planning work conducted in 2010. It is likely RAMPs
and DAMPs will be updated again in 2011 to reflect the impact this
planning has on future asset requirements.

A draft national AMP (NAMP) was produced at the end of 2009 however
this will probably not progress further until after the completion of the
CSP.

The external consultant costs of completing the 2009 AMP were divided
equally across the five Midland DHBs and absorbed into normal operating
costs. Itis likely the same approach will be followed for the 2010 RAMP.

5.5.3 Midland nursing workforce

The Midland region Directors of Nursing are working together to develop
a model and process for a single clinical nursing procedure manual across
the five DHBs. This would promote clinical nursing practice as well as
reduce the workload for each individual DHB in developing and
maintaining clinical procedures.

Part of the project will include submitting a proposal for funding to the
Ministry of Health to improve access to evidence based nursing practice.
This would add a further benefit of standardising nursing practice around
the best available evidence and hence lead to improved patient safety
and improved patient outcomes.
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5.5.4 Midland Regional Mental Health Network

Eating Disorders

The Midland Region Eating Disorders Strategic Plan was signed off by the
Ministry of Health in August 2009. The outcome sought for 2010/11 is to
have a robust continuum of care from primary through to tertiary services
for clients who enter diagnosed with an eating disorder.

NGO Programme for the Integration of Mental Health Data (PRIMHD)
The Ministry of Health NGO PRIMHD compliance project commenced in
2008 with NGO providers who were submitting Mental Health
Information National Collection (MHINC) data electronically.

The outcome sought for 2010/11 is that all contracted NGOs will have
mapping completed and will be reporting electronically to NZHIS.

Mental Health Workforce Development

The Midland DHBs Workforce Development Coordinator role funded
through Te Pou has worked closely with the five Midland DHBs.

Phase 3 to 5 will commence in 2009 and will continue in 2010/11 with the
Ministry of Health providing funding for two full time equivalents (FTEs)
to assist NGOs to comply.

5.5.5 Midland Chronic Care and Disease Management
Information System Programme

The programme formed in 2009/10 will continue under the leadership of
the Programme Manager.

Phase 1 of the work plan will be completed and deliver agreed standards
by which access to a shared set of clinical information will be achieved, a
privacy framework, and a stock take of current solutions for transfer of
care and clinical decision support.

Phase 2 of the work plan will deliver improved connectivity to Midland
region agencies and shared access to a core set of clinical information.

Midland service plan implementation

The objectives outlined below briefly express where we want to be and
what we want to achieve in 2010/11 in relation to Midland service plan
implementation.

e Midland primary health care nurses will be well educated in the
management of diabetes, CVD risk assessments, performing diabetes
annual reviews, identifying and assisting their patients with diabetes
to manage their condition well.

e QOutcomes of the Midland Cardiac Rehabilitation Services Plan will be
able to be determined via the use of a database.

e Agreed cardiac patient journeys need to be mapped and service
improvement recommendations made.

e The Midland Renal Plan will be accepted and implementation agreed.
HealthShare

Each of the five Midland DHBs has a shareholding interest in HealthShare
Limited, a DHB joint venture company that specialises in both routine and
issues-based quality-audit of service providers. HealthShare reports back
to the participating DHBs throughout the year ensuring contractual
obligations and standards are met by contracted providers.

Midland Cancer Network®

This Midland Cancer Network (the Network) takes a common sense
approach to health needs assessment specific to cancer control; the
Midland Strategic Cancer Plan; service and patient mapping work
streams; care coordination; high risk genetic assessment;
adolescent/young adult oncology; haematology; palliative care services
and national IS work.

The following section “How we’re going to get there” describes the
actions that the Network will be undertaking during 2010/11 to reduce
the rate and effect of cancer across the region.s

> Midland Cancer Network geographical area includes Bay of Plenty, Lakes and Waikato with an open
invitation to Tairawhiti and Taranaki. The Network works with community, primary and hospital
organisations to undertake system wide improvement across the cancer continuum — primary,
prevention, screening and early detection, diagnosis and treatment, rehabilitative and supportive
care, palliative/end of life care and research/surveillance.
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Regional information service planning

The DHB is part of a regional information service planning response and
as such aims to contribute to three regional information goals as below:

1. Provide integrated/shared information to enhance health care
planning and improve population health outcomes

2. Collaborate to reduce costs and enhance risk mitigation within
information areas

3. Provide technical and information support for shared service
initiatives in non-IT areas.

® Actions that the Network plans to undertake to reduce cancer waiting times during 2010/11 can be
found in the section headed “More responsive hospital and specialist services”.



5.6 How we’re going to get there — our performance story for 2010/11

If we want this Then we will focus on And we will undertake these That will lead to these And will deliver these For this level
outcome initiatives/activities impacts outputs of investment
Services that are The development of a e “whole of region” view of e Effective clinical networks e Draft Midland Clinical
clinically sustainable Midland Clinical Services vulnerable services plus regional e Improved opportunities for Services Plan submittedto  $50,000k’
and financially viable Plan response clinical leadership the Ministry of Health for
across the Midland e Evaluation of existing clinical e Robust clinical engagement approval by September
Region networks and identification of and greater opportunities 2010
new ones for socialisation of the plan e Prioritised work
e Integration with national work e Consideration of new programme agreed for
where appropriate models of care that are implementation of CSP
o Stakeholder engagement and regionally sustainable (both e Coordination of regional
feedback formally built into clinically and financially) work streams
ongoing planning process e Regionally consistent

District Strategic Plans
e Common District Strategic
Plan timeframe

Reduce the incidence Implementing the e Complete Midland cancer service e Effective lung cancer e Lung cancer clinical $550,000°
and impact of cancer Midland Cancer Network development fund initiatives® pathway for the region pathway
Strategic Plan 2010-2014 - Midland Cancer Network is the e Better treatment outcomes 2010/11
lead for national development of a through early detection of service
lung cancer pathway utilising Map lung cancer development
of Medicine (UK) fund initiative
- Complete the Midland lung cancer revenue

early detection project

Complete the feasibility project on
the Somerset Cancer Registry (UK)
utilising national Cancer and
Palliative Care Patient
Management High Level
Requirements (Dec. 2009)

7 Pro rated across the Midland region
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If we want this Then we will focus on

outcome

That will lead to these
impacts

For this level
of investment

And will deliver these

And we will undertake these

initiatives/activities

outputs

Reducing inequalities
at every stage of the
cancer continuum

Ongoing investment in the
Midland Cancer Network

National Guidelines for
Suspected Cancer in
Primary Care

Improve early
detection

Implement recommendations
from Maori breast cancer waiting
time audit

Complete the Midland lung cancer
early detection project

Ensure all new proposals have
evidence of the Health Equity
Assessment Tool (HEAT) and/or
Whanau Ora tool

Improve regional cultural
competency of frontline staff
Complete development of a
regional supportive service
directory

Scope regional implications of
phase 1 priorities in the national
implementation plan for the
Guideline for Suspected Cancer in
Primary Care

Consider feasibility/eligibility of
being a bowel cancer screening
demonstration site and work with
national bowel cancer team

Better service quality for e Reduction in health
Maori breast cancer inequalities for Maori
patients breast cancer patients

Reduced waiting times
Culturally appropriate
cancer services

Possible demonstration site
for bowel cancer screening

Earlier detection of cancers °
Better clinical outcomes

Actions to be
carried out
within the
$550,000 CFA
allocated to
the Network

Actions to be
carried out
within the
$550,000 CFA
allocated to
the Network

® Revenue received 2009/10 for these initiatives; Map of Medicine pilot $90,775; early detection lung cancer $30,000; Somerset Cancer Registry feasibility study $90,000
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If we want this Then we will focus on And we will undertake these That will lead to these And will deliver these For this level

outcome initiatives/activities impacts outputs of investment
Better end of life care  Implementing the New e Complete and implement the e A supported and dignified e Liverpool Care Pathway Actions to be
Zealand Palliative Care Midland Palliative Care Plan 2010- end to life implemented for patients carried out
Strategy 2015 within available resources requiring palliative care within the
- Facilitate and coordinate the e Palliative Care Education $550,000 CFA
implementation of end of life framework developed allocated to
Liverpool Care Pathway the Network
programme

- Facilitate and coordinate the
implementation of the Midland
specialist palliative care
education framework and plan
for generalist nurse and carers

(2008)
Better cancer Developing appropriate e Complete the feasibility project on e Better treatment outcomes Actions to be
treatment and more infrastructure to support the Somerset Cancer Registry (UK) e Easier access to cancer carried out
equitable access to optimal delivery of cancer utilising national Cancer and services within the
cancer services services Palliative Care Patient $550,000 CFA
Management High Level allocated to
Requirements (Dec.2009) the Network

e Continue developing
multidisciplinary meetings
(MDMs) within available
resources

e Implement regional PET-CT
variance committee

e Develop Midland genitourinary
and gynaeoncology
multidisciplinary work groups
within available resources.
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If we want this Then we will focus on And we will undertake these That will lead to these And will deliver these For this level

outcome initiatives/activities impacts outputs of investment
Nationally consistent Participating in a national e Midland Cancer Network is the e Reduced inequalities Actions to be
cancer control response to cancer control lead for national development of a through aligned and carried out
responses lung cancer pathway utilising Map consistent national cancer within the
of Medicine (UK) services $550,000 CFA
e Participate in national joint allocated to
initiative to develop an the Network

implementation plan for the
Guidance of Supportive Care
Services for Adults (2008)"°

e Support the development of the
national lung cancer work group
as required

e Work with the national bowel
cancer team as required

e To participate in national activities
related to cancer control as
appropriate.

Improved patient Midland clinical nursing The development of a Midland e Consistent clinical nursing e Midland Nursing Procedure  Absorbed
safety and patient practice across the region ~ Nursing Procedure Manual practice across the region Manual within normal
outcomes e Consistent patient care for work.

those patients accessing
regional services

e Animproved patient
experience when accessing
shared services across the
region

1% Central Cancer Network (lead network) on behalf of the regional cancer networks is submitting a RFP to the Ministry and achievement of this initiative is dependent on Ministry approval. If another organization is
successful we would still support this initiative.



If we want this

outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these
impacts

For this level
of investment

And will deliver these
outputs

People with
experience of mental
iliness and addiction
experience
trustworthy agencies
that work across
boundaries and
enable service users
to lead their own
recovery

Patients are better
able to manage their
long term conditions

Improved health
outcomes for cardiac
rehabilitation patients

Achieving PRIMHD °
compliance through the
Midland Regional Mental
Health Network PRIMHD
Implementation Plan

Implement the Midland °
Regional Eating Disorders
Strategic Plan °

Implement “Lets Get Real” o

Ongoing implementation °
of the Midland Diabetes
Implementation Plan

Ongoing implementation °
of the Midland Cardiac
Service Plan

Implement Phases 3 to 5 of the
PRIMHD compliance project

Progress provision of tertiary beds
with NDSA

Source Midland Region Eating
Disorders FTEs

Midland Workforce Coordinator
will run Lets Get Real workshops to
clinical Provider Arm services

A suitable course is developed and
available for Midland primary
health care nurses that is
accessible across the region and
supported by Directors of Nursing

Stock take of Midland cardiac
rehabilitation services undertaken
and recommendations distributed
to stakeholders including Midland
Chronic Conditions Information
System Programme to assist
identification of information
system needs

More accurate patient data

Robust care continuum
from primary through to
tertiary services for clients
with an eating disorder.
Better treatment outcomes.
Better access to more
timely, coordinated care

Primary health care nurses
are well educated in the
management of long term
conditions

Patients are better able to
manage their conditions

Awareness of the scope and
depth of Midland Cardiac
Rehab services
Identification of service
gaps that compromise
accessibility

Efficiency gains from
identifying service
duplication

PRIMHD compliant $678,238
information systems for the

Midland region

2 FTEs

Workshops run

Course developed and
taking enrolments

Agreement on
recommendations to inform
future information system
development
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A reduction in the
incidence and impact
of long term
conditions.

Seamless cardiac
patient journeys

Seamless renal
patient journey

Improved
performance by
health service
providers

Continued
implementation of the
Midland Chronic
Conditions Information
System

Ongoing implementation
of the Midland Cardiac
Service Plan

Midland Renal Plan is
accepted and
implementation agreed

Healthshare audits of

health service providers
across the Midland region

Phase 1 and 2 implemented

Stakeholder groups are formed
Cardiac patient journeys to be
mapped and agreed

Agree service improvement
initiatives

e Midland Renal Plan is submitted to
GMs P&F for final approval
e Implementation process is agreed

e Undertake audits and report
findings based on agreed audit
programme

e Meet with Midland DHBs six
monthly to review audit processes
and programmes

Better coordination of care
through primary and
secondary

Improved connectivity to
Midland region agencies
Shared access to clinical
information

More consistent and
efficient cardiac services
More timely cardiac
interventions

Better service experiences
for cardiac patients

Better performing health
providers

Better health outcomes for
service users

Privacy framework
Stock take of current
solutions for transfer of
care and clinical decision
support

Core set of clinical
information

Patient journeys mapped

Audits in accordance with
agreed audit programme

$1,015,541
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If we want this Then we will focus on And we will undertake these That will lead to these And will deliver these For this level

outcome initiatives/activities impacts outputs of investment
The right people, with Developing and e Maintain current Midland learning e Reduction in staff turnover
the right skills, in the implementing Midland and development initiatives with e Greater productivity
right place to deliver approaches to workforce new initiatives being investigated e Improved patient outcomes
effective health care. development and established e Safer patient care
e Liaise with Midland Learning & e Improved quality of patient
Development Consultants to care
ensure that the content of the e Better staff engagement
Midland Leadership programmes e More opportunities for
meet requirements and are aspiring clinical leaders to
delivered as per schedule flourish

e Collaborate with regional and
national DHBs and educational
institutions to leverage cost-
effectiveness and quality of
Learning and Development
resources

e Ensure appropriate utilisation of
CTA funding

e Provide opportunities to senior
medical staff to maximise their
continuous medical education.

e Work collaboratively with regional
DHBs on overseas recruitment
projects

e Collective advertising and sharing
of the Midlands recruitment
website — zest4life

e Joint presentation on international
recruitment projects through
Zest4life

e Launch an investigation into the
feasibility of a regional electronic
talent pool
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And we will undertake these

initiatives/activities

That will lead to these
impacts

And will deliver these For this level
outputs of investment

If we want this Then we will focus on
outcome
Better health Midland regional
outcomes for patients information system
through effective development

access and sharing of
health information.

" Overall Midland investment

Midland Connected Health

e Progress the Midland Connected
Health business case through the
approval process and implement
the network to support regional
projects and their IT solutions

Chronic care management
e Progress the Chronic Care
Management Work plans

Oral health solution

e Progress the business case for
implementing an oral health
solution across the region

Regional clinical solution

e Investigate the feasibility of
implementing a regional or sub-
regional clinical system

Supports the
implementation of the
Primary Care EOI Business
Cases

Supports the delivery of the
priorities expressed in the
Midland IS Work plan and
the National Health IT Plan
Provides the foundation for
regional and national ICT
service provision

Enables services to be
provided to all health
providers

Reduced cost of service
provision and reduces ICT
costs to sector participants
Robust, reliable connectivity
for all regional stakeholders
Introduces new brand of
‘one health’, leveraging
‘one.govt’ and national
Connected Health consistent
with regional and national IT
priorities.

Improved health sector
collaboration

e Regional service distribution $2.8m™
points at Tauranga and
Hamilton
e Connectivity layer
established (adequate leads
and speeds)

23



If we want this

outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these
impacts

And will deliver these
outputs

A smoke free Midland Midland Regional

population

Smokefree Initiative

Develop and implement 3 year
strategic work programme
Establish strategic reference
group to provide advice and
support to achieving the vision
Work with CEOs, DHB Boards, Iwi
relationship groups and Ministry
of Health to prioritise smoke free
developments

Engage with wider public and
private sectors to promote
Midland Smokefree Vision

Better length and quality of
life

Reduced disability

More participation and
independence

Greater awareness of the
health risks associated with
smoking

Reduced inequalities
Increased workforce
productivity

90% of hospitalised $150,000
smokers will be provided
with help to quit by July
2011

80% of patients attending
primary care will be
provided with help to quit
by July 2011

400-600 Maori, Pacific
and pregnant women
patients at Tauranga
Hospital are given brief
advice, NRT therapy and
referred to a community
quit agency

40-60 Maori and Pacific
ex-smokers trained in
Kaihautu Auahi Kore
leadership-peer support
roles in their whanau

2% reduction in the
number of Year 10
students in the Bay of
Plenty schools identifying
as non-smokers by July
2011
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More responsive hospital and specialist services

6.1 Overview of secondary care across the district

Secondary care in the district is provided from two key facilities being Tauranga
Hospital and Whakatane Hospital.

Tauranga Hospital is a Level 4/5 facility, providing a full range of services
including medical, surgical, paediatrics, obstetrics, gynaecology and mental
health. Tauranga Hospital is also a base for a range of associated clinical
support services and allied health such as rehabilitation, speech therapy,
physiotherapy, stroke and cardiac support, district nursing and drug and alcohol
programmes.

There are 326 beds at Tauranga Hospital, including the Special Care Baby Unit,
Maternity and Mental Health. Approximately 209 beds are available for medical
and surgical patients (including critical care and coronary care) with a further 58
for children and older people. Twenty four beds are designated for mental
health patients.

Tauranga Hospital serves one of the fastest growing populations in the country
and the campus has undergone significant development in recent years to
enable the DHB to grow health services to match. Project LEO has seen the
construction of a new wing of high quality which includes theatres, outpatients
department and maternity unit.

Government has recently approved the Tauranga Hospital ‘East Wing’
development which, when completed, will house the Intensive Care, Cardiac
Care and High Dependency units. The total number of beds within these units
will accordingly increase from 18 to 40 to keep pace with population growth
across the district. The Medical Day Stay Unit will also be expanded to treat
medical patients from the Emergency Department. Construction is planned for
completion in mid 2011.

Tauranga Hospital is the base for clinical and medical trainees with the
establishment of the Clinical School. Training and placement programmes have
been implemented with clinical trainees reporting positively on the quality of
their placement.
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Whakatane Hospital is a Level 3/4 facility, providing medical, surgical,
paediatrics, obstetrics, gynaecology and mental health services. Like
Tauranga Hospital, Whakatane Hospital is also a base for a range of
associated clinical support services and allied health such as
rehabilitation, speech therapy, physiotherapy, stroke and cardiac support,
district nursing and drug and alcohol programmes.

There are 123 beds at Whakatane Hospital, including the Special Care
Baby Unit, Maternity and Mental Health. Approximately 67 beds are
available for medical and surgical patients with a further 14 designated
for children and elderly patients.

Whakatane Hospital services a population that has a large proportion of
lower socio-economic communities many of which are rural and isolated.
Campus redevelopment is scheduled to occur during 2011 to 2014.

It is envisaged that Whakatane Hospital will be a key base for clinical and
medical trainees in the future, as the Clinical School becomes more
established. Some training and placement programmes are already
underway.

6.2 Government priorities

-Reduced waiting times for cancer treatment and in
emergency departments

-Increased elective surgery discharge volumes year
on year.

6.3 Where we want to be

In response to the Minister’s expectations the DHB Provider Arm has
developed four strategic direction statements that describe ultimate
outcomes in terms of the hospital and specialist services it provides. They
are:

1. To provide high quality care and manage the growth in demand
through innovation; interdepartmental, community and
intersectoral collaboration; teamwork and fiscal accountability.

2. The patients’ healthcare experience will be positive as a result of
support for patient safety, rights and quality of care.

3. To continue to develop our services through professional leadership,
clinical engagement and a culture of learning.

4. To develop the skills and knowledge of our workforce and be an
employer of choice.

6.3.1 Improved access to elective surgery

The Minister has set an expectation that the annual increase in elective
surgical discharges will improve, and in so doing will increase access and
reduce waiting times. The DHB’s targets for 2010/11 are already ahead of
what the Ministry of Health expects for a population of our size. Our goal
is to maintain that same level of access, while focusing on issues of
equity, referral management, monitoring and reporting to ensure we’re
on track to reach our goal.

A stock take of both local and regional capacity has also been undertaken
in a bid to ensure that volumes planned for delivery can be
accommodated, and if unable to within current facilities that alternative
strategies are explored and actioned if required.

In terms of regional capacity, the Midland region is progressing the
development of a regional Elective Surgical Services Plan for inclusion
within the CSP to enable critical strategic decisions to be made about
24/7 acute and elective secondary services. The regional Elective Surgical
Services plan will encourage sharing of resources and expertise.
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The initial steps of this work involve an analysis of:

e  comparative access levels

o referral pathways

e the role of clinical networks

e regional reporting

e the mix of elective delivery standard intervention rates

In addition to the regional work that is being undertaken the DHB has
completed a local Elective Surgical Services Plan (ESSP).

In summary the ESSP describes the actions planned to grow elective
surgery services in line with forecast demographic growth. Further, it also
includes a capacity stock take (bed and theatre utilisation rates) both in
the public and private sector and possible impediments to realising the
additional capacity required to deliver on target. The ESSP outlines
strategies for promoting sustainable increases in capacity.

The DHB plans to provide a minimum of 7,288 elective surgery base
discharges and 1069 additional discharges during 2010/11. These figures
reflect the national approach being applied for 2010/11 which initiates a
pathway to more equitable investment in elective surgery by 2015/16,
and achieves overall an increase in DHB bases of at least 2000 discharges
in 2010/11.

The following table describes planned CWD volumes for DHBs within the
Midland region.

DHB of domicile MoH based

MoH additional | DHB additional | Total planned CWD

(inpatient)* planned CWD planned CWD planned CWD volume (elective)
volume volume volume
(elective) (elective) (elective)
Waikato 10,503 3,710 762 14,975
Lakes 3,017 1,045 0 4,062
Bay of Plenty 8,680 1,827 0 10,507
Tairawhiti 1,902 521 0 2,423
Taranaki 3,945 1,280 0 5,225

2 Excludes dental and cardiology.

6.3.2 Shorter stays in Emergency Departments

Length of stay in Emergency Departments is an important quality
indicator. Both medical and nursing literature have linked long stays and
overcrowding in emergency departments to negative clinical outcomes
(including increased mortality) and longer inpatient lengths of stay.
Overcrowding can also lead to compromised standards of privacy and
dignity.

Acute presentations have previously compromised the ability of the DHB
Provider Arm to do elective work and have resulted in longer than desired
lengths of stay in the Emergency Department.

The Minister expects DHBs to achieve a maximum 6 hours length of stay
for Emergency Department patients who are admitted to a ward.

The DHB is committed to achieving the target by the end of 2010/11
through the ongoing implementation of our ‘Shorter Stays in ED’ Delivery
Plan. The leadership structure set out below describes the key
roles/positions within the DHB driving implementation of the Delivery
Plan.

Chief Operating Officer

Corporate Champion  Phillip Balmer
(Steering Group Chair)

Clinical Champion John Kyndon Medical Director

Steering Group Members Julie Robinson Director of Nursing
Derek Sage ED Clinical Director
Michelle Merrick

Kerrie Freeman

Decision Support Advisor
Service Improvement Leader
Philippa Edwards Change Manager
Andy Humphrey GP Liaison

Carol Garden Communications Manager
Julie Williams Hospital Coordinator

Amohaere Tangitu Maori Health Director
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A number of enabling and improvement initiatives have already been
implemented and have delivered demonstrable improvements against
this health target throughout 2009/10.

However, the final push to reach target and more importantly, to deliver
a sustainable and efficient emergency service in the long term requires a
‘whole of system’ approach.

In this regard, the DHB’s ‘Shorter Stays’ initiative is underway and is
driven by the overall aim of improving the quality and timeliness of acute
services across the whole continuum of care. Three multi-disciplinary,
cross sector work streams have evolved from the initial think tank plenary
as follows:

Pre-load work stream — the number and complexity of patients seeking
acute care

Contractility work stream — (within the emergency department) the
ability of the system to accommodate these patients, including the
physical and human resources and the processes for getting things done

After load/discharge work stream — the ease of getting the patient to the
next phase of care, most notably into a hospital bed, as well as discharge
processes back to the community.

The following Work Stream Leads have led interdisciplinary groups which
have investigated and prioritised many possible actions and have now
moved to implementation (key actions detailed as ‘short term actions’ to
be completed within 12 months). Work stream Leads are responsible for
achieving these actions.

Working Group Areas of Responsibility/Work | Lead
Programme

Preload Work Stream Pre-ED: the number and Andy Humphreys — GP Liaison
complexity of patients seeking
acute care

Contractility Work Stream Within ED: the ability of the Derek Sage — Clinical Director
system to accommodate these ED, Clinical Support Services
patients, including the physical Medical Leader

and human resources and the

processes for getting things

done

Afterload Work stream Post ED: the ease of getting the Julie Williams — Hospital

patient to the next phase of Coordinator
care, most notably into a
hospital bed.

It is anticipated that short term efficiencies and demonstrable
improvements against target will be realised from focusing in the first
instance on hospital processes. However, the more sustainable long term
efficiencies will be realised from taking a “whole of system” approach;
understanding what is driving unprecedented levels of acute demand and
the role of the primary sector in managing it.

Short term actions for implementation during 2010/11 are outlined below
in section 6.4.

6.3.3 Shorter waits for cancer treatment

Access to specialist cancer treatment and symptom control is essential in
reducing the impact of cancer. Indicators that mark quality of treatment
are restricted by information availability/data collection. Waiting time for
treatment has been chosen as a representative indicator. There is
evidence to support the view that treatment delays are associated with
poorer treatment outcomes. The six week target will change to four
weeks in December 2010.

With the exception of radiation treatment, all cancer services are based
within the cancer centres at Tauranga and Whakatane Hospitals.
Chemotherapy treatment is delivered within these centres and radiation
oncology referral, assessment and booking for treatment also occurs
locally. Patients then travel to Waikato Hospital for radiation treatment.

Both BOPDHB and Lakes DHB rely heavily on Waikato DHB for radiation
oncology services, which reinforce the need for strong and effective
clinical relationships across the region if we are to achieve target. The
work of the Midland Cancer Network (the Network) is critical in this
equation.

The Network has a leadership, facilitation and coordination function in
bringing together and working with stakeholders across organisational
and service boundaries to reduce the incidence, impact and inequalities
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of cancer. The success of the continuum of care in meeting patient needs
rests in its ability to work across services. Integration is critical.

The strategic aims for the Network are to:

1.

Share knowledge and information to enable informed decision
making

Facilitate regional service quality improvement leading to better,
sooner, more convenient services

Support innovation and infrastructure development to reduce
inequalities and build capacity and capability

The Midland priority cancer control initiatives for 2010/11 include work in
the following areas:

Meeting the shorter waits for cancer treatment health target in
relation to radiotherapy

Improving indicator of DHB performance (IDP) measure for waiting
times for chemotherapy and improving waiting times and access to
medical oncology

Tumour stream development for priority cancers (lung and bowel)

Completion of cancer service development initiatives as per the
Ministry of Health CFA.
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6.4 How we’re going to get there — our performance story for 2010/11

If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these
outputs investment

Improved health,
faster rehabilitation
and recovery

elective surgery

Improving access to

Planning & Process:
e proactive planning of acute
surgery by increasing access to
acute theatres and related roster
review for SMO in orthopaedics to
decrease cancellation rate of
elective Orthopaedics.
e Redesign of pre-assessment
process (including greater primary
sector involvement)
e Reducing the overflow of internal
medicine cases into surgical wards
e Defining acute and elective
pathways
Workforce:
e Maintaining full anaesthetic
staffing
e Maintaining surgical nursing
levels in line with additional
surgical bed capacity
Capacity:
o Utilising regional capacity
e Utilising private capacity
e Increasing theatre utilisation at
Whakatane Hospital by 17.6% by:
- Introducing start and finish
times

- Directing a larger demographic
area to Whakatane Hospital for
elective procedures

- Meet surgical production plan
and increase surgical
discharges by 102+

Better, sooner, more
convenient health care
Reduced lengths of stay
Better clinical outcomes
More efficient theatre
utilisation

Increased day surgery rates
and day of surgery
admissions

Reduced incidence of
hospital acquired infection
Reduction in readmission
rates

Improved patient
experience

Greater certainty

Less rework

Reduction in inappropriate
referrals

Reducing waiting times in
some specialities

Decrease cancellation rate  $48,909,787
(Target <5 per month)

Surgical production plan
will be met each month
(8303 elective surgical
discharges)

CWDs 11,139
ESPI compliance achieved

Meet or exceed SIR for
elective surgery as
outlined in the PV
schedule.

Improve day of surgery
admission rate by 9%
(target 90%)

Increase day surgery rate
from 57% to 61%

Improve theatre

utilisation at both
Tauranga and Whakatane
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If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

For this level of
investment

And will deliver these
outputs

Improved health,
faster recovery

Shorter stays in
Emergency departments

Efficient Emergency
Department services

Better management of
acute care in the
Primary sector

Improved patient
journey through

- Implement productive theatre

e Reduce bed days for elective and
arranged patients with specific
projects focusing on DRGs 104
(knee replacements), 164
(Cellulitis), GO7 (Appendectomy),
J11 (1&D Abscess)

e Limiting the number of IDF’s to
those services not provided locally

Elective waiting times:

o All specialities to target a 4 month
maximum waiting time between
FSA and treatment

e Close monitoring of all referrals,
FSA and treatments lists.

o Individualising SMO support to
manage long waiting lists

e Directing greater volume of
orthopaedic elective surgery to
Whakatane Hospital following
appointment of Orthopaedic
surgeon in July 2010.

e Investigating opportunities to
reduce follow-ups.

e Improved information available to
patients presenting to ED
(implement by July 2010)

e Foster relationships between
hospital doctors and GPs through
the set up of a group to develop
integrated clinical care pathways
(Setup group by July 2010)

e Develop integrated clinical care
pathways (commence July 2010)

e Strengthen arrangements for

from accessing ED as
provider of first choice to
accessing primary care for
primary care conditions

e Develop productive clinical

relationships between

hospital and primary care
specialists to enable joint
development of initiative
such as integrated clinical

Change community mindset Will achieve waiting time

target.

Hospitals (from 82% to
85% at Tauranga
Hospital) and (from 68%
to 85% at Whakatane
Hospital)

$9,763,879

Reduction in unnecessary
ED attendances (5%)
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If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these
outputs

For this level of
investment

secondary care
services

referral of walk-ins and non-
registered patients to primary
health care providers (implement
by August 2010)

Develop referral arrangements
between ED and primary care
(commenced consultation April
2010)

Develop frequent attender care
plans with primary care
(commence consultation July
2010)

Increase the profile of the
Community Response Team
(review July 2010)

Improve referral rates to
Coordinated Primary Options
(commenced April 2010, review
July 2010)

Implement acute clinics for access
by GPs (implement July 2010)
Survey patients quarterly to
ascertain reasons for presenting to
ED and not GP (inaugural survey
March 2010 and quarterly
thereafter)

Ongoing audit and monitoring of
breaches of 6 hour target and
discussion with key operational
staff (commence July 2010 and
ongoing)

Review current escalation plan,
aligning with Safe Staffing Healthy
Workplaces activity (commence
July 2010)

Pilot Surgical Admission and

care pathways and
management of patient
groups such as frequent
attenders.

Maximise current
opportunities for referral
(i.e. Community Response
Team and Coordinated
Primary Options)

Improve acute flow,
positively impacting
occupancy and length of
stay through initiatives such
as: SAPU, discharge by 11,
escalation plan, stranded
patient etc.

Improved community
confidence in self-
management

Improved flow through the
wards

Better management of
acute demand

Better understanding of
what drives ED
presentations

Better clinical outcomes
post discharge resulting in
reduced readmissions
Reduced lengths of stay
Identification of expected
discharge date on
admission

Improved discharge
planning
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If we want this Then we will focus on And we will undertake these That will lead to these impacts And will deliver these For this level of

outcome initiatives/activities outputs investment

Planning Unit in ED (May 2010 and
evaluate August 2010)

e Review Medical Assessment and
Planning Unit to determine if
efficiencies are being achieved
(commence July 2010)

e Develop and signoff ED standard
operating procedures, formalising
responsibilities and implement ED
streaming (Signoff May 2010,
commence streaming
implementation July 2010)

e Pilot ‘discharge by 11’ initiative
and then roll out across al wards
(pilot commenced March 2010,
other wards to follow post
evaluation July 2010)

e ‘Stranded patient’ initiative
(commence July 2010)

e Trial ‘discharge lounge’ in 1d
composite ward, evaluate and
consider rollout across other
wards (Trial May 2010, plan for
further rollout July 2010)

e Redirect non-acute presentations
to the eastern Bay of Plenty
Integrated Family Health Centre®

e Investigate opportunities for joint
management of ED on the
Whakatane site as part of the IFHC
development (Eastern PHOs
business case)
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If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these

outputs

investment

Reducing the impact
of strokes

Reducing the impact
of cancer

People with cancer or
at risk of cancer are
diagnose and
managed better and
earlier

Reducing the
incidence and impact
of cancer

Organised stroke service

Shorter waits for cancer
treatment (particularly for
priority cancers : lung and
bowel)

Improving waiting times
for medical
oncology/chemotherapy
services

o Introduce an Organised Stroke
Service that is supported with
appropriate clinical staff resource
and a dedicated ward capable of
providing the acute and
rehabilitation stages within the
Provider Arm

e Support in the community post
discharge

Implement recommendations from

the Midland lung cancer service and

patient mapping recommendations
within available resources

Complete service and patient
mapping of colorectal cancer and
implement service improvements
within available resources:

- Continue to focus on
improving colonoscopy
capacity and capability

- Work with the national bowel
cancer team

Complete and implement the
Midland Non-Surgical Cancer
Treatment Services Plan 2010-2015
within available resources:

- Apply Lean Thinking
methodology to Midland
medical oncology and
ambulatory chemotherapy
and implement

Improved ALOS and quality
of care indicators

A more seamless service
experience for stroke
patients

Improved access to more
timely treatment and care
Better treatment outcomes
Improved colonoscopy
services

Improved access to more
timely treatment and care
Better treatment outcomes
Better access to drug
treatments

Greater collaboration
across cancer centres in the
Midland Region

e Dedicated stroke beds

=5600k

and associated services

Oncology first
attendances

Oncology follow ups

Oncology first
attendances (paeds)

Oncology follow ups
(paeds)

IV chemotherapy
cancer — specialist
paediatric oncology
Oncology -
radiotherapy

832

5,226

10

151

54

7,435
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If we want this Then we will focus on And we will undertake these That will lead to these impacts And will deliver these For this level of

outcome initiatives/activities outputs investment

improvements within
available resources

- Develop regional pharmacy
oncology service model
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Better, sooner, more convenient Primary Health care

7.1 Overview of Primary Health care services across

the district

The district has five Primary Health Organisations (PHOs)."*

In addition to the PHOs, the district has many other provider organisations which
contribute to our solid primary health infrastructure.

The extent of available primary care services has grown considerably over the
last five years particularly in relation to the management of long term conditions
such as diabetes, cardiovascular disease and cancer.

7.2 Government priorities

Government’s goal is for the primary care sector to make a larger contribution to
the health system as the primary point of access to a wider range of publicly
funded services. Implementation of the Government’s objectives must position
the primary sector to contribute to its full potential in the health system. A shift
in policy and implementation settings can help drive the changes needed to
improve the configuration of services and models of care.

7.3 Shifting secondary services to more convenient
primary care settings

The Government has highlighted the need for large scale transformational
improvements in the configuration of services and models of care within the
primary health setting. The primary health response to this challenge, presents
both opportunities and risks, particularly in light of current financial constraints.

14
Western Bay of Plenty PHO; Nga Mataapuna Oranga PHO, Te Ao Hou PHO; Kawerau PHO, Eastern Bay of
Plenty PHO

- Development of Integrated Family Health
Centres

- Nurse walk in clinics

- Extended hours

- Improved access to urgent care

- Improve care for the frail elderly

- Improved access to diagnostics

- Shifting services between professional
groups

- Shifting services between settings

- Prevention as a central theme of service
development

Workforce retention and development is a significant strategic
challenge for the primary health sector. Understanding primary
sector capability, in terms of workforce, systems, attitudes and agility
is critical if we are to offer secondary services in more convenient
primary care settings.

Both the DHB and our PHO partners across the district are committed
to the devolution imperative and in this regard effective links
between primary and secondary health care continue to grow and
strengthen. An appropriate example of this commitment is the
creation during 2009/10 of the Primary Care Technical Advisory
Group; a clinically led (GP), multi-disciplinary and cross jurisdictional
team whose function is to identify services suitable for devolution.
The Primary TAG leads the planning required in the devolution
process including necessary approaches to change management.
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The DHB has during recent years successfully shifted a number of services
to primary care from secondary care. These include: the skin lesions
service; community podiatry; mental health high and complex needs pilot
service; Community Primary Options (CPO); CPO Primary Mental Health
Services, COPD Rehabilitation services.

The collective impact of these initiatives has been to reduce hospital
waiting lists and reduce demand on secondary services, thereby freeing
up capacity, improving access to services for the community and assisting
to strengthen the capacity and capability of primary care.

Strong clinical leadership has been integral to the successful devolvement
of these services.

7.4 Expression of Interest

The Request for Expressions of Interest (EOI) for the Delivery of Better,
Sooner, More Convenient Primary Health Care was released by the
Ministry of Health in September 2009 and invited proposals from eligible
primary health care providers and/or primary health organisations.

The Ministry required proposals to outline how transformational primary
health care initiatives would be implemented to:

e Improve people’s health and contribute to the achievement of
national Health Targets;

e Lead to the establishment of Integrated Family Health Centres in
appropriate locations that support multidisciplinary ways of working;

e  Provide a wider range of health services in primary care settings that
are more responsive to the needs of the community;

e  Reduce acute demand on publicly-funded hospital services;

e  Better manage patients with chronic conditions to support those
people living in the community to live well and have their social and
healthcare needs supported;

e Incorporate Whanau Ora approaches where appropriate

e  Demonstrate a commitment to continuing service improvement and
development to better meet the needs of communities

e Achieve the above objectives in a way that is cost effective and
assures quality and safety for users of the services.

Expressions of Interest were submitted by all of the 5 PHO’s within the
Bay of Plenty district. The three Eastern Bay of Plenty PHO’s (Te Ao Hou
PHO, Kawerau PHO and Eastern Bay of Plenty PHO) submitted a joint
Expression of Interest together with Healthcare New Zealand.

Similarly, Western Bay of Plenty PHO submitted an Expression of Interest
as well as Nga Mataapuna Oranga PHO as part of the National Maori
Coalition EOI.

7.5 Business Cases

Of the nine successful proposals identified for the first wave of business
case development, two were from PHOs within the DHB region.
Specifically, the EOI submitted by the three Eastern Bay of Plenty PHO's
and the National Maori Coalition EOI, (the Maori Coalition) (which
includes both Kaupapa Maori PHOs in the district; Nga Mataapuna
Oranga PHO and Te Ao Hou PHO).

The Western Bay of Plenty PHO Expression of Interest was fundamentally
premised on the development of integrated clinical care pathways (ICCP)
but was not chosen to progress. Notwithstanding this, the DHB will be
progressing the development of ICCPs as a clinically led, integrated and
whole-of-system approach to transforming the Bay of Plenty health
system as this is also an integral part of the business case submitted by
the Eastern Bay of Plenty PHO’s. Those PHOs in the district progressing
their business cases will be key stakeholders in the ICCP process together
with the DHB and Western Bay of Plenty PHO.

7.5.1 PHO reconfiguration plans

With regard to the business case submitted by the combined Eastern Bay
of Plenty PHOs’ (the Eastern PHOs), the first action to progress the
business case kaupapa will be the merger of the Eastern PHOs. The new
organisational structure will increase capacity, decrease overheads, be a
platform for devolution and provide better patient access and
coordination across the region. The new legal entity (which has been
created in anticipation of the merger) is Te Tokotoru Hauora PHO, a
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charitable not-for-profit company with ownership and governance
derived from the existing PHOs.

With regard to the two PHOs presently existing in the Western Bay of
Plenty (Nga Mataapuna Oranga PHO and western Bay of Plenty PHO),
there are no plans for reconfiguration. However, it is to be noted that
Western Bay of Plenty PHO has an enrolled population of 143,000
(presenting approximately 70% of the DHB population) and Nga
Mataapuna is a Kaupapa Maori PHO closely aligned to the business case
being progressed by the Maori Coalition.

7.5.2 DHB endorsement

The DHB has expressed its qualified support of the Maori Coalition
business case and acknowledges that the business case sets out the
process for ongoing engagement to be led by local affiliated members of
the Maori Coalition. Further, the DHB acknowledges the strength of the
alignment between the business case, the Better, Sooner, More
Convenient Strategy and in particular, the Eastern PHOs business case.

However, the level of financial detail supporting the business case is not
sufficient enough for the DHB to determine whether it is affordable. The
DHB anticipates that a more detailed financial plan will be produced to
support the Maori Coalition’s work programme and in particular, it’s
commitment to a cost neutral position for 2010/11.

Similarly, with the Eastern PHOs business case, DHB support is qualified
by the need for more robust financial analysis particularly in relation to:
e |dentifying the source of implementation funding

e  Establishing appropriate project costs over the initial 16 months of
implementation

e Agreement and careful evaluation of the savings attributed to the
Provider Arm and the assumptions used particularly with regard to
sunk/stranded costs

e |dentifying opportunities to maximise Care Plus revenues and utilise
PHO reserves

e |dentifying where staff can be costed on a marginal basis, for
example through accommodation in existing premises
e Including ED impacts in the modelling

7.6 Where we want to be

The kaupapa for the Eastern PHOs business case is

“A people centred, whanau ora approach to health and
wellness in the eastern Bay of Plenty where success is
enabling people and their families to be healthy and
resilient. We seek to achieve this through a stronger
whanau and integrated community health system that
bridges our traditional community primary and secondary
divides.”

The kaupapa for the National Maori PHO Coalition
business case is:

“Whanau Ora models of care that transform the way the
primary health care sector delivers high quality and
effective services to Mdaori and high needs populations.”

The DHB, as a partner organisation to the Eastern PHOs in the business
case development phase of the EOI process, has committed significant ‘in
kind’ resource (clinical and planning and funding expertise). Our role as a
partner organisation is to assist the Eastern PHOs to realise their kaupapa
on the basis that it will address health equity and ultimately deliver better
health outcomes for the population of the eastern Bay of Plenty.
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The DHB has been involved at each level of Business Case development
including:

Structuring up
the work plan to
develop the
business case
Steering Group

The DHB was part of a workshop held to structure
the workplan and steering group for the business
case development.

The DHB General Manager: Planning & Funding,
General Manager Maori Health: Planning & Funding
and Chief Operating Officer are members of the
Steering Group overseeing the development of the
Business Case.

As work stream

Particularly in areas of DHB overlap. The DHB
CEL

provides the clinical lead in the primary/secondary
integration work stream and planning and funding
joint lead in the purchasing/accountabilities/funding
work stream.

FEFELEELER Where discussion documents from each of the work
streams will be shared with the DHB.

The model proposed by the Eastern PHOs is toward a system driven by
common outcomes, underpinned by Whanau Ora, and better integration
and coordination through an integrated family health network across the
layers of:

e Self and home-based care
e NGO and community based services
e  General practice

e  Primary/secondary integration and Integrated Family Health Centres,
and The associated oversight, governance and connecting networks™

> Combined Eastern Bay of Plenty PHOs/Healthcare NZ — Expression of Interest for the Delivery of
Better, Sooner, More Convenient Primary Health Care in the Eastern Bay of Plenty (October 2009)

Similarly, the Maori Coalition kaupapa describes Whanau Ora models of
care as needs-based and premised on the following elements:

e Single or managed point of entry;

e Whanau Ora needs assessment and goal oriented plan;

e Assigned kaimahi/case manager;

e Integrated service delivery, coordination and management;
e Planned exit or discharge; and

e Achievement of Whanau Ora outcomes.

7.6.1 Integrated Family Health Centres

Workforce sustainability (and in particular an ageing GP workforce) is a
critical issue affecting primary health care. The Eastern PHOs EOI
responds to this issue by proposing the amalgamation of practices with
smaller sized enrolled populations.  This strategy would realise
demonstrable efficiency gains through either physical or virtual shared
back office functions (such as shared HR, payroll, IT, PMS systems etc).

The IFHC would be underpinned by a Whanau Ora ideology and would
provide integrated and co-located primary, secondary and community
services that could attend to outpatient follow-up and some services that
reduce reliance on hospital services.

7.6.2 Whanau Ora ‘satellite’ centres

Both the Eastern PHOs and Maori Coalition business cases propose the
development of Whanau Ora centres.

Similarly, both business cases call for a move to more outcome based
contracts and single point of entry to achieve a more consistent care
pathway. Defining meaningful measures of population outcomes will be
a major but not insurmountable challenge.

Specifically, the Maori Coalition EOI envisages the devolution of
appropriate community and primary Maori services, including navigation
services that extend into secondary care. The DHB will work with the
Maori Coalition to identify potential pilot sites for developing Whanau
Ora Centres, (particularly across the eastern Bay of Plenty), to implement
the Whanau Ora Strategy.
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7.6.3 Integrated Clinical Care Pathways

The ICCP process recognises that the DHB has only one budget for
publicly funded health care, so there should be one Bay of Plenty Health
System as opposed to various providers delivering health services. Our
approach to developing ICCP will seek to leverage off and learn from the
Canterbury health system experience with an ultimate goal to establish
and monitor Bay of Plenty wide care pathways that chart how patients
with certain conditions should be best managed.

An ICCP represents a trusted clinical agreement as to what essential
information needs to be obtained from the patient, what action needs to
be taken, and by whom. Similarly, it describes when action needs to
taken (including essential investigations) and why referral to a specialist
should proceed.

Our ICCP process will be:

e  Patient centred

e  Community sensitive

e  Clinically led

e Action orientated

e  Principles, process and values driven

The ICCP process will address where care is best provided, whether that is
in the community or within a hospital campus, thus addressing the
Minister’s requirement to shift secondary services to more convenient
settings.

7.6.4 Business Case Implementation

The DHB will work with our business case partners to stock take current
contracts and identify those where aggregation can address barriers to
Whanau Ora. The DHB will work with PHOs to:

e identify impact areas in which we expect to see change
e develop meaningful indicators and measures

e agree principles such as responsibility for showing evidence of
outcomes,

e focus on learning and to cover factors such as result longevity,
unintended outcomes, adverse consequences and benefit
redistribution.

Although the plans for implementation of both business cases (Eastern
PHQO’s and M3aori Coalition) are still evolving, the Eastern PHO’s together
with the DHB have identified the following high level focus areas to guide
work plan development for 2010/11. They are:

1. Merger of the three Eastern PHO's
2. Establishment of the Alliance Leadership Team

3. Establishment of the Clinical Governance Group (including Terms of
Reference)

Whanau Ora

ICCP Process and its application within the business case
‘Whole-of-systems’ approach to include:

- Immunisation

- Integrated family health network (IFHN)

- Transition of services to the IFHC — COPD and diabetes

- Acute admissions (including After Hours services and long term
condition care)

Integrated Family Health Centre

PPP targets and the possible creation of an Alliance Contracting
Team

9. Unregulated workforce development.
7.6.5 Governance Arrangements

Implementation of the business cases relating to both the Eastern PHOs
and the Maori Coalition is governed by the Alliance Leadership Team
(ALT). The ALT is made up of the following key positions:

e  Bay of Plenty DHB (GM Planning & Funding, Maori GM Planning &
Funding, Chief Operating Officer)

e  Eastern Bay of Plenty PHO (CEO)
e  Kawerau PHO (CEO)

40



Te Ao Hou PHO (CEO)

Te Tokotoru PHO (Executive Chair)
Healthcare NZ (CEO)

National Maori PHO Coalition

Clinical representative from the PHOs and the DHB.
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7.7 How we're going to get there — our performance story for 2010/11

If we want this
outcome

And we will undertake these
initiatives/activities

Then we will focus on

That will lead to these impacts

For this level of
investment

And will deliver these
outputs

Supporting a well
population through
early intervention,
treatment and support

Business case
implementation16 e Work with the Eastern PHOs to:

The DHB will:

- develop an alliance based
model of contracting
- understand the
risks/benefits/costs of the
alliance model of
contracting particularly in
terms of the DHB'’s
legislative and contractual
obligations in accordance
with the Crown Funding
Agreement
e Work with the Eastern PHOs to
fully understand the financial
implications, affordability and
sustainability of the business
case
e Contribute to the planning for

the Whakatane Integrated Family
Health Centre with Whanau Ora

underpinnings and assist the
Eastern PHOs in submitting
necessary capital bids

e Contribute to the planning for
the Whanau Ora centres

e Using the district wide health

needs assessment, work with the

Eastern PHOs to identify key

population health outcomes with

e Better, sooner, more
convenient primary health
care

e Reduction in demand for

acute secondary services

e Improved immunisation

rates across the eastern Bay
of Plenty

e Health services ‘closer to

home’

1 single PHO S unknown
Integrated Family Health
Centre (Whakatane)
included in the
redevelopment plans for
Whakatane Hospital

2 Whanau Ora centres

1 governance structure

1 clinical governance
structure

1 Iwi governance
structure

Agreement on how to co-
ordinate funding flows
through both business
cases
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If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these

outputs

For this level of
investment

Healthy mothers,
healthy babies and
healthy children

Increasing prevention
and improving
management of long
term conditions
experienced by Maori
and high needs
populations

Business case
implementation -
Mama, Papa and Pépi,
programmes

Long Term Conditions
Framework

a focus on PPP targets for
immunisations, diabetes/CVD,
smoking, screening
(breast/cervical/diabetes)
Develop and agree a joint work
programme as between the
Eastern PHOs and the DHB.
Work with the Eastern PHOs and
the Bay of Plenty Polytechnic to
develop a qualification for the
unregulated health workforce.

The DHB will:

Contribute to the development

of a new and integrated care

pathway/package of care for

mama, papa and pépi including:

- Changes needed to existing
funding models

- Development of outcomes-
based incentives

- Identifying service
fragmentation through
existing service stock takes

The DHB will:

Contributing to the development
of an integrated system of care
focusing on improving self
management and the delivery of
integrated health and social
services to Whanau

Increased immunisation
rates among Maori children
Reduction in potentially
avoidable hospitalisations
Increases in healthier
lifestyle choices by
pregnant women and
mothers of young children

Shorter stays in emergency
departments due to
advanced and planned case
management

Shorter waits for cancer
treatment due to improved
referral pathways and
partnered relationships
with clinicians

Increases in healthier
lifestyle choices and
compliance (e.g. completed

risk assessments and annual

Mama, Papa and Pépi
programmes

Long term conditions
framework

S unknown

S unknown
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If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these
outputs

For this level of
investment

Networks of high
quality Whanau Ora
service providers

An Outcomes
Framework to inform
an alliance contracting
base

‘Whole-of-systems’
approach to Whanau
Ora

Whanau Ora centres

Local Whanau Ora
networks

Explore new models of
contracting (including
alliance contracting)

Affordability of business
case

Policy framework for
implementing the business

The DHB will:

Identify and devolve appropriate
community and primary Maori
services, including navigation
services that extend into
secondary care

The DHB will:

Work with the Maori Coalition
to:
-  Develop an alliance model
of contracting
Understand the
risks/benefits/costs of alliance
contracting particularly in terms
of the DHB's legislative and
contractual obligations in
accordance with the Crown
Funding Agreement
Participate in the development
of an Outcomes/Performance
Measurement Framework

The DHB will:

Work with the Maori Coalition to
fully understand the financial
implications, affordability and
sustainability of the business

checks)

e Targeted and culturally

effective services

e Health services closer to

home and reaching the high
needs population

e Culturally appropriate

health services that are
easily navigated by Maori
and contribute to a more
seamless patient journey
and better health outcomes
for Maori

e Asignificant reduction in

health inequalities for
Maori

Local Whanau Ora
Network

S unknown

S unknown
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If we want this
outcome

Bringing health
services ‘closer to
home’

Then we will focus on

case

Shifting of services to
more convenient primary
care settings

And we will undertake these
initiatives/activities

case

Assist the Maori Coalition in
developing and strengthening
collaborative relationships at all
levels (particularly with Iwi,
Maori providers, clinicians and
other government agencies)
Develop and agree a joint work
programme as between the
Maori Coalition and the DHB
Work with the Maori Coalition to
identify pilot sites for
implementation of the Whanau
Ora Strategy

The DHB will:

Continue to devolve services to
more convenient primary care
settings in accordance with the
Bay of Plenty District Health
Board Devolution Plan and as
identified through the ICCP
process. Services which will be
considered for potential
devolution may include, but are
not limited to:

- District nursing

- Nurse led clinics (chronic pain
clinic)

- GP’s undertaking patient
follow-up’s ordinarily
completed by specialists

- GPSI schemes (mirena
insertions, otitis media, rectal
bleeding, breast cancer
management, referral
management, management

That will lead to these impacts

The provision of health
services closer to home
Greater opportunities for
self-management of health
conditions

Fewer people progressing
to more chronic stages of
disease

More productive hospital
services

More cost effective health
services

And will deliver these
outputs

Shift secondary services to
more convenient primary
care settings as identified
through the ICCP process.
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And we will undertake these
initiatives/activities

If we want this Then we will focus on

outcome

That will lead to these impacts

And will deliver these
outputs

For this level of
investment

of some ENT conditions)

- Spirometry

- Joint injections

- Treatment for polymyalgia

- First specialist appointments
(supported by Clinical
Management Plans)

- Sexual health clinics

- Joint social worker for
oncology

- Electronic referrals and
diagnostic access

Integrated care — Right Integrated clinical care The DHB will:

time, right place, right  pathways e Establish a governance group to
people for the right oversee the development and
price monitoring of Care Pathways

The provision of health
services closer to home
Greater opportunities for
self-management of health
conditions

Fewer people progressing
to more chronic stages of
disease

More productive hospital
services

More cost effective health
services
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Whanau Ora: improvement of Maori health status

8.1 Whanau Ora

Across New Zealand Maori health status continues to lag behind
others. ‘Whanau Ora’ as an ideology, business model and service
strategy continues to gather political momentum in recognising
that for Maori, health is not just a manifestation of physical
wellbeing, but is more an expression of a desire for a healthy
secured future, nurtured by traditional social structures; Whanau,
Hapi and Iwi."’

Whanau Ora influences a Whanau’s ‘way of being’ and affects all
decisions made, it is the driving ideology for governance, resource
allocation and service configuration designed to meet the needs of
Whanau.*®

Providing new insights, with new avenues of thinking on how to
build stronger and more strategic organisations is a key objective of
the Whanau Ora bulk funding concept. The DHB is attuned to this
thinking, and has been investing in key strategic initiatives to meet
health needs and improve health outcomes for the people who live
in the district. The two key initiatives are lwi Health Plans and He
Pou Oranga Tangata Whenua Determinants of Health. Toi Ora -
optimum heath and wellbeing is the ultimate goal of the Bay of
Plenty District Health Board for Maori. Whanau Ora is inextricably
linked to Toi Ora.

The overall aim of He Korowai Oranga is Whanau Ora; supporting
Maori Whanau to achieve health and well being within Te Ao Maori
(Maori world) and New Zealand society. Individual healthcare
needs to be considered within a cultural context, effective health
and disability services should be co-ordinated around the needs

'8 National Maori PHO Coalition Expression of Interest for Better, Sooner, More Convenient
Primary Health Care (October, 2009)

and realities of Whanau and incorporate Maori cultural values,
beliefs and practices.

Whanau Ora services delivered within the DHB provide a range of
general health education/promotion, advisory, liaison and co-
ordination activities. Whakatataka™ sets out to achieve change
within all District Health Boards, to ensure District Health Board
activities are directed at improving Maori health rather than ad hoc
programmes and initiatives. It seeks to build on the strengths and
assets within Whanau and Maori communities. The DHB has a
strong commitment to these goals and a desire for increased
collaborative activity to get there.

The bulk funding concept is ideally suited to Maori and strongly
supports a Maori holistic model and wellness approach and more
significantly emphasises that Whanau plays a central role in well
being of Maori individually and collectively.

8.2 Te Ekenga Hou

Te Ekenga Hou is the DHB strategic plan that consolidates our
philosophy and direction with regard to Maori health and the
priority given to reducing Maori health inequalities across the DHB
area.

Te Ekenga Hou encompasses three distinct themes to inform DHB
processes for planning, funding and delivering Maori health
services. They are:

1. Tino Rangatiratanga
2. Tuituinga Pou Hauora

3. He Ranga Hua Hauora

¥ Maori Health Action Plan 2006-2011 (Ministry of Health)
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8.3 Where we want to be

8.3.1 Tino Rangatiratanga

Tino Rangatiratanga is the theme that represents Maori self-
determination.

During 2010/11 the DHB (via its Maori Health Planning and Funding Unit)
will continue to work with Iwi in developing and implementing Iwi Health
Plans that provide a framework for Maori to determine meaningful and
relevant health goals and outcomes for their people with a clear course to
achieve them.

8.3.2 Tuituinga Pou Hauora

Tuituinga Pou Hauora is the theme that reinforces the need for
mainstream health services to be responsive to the unique needs of
Maori.

The DHB responded to this theme by developing and implementing He
Ritenga, an audit tool designed to measure the responsiveness of
mainstream health services to Maori within 5 domains; service delivery,
planning, governance, intersectoral initiatives and workforce
development.

He Ritenga has proven its success and usefulness in auditing secondary
services and during 2010/11 the DHB intend to build on this success and
expand its application within the primary sector. Further, the DHB will
continue to share what it has learned in implementing He Ritenga and to
this end remains committed to training other Midland DHBs in its
application.

8.3.3 He Ranga Hua Hauora

He Ranga Hua Hauora is the theme that relates to building capacity and
capability amongst kaupapa Maori providers.

Maori Health services often centre on behaviour and lifestyle changes,
the health outcomes of which can take a longer time to realise. He Pou
Oranga Tangata Whenua Determinants of Health framework (He Pou
Oranga) is outcome focused. It has been adopted by the Board and
Rdnanga, validates tangata whenua principles, and defines and measures

Maori health and well being from a Maori worldview. The development
of He Pou Oranga is testament to the strength of the partnership that
exists between the Board and the Riinanga.




8.4 How we’re going to get there — our performance story for 2010/11

If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these outputs

For this level
of investment

Whanau Ora/Toi Ora

Whanau Ora/Toi Ora

Tino Rangatiratanga —
encouraging Maori self-
determination

Tuituinga Pou Hauora —
ensuring mainstream
health services are
responsive to the unique
needs of Maori

Iwi health plans - Support
development of lwi health plans
to shift thinking from an
operational-contract
management focus to a strategic
Iwi development framework.

Undertake He Ritenga audits of
Medical Services, Women, Child
& Family Services, Clinical and
Non-Clinical Support Services,
and the remaining services
within Regional Community
Services”

Strategic plan developed for

Secondary Maori Health Services
(to address the Maori population

accessing both mainstream and
kaupapa services)

» The services identified will be audited against He Ritenga during the period 2010 to 2013

Better health outcomes for
Maori

More opportunities for
Maori to self-manage their
conditions

More holistic approach to
contracting

Greater awareness of how
lifestyle changes can
contribute to Whanau Ora

Better health outcomes for
Maori

Mainstream services are
more culturally responsive
Whanau are appropriately
engaged in the journey to
Whanau Ora

Support to lwi who
completed Phase 2 to
implement their Iwi Health
Plans within existing
resources

Better collaboration with
other social agencies
beyond the health sector

Audit at least 2 services
utilising the He Ritenga
framework

No specific
funding
allocated
(utilising
internal and
existing
resources)

$85k

49



Whanau Ora/Toi Ora

Whanau Ora/Toi Ora

He Ranga Hua Hauora —
capacity and capability of
kaupapa Maori providers

Participate in and
contribute to the National
Maori PHO Coalition
Business Case
development and
implementation

e Effectively promote and
administer the CTA Hauora
Maori Training Fund

e Utilise Korite (BOPDHB Maori
Workforce Development Plan) as
the key document guiding
national and regional discussions
on Maori workforce
development

e He Pou Oranga Tangata Whenua
Framework incorporated into
processes as relevant

Refer chapter — “Better, sooner,
more convenient primary health
care”

The right people, with the
right skills, in the right place
to deliver effective kaupapa
approaches to healthcare

The He Pou Oranga Tangata
Whenua framework is
aligned with the Whanau
Ora Strategy

85% student retention in
training programmes

Consistent approaches to
Maori workforce
development nationally,
regionally and locally

Allocated CTA
funding in
accordance
with the CFA
agreement

No specific
funding
allocated
(utilising
internal
resources)

S unknown
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Reducing the incidence and impact of long term conditions

9.1 Overview

Chronic diseases, such as cardiovascular disease, diabetes,
respiratory disease and cancers are a priority because they impose
a significant additional burden on disadvantaged and
disenfranchised populations and health services. As the
population ages, and lifestyles change, these conditions are likely
to increase significantly.

Nationally, prevalence rates of most chronic conditions appear to
be increasing. The emphasis needs to be on better prevention of
smoking, obesity and cancer, and on how and where patients with
chronic conditions are managed, which must be more in primary
and community settings.

Locally, Maori are over represented in our long term condition
statistics. Diabetes hospitalisation rates for Maori in the Bay of
Plenty district are significantly higher than those for non-Maori.
Similarly, the rates of hospitalisations for leg/foot/toe amputations
for Maori with diabetes are significantly higher than those for non-
Maori. The same applies in both hospitalisation and mortality
rates for adult cardiovascular disease, ischaemic heart disease and
cancer.

A strategic and sustained focus on chronic conditions will help
relieve the burden of acute demand, help reduce inequalities and
improve overall health. In this effort the DHB will work closely with
kaupapa Maori and mainstream PHOs and other key stakeholders.

9.2 Government priorities

Smoking kills an estimated 5,000 people in New Zealand every year,
and smoking related diseases are a significant opportunity cost to
the health sector. Most smokers want to quit, and there are simple
effective interventions that can be routinely provided in both
primary and secondary care.

The national health target ‘better help for smokers to quit’ is
designed to prompt providers to routinely ask about smoking
status as a clinical ‘vital sign’ and then to provide brief advice and
offer quit support to current smokers. There is strong evidence
that brief advice is effective at prompting quit attempts and long
term quit success. The quit rate is improved further by the
provision of effective cessation therapies — pharmaceuticals, in
particular nicotine replacement therapy (NRT), and telephone or
face-to-face support.

Better help for smokers to quit

Better diabetes and cardiovascular services

Diabetes is important as a major and increasing cause of disability
and premature death, and it is also a good indicator of the
responsiveness of a health service for people in most need.
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9.3 Where we want to be

The overall goal for 2010/11 is to ensure that long term condition services
(including diabetes services) are strategically placed to ensure adequate
coverage and access is maintained, particularly for high needs
populations.

To achieve our goal specifically in relation to diabetes, better engagement
with and coordination between secondary and primary/community
diabetes service providers is required. The foundation work for
improving engagement and cross-sector connectivity was laid in 2009/10
with a DHB facilitated Diabetes Strategic Planning day. Actions will be
progressed during 2010/11.

With regard to tobacco control a number of initiatives have been
instigated during 2009/10 that will be expected to yield significant gains
in 2010/11. These initiatives have included:

e Development of clinical and supporting IT systems in both general
practice and hospitals to better identify and record smokers and
provide brief advice, offering of NRT and referral to community-
based quit programmes;

e  The appointment of a General Practice Smokefree Champion; a GP
who works across the BOP with general practice personnel and
systems to increase smoking quit attempts;

e Delivery of training in smoking cessation interventions to health
practitioners in the community, primary and secondary sectors, with
a focus on providers working with Maori patients (60% of clinical
staff in the DHB Smokefree Hospitals have been trained in ABCs, 650
community, primary and secondary staff have undertaken Quitcard
training, with 75% of those 650 trained in the last 6 months);

e  Currently Opotiki and Western Bay of Plenty District Councils have
adopted Smokefree Public Places policies and Toi Te Ora Public
Health Unit is currently engaging with Kawerau, Tauranga and
Whakatane District Councils; A large increase in the number of

trained Quit Card providers, particularly in community-based
services;

Establishment of the Bay of Plenty Tobacco Control Steering Group
with a clinical, strategic and community focus to align with Ministry
priorities.

L

o
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9.4

If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

How we’re going to get there — our performance story for 2010/11

That will lead to these impacts

And will deliver these outputs

For this level
of investment

A reduction in the

incidence and impact

of long term
conditions.

Better diabetes and
cardiovascular services

Improved access for
those with long-term
conditions to multi-
disciplinary services
Improved
management of
people with long term
conditions in the
primary care sector
Identification of at-risk
individuals through
appropriate and timely
screening

Management

Increased primary care capability
to manage patients requiring
insulin therapy

Increased diabetes training for
health support workers such as
Maori hauora staff

Provide validated patient self
management and education
Developing shared care/clinical
care pathways

Increase the scope of
responsibilities for home based
support workers

Assistive technologies to enable
remote care for our rural and
isolated populations

Detection

Health promotion and
preventative activities
Continued implementation of
Midland Chronic Conditions
Information System

e Earlier diabetes detection

o Improved HbA1lc levels

e Better coordination of care
through primary and
secondary

e Better length and quality of
life

e Reduced disability

e More participation and
independence

e Reduced inequalities

e Increased workforce
productivity

e Increased engagement with
DAR and CVD risk
assessment

e 65 percent of the eligible
population will have their
cardiovascular disease
(CVD) risk assessed in the
last five years

e 68 percent of people with
diabetes will attend free
annual checks

e 83 percent of people with
diabetes will have
satisfactory or better
diabetes management

Diabetes
$4,395,721
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Early identification of
at risk smokers

Better and earlier
management of
people who smoke

Better help for smokers to

quit through:

- More accurate data
capture

- Solid clinical
leadership

- Comprehensive
organisational systems

- More training

- Better integration
between primary and
secondary health care
settings

Data Capture

e Organisational roll out of
electronic discharge summaries
that confirm ABC smoking
cessation support given

e Implementing a ‘flagging’ system
within hospitalised smokers
notes which requires ABC'’s to be
delivered to patient before
enabling electronic discharge
summary to be produced

e Monthly auditing of patient
notes by ward/department to
determine whether ABC's
delivered

Clinical Leadership

e Smokefree Link Nurses
appointed within each
ward/department

e Add requirement to deliver ABC’s
to KPIs/performance plans for
clinical staff

e GP Smokefree Champion to
engage with all primary care
providers to introduce ABC to all
clients who smoke

Systems Improvements

e Improve visibility of Smokefree
Coordinators (SFCs) by being
present at nursing handovers
within Emergency Department
and Admissions Planning Unit

e |Implement an Inreach Patient
Smoking Cessation transition
service that enables whanau self-
management to quit targeting
Maori, Pacific and pregnant
women in hospital.

Better length and quality of
life

Reduced disability

More participation and
independence

Greater awareness of the
health risks associated with
smoking

Reduced inequalities
Increased workforce
productivity

90% of hospitalised

smokers will be provided
with help to quit by July
2011

80% of smoking patients
attending primary care
will be provided with help
to quit by July 2011

80% of nurses, doctors
and allied staff will have
received ABC smoking
cessation training by
December 2010
400-600 Maori, Pacific
and pregnant women
patients at Tauranga
Hospital are given brief
advice, NRT therapy and
referred to a community
quit agency

40-60 Maori and Pacific
ex-smokers trained in
Kaihautu Auahi Kore
leadership-peer support
roles in their whanau

2% reduction in the
number of Year 10
students in the Bay of
Plenty schools identifying
as non-smokers by July
2011

600 to 660 people
domiciled within the
district will have access to
intensive smoking
cessation services, the
majority of which will be
Maori

120 controlled purchase
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Training

Ongoing ABC training of clinical

staff by:

- Compulsory training of new
clinical staff during
organisational induction
programme

- Training of existing clinical
staff coordinated by Learning
Plus and DHB Smokefree
Coordinators

- Utilising the DHB e-learning
tool within primary health
care setting (focusing
particularly on Maori
providers)

Primary/Secondary integration

GP Smokefree Champion to offer
ongoing CME sessions to primary
clinical staff (GP’s and practice
nurses) regarding smoking
cessation

Increase volume of electronic
discharge summary referrals to
GP’s to enable comprehensive
smoking cessation support in the
primary setting.

Improved engagement with
other primary health care
providers (such as Lead
Maternity Carers) for ABC
training and induction in the use
of hospital systems for accurately
capturing/recording that ABC’s
given

Utilising the ‘Man Alive’ CVD risk
assessment programme in the
eastern Bay of Plenty to deliver
ABC's and thereafter arrange

operations carried out on
tobacco retailers in the
BOP district.

One more district council
in the Bay of Plenty will
adopt a smoke-free public
places policy
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comprehensive cessation
support.

Primary and secondary clinicians
linked through quarterly
meetings of the Tobacco Control
Steering Group led by the
Tobacco Control Project
Manager

Close monitoring of primary care
performance by Tobacco Control
Project Manager
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Child and youth health

10.1 Overview

There are steady numbers of children within the Bay of Plenty
district (and in particular across the eastern Bay of Plenty) born into
areas of high deprivation. Maori children are over represented in
families living in these areas and this is reflected in the utilisation of
acute secondary services and rates of ambulatory sensitive
(avoidable) hospital admissions.

Immunisation is a very cost-effective health intervention; it can
prevent a number of diseases. Immunisation not only provides
individual protection, but also population-wide protection by
reducing the incidence of disease and preventing them spreading
to vulnerable people. New Zealand’s current immunisation rates
are low by international standards and are not sufficient to prevent
or reduce the impact of vaccine preventable diseases such as
measles and whooping cough.

Improving immunisation coverage continues to be a key priority for
BOPDHB. By working with PHO information systems and the
National Immunisation Register a more targeted approach will be
delivered, focusing on those children most at risk of vaccine
preventable infectious disease.

10.2 Government priorities

Better immunisation rates — 85% of two year
olds fully immunised by July 2010

10.3 Where we want to be

Immunisation

While immunisations rates across the Bay of Plenty district have
been incrementally increasing over recent years we still have one
of the lowest immunisation rates across the country sitting
currently at 76% overall, and 70% for Maori.

For 2010/11 BOPDHB is committed to achieving the government
target of 85% of two year olds fully immunised and in particular
improving immunisation rates of ‘at risk’ children through a
comprehensive redesign of outreach immunisation services.

BOPDHB has worked with the eastern Bay of Plenty PHOs and the
National Maori PHO Coalition to ensure that the 2 year old
immunisation national health target is accorded priority in their
respective primary care business cases. BOPDHB has collaborated
with other Midland DHBs in the setting of our local targets to
ensure we contribute to achieving 90% immunisation coverage
across the region.
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Our local target for 2010/11 is 85%, a 7% increase on our 2009/10
target of 78%. It has been settled in consultation with our Midland
partners and recognises a decline rate of 9.1% across the Bay of
Plenty district. Midland DHBs will continue to share immunisation
best practice and innovations to progress toward the regional
target.

BOPDHB will also participate in the Ministry of Health/DHBs
initiative of 3-monthly teleconferences with intervening work as
necessary, to achieve 95% coverage of two year olds by July 2012.

Overall our 2010/11 objective for immunisation services is to
create an integrated, ‘whole of systems’ approach across the
continuum of care through integrated IT systems and more
effective collaboration between primary care (PHOs, Hauora and
mainstream providers), Public Health (Toi te Ora, IMAC) and the
Ministry of Health (Plunket, midwives). This integrated approach to
immunisation will be overseen by the Immunisation Advisory
Group which includes representatives from each of the
stakeholders described above.

Oral Health

In 2009, the Ministry of Health approved funding of $6.5 million for
Bay of Plenty DHB to implement the plan to improve oral health
services that was outlined in the Oral Health Business Case. In
addition a further $1.6 million was made available for ongoing
operational funding to support increased volumes of services
provided to a greater number of enrolled children and adolescents

In 2010 the implementation of the business case will continue, the
DHB plans to:

e Increase the number of preschool children enrolled with the
service, from 6,800 to 7,500

° Increase the number of adolescents enrolled in an oral health
service, from 8,800 to 11,000

° Reduce the percentage of preschool and school age children
that are not seen according to recall criteria
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10.4 How we’re going to get there — our performance story for 2010/11

If we want this
outcome

Then we will focus on

And we will undertake these
initiatives/activities

That will lead to these impacts

And will deliver these outputs

For this level
of investment

Reduced incidence of
vaccine preventable
infectious disease in
children

Reduced incidence of
oral disease and
dysfunction in
children and youth

Childhood
Immunisation

Youth and adult
immunisation for high
risk groups

Implementation of the
Oral Health Business
Case

Develop and implement good
systems for monitoring and recall
of overdue immunisations

Social marketing programme —
implement a programme of
awareness amongst health care
staff and the community of
immunisation issues

Increase opportunistic
immunisation and increase
immunisation venues (Child
Assessment unit/Paediatric
inpatient
wards/outpatients/hauora clinics)
Re-focus the outreach
immunisation programme to
focus on low uptake areas.
Investigate change to existing
funding models to more
incentivised arrangements
(outcomes based funding model)

Construction of 4 new fixed chair
clinics

Purchase 5 new mobile dental
units

Increasing the number of dental
assistants to 17.5 FTER

e Fewer parents declining to
have their children
immunised

e Increased uptake of
immunisation

e Increased awareness of
immunisation issues in
community

e Better coordination of
community contracts, and
greater transparency

e Increase the coverage of
the school dental service

e Increased enrolments into
the school dental service

e Improvement in oral health
status for children and
adolescents.

85% of 2 year old children $2,989,957
up to date with their age-

appropriate vaccinations

75% of two year olds
(Maori) are fully immunised
by July 2010

HPV targets met

Increase the number of =$6.9m
preschool enrolled with the

service to 7,500

Increase the number of

adolescents enrolled with

the service to 11,000
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better perform

Better performing, more sustainable organisations

11.1 Government priorities
Improving hospital productivity

Getting the best health value for every dollar spent is more
important than ever, given the current financial situation. The
emphasis for DHBs is to ensure health resources are used to
maximum patient benefit by shifting resources from the back office
to front-line services, enhancing clinical leadership, streamlining
bureaucracy and improving hospital productivity by creating more
shared services both regionally and nationally where that enhances
quality and efficiency.

Improving hospital productivity
Workforce sustainability
Clinical leadership and engagement
‘Living within our means’
Quality, safety and continuous improvement

Workforce Sustainability, clinical leadership and engagement

A stable, well prepared and knowledgeable workforce that
understands and responds to the specific needs of the DHB
population is essential to improved health outcomes for all,
especially Maori. Further, attempting to make fundamental
changes to the health system for the sector to ‘live within its
means’ will require strong clinical engagement and leadership.

Equally as important is a need to implement effective strategies
geared at the recruitment and retention of clinicians to minimise
the risk of compromised patient outcomes from long term clinical

workforce vacancies and reduce personnel costs that flow from
high-cost, short term cover for those vacancies.

Developing clinical leaders or more opportunities for clinical
leadership within the sector will improve clinical staff morale and
workforce engagement. Staff who are engaged and demonstrating
effective leadership within an organisation are more likely to stay
longer.

‘Living within our means’

The current economic and fiscal environment is a significant
planning consideration for 2010/11. Continuing pressure on Vote
Health for the foreseeable future means a lower funding growth
path for DHBs. Better managing labour cost growth, costs of
consumables and non-clinical consumables, implementation of
information systems, and management of our assets both from a
local and regional perspective, are all components of ‘living within
our means’ from an infrastructure perspective.

Quality, safety and continuous improvement

DHBs are expected to encourage an organisation wide commitment
to quality improvement and quality assurance initiatives, and to
develop an environment that fosters a quality improvement ethic
and quality improvement initiatives.

Further, DHBs must encourage quality improvement across the
wider sector through ensuring that other funded providers
demonstrate a commitment to, and implement, quality standards
appropriate to the size and scope of their organisation.
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11.2 Where we want to be

11.2.1 Improving hospital productivity

Driven by a patient centred approach, the DHB will continue its
commitment and dedication to improving hospital productivity,
service quality and overall patient experience during 2010/11.

Performance reporting will play an important part in terms of
informing DHB decision making to improve productivity.

In terms of procurement the DHB has worked constructively on
several fronts, local, regional and national during 2009/10 and
expects this collaborative approach to continue during 2010/11.

At a local level the DHB has identified larger medical consumable
spend suppliers and developed preferred supplier agreements.
This has not only attracted significant cost savings based on current
product volumes and range but will also provide certainty around
prices going forward for budget holders.

At a regional level, the DHB is a member of the Midland Supply
Group which is made up of Procurement Managers from Waikato,
Lakes, Taranaki and Tairawhiti District Health Boards. This group
has been in existence for several years and investigates
opportunities for collective procurement.

The DHB has participated in several large tenders including
physiology implantation services and ACC provider services and
leads several productive initiatives including nutritionals, patient
monitoring systems, general and medical waste and patient hoists.

At a national level the DHB has joined in collaborative initiatives
around woundcare, syringe drivers and fuel and has supported all-
of-government initiatives around stationery, MFD's, vehicles and IT.
Our latest commitment at national level is to lead a tender process
for ultrasound machines for those DHBs who wish to participate.

The DHB is also a strong participant in DHBNZ's Project 45, a joint
initiative of the 21 DHBs to realise $45 million in savings for
2009/10 and S50 million in 2010/11. The DHB is on track to deliver

its part of the savings and is committed to a coordinated approach
to procurement.

11.2.2 Workforce sustainability, clinical leadership and
engagement

The health and disability workforce is key if we are to meet the
increasing challenges in the sector. We need to be more proactive
and take positive steps to improve workforce capability and
capacity across the sector.

While DHBs collectively have made progress over the last couple of
years around workforce issues, acceleration is needed and new
national arrangements should support this. While there is much
DHBs can do individually, many changes need national action,
including the important area of workforce substitution.

The DHB employs over 2,800 staff (full time equivalents).
Approximately 40% identify as New Zealand European and 11% as
Maori. The majority of staff employed are health professionals.

Within the DHB Provider Arm staff turnover rates average
approximately 8% per year.

The DHB is committed to strengthening clinical leadership and a
culture for enduring clinical/management partnerships. Provider
Arm structure reflects these partnerships with a triumvirate
leadership model adopted for each service cluster made up of a
business, medical and nurse leader. A strong Clinical Board at a
governance level and Clinical Governance Committee at Provider
Arm level further support this approach.

Technical advisory groups present a useful tool for clinically led,
cross-sectoral advice to inform planning and funding decisions.

Organisational structure enables clinical leadership, accountability
and decision making at all levels.

Nurturing a connection between the secondary students of the Bay
of Plenty and careers in the health sector; placing an emphasis on
the learning environment of the Clinical School both from a
teaching and research perspective; and improving the engagement
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of staff are all key strategies the DHB deploys to secure a
sustainable workforce.

11.2.3 Living within our means

In response to the Minister’s expectation that DHBs will control the
growth of labour costs, it has been assumed that as approximately
89% of DHB employees are covered by salary scales and terms and
conditions in National MECAs, employment costs arising from
MECAs and their renewal processes must be sustainable. Other
controllable costs include the escalation from FTE growth (both
clinical and non-clinical) as well as costs associated with the
provision of 24/7 services and related HR systems.

11.2.4 Quality, safety and continuous improvement

Improving the quality and safety of our health services is a priority
for the DHB. ‘Health Excellence’ is our organisational commitment
to performance excellence utilising an internationally recognised
framework, namely Baldrige Health Criteria for Performance
Excellence.

The vision for Health Excellence -
“Striving to achieve the highest quality
healthcare”

The framework is a practical tool to guide continuous improvement
and our journey to a culture based on quality outcomes. It enables
DHB performance to be measured against other high performing
organisations.
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11.3 How we’re going to get there — our performance story for 2010/11

If we want this Then we will focus on And we will undertake these
outcome initiatives/activities

That will lead to these impacts | And will deliver these outputs For this level

of investment

Improving hospital productivity

e The financial Integrated clinical care e Ensure appropriate clinical e Better, sooner, more e Decrease length of stay for

sustainability of pathways
the DHB is
improved

e The impact of
sudden trauma or
illness  requiring
immediate
secondary level
care is mitigated

e People at risk of
illness or injury are
diagnosed and
managed earlier

e People with early

conditions are
treated and
managed earlier
and illness
progression is
reduced

engagement/ownership of
project across both primary and
secondary care settings

convenient health care
Good opportunity for
clinical leadership

More seamless patient
journey from primary to
secondary care when
necessary

More timely and
appropriate patient
treatment

Better clinical outcomes
Improved patient
experience

Reduction in acute demand
Reduction in inappropriate
referrals

elective and arranged
inpatients by 8.2% and
acute inpatients by 7.1%
over 2008/2009 baseline.

11.1% increase in day of
surgery admission rate.

Increase Whakatane
Hospital theatre utilisation
by over 17% and Tauranga
by 3%

Performance Monitoring
framework in place
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If we want this Then we will focus on And we will undertake these That will lead to these impacts And will deliver these outputs For this level
outcome initiatives/activities of investment

Workforce sustainability, clinical leadership and engagement

The right people,
with the right
skills, in the right
place to delivery
effective
healthcare

A motivated and
committed
workforce

Effective delivery
of health services
based on best
practice and cost
efficiency

Primary care

DHB Staff engagement
Maori workforce
development

Mental health
workforce
development

Clinical school
Research

Clinical leadership
across disciplines
Clinical leadership
across primary and
secondary care
Change management
and process
improvement through
user groups to support
patient focused facility
development
Releasing Time for
Clerical Excellence

Undertake further leadership
development of clinicians and
senior managers

Continued support for the
implementation of Korite
Identification of training to
support development of clinical
leadership capabilities

Grow research capacity and
capability

Grow clinical teaching capacity
and capability

Support opportunities for
workforce innovation e.g. nurse
endoscopist

Robust change management to
ensure staff leadership and
engagement for facility redesign
Improvements to workflows as a
result of process improvement
Change management and
process improvement through
user groups to support Project
LEO, Whakatane Campus
Redevelopment and other facility
developments

Pilot programme in partnership
with PSA

Reduction in staff turnover
Better treatment outcomes
Greater productivity
Improved patient outcomes
Reduced sick leave
Increased opportunities for
revenue enhancement e.g.
research

Safer patient care

Improved quality of patient
care

Robust change
management to ensure staff
leadership and engagement
for facility redesign
Improvements to workflows
as a result of process
improvement
Implementation of patient
centred booking

Reduction in DNA rates

Clinical involvement at all
levels of the DHB including
Executive Management

Robust clinical involvement
in the Regional Clinical
Services Plan

Improved staff engagement

Documented process
redesign support by agreed
change management
principles

Completed and evaluated
pilot with
recommendations for
further rollout.
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If we want this Then we will focus on And we will undertake these That will lead to these impacts And will deliver these outputs For this level
outcome initiatives/activities of investment

‘Living within our means’

The financial e Labour cost growth e Implement Time and Attendance e More productive workforce e Maintain staff turnover at
sustainability of the monitoring to capture e Reduced staff turnover 8%
DHB is improved attendance at work and leave e Fostering a culture of
when taken innovation
e Implement productivity
measures to ensure FTEs
deployed match throughput
e Implement findings of staff
satisfaction (PULSE) survey to
improve retention
e Reduce the growth of e Seek clinical and non-clinical e Improved ability to reinvest e Reduced cost of
spending on clinical alliances regionally and in additional health services consumables
and non-clinical nationally to support cost e Better, sooner more
consumables through: reduction convenient services
- National and e Reduce IDF costs by reducing the
regional number of procedures sent out
procurement of district where these can be
e Prioritisation of clinical done locally
services e Support PHARMAC across a

range of initiatives to better
manage hospital and community
pharmaceutical budgets

e Participate in a single national
approach to health procurement
by implementing the National
Health Procurement Strategy
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If we want this Then we will focus on And we will undertake these That will lead to these impacts And will deliver these outputs For this level
outcome initiatives/activities of investment

Quality and Safety

The highest quality Implementation of the e Implementation of the Health e Organisational commitment e Health Excellence
healthcare Health Excellence Strategic Excellence Communications Plan to Health Excellence Communications Plan
Plan e Improved workforce
engagement
e |dentify and agree on key
opportunities for improvement o Identification of e 3 services pilot the Baldrige
through robust use of Self opportunities for assessment tool (at least 1
Assessment against the Baldrige continuous improvement of which must be a clinical
Health Care Criteria for e A culture that fosters service)21
Performance Excellence innovation and learning e Service plans developed to
e Leaders are visible and include improvement
model the value and actions evolving from self
behaviours expected of a assessment process.

high performing
organisation

e Business performance is
reviewed regularly

e Sustainable, healthy
organisation

Tracking system e Implement acute coding at real
implementation time in operating theatre
e Implement instrument process
tracking to patient

! All 3 self assessment must be completed by June 2012
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Releasing time to Care —
The Productive Ward

Referral Management

Facilitation and implementation
across all wards in Whakatane
and Tauranga Hospitals

Undertake a pilot referral
management project in the
eastern Bay of Plenty

Assess for organisational roll out

Increased patient direct
time

Increased focus on direct
patient care

Improve referral quality and
timeliness

Measureable
improvements in the safety,
reliability and efficiency of
care delivered to the
patient

Complete pilot
Pilot report noting future
recommendations.
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Prospective Statement of Financial
Performance

The DHB continues its commitment to manage expenditure within
the provided funding and live within our means. The DHB is

Many cost increases impact the DHB at greater rates than provided
for in the Funding Envelope, such as staff increases dictated by
National Multi-Employer Collective Agreements and costs impacted
by the weaker exchange rate. The DHB will cover this by carefully
assessing the services provided to ensure best value for money.

This District Annual Plan commits the DHB to underlying breakeven

therefore committed to maintaining breakeven results during the
coming three financial years (excluding adjustments for the Mental
Health Reserve Ring Fence, which requires a cyclical deficit).

results for the period 1 July 2010 to 30 June 2013.

12.1.1 Prospective Statement of Financial Performance for the three years ended 30 June 2011 - 2013

Actual 2009 Estimate 2010
Revenue
m Government Revenue 547.8 582.8 597.7 618.0 638.6
— Other Revenue 10.1 6.1 53 5.5 5.7
m 557.9 588.9 603.0 623.5 644.3
e Expenditure
U Employee Costs 177.6 183.6 188.6 195.1 201.9
C Outsourced Costs 26.2 25.9 20.5 20.7 21.1
Clinical Supplies 42.2 47.1 49.7 50.2 52.3
O Infrastructure 487 52.1 54.2 58.5 61.0
C Payments to Providers
p— Personal Health 177.6 189.3 194.7 200.6 206.5
Gl Mental Health 21.8 23.1 23.8 23.9 24.6
Disability Support Services 57.2 62.8 66.4 68.7 70.9
Public Health 2.0 1.6 1.1 1.2 1.2
Maori Health 4.7 4.8 4.5 4.6 4.8
Total Expenditure 558.0 590.3 603.5 623.5 644.3
Total (0.1) (1.4) (0.5) 0.0 0.0
Adjustment for Mental Health Ring Fence
Ring fence 1.9 1.4 0.5 0.0 0.0
Underlying Result surplus/(deficit) 1.8 0.0 0.0 0.0 0.0
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12.1.2 Ring Fence Reserves

The revised 2009/2010 result reflects the partial utilisation of the balance
of Mental Health Ring Fence Reserve as carried forward at 30 June 2009.
The forecast for 2010/2011 anticipates utilising that surplus fully in that
year.

12.2 Financial Performance by Output Class
The DHB operates three arms.
Funds

The DHB receives, within the ‘Funds’ arm, a Crown appropriation for the
purchase of health and disability services. This funding revenue is used to

purchase services from the Non-Government Organisation sector and the
DHB.

Governance and Funder administration

Governance and Funder Administration is the arm that includes the board
and governance costs of the DHB along with the costs of administrating
the ‘Funds’ output class by the Funding and Planning Division.

Provider Arm

This arm includes the health and disability services directly provided by
the DHB in the two hospitals under its control and various community
services along with the necessary support functions.

Provider Arm
Gov. & Funder Admin
Funds

Actual 2009 Estimate 2010

0.7 2.9 0.0 0.0 0.0
0.6 (2.0) 0.0 0.0 0.0
(1.4) (2.3) (0.5) 0.0 0.0
(0.1) (1.4) (0.5) 0.0 0.0

The national prices, as calculated and advised by the Ministry of Health,
have been used to generate the Price Volume Schedule between the
Planner/Funder and Provider Arm.
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12.3 Financial Assumptions

The DHB has made a number of significant assumptions in arriving at its
Prospective Financial Performance Statements as summarised in the
following table:

Assumption 2011 2012 2013
Revenue 3.680% $19.3m $19.3m
Sector Cost Increases 1.760%

Staff Costs (average movement) 1.700% 3.000% 3.000%
Staff Costs (numbers) -0.280% 0.500% 0.500%
Interest Rate - CHFA 6.300% 6.300% 6.300%
Interest Rate - Working Capital 3.700% 3.700% 3.700%
USD/NZD 0.7000 0.6600 0.6300

The following further assumptions have been made by the DHB:
e The cap on Management and Administration Full Time Equivalents
has been reflected in the forecasts

e  Cost challenges for the Provider Arm, Planner/Funder and Corporate
Support Areas are to be achieved.

12.4 Significant Financial Risks

All District Health Boards face pressure to meet additional expenditure
which must be managed within allocated funding.

The impact of policy changes are included in a base increase in funding
via the Future Funding Track.

In employment negotiations there will be a focus on increased workforce
flexibility, increased productivity and wage increases that are affordable.

The DHB will have to manage staff numbers to appropriate levels and
may implement changes to service configuration. These efforts will have
to be prioritised within the DHB'’s service priorities and demographics.

12.4.1 Crown Revenue

The DHB will continue to operate within the long term revenue provided

by Government.
Risk
Outer year forecast revenue may
change as a result of Government

policy, new initiatives and other
factors

Mitigation
Estimates of future revenue have
been based on information supplied
from the Ministry of Health

Census figures indicate a growth in
the population of the Bay of Plenty
between 2% and 3% per annum. This
exceeds the amount currently
included in Ministry of Health,
Statistics New Zealand and Treasury
estimates.

Revenue is allocated using a
Population Based Funding Approach
and this is updated as census
information becomes available.
Adjustments are generally made over
a 2 to 3 year period but are not
included in the Ministry of Health’s

demographic adjuster estimates until
they occur.

12.4.2 Other Revenue

Other revenue is earned from a variety of sources and is expected to
continue to grow at a rate approximately equal to inflation.

Mitigation
The revenue has multiple sources and
the risk of significant change is
minimised.

The DHB has no long term
undertakings for much of this
revenue.

12.4.3 Net inter-district flows (IDFs)

All DHBs have some instances where people who are resident within a
particular DHB’s jurisdiction receive services in other districts.

The DHB has significant outflows throughout the year to Auckland City
Hospital, Auckland City Children’s Hospital and Waikato Hospital for
tertiary services and some upper level secondary services. Outflows also
occur to Lakes District Health Board for some persons resident in the
Murupara/Uruwera areas who may access services at Rotorua Hospital
rather than travelling to Tauranga or Whakatane Hospitals. A similar
inflow occurs to Tauranga Hospital for people residing in the Waihi area
(which is within the Waikato District Health Board region).
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The DHB’s major inflow is through holiday makers over the Christmas and

New Year period in particular.

Risk Mitigation

New or additional inter-district flows
are identified by other DHBs

There is an established national
process for identification and wash-up
of IDFs

increases in volumes result in
increased costs.

reduce the DHB’s exposure to
unexpected increases in demand
driven volumes.

Some DHBs provide services that are
not prioritised for purchase by the
DHB

Where possible, efforts are made to
minimise outflows to other DHBs and
access criteria are agreed.

Other DHBs may no longer be able to
deliver IDF volumes to Bay of Plenty
residents due to change in their
services or population/volume
growth

There is an established national
process for changes to IDFs.

12.4.4 Payments to Providers

Payments are made to health and disability service providers in both the
Non-Government Organisation sector and the DHB’s own provider arm.

The DHB allocated funding through a Crown appropriation using a robust
process to prioritise benefit against health need.

Expenditure on health and disability services within the district is
expected to grow in line with long-term revenue growth. The DHB is
committed to not expending more funding than is allocated.

Risk

Impacts of new Government initiatives
may result in new services being
purchased at additional cost.

Mitigation

The DHB would expect to receive
additional revenue to meet the
additional costs associated with
particular Government initiatives
introduced outside the DHB’s
prioritisation process.

12.4.5 Employment Costs

Risk Mitigation ‘
Employee expectations remain high. The DHB works to clearly explain the
funding available to it for pay
increases.
The DHB works to clearly explain to
all parties the funding available to
the DHB for pay increases.
Bargaining is carried out within the
Health Sector’s ‘good faith’ process.
Some agreements are on a
partnership basis.

The move to national and regional
MECA have made local management
of cost growth difficult.

Many health and disability services can
be demand driven and unmanaged

Some services are purchased on a
capitated, risk share or fixed basis to

12.4.6 Operating Costs
DHB operating costs are broken into three classifications:

Outsourced costs — those costs related to parts of the services that have
been outsourced or subcontracted to third parties.

Clinical costs — those costs directly related to the provision of the health
and disability services provided by the DHB, including pharmaceuticals
and consumables.

Infrastructural costs — those costs indirectly related to the provision of
health and disability services by the DHB, including transport, hotel
services, interest depreciation and capital charge costs.

Each classification has different imperatives around cost growth but as an
average increases are expected to remain within the long term revenue
growth.
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Risk
Cost growth expectations remain high
particularly for clinical supplies.

Mitigation
National provider and supplier
contracts (including NZ Blood and
Pharmac) are often negotiated on a
national level.

Approximately $10-15m of purchases are
influenced, directly or indirectly, by
movements in the exchange rate, the
majority in relation to the United States
Dollar.

Purchasing is in New Zealand Dollars
wherever possible.

Longer term contracts are used to
help minimise short-term
fluctuations in price.

For significant items, purchased in a
foreign currency, then foreign
exchange hedging is considered and
utilised where appropriate.

Fuel prices can have a significant impact
on the running costs of more than 300
vehicles.

The DHB has limited ability to control
the direct impact of a fuel price
increase. The DHB does encourage
efficient use of vehicles including
carpooling.

Increases in interest rates.

The DHB manages interest rate risk
through the use of interest rate
hedging and fixed interest
mechanisms if appropriate.

The capital charge rate may change.

No change is expected in the current
year. The DHB would expect
revenue to be adjusted accordingly
to neutralise any change in rate.
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12.5 Prospective Statement of Cashflows

Operating cashflows remain materially cumulatively positive throughout
the forecast period.

The operating cashflow surplus along with additional equity and
borrowings will be utilised for the significant capital investment currently
underway at Tauranga Hospital (Project LEO) and the East Wing together
with those being planned for Oral Health Services then future planned
development of the Whakatane Hospital site.

Active cash management uses excess cash balances ahead of borrowing
or equity injections to delay and reduce the level of borrowing or equity
injections.

12.5.1 Prospective Statement of Cashflows for the three years
ended 30 June 2011, 2012 and 2013

Actual 2009 Estimate 2010

Operating 7.6 19.2 20.6 23.7 25.2
Investing (17.0) (47.3) (50.3) (34.3) (31.5)
Financing 14.6 22.4 29.7 10.6 6.3
Total Net 5.2 (5.7) 0.0 0.0 0.0
Cashflow

12.6 Prospective Statement of Financial Position

The DHB remains in a strong financial position, necessary to service the
current and upcoming levels of borrowing required for redevelopment.

The Statement of Financial Position reflects the increased investment in
the building infrastructure of the DHB which is partially supported by
increased borrowing, increased equity and operating cashflow.

12.6.1 Prospective Statement of Financial Position as at 30
June 2011, 2012 and 2013

Actual Estimate

Sm 2009 2010 2011 2012 2013
Current 25.4 20.2 20.3 20.4 20.4
Assets

Current 61.6 71.0 70.7 70.8 70.1
Liabilities

Working (36.2) (50.8) (50.4) (50.4) (49.7)
Capital

Term Assets 167.0 204.0 239.8 257.8 272.1
Term 65.8 84.1 106.9 118.0 127.7
Liabilities

Equity 65.0 69.1 82.5 89.4 94.7

12.6.2 Equity and long-term debt facilities

The DHB relies on a mix of debt and equity to fund assets utilised in
the delivery of health services.

Government policy requires the DHB to source all long-term debt and
equity from the Crown through the Crown Health Financing Agency
(CHFA). The CHFA facilities are secured by a negative pledge.

The DHB is allowed to maintain a working capital facility with a trading
bank. A working capital facility is thus maintained with the Westpac
Banking Corporation Limited (Westpac), who also provide
transactional banking facilities. The facility consists of a bank overdraft
and revolving multi-option credit facility to a maximum of $20 million.
The Westpac working capital facility is secured by a negative pledge.
Without Westpac’s prior written consent, the DHB cannot perform the
following actions:

= Create any security over its assets except in certain
circumstances;
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=  Lend money to another person or entity (except in the ordinary
course of business and then only on commercial terms) or give a
guarantee;

=  Make a substantial change in the nature or scope of its business as
presently conducted or undertake any business or activity unrelated
to health;

=  Dispose of any of its assets except disposals in certain circumstances
in the ordinary course of business; and

=  Provide services to or accept services from a person other than for
proper value and reasonable commercial items.

The DHB must meet a cash flow cover covenant, under which Earnings
Before Interest Tax Depreciation must exceed funding costs by at least
1.75 times.

As at 28 February 2010, the DHB had the following borrowings:
=  Westpac S$nil
= CHFA $82.6m

The commitment to the Tauranga Hospital Redevelopment Project
(Project LEO) and other likely infrastructure redevelopments require
increased levels of borrowings and equity support. The estimated levels
of borrowing and equity support required may fluctuate due to:

1. Stronger or weaker than expected financial performance;

2. Escalation of construction costs and additional compliance costs not
foreseen when the business case(s) are prepared;

3. Possible new redevelopment and service configurations; and
4. The need to maintain current equipment replacement programmes.

The DHB remains committed to minimising its reliance on additional
borrowings or equity support.

Increased interest costs and capital charge costs from additional
borrowings and equity support are to be affordable and must be met
from within the operational budget of the DHB.

12.6.3 Prospective Estimates of Debt and Equity as at 30 June
2011, 2012 and 2013

All debt is unsecured.

Actual Estimate
Sm 2009 p Lo 0] 2011 2012 2013
Long-term 65.0 83.1 105.9 116.9 126.7
Debt
Equity from 65.0 69.1 82.5 89.4 94.7
the Crown
Current & 15.0 21.7 22.8 11.0 9.7
Long-term
debt drawn
Current & 6.5 0.0 1.0 0.2 0.9
Long-term
debt repaid
Net Equity 10.1 5.5 13.9 6.9 5.2
injections

12.7 Asset Management

The DHB is continuing development of its Asset Management Plan,
with a view to a more strategic approach to asset maintenance,
replacement and investment. The plan reflects the joint approach
taken by all District Health Boards and current best practice within the
health sector.

The plan itself utilises the framework identified as most appropriate by
a joint-District Health Board workgroup and was based on the
International Infrastructure Management Manual.

Currently the Board has allocated funding for investment in normal
asset replacement and some new assets.
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Project LEO, the Tauranga Campus Redevelopment Project, is outside the
scope of the normal capital investment and is being funded by a
combination of debt, equity and operating cashflows, including cashflows
generated from efficiency and effectiveness projects as part of the
process reengineering.

Estimate

2010
Annual 12.6 13.8 15.4 17.2 18.0
Depreciation

Tauranga 10.0 37.8 42.1 26.2 234
Campus and

other Strategic

Regular Capital 10.6 13.1 9.0 9.0 9.0
Expenditure

Total Capital 20.6 50.9 51.1 35.2 32.4

Expenditure

Capital Expenditure Business Cases

The DHB understands that approval of the District Annual Plan is not
approval of any particular business case. Some business cases will still be
subject to a separate approval process that includes Ministry of Health,
National Health Board and Treasury officials prior to a recommendation
being made to the Minister of Health.

The Board also requires Management to obtain final approval in
accordance with delegations prior to purchase or construction
commencing.

Alternate Funding

As business cases are finalised for presentation to the Board or Ministry,
managers will review the most appropriate financing option currently
available for the particular item. This may result in items being acquired
via donation or leasing options and therefore not being purchased via the
capital expenditure programme.

Strategic Capital Developments

Provision has been made in the fixed asset additions for the completion
of Project Leo, redevelopment of the East Wing of Tauranga hospital, Oral
Health Project and Redevelopment of Whakatane hospital.

Asset Disposals

The 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 surplus. Some minor asset disposals will occur as part of
the regular capital replacement programme.

Disposal of land

The approval of the Minister of Health is required prior to the Bay of
Plenty District Health Board disposing of land. The disposal process is a
protective mechanism governed by various legislation and policy
requirements.

Revaluations

All Land and Buildings were revalued during the year ended 30 June 2009
the next such review being due as at 30 June 2012.

The revaluation of land and buildings is not expected to produce a
material change. The revaluation may add additional costs related to
depreciation and capital charge in the financial year 2012/2013, and, as
stated no allowance has been made. This is a risk to the commitments
should it become evident that the change is likely to be material. This is
not considered likely as at the date of preparation of these budgets.

12.8 Procedure for Buying Shares

The approval of the Ministers’ of Health and Finance is required prior to
the Bay of Plenty District Health Board taking a shareholding interest in
any entity.
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major accounting policies are disclosed in the DHB’s Statement of Intent
2010/2013.

12.9 Prospective Detailed Financial Statements

IMPORTANT NOTE: The Prospective Financial Statements have been
completed in a manner consistent with accounting policies and
procedures that will be used for the annual Financial Statements. The

Consolidated Statement of Prospective Financial Performance 2008/09 2009/10 2010/11 2011/12 2012/13
™M ™M ™M ™M M

Actual Forecast Plan Plan Plan
Revenue 557.9 588.9 603.0 623.5 644.3
Less operating expenditure
DHB Provider expenditure 267.4 278.9 281.2 288.9 298.6
External provider expenditure 263.3 281.6 290.5 299.0 308.0
Governance & Funding Administration 5.5 6.8 4.5 4.7 4.9
Taxation (may apply to subsidiaries and associates) - - - - -
Total Operating Expenditure 536.2 567.3 576.2 592.6 611.5
Surplus/(Deficit) before Interest, Depreciation and Capital Charge 21.7 21.6 26.8 30.9 32.8
Interest 4.0 4.7 5.8 7.0 7.7
Depreciation 12.6 13.8 154 17.2 18.0
Capital Charge 5.2 4.5 6.1 6.7 7.1
NET SURPLUS/(DEFICIT) (0.1) (1.4) (0.5) (0.0) 0.0

Consolidated Statement of Prospective Movements in Equity

2008/09
SM
Actual

2009/10
SM
Forecast

2010/11

2011/12

2012/13

Crown equity at start of period 60.3 65.0 69.1 82.5 89.4
Surplus/(Deficit) for the period (0.1) (1.4) (0.5) (0.0) 0.0
Contributions from Crown 10.1 5.5 13.9 6.9 5.2
Distributions to Crown -

Revaluation adjustments (5.3) 0.0 0.0 0.0 0.0
Crown equity at end of period 65.0 69.1 82.5 89.4 94.6
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Consolidated Statement of Prospective Financial Position

CROWN EQUITY
CURRENT ASSETS:

Bank balances, deposits and cash

Receivables
Properties intended for sale
Inventory

CURRENT LIABILITIES:
Payables and Accruals

Net Working Capital

NON CURRENT ASSETS:
Fixed Assets
Investments

NON CURRENT LIABILITIES:
Borrowings & Provisions
NET ASSETS

2008/09 ‘ 2009/10 2010/11 2011/12 2012/13
$M | $M $M Y M
Actual \ Forecast Plan Plan ET)
65.0 69.1 82.5 89.4 94.6
5.8 0.1 0.1 0.1 0.1
16.4 16.8 16.9 17.0 16.9
3.2 3.3 3.3 3.3 3.3
25.4 20.2 20.3 20.4 20.3
61.6 71.0 70.7 70.8 70.1
(36.2) (50.8) (50.4) (50.4) (49.8)
166.8 203.8 239.6 257.6 271.9
0.2 0.2 0.2 0.2 0.2
167.0 204.0 239.8 257.8 272.1
65.8 84.1 106.9 118.0 127.7
65.0 69.1 82.5 89.4 94.6
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