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District Health Boards in the lower North Island (Central Region) have 

been working closely together since their establishment in 2000. Over 

the years, the idea of regional collaboration has been progressed in a 

number of different shapes – from initial efforts in health needs 

assessment to joint arrangements for funding and contracting of health 

services to regional shared services agency to regional mental health 

network to clinical service reviews and improvement projects. 

 

As collaboration has strengthened, so has the realisation that we are 

jointly facing some significant challenges going forward. The greatest 

one looming on the horizon is the issue of clinical and financial 

sustainability of our hospital services. This has been clearly 

demonstrated by the findings of this plan – both those we can glean 

from the figures as well as the feedback received from our clinicians and 

managers. The current service model is increasingly unsustainable and 

there is an imperative for us to find new, better ways of organising, 

funding and delivering our clinical services. 

 

This plan suggests a way forward that will deliver the required 

improvements in service sustainability, access, quality and affordability 

of our hospital services. Most importantly, it proposes ways that will 

make the service provision better for patients and their families/whānau, 

and will be better able to tackle health inequalities.  However, to make 

the vision of this plan a reality will require a united approach of all six 

DHBs and their local, regional and national partners – a real 

commitment to collaboration through actions and investments, not just 

words. This is perhaps the greatest challenge we face, but also the one 

we can do most about through our collective leadership, communication 

and trust. 
 

Development of the Regional Clinical Services Plan has been the biggest 

collaborative planning project Central Region DHBs have undertaken to 

date. It has involved clinicians, service managers, funders, Māori health 

managers, analysts and many other staff from the six DHBs. Their 

contribution to this plan has been invaluable. But the most exciting 

aspect of the project has been the broader involvement with consumer 

organisations, professional groups, primary health providers, private 

health providers and many other stakeholders whose perspectives have 

enriched the plan and helped the steering group and the project team 

develop and refine the ideas and solutions proposed in this document. 

 

Finally, I would like to make special mention of the significant 

contribution that Mike Grant (Project Director), Zoran Bolevich 

(Project Manager), the RCSP steering group and the RCSP project team 

at TAS have made to the development of this plan. 

 

 

 

 

David Meates, Project Sponsor 

(on behalf of the Central Region CEO’s Group) 
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Executive summary 

 

The six District Health Boards (DHBs) in the lower North Island 

(Central Region) collectively serve a population of some 810,000. Over 

the years, the six DHBs have collaborated to improve the health services 

provided to this population, but this working together has been limited 

to a small number of specific specialties and projects. More recently, 

driven by concern over the sustainability of hospital services, the six 

Boards have decided to develop an overarching regional clinical services 

plan (RCSP) to guide their joint efforts over the next 10-15 years and 

improve sustainability of services. 

 

Our vision, which we refer to as ‘Connected Communities’, is that by 

2020 there will be a regionally coordinated system of health service 

planning and delivery, that will lead to lasting improvements in the 

sustainability, quality and accessibility of clinical services. While the 

document is largely focused on hospital services it assumes continuing 

development of primary and community based health care to provide 

the essential base for the changes proposed to hospital services.  

 

 

In 2000, the ‘New Zealand Health Strategy’ set the platform for health 

action, identifying the Government’s health priorities. This was to 

ensure health services were directed at those areas that would provide 

the highest benefits to our population, with a particular focus on 

tackling inequalities in health. At the core of this strategy (and the many 

that flow from this e.g. He Korowai Oranga: Māori Health Strategy, 

2002, Primary Health Care Strategy, 2001) is a population based 

approach that “puts the needs of communities at the forefront of health 

services” (the Minister of Health, Health Targets, 2007/08).  

 

One of the key mechanisms to achieve a more population focused 

approach was the formation of Primary Health Organisations (PHOs) 

which set a new direction and vision for health services away from the 

previous, largely hospital-centred string of reforms that took place over 

the last two decades. 

 

The draft RCSP seeks to build on these national strategies and the gains 

made to date in improving health services and outcomes. 
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An extensive planning exercise was undertaken over a period of 

six months from September 2007 to March 2008, resulting in the 

preparation of this document – the draft RCSP. The exercise was 

overseen by a steering group made up of the representatives of all six 

DHBs, as well as primary health providers and the Ministry of Health. It 

involved extensive research and analysis, planning workshops and 

meetings with various stakeholder groups such as professional bodies, 

unions, transport providers, primary health providers, Non-

Governmental Organisations (NGOs), consumer organisations, 

community representatives and others. 

 

 

 

 

 

 

 

 

 

 

 

 

The purpose of the RCSP is to provide ‘3D’ for the region. 

• Debate about what clinical services can be sustained and 

developed in the lower North Island and how they can be best 

organised. 

• Direction in the form of a draft plan for hospital services over 

the next 10 to 15 years, describing what types of clinical services 

will need to be provided where and to what level, in order to 

best meet the needs of the population of the Region. Direction 

is also provided in relation to the enablers – the services and 

functions that need to be developed further in order to support 

the proposed changes in hospital care – including transport, 

information systems and primary and community services. 

• Decisions to be made locally and regionally in order to 

implement this plan. In particular, a decision-making framework 

is proposed that will make it easier and faster for DHBs to 

make decisions jointly. 

 

The research and analysis undertaken as part of this plan established that 

hospital services, as currently organised in the Central Region, are not 

sustainable. 
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Clinical sustainability of a number of services is being undermined 

because there are not enough clinical staff to do the job and the ones we 

have are spread too thinly into small, vulnerable departments. 

Maintaining and improving service quality is an ongoing problem for all 

DHBs and is intimately related to workforce issues. Consistent with the 

findings of a clinical services survey undertaken as part of this plan, 

Health and Disability Commissioner, Ron Paterson states that the 

answer lies in collaboration: 

 

It is the only practical way to respond to the challenges of 

workforce and training, limited financial resources, safety and 

quality improvement and demography faced by the health 

sector. There is a crucial need for a regional and national service 

planning and good leadership (Paterson, 2008, p90).  

 

The current organisation of hospital services is also not sustainable from 

a financial perspective. Cost increases continue to outstrip funding 

increases provided by the government, and capital requirements for 

investments in new facilities and equipment are greater than available 

funds. 

 

The sustainability mostly affects hospitals on either end of the scale – 

smaller hospitals and the region’s large tertiary hospital. However, while 

many services are no longer sustainable by operating on their own 

within a particular DHB, the combined population of the region creates 

a scale that can support clinical and financial viability on a regional basis. 

 

The current service model faces other challenges. It has not been 

effective in reducing inequalities in health, such as those between Māori 

and non-Māori, and between rural and urban communities. Also, it 

remains centred around health professionals and providers, and delivery 

of services to people is fragmented between various departments, 

hospitals and provider organisations, with many disjointed processes, 

gaps and risks.  

 

The future of healthcare, in New Zealand and internationally, will be 

very different from today. Social, technological, environmental and 

workplace changes are occurring faster than ever. The burden of chronic 

care associated with an ageing population, as well as rising patient 

expectations, technological advances and clinical process innovations 

will all shape a health system that will look very different from the one 

we currently know. The existing model will not be able to respond to 

these challenges. 
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This plan proposes a new model, which recognises home and 

community as the preferred place for the provision of most clinical care. 

It argues for stronger community-based services and primary care that 

meets a wide range of health needs without resorting to hospital care.  

Hospitals will then be freed up to focus on the provision of more 

complex care. 

Figure 1:  The future service model 

 

 

The other foundation for the model is that health professionals are 

encouraged and enabled to work across different levels to coordinate 

patient care and enable seamless access to the most appropriate care 

options. It is envisaged this will happen through clinical networks. 

 

This plan proposes that all existing public hospitals in the Central 

Region remain in place, but there is a greater distinction between them 

in terms of what they do. Some will be designated as major acute 

hospitals while others act as local hospitals. 

 

More specifically, it is envisaged that clinical services will be provided at 

several levels. 

• More health care will be provided at home and in the 

community, including care for long term conditions and 

rehabilitation following discharge from hospital. 

• Community health centres will be developed, where 

appropriate, to provide a ‘one stop shop’ for a wide range of 

health services. This will include both general practice and 

specialist outpatient services (currently provided mainly in 

hospitals), supported by appropriate diagnostic facilities 

(laboratory and radiology) and pharmaceutical services. 

• Local hospitals will provide emergency medicine and non-

complex inpatient services, including step-down care and 

rehabilitation following discharge from major acute hospitals. 

They should also provide high throughput elective surgery. 
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• Major acute hospitals will provide complex emergency 

services and complex, acute medical and surgical care. 

• In addition to providing complex acute care, tertiary referral 

services will also offer a range of very specialised services. 

Tertiary referral services may be part of a major acute hospital 

or be distributed across several hospitals. 

• Hospitals that have existing ‘niche’ areas of expertise (e.g. 

reconstructive surgery) should be recognised as regional ‘centres 

of excellence’ and other hospitals will also be encouraged to 

specialise. 

 

Clinical networking is one of the most important features of the new 

model. All major acute hospitals and local hospitals in the region will be 

expected to work closely together in clinical networks operating across 

their multiple facilities. In some cases, these will operate as combined 

clinical units (joint departments), while in others, networking will enable 

greater coordination and standardisation of care between autonomous 

departments. The clinical networks will also incorporate primary and 

community services and patient interest groups. 

 

 

Figure 2:  Building service configuration options  
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In the planning process three options were debated in detail; ‘Three 

Centre Network, ‘Two Centre Network’ and ‘Super Centre Network.’ 

Each of these options was found to be an improvement on the current 

unsustainable situation. 

 

Based on the criteria of service access, quality, sustainability, reducing 

inequalities and efficiency, this plan proposes that Central Region DHBs 

adopt the following strategic pathway (‘direction of travel’) for their 

hospital services. 

• Over the next 5-6 years, move progressively towards a ‘Three 

Centre Network’ service configuration. 

• Simultaneously, develop clinical networks according to an 

agreed programme. This should be based on region-wide 

clinical governance and consumer and primary care 

participation.  

• After that, over the following 5-6 years invest further in 

achieving the fully integrated collaborative model. As specialist 

services become more integrated into the community, increased 

capacity will be required and there will be opportunity to refine 

models of primary and community care.  

 

The final destination for the Central Region goes beyond understanding 

service configuration as the role of hospitals, expressed in the new 

service configuration – the ‘Three Centre Network’. Achieving the 

vision of lasting improvements in access, quality, sustainability and 

efficiency of health services requires a fully integrated collaborative 

model across the continuum of care.  

 

However, for these, or any other significant service changes to occur, a 

number of important ‘enablers’ are required to be put in place. These 

enablers include: 

• highly developed leadership and clinical networks that build a 

culture of cooperation and collaboration 

• excellent local emergency services 

• excellent transport and accommodation systems for people and 

their families/whānau, and for clinicians 

• information technology that enables sharing of clinical data 

across the region 

• further development of primary and community services, 

including advanced community health centres. 
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These developments will take a number of years and will require a 

concerted effort and investment on part of the DHBs. A ‘roadmap for 

change’ has been outlined to guide the DHBs and their local, regional 

and national partners in moving forward towards the improved service 

model for the future. The result of this effort will be a regionally 

coordinated system of health service planning and delivery. 

 

It is intended that this approach will: 

• place people and their families/whānau in the centre of the 

system, and design processes of care that improve their 

experiences and health outcomes 

• provide good access to quality health services for people living 

in all parts of the region 

• secure a long-term, sustainable development of services and 

workforce 

• tackle socio-economic and ethnic inequalities in health  

• provide more health care at home and in the community 

• give health professionals a greater sense of professional 

satisfaction and achievement by working in self-directed, multi-

disciplinary clinical teams across current organisational 

boundaries 

• reduce administrative duplication by combining some of the 

back-office functions of DHBs. 

 

DHBs will need to agree to the following principles. 

• Each Central Region DHB will ensure that their local planning 

and decision making is aligned with the direction, aims and 

objectives of the RCSP. 

• All decisions of regional importance will be made jointly, using 

an agreed regional decision making process and structures. 

• All Central Region DHBs will participate and share in an 

enduring joint effort to achieve the vision of the RCSP. 

 

Existing regional clinical networks will be strengthened and new regional 

clinical networks will be developed. The networks will be made up of 

clinicians and managers from DHBs, primary health and NGO 

providers and will be concerned with service, workforce, infrastructure 

developments, and clinical governance issues.  
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Initiatives and proposals developed by these networks will be considered 

and agreed to by regional expert groups, including: 

• funding & infrastructure 

• clinical governance & workforce 

• community health & wellbeing. 

 

These groups will jointly report to the Regional Advisory Body, which 

will provide oversight for proposals related to regional services and 

infrastructure. In most cases, the proposals endorsed by the Regional 

Advisory Body would then be considered and approved by local DHB 

Boards. 

 

In the proposed regional decision making structure, local DHB Boards 

retain full autonomy of their own decision making as well as their 

responsibility for local population health outcomes. It is expected that 

local DHB Boards, and communities they represent, will often be the 

source of ideas and initiatives for regional consideration and action, 

while at other times they will be receiving and considering proposals 

developed by the regional advisory groups. This will ensure that local 

DHB perspectives, aspirations and needs are fully taken into account 

before joint regional decisions are implemented in practice. However, in 

considering regional proposals, local Boards will seek to balance their 

local interests with the wider regional interests. In particular, the local 

Boards will be mindful of the three principles for the use of this plan. 

The RCSP itself will need to be flexible and adaptable to a changing 

environment and DHBs and the regional groups will need to regularly 

‘scan the horizon’ for any significant new trends in order to refresh the 

plan. 

 

The next step is for Boards of Central Region DHBs to approve the 

concept and the general direction of this plan. A set of 

recommendations has also been put forward for consideration by 

individual DHB Boards (refer section 1.1.1 pg 10). There will then need 

to be a period of consultation and wider engagement, which will be 

arranged as part of the district strategic planning process of each DHB. 

The development of a detailed implementation plan, with associated 

financial implications, could occur in parallel to help inform discussions 

and consultation. This implementation plan should include an evaluation 

strategy that will enable DHBs and the public to assess whether the 

changes are working and whether sufficient progress is being made. The 

evaluation criteria should cover the topics such as service access, quality 

and safety, sustainability, reduction in inequalities and 

efficiency/affordability. 
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Figure 3:  Roadmap for change – refer to section 4.7 of this document 
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1 Introduction

 

1.1 Background to the Regional Clinical 
Services Plan 

On 23 April 2007, at the combined meeting of Central Region’s Boards 

the following resolution was proposed; that the Central Region DHB 

Boards: 

Endorse the development of a Regional Clinical Services Plan that will be 

the basis of a shared vision and Services Master Plan for the Central 

Region. 

 

All Boards within the region endorsed this resolution and it was agreed 

that a draft plan should be submitted for consideration at the May 2008 

Combined Boards meeting. 

 

Subsequently a project scope was compiled and signed off by CEOs in 

July 2007. A steering group comprising wide DHB representation was 

formed to oversee the development of the draft regional clinical services 

plan (RCSP). The shared service agency, Central Region’s Technical 

Advisory Services (TAS) was asked to coordinate the project. External 

contractors were also engaged to assist with certain aspects of the 

project.  

This document presents the draft plan that has resulted from an 

intensive project effort over much of the last year. 

1.1.1 Recommendations for Boards 

Following consideration of an initial draft of the RCSP at the combined 

meeting of Central Region Boards in May 2008, Board Chairs and CEOs 

agreed to a set of recommendations to be endorsed by individual Boards 

as follows. 

 

• That the Boards receive the draft RCSP, including companion 

documents and the summary of the Combined Boards Forum. 

• That the Boards note the draft plan has emerged from a process 

of clinical collaboration. 

• That the Boards note that there are a number of clinical services 

at present where urgent planning work across the region is 

required. 
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• That the Boards note and agree that each DHB in the region is 

committed to regional and national networks as a component of 

the DHBs own clinical planning. 

1.1.2 Short history of regional collaboration 

Central Region DHBs have recognised the benefits of collaborating 

regionally for some time and CEOs signed a Memorandum of 

Understanding making a commitment to regional service coordination 

as far back as 2001. The underlying purpose of the agreement was to 

ensure the ongoing sustainability of regionally provided services. DHBs 

agreed to purchase health services from providers within the boundaries 

of the Central Region. Regional structures such as the regional CEO 

forum, General Managers Planning and Funding and the Regional 

Capital Committee were established to facilitate regional decision 

making.  

 

Subsequently, the Central Region DHBs have invested in regional 

collaborative activities, through TAS and also independently. 

Collaborative activities around clinical services arose initially through the 

need to address service problems such as regional access and to create a 

plan for the sustainable development of services. It was recognised that 

although some service issues and developments can be addressed locally, 

others such as training and development of clinical staff would be better 

addressed regionally. Much of this early work was in the area of Mental 

Health services where the first regional network was formed – Central 

Region Mental Health and Addictions Network in 2001.  

 

A series of specialty-focussed service reviews followed from 2003. They 

include the regional reviews of Urology, Ear Nose and Throat, Plastics 

and Burns, and Cardiology and Renal services, the latter three of which 

have since progressed towards practical implementation. For those 

moving forward, regional clinical networks are being established to 

progress them into tangible service improvements (the recently formed 

Central Cancer Network is another example). The regional Mental 

Health and Addictions Strategic Service Plan was also endorsed by the 

six DHB Boards in 2007 and is now being progressed. 

 

The regional clinical services plan is a logical extension of the previous 

collaborative efforts and will build on their successes and learn from 

their shortcomings.  

1.1.3 Principles 

Boards and CEOs have re-emphasised their commitment to 

collaborative activities over the past two years. The following principles 
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of regional collaboration were endorsed and agreed by CEOs and Board 

Chairs in 2006. 

• Each DHB in the Central Region recognises that regional (and 

sub-regional) collaboration may provide benefits that could 

otherwise not be achieved. 

• These benefits should be assessed in terms of both clinical and 

financial sustainability over the long term. 

• Due to different starting positions (unequal legacies) benefits 

may not fall evenly across the region. Equally, investment or 

operational costs may be uneven. 

• Central Region DHBs agree that the costs and benefits should 

be in proportion to their respective populations but that in 

achieving this there may be a transition path where 

contributions are unevenly matched. 

• Each DHB is an autonomous organisation; therefore 

participation in each and every regional activity shall be 

determined by that DHB. 

1.1.4 Priorities 

In March 2007, at a regional executive forum, CEOs clarified their 

intent to focus their organisations’ collaborative efforts on four areas of 

activity. 

• Developing a regional clinical services plan. 

• Managing chronic care/long term conditions. 

• Workforce development. 

• Information and other regional infrastructure. 

 

The RCSP was seen as the umbrella priority which would enable the 

other priorities. 
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1.2 Why plan regionally? 

Individually and collectively, DHBs face serious challenges in trying to 

deal with four forces that are pulling them in different directions – 

access, quality, sustainability and affordability. How to find the right 

balance between these forces is a major strategic question for DHBs and 

the one that will define the future success of the health sector. 

 

For example, improving access to services and keeping services 

sustainable are two related concepts. Without robust or sustainable 

services, access to health care cannot be maintained. Clinical and 

financial viability has become more difficult to maintain over recent 

years and with the recent drive for higher quality services, it has become 

increasingly clear that a coordinated plan is a necessity rather than an 

option. The larger DHBs need certainty of service levels to plan and 

invest sensibly and the small DHBs need help to survive. It does not 

make sense to invest in services without consideration of what makes 

sense regionally; this is true whether we1 are considering quality 

processes or scarce workforce or ‘bricks and mortar’. And in an 

                                                      

1 Where ‘we’ is used throughout this document, the term refers to the RCSP steering 
group made up of representatives from Central Region’s DHBs, as well as the project 
team.  Refer Appendix 1 for membership information. 

environment of rapidly escalating health costs, DHBs will not survive 

financially without becoming ever more efficient and productive.  

 

It has been incumbent on the districts to develop a regional strategy in 

the absence of a national framework (although the latter is now being 

developed) and recent ministers have made it clear that unless DHBs 

collaborate voluntarily then this will be mandated. The Health and 

Disability Commissioner has also been very forthright in his advice for 

regional collaboration between DHBs. 

 

The message is clear: we can take a proactive approach and lead this 

process or we can have it ‘done to us’. 

 

This document will investigate and analyse these and some of the other 

‘burning issues’ in more detail. The following are the key drivers in brief. 

 

Sustainability of clinical services is an increasing problem across the 

country. All Central Region DHBs are finding it increasingly difficult to 

ensure local provision of certain hospital services and struggle to 

maintain a critical mass of clinicians, equipment and funding resulting in 

loss of these services from the lower North Island. In many areas, 

primary health care services do not have sufficient capacity to meet the 
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demands of an ageing population and increasing levels of chronic 

disease.  There are shortages of skilled workforce in some services, with 

greater difficulties predicted over the next five years.  

 

Across the Central Region, there are inequalities in access, utilisation and 

outcomes of services. These inequalities are geographic (rural vs urban, 

provincial vs metropolitan) and demographic (lower socio-economic vs 

higher socio-economic, and Māori and Pacific vs other ethnicities). In 

other words the health status of our population is affected by where 

people live, their ethnicity and level of affluence. 

 

Demand (especially for acute services) is continuing to put pressure on 

current resources and is expected to be one of the major challenges 

going forward for the health sector. Currently 30% of all acute 

admissions into hospitals are related to chronic conditions and the need 

to find/develop models to more effectively manage these conditions in a 

non-acute environment is essential.   

 

DHBs have to make decisions on future investments in services, workforce, 

facilities and technologies. Certainty in service demand and revenue is 

particularly important in those cases where facilities and/or technologies 

are highly specialised (such as tertiary services) and require a certain 

minimum rate of use to justify the financial investment. Similarly, it has 

become increasingly evident that size of clinical departments is 

important in maintaining clinical competence and quality services. 

 

Consumer satisfaction is often affected by issues such as transport, post 

discharge arrangements and other elements of the ‘patient journey’ 

through the regional health system. Other prominent factors influencing 

consumer satisfaction and confidence in the public health system 

include waiting times and service quality and safety issues. All of these 

apply to regional (inter-district) as well as local services. Here is one 

patient’s story which illustrates some of the difficulties experienced by 

people and their families/whānau when using health services in the 

Central Region. 
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Cast study: Patient experience 

Marama is 50 years old and lives in a rural part of the lower North 

Island. She is at home watching television with her family when she feels 

a sudden pain in her chest. Marama’s family calls the ambulance and the 

ambulance crew, suspecting a heart attack, take Marama on a two-hour 

trip to the nearest public hospital. 

 

After arrival at the hospital, tests confirm Marama has had a heart attack 

and needs a cardiac procedure called an angioplasty. This procedure 

requires special equipment and needs to be done by a cardiologist 

trained in this type of work. In the Central Region, this is available only 

at Wellington Hospital. However, there is no available bed for Marama 

in Wellington and she must remain in her local hospital in order to meet 

the criteria to receive the procedure as an inpatient. After a seven day 

wait, Marama is transferred by air ambulance to Wellington Hospital and 

has an angioplasty and insertion of a stent. 

 

After a short hospital stay, Marama is discharged from Wellington 

Hospital and is told that she and her family will need to take care of 

transport arrangements. Public transport is not an option because 

transport operators feel there is too much of a risk after the cardiac 

procedure. So Marama waits in a public waiting room while a family 

member travels the five hours to pick her up.  She finds the car ride 

home difficult and frequently feels uncomfortable, needing to stop and 

“stretch her legs, get some fresh air.” 

 

Once home, Marama feels better but receives no contact from any 

health professional, either from the two hospitals or from general 

practice. No follow-up or cardiac rehabilitation is provided. Two 

months later, Marama has another heart attack.... 

Source: Cardiology services review interview, 2006 

 

The RCSP seeks to address and improve the above issues and 

experience for people like Marama.  

 

Whilst this project’s focus has been on secondary and tertiary services, 

consideration of the broader environment (primary health and 

community and NGO sector, rehabilitation and services for older 

people) was viewed as vital and has been incorporated in the 

development of this draft regional clinical services plan.  
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1.3 Purpose of the RCSP 

The purpose of the RCSP is to provide ‘3D’ for the region. 

• Debate. 

• Direction. 

• Decisions. 

 

Debate should be held about what clinical services can be sustained and 

developed in the lower North Island and how they can be best 

organised. While this plan will present facts, figures, ideas and 

suggestions on how to best organise hospital services in this part of the 

country, this is ultimately something that must be scrutinised, discussed 

and affirmed by wider constituencies – Boards, professional groups, 

health providers, unions and, most importantly, the public. It is 

important that the debate is well informed, future focussed and creative. 

This document aims to ‘push some boundaries’ and challenge some 

long-held assumptions in the hope of inspiring a creative debate. 

 

Direction will be provided in the form of a draft plan for hospital 

services over the next 10 to 15 years, describing what types of clinical 

services will need to be provided where and to what level, in order to 

best meet the needs of the population of the Region. It is impossible in 

a document like this to describe each speciality/service to the lowest 

level of detail, so the plan will stay relatively high level, providing a 

‘direction of travel’. The expectation is that further detailed work will 

occur in the near future, led by the region’s clinicians. Direction is also 

provided in relation to the enablers – the services and functions that 

need to be developed further in order to support the proposed changes 

in hospital care – including transport, information systems and primary 

and community services. In other words, the plan will outline a set of 

actions and investments that the DHBs will have to pursue jointly over 

the next decade or so in order to turn the proposed, new service model 

into reality. 

 

Decisions will have to be made locally and regionally in order to 

implement this plan. The RCSP will outline a regional framework to 

facilitate making decisions easier and faster. In particular, the decision-

making framework will guide investment decisions and 

service/workforce development efforts both locally and regionally. 
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1.4 Planning approach 

1.4.1 Methods 

We have used a number of different methods to develop this plan. The 

three main methods were: 

• research and analysis 

• scenario planning  

• meetings and workshops with key stakeholders. 

 

Research and analysis occurred in two parts. The first part consisted 

of reviewing national and international literature, reviewing DHBs’ plans 

and interviewing regional and national experts. Results of this part are 

documented in the companion document called ‘Horizon Scan’. The 

second part of the research and analysis consisted of collecting and 

analysing numerical data about service activity and workforce in DHBs, 

as well as surveying clinical departments across the region for their views 

and ideas. These results are documented in Appendices 4 and 5 of this 

plan. Overall, research and analysis largely informed Chapter 2 of this 

document, entitled ‘Central Region Today’ – which describes the current 

situation in the region and suggests improvements. 

 

Scenario planning was undertaken with a group of some 35 clinicians, 

managers and consumer representatives from across the region. The 

objective was to consider the key trends shaping the future of clinical 

services and to try to imagine how the region’s clinical services might 

look if different future scenarios became a reality. These insights were 

then used to start developing a new service model. Scenario planning 

largely informed both Chapter 3 and Chapter 4 of this document. 

 

Meetings and workshops with key stakeholders enabled the 

development, testing and refining key concepts and solutions presented 

in this plan. These meetings included the above ‘core planning group’ of 

35 clinicians, managers and consumer representatives, but also DHB 

Boards, Chief Executives, Māori Managers, Chief Information Officers, 

HR Managers and other DHB officials. Importantly, external 

stakeholder groups were also involved, including professional bodies, 

unions, consumer organisations, providers of ambulance services 

primary health providers and private hospitals. Stakeholder meetings and 

workshops largely informed Chapters 4 and 5, the proposed future 

service models and ways of putting them in place. 

 

A more detailed description of the planning methods is provided in 

Appendix 3 of this document. 
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1.4.2 Who was involved? 

A project of this size would be impossible to complete without the 

participation of a large group of people. 

 

The Project Sponsor was David Meates, Chief Executive of Wairarapa 

DHB, on behalf of the regional CEOs group. The project was overseen 

by a steering group made up of the representatives of all Central Region 

DHBs. They guided the project team during the development of the 

plan and acted as key communicators and project champions within 

their respective organisations. The steering group was chaired by 

Mike Grant, General Manager Funding Division, MidCentral DHB, who 

also acted as the Project Director. 

 

Most of the project work was undertaken on behalf of the six DHBs by 

the team at Central Region’s Technical Advisory Services (TAS), the 

regional shared service agency owned by the six DHBs. TAS also 

engaged some external consultants to assist with different aspects of the 

plan, such as ‘Horizon Scan’ (completed by HP Consulting), scenario 

planning (completed by Maven in association with Global Foresight 

Network), and financial analysis (completed by Mr John McRae). The 

Ministry of Health also provided input into the data analysis part of the 

project. 

A core planning group of about 35 clinicians, managers and consumer 

representatives was assembled from across the region. They met five 

times during the course of the project to undertake scenario planning 

and review and assess draft service models. Members of the planning 

group are listed in Appendix 2. 

 

Finally, several stakeholder groups (including DHB and non-DHB 

stakeholders) were involved at different stages of the project. The list of 

stakeholder meetings and workshops is provided in Appendix 2. 

1.4.3 About this document 

The main document follows a simple structure. 

• Chapter 2 ‘Central Region today’ – describing the current situation 

(and why it can’t continue) 

• Chapter 3 ‘Planning for the future’ – how the world is changing. 

• Chapter 4 ‘Our vision for the future’ – a better future to aim for. 

• Chapter 5 ‘How will the plan be used’ and chapter 6 ‘Next steps’. 

• Appendices – supporting information (for enthusiastic readers). 

 

The current state of clinical service in the region is described in Chapter 

2. This is based on the results of the ‘Horizon Scan’, data analysis and 

clinical services survey. The main purpose of this chapter is to provide 



 
INTRODUCTION 

 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  19 -  

 

background information and to lay out a case for change (i.e. what needs 

to change and why). 

 

Chapter 3 ‘Planning for the future’ outlines key trends and developments 

(those that can be anticipated and those that are uncertain) shaping the 

future of clinical services, internationally and here in New Zealand. This 

chapter serves as a ‘time machine’ – the purpose being to transport us 

into the (near) future and back again – to help us understand how our 

industry is going to change. 

 

Chapter 4 ‘Our vision for the future’ is where the ‘rubber hits the road’ as 

we outline a different service model for the future – one that will 

address the current issues and be ‘at home’ with the future environment. 

This service model is then applied to the Central Region with its unique 

geography and population spread to provide several options for how 

hospital services might need to be rearranged in order to be sustainable 

and provide good quality, safe and equitable healthcare for 850,000 

people (projected 2020 population) living in the lower North Island. 

 

Chapter 5 ‘How will the plan be used’ then suggests how the plan can be 

used as a ‘roadmap’ for a 12-year journey of service development and 

improvement. It also outlines how six DHBs can continue to work 

together and become more serious about their relationship, including a 

process for making joint decisions. Investments, infrastructure, quality 

and safety systems, together with best practice in community health 

development, all require joint decision making. 

 

Chapter 6 ‘Next steps’ – to be developed in more detail once the Boards 

have considered the draft – will provide readers some information about 

how to give us their feedback on this plan. 

 

In addition to the main document, there are a number of appendices 

providing additional, detailed information about the RCSP project 

(Appendices 1, 2 and 3), the Central Region and its clinical services 

(Appendices 4 and 5), summary of ‘Scenario Planning Workshops’ in 

Appendix 6, ‘’Three Centre Network’ service configuration – further 

information’ in Appendix 7, ‘definitions and abbreviations’ in 8, ‘further 

reading’ in Appendix 9 and ‘references’ in Appendix 10. 

 

Finally, three companion documents are available for those who really 

want to get ‘under the bonnet’ of the RCSP: Central Region Health 

Needs Assessment (by Central Region TAS); ‘Horizon Scan’ (by HP 

Consulting); and Emerging Clinical Services Future Scan (by Global 

Foresight Network). 
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2 Central region today 

 

2.1 People and services 

Before considering in more detail why change is needed it is important 

to understand the make up of the Central Region population and the 

current state of hospital services, including key demographic and service 

trends. This section provides a high level overview of these areas. More 

detailed information can be found in the companion document, ‘Central 

Region Health Needs Analysis.’ 

2.1.1 Demographic overview 

Demographic data is based on the 2006 Census estimated usually 

resident population2. Central Region’s population stands at 838,950 and 

represents approximately 20% of the total New Zealand population. The 

population of the largest Central Region DHB (Capital & Coast) is 

seven times that of the smallest (Wairarapa) as illustrated in Figure 2 - 1. 

                                                      

2 An estimate of all people who usually live in New Zealand at a given date. Includes all 
residents present in New Zealand and counted by the census, residents who are 
temporarily overseas (who are not included in the census), and an adjustment for 
residents missed or counted more than once by the census. Visitors from overseas are 
excluded. 

Figure 2 - 1:  Central Region population distribution by DHB (2006) 
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Population distribution 

The Central Region is sparsely populated with most of the population 

clustered in several urban areas as shown in Figure 2 - 2. Approximately 

eighty percent of the region are urban dwellers (compared to 86% 

nationally) however Capital & Coast and Hutt Valley in particular are 

highly urbanised (99% and 98% respectively). Wairarapa has the highest 

proportion of rural inhabitants (24%). 
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Age distribution 

The structure of the population by age group differs between DHBs. 

Wairarapa and Whanganui have ‘older’ populations (approximately 16% 

in the over 65 group). This is considerably higher than Capital & Coast, 

which at 10% is under the Central Region and national proportions 

(13% and 12% respectively). 

Gender distribution 

The Central Region has slightly more females than males (51% and 49% 

respectively). This is also the case for each of the six DHBs and New 

Zealand. 

Ethnicity distribution 

Central Region ethnicity make up is similar on a national level however, 

marked differences exist between Central Region DHB populations, as 

illustrated in Table 2 - 1. 

 

In Whanganui and Hawke’s Bay almost one in four of the population 

are Māori. Capital & Coast and Hutt Valley have the largest proportion 

of Pacific peoples. 

 

Table 2 - 1:  Ethnicity distribution by DHB in 2006 

  Māori Other
3
 

Pacific 
peoples 

 Whanganui 24% 74% 2% 

 Hawke’s Bay 24% 73% 3% 

 MidCentral 18% 80% 2% 

 Hutt Valley 16% 76% 8% 

 Wairarapa 15% 83% 2% 

 Capital & Coast 11% 82% 8% 

 Central Region 17% 78% 5% 

 New Zealand 15% 79% 6% 

 

 

                                                      

3 Other ethnicity includes all people who are not Māori or Pacific people ethnicity 
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Figure 2 - 2:  Central Region population distribution, deprivation and mortality by DHB (2006) 

Population distribution Deprivation Mortality 
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Deprivation distribution 

Socio-economic deprivation can be measured via the NZDep index 

(derived from variables contained in the Census about factors such as 

income and employment). There is great contrast between the 

proportions of people in each DHB living in the least deprived quintile 

(1) and the most deprived quintile (5). As illustrated in Figure 2 - 3. 

Capital & Coast has a more affluent population.  

 

Hawke’s Bay has a particularly poor population with 35% of people 

living in the most deprived quintile and Māori being particularly over 

represented at 42%. Wairarapa has the lowest proportion in the most 

deprived quintile (12%). Across all DHBs there are higher proportions 

of Māori and Pacific people in the two most deprived quintiles. 

 

 

 

 

 

 

 

Figure 2 - 3:  Population distribution by DHB, deprivation quintile and 
ethnicity (2006) 
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Population growth 

Between 2006 and 2026, Central Region population is expected to grow 

by 7% to 899,000 (0.2% per year). This is less than the national 

projected growth of 15% and is the lowest of the four Regions. Capital & 

Coast will experience the largest growth (15%) followed by MidCentral 

(9%), Hutt Valley (5%) and Hawke’s Bay (4%). The population is 

expected to decline in Wairarapa (-3%) and Whanganui (-9%).  

 

There are marked age group changes that DHBs need to be aware of – 

there will be more elderly and fewer young people and these trends are 

expected in all DHBs in the region. The 65+ group is expected to grow 

by 72% (this compares to 85% nationally), with Capital & Coast 

experiencing the largest annual growth rate. The numbers in the very old 

population group (85+) are expected to almost double, with Wairarapa 

having the highest growth rate. There will be 9% fewer young people 

under 15 years, which is in contrast to the 1% increase expected 

nationally.  

 

The ethnic composition of the region will become more diverse and 

there will be more Māori and Pacific peoples in all six DHBs. Expected 

growth by 2026 is 26% for Māori and Pacific peoples while the rest of  

 

the population is expected to remain fairly static. The overall proportion 

of Māori in the region will have increased from 17% to 20%, Hawke’s 

Bay and Whanganui will continue to have the highest proportions (28% 

and 30% respectively). Capital & Coast will continue to have relatively 

fewer Māori in comparison with the other DHBs (12%), but along with 

Hutt Valley will continue to have the highest proportions of Pacific 

peoples (8% and 10% respectively).  
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2.1.2 Hospital services 

Figure 2 - 4:  Location of hospitals in the Central Region 

 

 

Within the lower North Island there are seven public hospitals (Figure 2 

- 4). From north to south these are Hawke’s Bay, Wanganui, Palmerston 

North, Wairarapa, Hutt, Kenepuru and Wellington. Five of these can be 

classed as ‘acute’ hospitals at Level 4 (as per the so called New South 

Wales role delineation model). Kenepuru is a lower level (Level 3) and 

Wellington higher (Level 5). 

High level overview of current services 

A comprehensive range of services is offered across the region. 

Wellington Hospital provides the majority of the region’s most 

specialised services, with the exception of rheumatology, plastic surgery 

and burns services (Hutt Hospital) and cancer services (both Palmerston 

North and Wellington Hospitals).  

 

Table 2 - 2 to Table 2 - 4 set out the services provided across the region, 

describing whether the range of services is regarded as limited, wide or 

highly specialised (assumes a wide range of services also). This 

information was sourced from the ‘Horizon Scan’ and although checked 

by DHBs may need final verification. A high level overview of each 

service group follows, as well as key trends affecting them. 

 

There is a comprehensive range of medical services offered across the 

region, and most of these services are hospital based. There are many 

examples of visiting services to share specialist resources across the 

region, especially with the smaller DHBs. The demand for acute medical 

and emergency services is expected to exceed demographic growth and 

is stretching the capacity of inpatient beds and emergency departments 

in most DHBs. 

 
Acute Level 4 Hospital 

Elective/Rehab Level 3 Hospital 

Tertiary Referral Centre 

Limited Tertiary Services 
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Table 2 - 2:  DHB service overview (medical and cancer services) 

Medical services CC HB  HV MC WAI WHA 

General Medicine W W W W W W 

Cardiology W W W W L V-CC 

Interventional 
Cardiology T L  L   

Dermatology   L    

Endocrinology/diabetes W W W W V-CC L 

Gastroenterology W W W W L L 

Immunology L      

Infectious Diseases T W W W V-CC L 

Neurology W L V-CC L V-CC  

Renal Medicine T W V-CC W   

Rheumatology V-HV W T W V-HV L 

Respiratory Medicine W W W W L L 

Non-surgical cancer  services 

Medical Oncology T V-MC V-CC T V-CC/MC V-MC 

Radiation Oncology T V-MC V-CC T V-CC/MC V-MC 

Haematology T V-MC V-CC T V-CC V-MC 

 

L Provides a limited range of this service V Visiting service 

W Provides a wide range of this service T Specialised service 

C Contracted service   

 

Some aspects of cancer services across the continuum (prevention and 

early detection to palliative care) is provided by all DHBs. Treatment 

centres are based in Capital & Coast and MidCentral DHBs. Clinicians 

from these services undertake regular scheduled outpatient clinics in the 

other DHBs (including Tairawhiti and Taranaki). All patients who 

require radiotherapy travel to Wellington or Palmerston North for that 

component of treatment. The Central Cancer Network (CCN) 

encompasses the Central Region (including Taranaki and Tairawhiti 

DHBs) to provide multi-disciplinary, coordinated care. The demand for 

cancer services will also continue to grow faster than demographic 

growth and multi-disciplinary teams will become the norm as care 

coordination becomes increasingly important (from prevention through 

to palliative care). 

 

Women’s health services are offered in all DHBs, and each DHB 

provides acute obstetric and gynaecology services available 24 hours a 

day, seven days a week (24/7). Capital & Coast is the tertiary provider of 

obstetric services. The demand for gynaecology services is likely to 

remain static and the introduction of the HPV vaccine for adolescent 

girls is expected to dramatically reduce the incidence of cervical cancer 

over the next decade and beyond. Birth rates over the next five to ten 

years are expected to fall, however, demand for obstetric services will be 
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affected by the increase in caesarean sections and the increasing age of 

the pregnant woman. 

  

Paediatric or child health services are offered in each DHB. Capital 

& Coast provides some specialised services and Hutt (together with 

Starship) provides paediatric rheumatology. However a significant 

number of specialised services (e.g. neurology, cardiology, cystic fibrosis, 

respiratory, endocrinology, intensive care, orthopaedics, and renal) are 

provided by DHBs from outside the region including Auckland and 

Canterbury. Capital & Coast provides genetic services for the Central 

and Southern regions, and a national perinatal pathology service. 

Services are predominately hospital based, and most DHBs are in the 

process of strengthening outpatient and community based child health 

services. Following service viability issues in Whanganui last year 

paediatric medical services were contracted out to a private provider. 

Demand for paediatric services will be affected as the numbers of 

children decline across the region.  Care for children is expected to be 

provided increasingly on an outpatient basis and in the community, with 

the collaboration of other services and agencies (e.g. Child, Youth & 

Family, education and police) and primary health. The core role of 

inpatient services will become more one of rapid assessment and 

treatment of acutely ill children and those with complex clinical needs. 

Table 2 - 3:  DHB service overview (women’s, paediatric, surgical) 

Women’s Health CC HB  HV MC WAI WHA 

Gynaecology T V-CC W W L L 

Maternity T W W W W W 

Paediatrics       

Paediatric Medicine W W W W L C 

Paediatric Surgery W V-CC  V-CC V-CC V-CC 

Paediatric Oncology W      

Other paediatric sub-
specialties T  V-CC, T V-CC   

Neonatal Care (Level 
in brackets) 

T(3) W(2.5) W (2) W(2.5) L (2) L(2) 

Surgical Services       

General Surgery T W W W W W 

Cardiothoracic  T   V-CC   

Dental Surgery W W W W L C 

Maxillofacial  W W W W V-HV  

Neurosurgery T   V-CC V-CC V-CC 

Ophthalmology T W V-CC W V-CC L 

ORL Head & Neck W W W V-CC V-HV W 

Orthopaedic  T W W W W W 

Plastic Surgery V-HV V-HV T V-HV V-HV  

Burns   T    

Spinal Surgery W L  L   

Urology W W  V-CC V-MC V-CC/MC 

Vascular Surgery T W W W V-CC L 
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Core surgical services (general and orthopaedic) are offered 24/7 in 

each of the main Central Region hospitals. The smaller DHBs generally 

provide a limited range of surgical services, primarily because they are 

unable to support several practitioners as required by the relevant 

professional bodies (the exception is maxillofacial surgery in Hawke’s 

Bay, which is provided by a sole practitioner). Ophthalmology is not 

included within the College guidelines and is offered as a sole 

practitioner service in at least one instance. Surgical services demand can 

be expected to increase faster than demographic growth, particularly in 

disciplines affected by population aging such as orthopaedics and 

ophthalmology.  There will be a continuing trend towards less invasive 

procedures and more day case surgery however patients will have other 

conditions that require managing (co-morbidities) and a multi-

disciplinary approach will be needed. 

 

All DHBs have emergency departments (ED). Most EDs have some 

specialist medical staff accredited as Fellows of the Australasian College 

of Emergency Medicine (FACEM) on staff, although these are rarely 

available 24 hours a day. Capital & Coast ED is the main referral trauma 

centre for the region (including Nelson Marlborough).  

 

Table 2 - 4:  DHB service overview by range and type (clinical support 
services) 

Clinical Support 
Services CC HB  HV MC WAI WHA 

Emergency Medicine T W W W W W 

Intensive Care T W W W L L 

Radiology W W W W W W 

Interventional 
Radiology T W W W L L 

Nuclear Medicine W W W W  C 

Pharmacy W W W W W W 

Laboratory T C W C C C 

Psycho geriatric W W W W V-CC L 

Elder Health & ATR W W W W W W 

Community Services W W W W W W 

 

All DHBs have some level of Intensive Care. Capital & Coast is the 

highest level Intensive Care Unit (ICU) in the region and receives 

referrals for most cardiothoracic, neurosurgery and complex trauma 

cases. Whanganui and Wairarapa DHBs care for patients with the least 

complexity, while the remaining DHBs care for a wide range of critically 

ill patients. There are only a few vocationally registered intensivists in 

the region and these are not distributed across all DHBs.  
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General trends which shape the way ICU care is delivered include the 

emergence of outreach services and new technologies and treatments. 

These technologies are enabling the ‘virtual’ management of ICU/HDU 

patients. There is also an emerging trend to reduce the number of 

different locations in which ICU/HDU patients are managed. 

 

Most DHBs manage their own medical imaging, laboratory and 

pharmacy services, although contracted services are becoming 

increasingly common, especially laboratory. Growth in other clinical 

services has a cumulative impact on the demand for all clinical support 

services. Medical imaging is a significant growth area both in terms of 

growing demand as well as emerging technologies, some of which may 

replace interventional techniques such as angiography, and also enable 

diagnosis at less specialised hospitals. New drugs will continue to be 

tested and developed and will affect pharmacy services. Genetic testing 

will affect a number of services including laboratories and the 

continuing growth in i-stat technology will enable immediate testing thus 

supporting the off-site provision of laboratory services.  

 

Rehabilitation and elder health services are offered in each DHB, 

although specialist psychogeriatric services are generally based in the 

larger DHBs. Trends suggest that demand for these services will 

increase significantly in terms of actual numbers because of the ageing 

population. Each DHB offers a range of community and home based 

services, and many are in the process of developing new initiatives such 

as specialist nursing services to manage a wider range of people in the 

community.  

2.1.3 Primary health and community services 

A strong primary health care system is central to improving the health of 

New Zealanders and, in particular, tackling inequalities in health. 

Primary health care covers a broad range of services and at a high level 

can be defined as focusing on publicly funded population health 

approaches and first-contact care for a general range of problems. This 

includes general practice services, health education, counselling, disease 

prevention, immunisation, and screening services received in the 

community.  Delivery of these services is principally through PHOs (and 

their primary care practices and member organisations) as well as 

through a network of other community and NGO agencies and 

providers. 

 

PHOs are non-profit organisations contracted to DHBs to provide a 

comprehensive set of preventative and treatment services for their 

enrolled population. There are 22 PHOs in the Central Region with the 
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number per DHB being Capital & Coast (6), Hutt Valley (6), MidCentral 

(4), Hawke’s Bay (3), Whanganui (2) and Wairarapa (1). Hawke’s Bay 

have the higher number of average enrolments per PHO and Hutt 

Valley the lowest. 

 

PHOs get a set amount of funding to subsidise a range of health services 

for their enrolled populations, including funding to subsidise the costs 

of visits to the doctor and pharmaceutical charges, run health promotion 

programmes, provide new services or improved access to reduce health 

inequalities among high-need groups and to provide more continuous 

care under the Care Plus programme.  The factors that influence the 

level of subsidy paid in respect of each person enrolled are age, gender, 

ethnicity, deprivation quintile and whether the person holds a 

Community Services Card or a High Use Health Card.   

 

A very low cost access payment for PHOs (and their practices) that 

meet and maintain very low fees was introduced in October 2006. This 

initiative recognises those practices that typically serve communities with 

high health needs who do not have the income to support higher fees.  

 

There has been a great deal of innovation by DHBs and PHOs across 

the region resulting in locally targeted projects that focus on perceived 

areas of greatest need (e.g. diabetes, cardiovascular risk management, 

asthma, sexual health, youth health, mental health, refugee and migrant 

health and immunisations services). For example a number of outreach 

services provided by primary health multi-disciplinary teams (including 

doctors, nurses and community health workers) have found real success 

in taking services to communuties that would otherwise not engage with 

mainstream services (e.g. immunisation, breast and cervical screening, 

cardiac rehabiliatation and respiratory services). Kaupapa Māori services 

have had a key role to play here. Considerable benefits have also been 

gained by working across and with other  sectors (e.g local City 

Councils, Work and Income New Zealand, Ministry of Social 

Development, Housing New Zealand and Accident Compensation 

Corporation). 

 

Other initiatives focusing on integrating care within communities are 

continuing to evolve throughout the region (e.g. Capital & Coast’s Care 

Coordination Centre which provides a single point of entry for all 

referrals requiring access to community based health services). 
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2.2 Infrastructure 

Summary – Infrastructure 

This section provides an overview of the infrastructure elements such as 

information systems and technology, transport and equipment and 

facilities. Currently, each DHB runs their own information systems and 

maintains them through their local IT departments. There is only limited 

sharing of clinical and administrative information between the DHBs. A 

common direction in terms of future acquisition and implementation of 

hospital systems is emerging. Inadequate transport and accommodation 

assistance is already a concern and this is likely to become more so with 

the rising costs of fuel and some services becoming more specialised and 

delivered in less locations. Most patient transport is outsourced to 

ambulances, air transport providers and public transport providers, and 

DHBs have limited ability to influence long term development. Hospital 

building and redevelopment projects are underway or have recently been 

completed in all regional DHBs. Investments in facilities, equipment and 

new technology are largely local decisions, with some coordination 

through the Regional Capital Committee.  

 

2.2.1 Information systems and technology 

Information systems (IS) services across the region are provided in-

house by each DHB, with Capital & Coast receiving IS services from 

HIQ, a shared service venture with Taranaki DHB. Patient 

administration systems (PAS) are not consistent across the region with 

four different systems being in place. A regional network infrastructure 

to facilitate sharing of information was completed last year and 

initiatives underway include the development of a regional storage 

facility to store digital images such as X-rays and laboratory results. 

Three DHBs are exploring purchasing a common PAS.  

 

International trends in IS are towards regional approaches for 

information technology, common purchasing systems, consolidation of 

IS organisations and outsourcing of information services. Consolidation 

provides cost benefits and also means information operating 

environments and processes are standardised, thus facilitating the 

sharing of information between health professionals. The move to 

seamless electronic records needs to be accomplished with close 

consideration to patient/client concerns about privacy, security and 

access issues (e.g. who is allowed to see my results?).  
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The ‘Horizon Scan’ found that IS services across the Central Region 

were poorly aligned to support clinical models of care. Limited financial 

resources mean Central Region DHBs struggle to compete with other 

businesses to attract a quality workforce. Consequently there are often 

staff shortages and efforts are primarily focussed on maintaining 

business as usual rather than development activities. However, there are 

a number of examples of successful new IT/IS initiatives in the region, 

such as the following case study from Hutt Valley DHB. 

 

Case Study: IT at Hutt Valley 

In 2007 Hutt Valley instigated a pilot implementation which allowed a 

number of GP practices to access the electronic hospital patient system. 

This has improved continuity of care and safety as GPs can find out 

what is happening to their patient either while in hospital or immediately 

after discharge. Therefore if the discharge summary is delayed GPs can 

retrieve information themselves. Test results and clinic letters can also 

be accessed thus providing more complete information for diagnosis 

and treatment of the patient in the community. More recently, a patient 

search function has been developed to identify patients with long term 

conditions so they can be enrolled and maintained on an on-going care 

plan. 

One quarter of survey respondents identified information technology as 

a priority area for regional investment and the only other area mentioned 

more often was specialist services. It is of note that substantial 

collaboration at a service level would require information technology to 

enable this. Shared electronic assessment tools and software to enhance 

communication were suggested as well as investment in telemedicine 

and videoconferencing. These technologies would facilitate the effective 

coordination of patient assessment, diagnosis and treatment across 

different care settings – including home. As many clinicians have stated, 

“we all need to be speaking to each other in the same language and in a 

timely way”. 

 

The implementation of a common clinical information system would 

support the adoption of an integrated, consolidated patient record, 

including patient privacy and security requirements. While some 

reservations have been expressed about the ability to achieve this, an 

example follows of how Capital Health in Canada introduced a single 

clinical data repository. 
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Case study: Clinical data repository 

Capital Health in Edmonton, Alberta, Canada implemented a region-

wide clinical data repository in 2002. The consolidated clinical data 

repository was a key enabler for a Regional Electronic Health Record. 

The Regional Electronic Health portal (known as netCare) provides 

access to 1.8 million patient records to over 10,000 healthcare 

professionals across 11 secondary care facilities and 30 GP practices. 

Information is sent to the central data repository by the 11 secondary 

care facilities.  

Patients’ health records are accessed by authorised users via a web based 

clinical portal. The type of information accessed includes results for 

laboratory and radiology, clinic letters, discharge letters, operation notes, 

current medications, allergies and alerts and relevant clinical knowledge 

bases (‘Horizon Scan’, 2008, p47). 

 

A range of new medical technologies is emerging, with different stages of 

uptake evident across the region. They include scanning technologies, 

3D imaging, PET scans and genetic testing and screening. Some of these 

have the potential to radically alter the way health services are provided, 

for example, the new generation CT scanner can reconstruct 3D images 

and will replace more invasive procedures.  

The following priorities for the Central Region going forward were 

identified in the ‘Horizon Scan.’ 

 

Priorities 

Consideration should be given to implement common IS systems and 

support to enable: 

• faster implementation of technologies which support workforce 

productivity  

• regional electronic health record through common data repositories 

and portal 

• an infrastructure which is better positioned to cope with new 

emerging technologies 

• more efficient establishment of interfaces with national systems 

• stronger clinical audit capability across a broader population group 

• more robust 24/7 IS helpdesk support. 

 

Regional IT solutions are viewed as an essential enabler of clinical 

collaboration, and a regional information systems strategic plan (ISSP) is 

necessary to provide a coordinated information strategy for the region. 
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2.2.2 Transport 

It is commonplace for patients to travel to receive services and mostly 

this will be within a DHB area. However patients also travel outside 

their district – three quarters of the clinical service survey respondents 

stated that patients in their service needed to travel outside the district to 

receive treatment for certain specialist services. This was generally linked 

to DHB size.  People and their families/whānau are more likely to have 

to travel in the smaller DHBs. 

 

The Central Region is smaller geographically (but with a higher rural 

population) than the other three regions, has a good network of roads in 

reasonable condition and public transport is available between the main 

towns and in larger cities. The majority of the region’s population can 

access a hospital providing 24 hour, acute services within one hour by 

road, and all hospitals except Hawke’s Bay are within three hours by 

road of Wellington. Travel times are shown in Figure 2 - 5. 

 

DHBs and ACC fund transport by road and air ambulance (helicopter 

and fixed wing) for emergency care. However, ambulances also play a 

big role in non-emergency care and transfer patients to and from 

hospital for admission, outpatient appointments, transfers between 

hospitals and connections for air ambulance flights. 

Figure 2 - 5:  Travel time from a public hospital in the Central Region 
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A national travel assistance policy does provide some support for 

people, families/whānau if certain criteria are met, however the survey 

identified that many services (half who answered this question) believe 

that this is not sufficient. The most concern came from DHBs most 

distant from the tertiary hospital – Hawke’s Bay and Whanganui. It was 

felt that the lack of support does affect access to services and particular 

concern existed around people, families/whānau living in rural areas and 

those in lower socio-economic groups (e.g. “many people on benefits do not 

meet entry criteria and therefore are reluctant to attend OPD [outpatient] 

appointments”). This view was strongly supported in a consumer forum. 

Processes for claiming reimbursement were described as cumbersome 

and sometimes lengthy. This was also supported in the recent Central 

Region report, ‘Renal Services in the Central Region’ (TAS, 2007). 

 

There are a number of free transport services and shuttles operating 

across the region, some relying on volunteers, however they are not 

coordinated or accessible to all people, families/whānau and do not 

always operate at preferred times. There is likely to be increasing 

demand for DHBs to fund these services (e.g. the community trust that 

runs a daily shuttle between Levin and Palmerston North has recently 

approached the DHB for funding support). Accommodation was also 

raised as an issue at the transport and consumer forums – this can be 

costly for families and on many occasions appropriate accommodation 

is not available in Wellington. 

 

The Inter Hospital Transfer rural adjustor of $4.5 million nationally 

provides additional funding support for transportation, however this 

does not cover costs (e.g. actual air transport costs are reported to be 

over $20 million, with the shortfall being paid by the DHBs). At a forum 

with transport providers a number of other issues that impact health 

services and affect transport providers were highlighted. 

• Funding is a significant issue, which may affect the viability and 

quality of road and air ambulance services – government 

funding makes up 85% of road ambulance and 30% of air 

ambulance funding. Some road ambulance costs are passed 

onto patients. 

• Road ambulance services are dependant on a volunteer 

workforce to operate (only 25% of the workforce is paid) and 

there are shortages and skill mix issues. Some ambulances are 

single crewed which may affect the ability to provide optimal 

treatment in a timely manner. Ambulance New Zealand 

estimates that it would cost $20 million nationally to double 

crew all ambulances. 
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• There is an increasing volume of non-emergency work, for 

example, inter-hospital transfers and transport in the 

community, which has placed pressure on emergency services.  

• Central Region (including Nelson Marlborough) has the highest 

volume of patient transfers nationally (50%). These are mainly 

inter-hospital transfers and the majority of these are for 

cardiology services. Over half the volume of transfers within the 

region are Hawke’s Bay patients.4  

 

Recent work completed by a Whanganui-MidCentral regional taskforce 

identified the need to improve transport and transfer services to support 

obstetric services in the future. It was suggested that the scope should 

include clinical teams and family/whānau as well as the patient (woman 

and baby). The need to improve equipment such as transportation 

incubators and fetal monitoring machines was also highlighted. 

 

Travel costs are expected to increase as oil becomes more scarce and 

‘model of care’ changes are likely to see more patients transferred to 

                                                      

4 This is due to the availability of interventional cardiology services such as angioplasty 
and pacemaker insertion at local DHBs. The volume of travel is expected to reduce as 
DHBs establish some of these services (e.g. Nelson Marlborough has commenced 
angioplasty and Hawke’s Bay plans to commence pacemaker insertion in the near 
future).  

centres of excellence for complex health care. Therefore transport will 

become even more important in the future and smaller rural areas in 

particular will need to have excellent ambulance and transport services. 

If travel barriers are too high some patients will not access services until 

they are sicker and require more complex care. 

 

Clinical teams will also be travelling more as models of care change and 

clinical networking arrangements become established, this needs to be 

managed in a way that protects working conditions. The need for travel 

is expected to be offset by the increase in communications technology 

that allows remote care to occur. 
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Priorities 

A regional transport plan is needed to identify current transport options 

and to identify the principles that will shape the way patients are moved 

between locations. This plan also needs to consider: 

• the expected cost increases associated with transport due to rising 

costs and growing demand to move patients for services such as 

renal dialysis 

• streamlining transport to ensure there is rational and safe movement 

of patients between locations 

• ways of working differently with ambulance services. This may 

include ensuring there is a good ratio of advanced paramedics in 

rural areas 

• how acute obstetric services will be supported in the scenario of 

changes to the configuration of services across the region, especially 

in smaller centres 

• streamlining of supporting processes such as transport scheduling, 

billing and reimbursement processes. 

 

 

 

2.2.3 Equipment and facilities 

Each DHB in the Central Region has a major hospital providing a range 

of acute and elective hospital services (as outlined in the hospital 

services section above). Three smaller sub-acute hospitals are located at 

Wairoa (Hawke’s Bay), Horowhenua (MidCentral) and Kenepuru 

(Capital & Coast). A number of DHB owned health centres are 

scattered across the region. Some public services are also provided in 

private and community owned facilities. 

 

Because facilities is an area of significant ongoing investment for DHBs 

it is crucial further investment is coordinated across the region and is in 

line with longer term plans for hospital services. Considerable facility 

development has either occurred recently or is planned over the next 

few years, as outlined in Table 2 - 5, and needs to be taken into account.  

 

Facilities and equipment were the fourth highest-ranking issue identified 

in the clinical services survey (mentioned by 32% of respondents). 

Hawke’s Bay prioritised this particularly highly (57%) and by service 

grouping, clinical support and medical services raised this most often. 
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Table 2 - 5:  Hospital services facility developments in the Central 
Region 

DHB Facility Description 

Whanganui Whanganui 
Hospital 

New theatre, day surgery unit and 
acute services block due to open in 
2008 

Wairarapa Wairarapa Hospital New hospital completed 2006. 
Exploring establishing a public health 
facility and learning centre 

Hawke’s Bay  Hawke’s Bay 
Hospital 

Site master plan under development, 
likely to include expansion of theatres 
and new mental health unit. Possible 
major rebuild 

Hutt Valley  Hutt Hospital Site master plan submitted, proposed 
new theatres, AAU and extensions to 
ED and ICU  

Palmerston North 
Hospital 

Site master planning commencing  MidCentral 

Horowhenua 
Health Centre 

New facility opened 2007 

Wellington Hospital Major new redevelopment due to 
open in 2008/09 

Capital & 
Coast 

Kenepuru Hospital Redeveloped facility including 
additional theatres completed 2007 

 

The theme was primarily lack of space although the appropriateness and 

location of services was also raised. Examples of issues raised included: 

 

“Combined adult and paediatric unit. Design fault in departmental / hospital 
layout. Lack of available clinical space”  

“Not enough space (and scattered around hospital)”  

“Aging and faulty equipment”.  

 

One respondent also linked workforce to this area commenting that 

capital investment was required when new surgeons are recruited with 

specialised expertise (e.g. colorectal surgery).  

 

The ‘Horizon Scan’ identifies the following areas of importance for 

future facility planning work. 

 

Key facilities considerations 

• Facilities are future proofed in terms of being right sized for 

capacity for the catchment they will serve over the next 20 years 

• Design is driven by models of care and flexibility is appropriately 

factored in  

• Investment decisions are appropriately prioritised and supported by 

robust business cases at a DHB level but also take into account 

regional priorities and affordability 
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2.3 The case for change 

 

There is growing evidence that the current health systems of 

nations around the world will be unsustainable if unchanged 

over the next 15 years. Globally, healthcare is threatened by a 

confluence of powerful trends – increasing demand, rising 

costs, uneven quality, misaligned incentives. If ignored, they will 

overwhelm health systems, creating massive financial burdens 

for individual countries and devastating health problems for the 

individuals who live in them. (PricewaterhouseCoopers, 

HealthCast 2020: Creating a Sustainable Future, 2005) 

 

 

 

 

 

 

 

 

 

 

Summary – The case for change 

The ‘case for change’ explores sustainability, access, inequalities, 

efficiency and demand (including future trends) and demonstrates that 

the current service model is: 

• clinically unsustainable – some services are failing and many others 

are at risk of failing  

• financially unsustainable – ongoing deficits will prevent adequate 

investment into the current configuration of services 

• unable to make significant gains to improve quality and safety of 

care 

• unable to tackle access issues and inequalities 

• provider-centric rather than patient-centric – systems are designed 

around service requirements rather than the patient journey 

•  fragmented rather than integrated – there is limited service 

coordination and ability to share information between care settings 

(hospitals, primary and community) 

• unfit for the future environment – future health care will be radically 

different from today`’s. 
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This section presents the argument for change and why the status quo 

cannot continue. Central Region DHBs are facing a number of serious 

issues particularly in relation to sustainability and quality of services. A 

number of services have failed (or very nearly) over the past two years 

including; electrophysiology and paediatric oncology at Capital & Coast, 

and obstetrics & gynaecology and paediatrics in Whanganui. The Central 

Region has also featured highly in concerns about the quality of services 

in several recent Health and Disability Commission cases.  

 

A number of the region’s DHBs have large financial deficits. Last year’s 

projected deficit of approximately $48 million for 2009/10 at 

Capital & Coast led to the ‘Sustainable Health Services Review’. While 

the review found some opportunities for efficiency improvements it also 

identified a number of services as too small, with clinical sustainability 

issues. 

 

Furthermore, the Ministry of Health has also expressed concerns about 

the sustainability of some services nationally. They have recently 

embarked on a project to create a national, long term sector framework. 

Amongst the reasons identified for this initiative was the view there are 

signs of system failure for critical health services and the ‘system’ is not 

always acting as a ‘system’. 

Internationally, as illustrated in the opening quote, the same themes and 

considerable literature describe why and how health services must 

change in order to address increasing pressures. In the face of this 

challenge DHBs also need to simultaneously address serious workforce 

issues with constrained funding. A tall order! 

 

A 2006 report on the future of the Acute Hospital in the United 

Kingdom talks about changing before health pressures become 

irresistible, “to engage proactively with planned reconfiguration, or 

whether to wait and see how the environment evolves” (National 

Leadership Network, 2006, p16). The report described the risks of delay 

and continuing with the status quo as in the following diagram. 
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Figure 2 - 6:  Changing before service failure occurs 

 

 

The issues facing Central Region DHBs have been identified clearly 

through the clinical services survey findings, an analysis of DHB 

workforce and activity data and the ‘Horizon Scan’ and stakeholder 

forums). Of note is the remarkable commonality of themes from these 

different sources. The ‘Horizon Scan’ summarises critical issues and key 

challenges for Central Region DHBs now and into the future as: 

• sustainability of services – a number are not clinically or financially 

viable 

• inequalities in service access, utilisation and outcomes – 

especially for Māori but also geographically 

• demand – growth in chronic disease and the proportion of 

older people 

• efficiency – duplication in the areas of workforce, infrastructure, 

clinical plans and guidelines  

• customer satisfaction – expectations for a quality service are 

continually growing  

• investment – low funding levels relative to the rest of 

New Zealand and limited technology investment affecting 

uptake of new technologies. 

 

The top issues reported by services are illustrated in Table 2 - 6 and 

show workforce as the number one issue by a large margin. 

 

The Central Region population needs efficient delivery of sustainable, 

good quality, accessible and equitable health services. Change is required 

in order to achieve this. The current and emerging situation in relation 

to these criteria are discussed further. The changing environment 

including demand for services is also explored. 
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Table 2 - 6:  Response from clinical services survey 

What would you see as the top five issues 
for your service?  

Respondents 
mentioning 

Total number of respondents = 118 (91%) No. %   

Workforce (recruitment, retention, shortage of staff) 94 80% 

Availability of and access to services 45 38% 

Dealing with increased demand  38 32% 

Facilities and equipment 38 32% 

Funding issues, under-resourcing 25 21% 

Service quality/information and audit 23 19% 

Inadequate information systems and infrastructure 19 16% 

Service coordination issues 19 16% 

Service planning and development 18 15% 

Inter-DHB/regional issues 14 12% 

Management and relationships 13 11% 

Sustainability of services 13 11% 

Process issues including bed blocking 10 8% 

Keeping up with new technology 9 8% 

Primary health issues 7 6% 

Miscellaneous 6 5% 

Community issues including expectations 4 3% 

Travel/accommodation 3 3% 

Services for Māori/Pacific 2 2% 

Total Responses 400   

2.3.1 Reason for change No.1 – because people and 
their families/whānau need services they can 
count on 

The problems maintaining clinical and financial sustainability of clinical 

services has been confirmed through this project. A number of services 

being delivered across the Central Region are not clinically viable. In 

addition to this, a picture of deteriorating financial viability is emerging 

across the region. 

 

Workforce is the primary determinant of clinical sustainability and will 

be firstly discussed before identifying vulnerable services. 

Workforce 

Workforce is the most significant area of investment for DHBs and 

nationally accounts for 70% of the costs of delivering public health 

services. The considerable international dimension of the workforce is 

also worth noting - New Zealand has the highest proportion of migrant 

doctors among OECD countries and one of the highest for nurses 

(OECD, 2007). In terms of the average number of health professionals 

per 1,000 population, New Zealand is lower than the OECD average for 

physicians, slightly above for nurses, comparable for pharmacists and 
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50% lower for dentists. About a third of practising physicians are in 

general practice. 

  

There are notable imbalances in geographical distribution for medical 

practitioners and specialists across the country with ratios much higher 

in the urban areas (Capital & Coast has one of the highest ratios) while 

the distribution of nurses is much more even. Over half of nurses (55%) 

are employed by DHBs, 11% work in primary health care, 9% in 

residential care and 9% in private hospitals (Nursing Council, 2007).  

 

Central Region workforce statistics, illustrated in Table 2 - 7, are 

consistent with national averages and show a female dominated 

workforce. 

Table 2 - 7:  Central Region health workforce 

 Female Male Total 

Number 9103 2408 11,511  

Full time Equivalents 7402.1 2204.1 9606.2 

Percentage 77% 23% 100% 

Average FTE 0.81 0.92 0.83 

Source: DHBNZ Health Workforce Information (Sept 2006) 

 

The average age of clinicians across all service groups in the Central 

Region at 44.54 years is slightly higher than the national average of 43.97 

years. The DHBs with the oldest average age are Hawke’s Bay (44.88), 

Whanganui (45.46) and Wairarapa (45.96). It is worth noting that these 

are the more geographically peripheral DHBs. Capital & Coast DHB has 

the youngest workforce (42.30). Midwifery services are the services with 

the oldest workforce average in the region (46.98) and medical services 

the youngest (42.13).  

Figure 2 - 7:  Age comparison of clinical workforce by DHB 
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The workforce demographics above, nationally and also internationally 

show that the health workforce is changing. There are shortages of 

health professionals across the globe and NZEIR estimated in 2004 that 

the demand for labour in health and disability services in New Zealand 

will grow between 40 and 69 percent by the year 2021. They further 

predicted that labour shortages will become more critical from 2011 

onwards. This along with the epidemic of chronic disease is forcing 

changes to the way services are delivered. The workforce is aging and 

there are now more women doctors, a greater percentage of whom work 

part-time. And, as the ‘baby boomers’ age, evidence shows that the new 

generation of workers are demanding a better work life balance. Call 

rosters with small teams of two or three are no longer acceptable, with 

the move being to shorter hours (particularly for the medical 

workforce). Better working conditions has been a significant thrust of 

employment negotiations in recent years.  

 

Workforce came through as the most serious issue facing the Central 

Region DHBs throughout the clinical services survey. Recruitment and 

retention difficulties have led to workforce shortages across all 

professional groups caused by a number of factors including being 

unable to compete globally and provide attractive working conditions, 

including education and training. The result has been a loss of vital 

experience, further aggravating the situation and contributing to staff 

feeling overwhelmed and unable to provide an acceptable level of 

service. This situation also impinges on the ability to develop services 

and compromises the learning environment with insufficient capacity for 

staff to undertake training. These latter issues are of significant concern 

when considering quality of care. 

 

Services are also struggling with increased demand and increasingly 

complex care requirements (caused by advances in technology and the 

increase in long term conditions). Health professionals are now more 

specialised and need to work in multi-disciplinary teams in order to 

provide more seamless and holistic patient care. There has been a move 

to clinical networking where clinical teams provide services to patients 

across many different care settings (joining up specialties, hospitals, 

primary and community). 

 

The link between workforce problems, access to services and quality of 

care is not to be underestimated. This interrelationship came though 

strongly in the clinical services survey. Over one third of survey 

respondents thought availability and access to services was an issue and 

the need for additional resources (staff/time/funding) was identified by 

44% as necessary to improve clinical quality activities (audit). 
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Findings from our Clinical Services Survey. 

 

Problems 

• Most respondents (80%) thought workforce was an issue and this 

was consistent across DHBs and services 

• The majority of concerns were related to recruitment, retention and 

workforce shortages and applied to all professional groups 

• The majority thought staffing levels (full-time equivalent or FTE) 

were not sufficient. The amount of additional FTE identified to 

meet the current level of service demand was significant. A 

conservative figure is 315 FTE across the region (this would equate 

to a higher number of people due to the part-time factor). The less 

than 100% response rate for the survey should also be noted 

• Medical positions were identified as the hardest to replace by all 

DHBs, with MidCentral and Whanganui rating the highest. 

Capital & Coast identified nursing positions as hardest to replace 

and replacing allied health positions appeared to be a bigger 

problem at Hawke’s Bay DHB. All women’s services expressed 

difficulty in recruiting medical staff and obstetric services raised 

serious midwifery shortages 

• Three quarters anticipated the workforce situation remaining the 

same or getting worse over the next five years. This was at odds 

with the ratings given for service sustainability (the majority rated 

this quite high at 3 or 4 (4 = sustainable)). Capital & Coast had the 

highest number of negative responses in both areas 

• A number of services describe themselves as ‘vulnerable’, ‘unstable’ 

or ‘in crisis’. These services were more likely to be at 

Capital & Coast, Whanganui or Wairarapa 

 

Solutions 

• One quarter thought workforce issues can be resolved by additional 

staff, but almost the same number believed that the answer is in 

workforce development (education, training and role development)  

• Most services (79%) thought more nurse specialist roles should be 

developed with the highest ratings from the medical services group 

(93%) and Hutt Valley and Whanganui DHBs (87%) 

• Collaboration is seen as the most significant solution to service 

issues (integration with primary care and community health also 

featured highly) 

• Workforce and service development are seen as the top regional 

opportunity (47%) 
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• Regional investment should be targeted at specialist services, 

followed by information technology and capital, equipment and 

procurement  

• Almost all respondents (97%) stated they saw some value in regional 

networking 

• The most important benefits of regional networking were ‘support 

and sharing of learning and information’ followed by ‘improving 

quality’ and ‘improving access’ 

 

Clearly, there are significant workforce issues that the Central Region 

needs to address urgently in order to reverse the situation. New ways of 

working will be required in the face of these workforce shortages, which 

are predicted to worsen in the next five years. Ron Paterson (Health and 

Disability Commissioner) summarises the problems and solutions: 

 

Public hospitals face major pressures related to workforce and 

training, distribution of skills and skill mix, and financial 

resources. They are particularly acute in smaller centres. 

Isolation is the ‘kiss of death’ for a clinician, a department and a 

DHB. Regional and national service planning, and increased 

coordination and collaboration across DHBs, is essential to 

maintain safe, good quality services in the face of these 

pressures (Health and Disability Commissioner, 6 February 

2008). 

Clinical sustainability – which services are vulnerable? 

As mentioned earlier the problems of clinical sustainability in the Central 

Region have been highlighted in recent times through service failure. 

Findings from the ‘Horizon Scan’ and the clinical services survey have 

shown that most DHBs are finding it increasingly difficult to ensure 

local provision of some services.  

 

In particular, the delivery of surgical specialities in the smaller DHBs 

was highlighted (as they can become clinically unviable if just one or two 

clinicians leave). At a regional level, some tertiary and high-end 

secondary services are finding it difficult to maintain a critical mass of 

clinicians, equipment and funding. In the past, unplanned changes to 

service delivery (DHBs starting or exiting services) have occurred with 

significant consequences for neighbouring DHBs. In the current 

environment of scarce resources (workforce and funding) DHBs cannot 

afford for this situation to continue. 
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Clinical sustainability of services largely comes down to two elements; 

sufficient workforce and activity. Enough activity is important for 

financial reasons (economies of scale) but is also more important from 

the point of service quality – to ensure the skills of the workforce can be 

maintained and developed. As guidelines for an appropriate volume of 

activity do not exist for most specialties an assessment of workforce 

numbers is used to examine service sustainability. In assessing clinical 

workforce, a meaningful comparison would be FTEs and headcounts of 

the Central Region with other regions in New Zealand and other 

countries with similar geography (e.g. Scotland or Ireland). 

Unfortunately there are no New Zealand documents of this nature with 

the only suitable documents being for the medical workforce from 

Australia and the UK. 

 

The Australian Medical Workforce Advisory Committee (AMWAC) 

report, Sustainable Specialist Services: A Compendium of Requirements. 2004 

Update provides a guide on the level of medical workforce and takes into 

account geographical isolation. Although caution must be used in 

applying this guideline to the New Zealand situation, it provides some 

indication of the services where issues may exist. The following services 

at a regional level do not meet the AMWAC guidelines. 

 

• Dermatology. 

• Endocrinology/diabetes. 

• Gastroenterology. 

• Neurology. 

• ORL (ENT) Head and Neck Services. 

• Orthopaedics. 

• Renal. 

• Urology. 

 

Table 2 - 9 shows 35 clinical departments across six DHBs have only 2.0 

FTE or less medical specialists providing clinical leadership and 

specialised services. Five other clinical departments were viewed as not 

sustainable due to low activity, sole practitioners or having clinicians 

close to retirement. In addition, all DHBs have reported that obstetric 

services are not sustainable due to insufficient numbers of midwives.  

 

It is important to note that the number of services failing the AMWAC 

recommendation at a regional level is significantly fewer that the number 

of individual departments below 2.0 FTE. This could indicate the issue 

is in the distribution of workforce rather than the lack of it. The 

conclusion is that most of the region’s services can be sustained but only 
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if there is better coordination, and increased regional working rather 

than just between one or two DHBs. 

 

The discussion above and column 3 in Table 2 - 9 focuses on the 

medical workforce as a determinant of service sustainability.  It is 

important to emphasise that shortages and skill levels in other 

professional groups such as nursing and midwives also impact on the 

ability to sustain clinical services. For example the current midwifery 

shortages are impacting on the arrangement of acute obstetrics service 

delivery and the present model of care (Lead Maternity Carer or LMC). 

Shortages of midwives as LMCs has resulted in transfer of some primary 

obstetric services to the hospital, however hospitals are not able to work 

within this continuous model of care.5  

 

Clinical support services are not included in Table 2 - 9, however a 

number of departments in this category identified sustainability issues in 

the clinical services survey. The majority (91%) identified recruitment 

problems and this group overall were the most negative about the 

workforce situation in five years. A number of departments described 

their situation as vulnerable or critical and shortages of radiologists, 

                                                      

5 The MoH have written a new service specification to cater for this. 

anaesthetists, emergency physicians, pharmacists as well as emergency 

department nurses and junior doctors and intensive care and community 

nurses appeared to be the most pressing problems. 

 

The ‘Horizon Scan’ also identified the following clinical viability issues 

by service group. 

Table 2 - 8:  Clinical viability issues (Adapted from Horizon Scan, pg 18) 

Service Issue 

Emergency 
Departments 

Demand is growing above population growth.  Availability of 
FACEM’s is limited 

Intensive Care  Shortage of ICU beds and college accredited intensivists 

Clinical Support Shortage of radiologists, and Whanganui not PACS enabled  

Medicine Demand is growing above population growth.  Some tertiary 
services vulnerable 

Surgery Whanganui and Wairarapa DHBs are vulnerable to viability 
issues.  These issues will impact on neighbouring DHBs.  
Some tertiary services also vulnerable 

Cancer Shortage of oncology specialists and viability issues in 
some of the cancer sub-specialities such as paediatric 
oncology 

Child Health Difficulties maintaining a sustainable workforce base in 
Whanganui and Wairarapa, impacting on MidCentral 

Women’s Health Shortage of specialist workforce impact Whanganui and 
Wairarapa, and consequentially on MidCentral 

Elder Health and 
AT&R 

Impact of ageing population 
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Table 2 - 9:  Clinical sustainability assessment (refer to text box for column notes) 

 

Services 

1 

Regional 

discharge 

rates 

2 

DHB population 

below AMWAC 

recommended 

level 

3 

Less than 

2.0 FTE in 

any 

department 

4 

Other 

(including 

self-

reported) 

 

DHBs most 

affected 

Cardiology Comparable No Yes  HB 

Dental High  Yes  HB, HV, MC, WHA 

Dermatology Low Yes (WAI) Yes Yes CC, HB, MC 

Endocrinology & diabetes Low Yes Yes Yes CC, HB, HV, MC 

Gastroenterology Comparable Yes Yes Yes CC, HB, HV, MC 

General surgery Low No Yes Yes WAI 

Infectious diseases Low  Yes  CC, HB, WAI 

Neurology Low Yes (WAI) Yes Yes HB, MC 

Ophthalmology Comparable  Yes  HB, WAI, WHA 

ORL (ENT) head & neck Low Yes (WAI) Yes  HV, WHA 

Orthopaedics Comparable Yes (WAI) Yes  WAI 

Paediatric medicine High  Yes  WAI 

Paediatric oncology High  Yes Yes CC 

Paediatric sub-specialties   Yes Yes CC 

Renal medicine Low Yes (WAI, WHA) Yes  MC 

Respiratory medicine Low  Yes  HB, HV 

Rheumatology High  Yes Yes HB, MC, WAI 

Urology Comparable Yes (WAI) Yes Yes HB, WAI, WHA 

 

1. Regional discharge rates taken from a 

comparison of Central Region with other 

regions. Data sourced from Ministry of Health 

2. AMWAC recommendations applied at a 

DHB population level, where available. At a 

regional level all recommended population 

minimums are exceeded 

3. Workforce less than 2.0 FTE is determined 

on the basis of a regular 1:4 on call roster, 

reducing to an on-call roster 1:3 when covering 

leave. This requires 3.5 people as a minimum 

number for a clinical department. A minimum 

0.6 FTE allows for a majority of the specialty 

service to be practiced, while allowing for 

alternative generalist activities or private 

practice. 0.6FTE x 3.5 people equals 2.0 FTE 

(the closest meaningful number) 

4. Other including self-reported allows for 

clinicians and managers to identify 

departments that are not currently sustainable. 

Other reports that have identified vulnerable 

departments are also incorporated (e.g. Capital 

& Coast DHB Sustainable Health Services 

Project Report, November 2007) 
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2.3.2 Reason for change No.2 – because we need to 
reduce inequalities 

The following principle was endorsed and underpins the development 

of the RCSP and shows the commitment made to:  

Reduce health inequalities across the Central Region over time 

and work together to improve equity in access, utilisation and 

outcomes of health services in the region. In particular, high 

priority should be accorded to solutions that contribute to 

reducing disparities for Māori and Pacific peoples. 

 

Inequalities can be gender based, ethnic, socio-economic, or geographic. 

The section provides some high level data illustrating the considerable 

inequalities that exist across the Central Region.  

 

The striking feature of inequalities in the Central Region is that while the 

outcomes (life expectancy and mortality rates) for the region as a whole 

are close to the NZ average there is marked difference between DHBs 

within the region and even more inequalities at a TLA level.  

  

The maps on page 22 also demonstrate a relationship between 

geography and deprivation and health outcomes. In addition to urban 

populations such as Porirua and Hastings with poor health outcomes 

driven by deprivation and ethnicity, there are rural populations with 

poor outcomes combining deprivation and ethnicity with isolation.  

  

Inequalities are driven by social and economic determinants which are 

only peripherally influenced by health services. The effects of these 

determinants need to be compensated for by excellent services targeted 

for these populations. Very often the opposite happens and poor access 

to services reinforces inequalities.  

  

This leads to a vicious cycle that traps both people from high need 

populations and hospitals. Poor access to services results in people 

presenting late with complex and multiple conditions. Isolation and 

poor support in turn reduce opportunities for early discharge from 

hospital and limit alternatives to hospital follow up. The fragmented care 

that follows, especially in patients from geographically isolated areas, 

results in further ill health and further feeds the cycle.  

 Life expectancy 

Table 2 - 10 demonstrates that life expectancies for the entire Central 

Region are not significantly different from that for New Zealand. 

Whanganui and Hawke’s Bay had the lowest life expectancies for both 
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males and females while Wairarapa and Whanganui had the greatest gap 

between the sexes. 

Table 2 - 10:  Life expectancy at birth by gender for Central Region 
DHBs (2002-2004) 

 Life expectancy at birth 

 Male Female Difference 

Capital & Coast  78.55 82.20 3.65 

Hawke’s Bay 75.99 80.11 4.12 

Hutt Valley 76.91 80.65 3.74 

MidCentral 76.81 80.78 3.97 

Wairarapa 76.9 81.49 4.59 

Whanganui 75.5 79.95 4.45 

Central Region 77.09 81.04 3.95 

New Zealand 77.14 81.63 4.45 

 

Central Region has substantial inequalities in their Māori and Pacific 

peoples populations. This is illustrated clearly in Figure 2 - 8 which 

shows the markedly shorter life expectancy for Māori (9 yrs) and Pacific 

peoples (5 yrs) when compared to those of Other ethnicity. The size of 

the gap is consistent with the picture nationally. 

 

Figure 2 - 8:  Central Region life expectancy at birth by ethnicity (2000-
2004) 
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Mortality rates 

The 2004 age standardised rate (ASR) of deaths (mortality) for the 

Central Region was 531 per 100,000 population which was not 

significantly different to that for New Zealand (516). The distribution 

across the region is shown earlier in the chapter in Figure 2 - 2. There is 

marked variation in the mortality rates across the Central Region DHBs 

in 2004 with Capital & Coast having a significantly lower mortality rate 

(7.2% lower) than the New Zealand average. The other five DHBs were 
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all higher than the national rate; MidCentral was significantly so at 

+10.6%. 

 

The mortality rate for Māori in 2004 of 735 per 100,000 was significantly 

higher than that for Other (504) and Pacific peoples (517). There has 

been some improvement in the rates for Māori and Pacific (not 

significant for Pacific due to small numbers). This is also in line with 

national trends - the latest ‘Tracking Disparity’ report (MoH, 2007) 

stated that both ethnic and socio-economic inequalities in mortality may 

no longer be widening. 

 

The four most common causes of mortality in 2004 were disease of the 

circulatory system (40.1%), cancer (27.8%), disease of the respiratory 

system (8.8%) and accidents and injuries (5.6%). The leading diseases of 

the circulatory system were acute myocardial infarction and chronic 

ischemic heart disease. The leading cancers were cancers of the digestive 

system and lung cancer. The above mentioned report also identified that 

cardiovascular disease was becoming relatively less important than 

cancer as a contributor to both ethnic and income inequalities in 

mortality.  

 

 

Differences between DHBs and within DHBs 

Public Health Intelligence in their 2005 paper “Monitoring Health 

Inequality Through Neighbourhood Life Expectancy” showed that the 

range of life expectancy was only five years between the 21 DHBs 

however was 28.5 years across neighbourhoods within DHB areas 

(MoH, 2005). Inequality was calculated using an integrated measure of 

health that weighted level of health (district average life expectancy at 

birth) and distribution or inequality of health (district HII) equally. DHBs 

were banded from 1 (least concern) to 5 (most concern). Figure 2 - 9 

shows the results for all DHBs which identifies a considerable range of 

inequality across the Central Region. 

 

Another view of potential inequality and/or high health need is 

presented in Table 2 - 11:  Geographical matrix of health need. The 

geographical areas with the highest proportions are ranked. Refer also to 

Figure 2 - 2: Central Region population distribution, deprivation and 

mortality by DHB (2006) where the connection between deprivation 

and mortality can clearly be seen when viewing the two maps side by 

side. This information will provide some assistance when identifying 

areas for regional investment. 
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Figure 2 - 9:  DHB life expectancies plotted against health inequality indexes, concentric bands round possible goal 1.0 SD apart, 1999–2003 
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Band 1 – Capital & Coast 

Band 2 – Hutt 

Band 3 – MidCentral and Wairarapa 

Band 4 – Hawke’s Bay and Whanganui  

Source Figure 10, page 28 “Monitoring 
Health Inequality Through 
Neighbourhood Life Expectancy” 
Public Health Intelligence occasional 
bulletin no.28. Wellington: Ministy of 
Health 2005 
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Table 2 - 11:  Geographical matrix of health need 

 

Rank Proportion residing in a Territorial Local Authority (TLA) 

From 

high 

to 

low 

65 years 

and over 

% 

Māori 

ethnicity 

% 

Pacific 

peoples 

ethnicity 

% 

Deprivation 

quintile 5 

proportion 

Mortality 

(ASR) per 

100,000 

population 

1 Kapiti Coast Wairoa Porirua 
City 

Wairoa Ruapehu 

2 Horowhenua Ruapehu Lower 
Hutt City 

Porirua City Horowhenua 

3 Whanganui Rangitikei Wellington 
City 

Whanganui Wairoa 

4 Masterton Hastings Hastings Horowhenua Hastings 

5 South 
Wairarapa 

Whanganui Upper 
Hutt City 

Hastings Porirua City 

 

 

 

 

2.3.3 Reason for change No.3 – because people and 
their families/whānau deserve quality services 

As the term ‘quality’ can be interpreted in a number of ways and is used 

throughout this document, we will provide a definition. The Institute of 

Medicine (IOM) defines quality as, “the degree to which health services 

for individuals and populations increase the likelihood of desired health 

outcomes and are consistent with current professional knowledge” 

(1990, quoted in 2002). The IOM Committee has identified six 

dimensions of quality; health care should be safe, effective, patient-centred, 

timely, efficient and equitable and they believe today’s health system 

functions at far lower levels than it should.  

 

Increasing attention is being turned to patient safety and quality of 

healthcare internationally. Barnett et al (2004) suggest that the reasons 

for this are two fold; research on adverse events and medical error and 

secondly by more “spectacular system failures that expose health 

services to public and media scrutiny.” In New Zealand, the Health and 

Disability Commissioner, Ron Paterson found serious failings in a 

number of recent high profile cases concerning Central Region DHBs. 

However, the issues around quality are certainly not limited to the 

Central Region. Last year, following one of these cases, the  
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Commissioner requested all DHBs report on safeguards in place to 

prevent a similar event happening at their DHB – all except one DHB 

stated that a similar event could have happened in their DHB (Seddon, 

2007). 

 

Ron Paterson talks about the importance of a responsive organisational 

culture in achieving patient safety claiming that: 

there should be effective systems for clinical supervision, 

performance management, incident reporting, complaint 

management and credentialling, together with traditional audits 

of morbidity and mortality within specialties. A hospital is 

responsible for ensuring that staff are aware of these systems, 

adequately trained and supported to comply with them 

(Paterson, 2008). 

 

Clinical governance is the overarching umbrella under which all the 

above activities sit and can be described as a framework supporting 

quality and defining accountability for care. Clinical governance has been 

defined by Scally and Donaldson (1998) as: 

a framework through which organisations are accountable for 

continually improving the quality of their services and safe 

guarding high standards of care by creating an environment in 

which excellence in clinical care will flourish.  

 

Expected results of successful clinical governance are increased patient 

satisfaction, improved collaborative relationships and efficiency within 

and across clinical teams/areas, also resulting in improved job 

satisfaction for health care professionals. 

 

It was clear from the clinical services survey that many services are 

striving to improve quality. However, there was almost universal 

agreement that the ability to perform clinical audit could be improved 

and two fifths of services reported that they do not measure clinical 

outcomes. Additional resources and IT were seen as enablers for 

effective audit. There was significant variation between DHBs of those 

that said they measured clinical outcomes from over 75% of 

respondents from Hutt Valley, Hawke’s Bay and MidCentral to 13% at 

Wairarapa. One respondent stated that information was collected but 

was not analysed due to a lack of IT and analytical support. This is an 

untenable situation. 

 

The ‘Horizon Scan’ proposed that development of an internationally 

renowned clinical area of practice or research could enhance recruitment 
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and retention of clinical staff. Research funds may be achievable under a 

joint venture arrangement. The survey showed that the volume of 

research and clinical trials is correlated to DHB size – more is 

undertaken at the larger DHBs, especially Capital & Coast. 

 

Credentialling processes are well established in the region with nearly 

all respondents (95% of the 120 that answered this question) indicating 

that this is in place in their service. Services answering ‘no’ were 

pharmacy and therapies at Capital & Coast, pharmacy at Hawke’s Bay 

and laboratories, gastroenterology and dental at Wairarapa. 

 

The issues around supervision were highlighted recently in the HDC 

case in Whanganui where the adequacy of supervision was questioned. 

Campbell (2007) makes the important point that the number of doctors 

requiring supervision is increasing due to the current reliance that New 

Zealand has on international medical graduates who must be supervised 

for a period when new to the country. Campbell states that supervision 

activities often take place on top of already busy workloads and 

emphasises that adequate time needs to be allocated to this important 

task.  

 

 

A multi-disciplinary approach to care has become more important as the 

complexity of care and the number of professionals involved in care has 

increased. The majority of services and DHBs reported using a multi-

disciplinary team (MDT) approach (78% and above) except for 

Wairarapa (53%). It was an exception for members of MDTs to be from 

other DHBs or primary care. However, the amount of cross DHB MDT 

activity is about to change with the emerging regional clinical networks 

in cancer, plastics and burns, cardiology and renal services.  

 

Regional quality improvement work is being undertaken by the recently 

formed Central Region Chief Medical Advisor (CMA) and Directors of 

Nursing (DoNs) forum. This group is taking the lead to progress quality 

initiatives such as developing regional policy for recommendations that 

arose from the November 2007 Capital & Coast HDC case. The 

regional service development initiatives in plastics and cardiology have 

recommended quality activities to support clinical practice such as 

regional training, audit and credentialling, however these have not been 

actioned to date. 
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2.3.4 Reason for change No.4 – because people and 
their families/whānau need good access to 
services 

Analysis shows that there are problems with access to some services in 

the Central Region. Access problems can be on a regional level (i.e. the 

level of service Central Region population receives compared to other 

regions) or may be between DHBs or even within one DHB catchment. 

The section will look at access to hospital services from the first two 

perspectives and will also comment on access to primary health services.  

However, before going further the tension between access and quality 

should be mentioned. The National Institute in Clinical Excellence 

(Improving Outcomes in Children and Young People with Cancer, 

August 2005) asserts that the overarching principle should be for “safe 

and effective services as locally as possible, not local services as safely as 

possible”. This is an important concept for the community to 

understand and have a view on. 

 

Intervention rates6 give us an understanding of the amount of service 

that a population receives. Ideally, DHBs would expect that the 

                                                      

6 Intervention rates were calculated by dividing the volume of the population receiving a 
service by the population. The population was ‘adjusted’ using the Population Based 
Funding Formula as this takes into account the population size, age structure, and 
ethnicity and social deprivation.  

intervention rates for services are similar across DHBs and regions. 

When compared to other regions, Central Region has relatively low 

intervention rates for 10 hospital services as shown in Table 2 - 12. 

While this may be for a variety of reasons, the weight of evidence points 

to access problems in some of these services. 

Table 2 - 12:  Central Region services with low intervention rates 

Compared to other regions, Central Region has relatively low 

intervention rates* for... 

 

• Endocrinology/Diabetes 

• Dermatology 

• Haematology 

• Neurology 

• Respiratory Medicine 

 

• General Surgery 

• Cardiothoracic Surgery 

• Ear, Nose and Throat 

Services  

• Neurosurgery 

• Paediatric Surgery 

* Inclusive of inpatient and outpatient services 

 

For some services, the low intervention rates will be caused by the small 

size of the workforce (e.g. dermatology and endocrinology/diabetes). In 

other services, this may be caused by insufficient surgical capacity 

(availability of theatre sessions and staff) and prioritisation processes 

(e.g. neurosurgery, paediatric surgery and cardiothoracic surgery). In the 

latter case, admissions for cardiothoracic surgery for Central Region 
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residents have been decreasing since 2003. It is possible that low 

intervention rates in specialised medical services are due to data issues 

(i.e. coding of these services to general medicine in some DHBs).  

Service levels between DHBs 

In order to look at whether DHBs across the region are receiving 

comparable amounts of inpatient services we can calculate the ratio of 

the amount of service (using caseweights which is a relative value unit 

that takes clinical complexity into account) by the DHB population. An 

adjusted population is used as with intervention rates earlier in this 

section.  

Firstly, the view by domiciled population is shown in Figure 2 - 10. This 

shows that DHB residents in Hutt Valley, Whanganui, Hawke’s Bay and 

Wairarapa receive a slightly higher level of services than the regional 

average while Capital & Coast and MidCentral receive a lower volume. 

Possible reasons for the decreased level of service for Capital & Coast 

residents, may be that regional tertiary services have a higher clinical 

priority than local secondary services, and therefore may be displacing 

these services (this was a finding in the 2006 regional cardiology review). 

Insufficient capacity or high usage of private hospital services are other 

possible reasons. 

Figure 2 - 10:  Ratio of caseweights for inpatient services for DHB of 
domicile to population (adjusted by PBFF), 2006/07 
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A DHB comparison by service revealed: 

• Capital & Coast population used surgical services 19% less than 

the regional average 

• Capital & Coast, MidCentral and Whanganui populations used 

medical services 11%, 6%, and 3% (respectively) less than the 

regional average 

• Whanganui, MidCentral, Wairarapa and Hawke’s Bay 

populations used women’s health services 25%, 17%, 16% and 

6%, (respectively) less than the regional average 
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• Wairarapa, Hawke’s Bay, MidCentral, and Whanganui 

populations used paediatric services 14%, 10%, 9%, 6% 

(respectively) less than the regional average. 

 

Secondly, the volume of inpatient services provided by each DHB is 

shown in Figure 2 - 11. This shows that Capital & Coast provides a 

higher level of service for its population size than the other five DHBs, 

which is as expected for the region’s main tertiary provider.  

More care closer to home 

Understandably, the public wants care as close to home as possible. 

Local access to services can be provided by ‘outreach’ clinics where 

clinicians from specialised services visit other DHBs that do not provide 

these services. 

 

 

 

 

 

 

 

Figure 2 - 11:  Ratio of caseweights for inpatient services for DHB of 
service to population (adjusted by PBFF), 2006/07 
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Therefore, it would be expected that the DHBs providing the lowest 

range of services would receive the greatest number of outreach clinics. 

Table 2 - 1 to Table 2 - 4 show the variable nature of outreach clinics 

across the region, cancer services appear to deliver the greatest range of 

outreach clinics (these are provided by the regional centres Capital & 

Coast and MidCentral). The main points of note are: 

• Hutt Valley, Wairarapa and Capital & Coast have established 

links for a range of services (Hutt is the regional provider for 

rheumatology and plastics) 
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• Wairarapa has outreach services for more than double the 

number of specialties compared to Whanganui.  

 

It would appear that there are considerable opportunities to increase 

access through outreach services (for instance, ophthalmology, plastic 

surgery and vascular clinics could be provided in Whanganui and 

cardiothoracic and urology services could be provided in Hawke’s Bay). 

 

Wairarapa has progressed from ‘resident service’ arrangements in some 

services to working with other DHBs (outreach services in Wairarapa or 

referring patients to other DHBs for specialised services) to preserve 

access for their population. For other DHBs, parochialism has held up 

more flexible arrangements in providing services. In the recent HDC 

case in Whanganui, Ron Paterson quotes from Wanganui Hospital Clinical 

Review: Report to Whanganui District Health Board and Ministry of Health (July 

2007) p 22 (report by David Sage and others): 

 

There has been a failure to persuade the community that the 

alternative [regional] models are more likely to provide expert 

subspecialty secondary services within the district and that high 

quality access to the complete range of 24/7 specialties is only 

sustainable within that regional approach. Wanganui residents 

should expect to travel to a regional secondary base hospital for 

some treatments, as occurs throughout the rest of New Zealand 

over a similar or greater distance. 

 

Access to primary health care is central to effective health service. 

Currently, there are issues with access in the region, in particular to 

General Practice (GP) services. Although GPs are by no means the only 

primary care practitioner, until there is further development of primary 

care teams, then access currently hinges on the capacity of GPs. The 

Independent Practitioners Association Council expects that 2,000 of the 

nation’s 3,500 GPs will retire within the next 10 to 12 years (the average 

GP is now 50 years old) and has warned patients to expect greater delays 

in arranging appointments due to GP shortages. 

 

The Central Region has a variable number of GPs per population across 

the region. Using a ratio applied by the Ministry of Health7 of 71.4 

doctors per 100,000 population, in 2005 the Central Region showed 

high ratios of GPs at Capital & Coast (79) and Whanganui (82). The 

                                                      

7  The New Zealand Medical Workforce 2005 report, Medical Council of New Zealand, 
2005, http://www.mcnz.org.nz/Publications/Statistics/tabid/83/Default.aspx 
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lowest ratios per 100,000 population were in Hutt Valley and 

MidCentral (54 and 58 respectively)8. 

 

Achieving previous levels of GPs workforce numbers is unlikely. 

Interestingly Goodman and Fisher (2008) in their paper on workforce 

crisis in the United States caution against physician workforce expansion 

strategies. They found no evidence that more physicians (primary and 

hospital based) translated to better outcomes. This may be due to the 

changing nature of illness from acute to chronic which requires the 

increased input of nursing and allied health professionals. They also 

pointed out that physicians do not necessarily practice where the need is 

greatest and are likely to settle in areas where supply is already high and 

found a clear relationship between the number of physicians and health 

costs. 

 

A reduction in GP numbers and increasing patient to GP ratio will 

require Central Region primary health services to accelerate the change 

from its current clinical service model towards a greater team approach 

in order to improve access to primary health care. A different business 

                                                      

8 Source: New Zealand Medical Council survey, 2005. Population of locality is the 
Estimated Resident Population as at 30 June 2005, Statistics New Zealand. Capital & 
Coast includes all TLA Kapiti 

model may also become more attractive to the currently dominant 

model of a self-employed contractor.  

 

The nursing workforce in primary health is similarly affected by ageing 

issues and shortages. 

2.3.5 Reason for change No.5 – because people and 
their families/whānau deserve efficient and 
coordinated care 

The section discusses several commonly used indicators of efficiency as 

well as fragmentation and process issues that exist in the region. 

 

A short hospital stay has been a health sector goal for some time. This 

makes sense from a resource utilisation perspective – hospital care is 

very expensive and a short length of stay enables more patients to be 

treated. However, more importantly this makes sense from a quality of 

care perspective, allowing patients to recover in their own environment 

with their usual supports and social networks. While the level of 

community support is an issue across the region it is worth noting that a 

number of PHOs in the Central Region have already developed models 

of care that rely on extensive multi-disciplinary teamwork. These teams 

include not only GPs and nurses but also community health workers 



 
CENTRAL REGION TODAY 

 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  62 -  

 

and an increasingly diverse range of allied health professionals (social 

workers, dieticians, physiotherapists, podiatrists etc.). 

 

Inpatient length of stay in New Zealand has halved over the past 17 

years and now NZ appears to be more efficient than Australia and the 

UK (Jackson and Rea, 2007). So it is likely there are no significant gains 

to be made here and perhaps the greatest opportunities lie in preventing 

admission (managing chronic illness in the community). 

 

Central Region’s average length of stay (ALOS) statistics are portrayed 

in Figure 2 - 12 and demonstrates the range of ALOS between DHBs 

and service areas. Medical services had the longest ALOS for all DHBs 

except Capital & Coast where Paediatrics had the longest at six days. 

Notwithstanding the above comment on NZ’s ALOS, Central Region’s 

overall ALOS at 4.4 is slightly higher than the national average of just 

over four days (DHB Hospital Benchmarking Information, Oct – Dec 

2007). Some DHBs have identified this as an area of efficiency gain (e.g. 

Capital & Coast in their recent Sustainable Health Services Review). 

Achieving gains here are likely to need improvements in community care 

support. 

 

 

Figure 2 - 12:  Average length of stay (2006/07) excluding day patients 
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The quantitative analysis (Appendix 5) undertaken shows that the 

Central Region has comparable volumes of inpatient and outpatient 

services, per 100,000 population, with other regions except for Northern 

(which has higher volumes). Within the region, MidCentral and Capital 

& Coast were below the regional average for ratio of caseweighted 

services to adjusted population. This is a surprising finding and is not in 

line with the ‘economies of scale’ argument. Caution needs to be used in 

interpreting this information, is this maybe an indicator of efficiency or 

poor access?  
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The proportion of day case procedures is another area of efficiency 

focus. This currently sits at approximately one third of inpatient services 

and is behind that achieved in other countries. The National Acute 

Demand Working Party Report has recently recommended a target of 

75% for day case surgery (Central Region performance was 65% for 

2006/07)9. 

 

However, a very important part of efficiency of care is related to the 

‘patient journey’ which is punctuated by delays and blocks which can 

ultimately affect the quality or effectiveness of care and certainly affects 

patient satisfaction with the health experience. Patients referred for 

secondary services may receive care from a multitude of individuals and 

a number of different departments. A proportion of patients will receive 

inpatient care at another DHB within the region but only a small 

minority (2.1% in 2006/07) received care from a DHB outside the 

region, table 2 - 13 provides these details by DHB.  

 

The Hutt Valley proportion is high due to the proximity of Capital & 

Coast, which is the DHB of service for 97% of the Hutt Valley 

population receiving services from another DHB within the region.  
                                                      

9 Work done by Shaun Mayo, 2006, NHS Management Trainee (contact TAS for further 
information). 

Table 2 - 13:  Proportion of patients receiving care at another DHB 
within and outside the Central Region (2006/07 volumes) 

  

% receiving care at another 

Central Region DHB 

% receiving care outside 

the Central Region  

 Capital & Coast 8.4% 2.0% 

 Hawke’s Bay 5.3% 3.3% 

 Hutt Valley 20.6% 1.2% 

 MidCentral 9.2% 1.9% 

 Wairarapa 16.1% 1.2% 

 Whanganui 19.1% 2.4% 

 

It is logical to pursue effective processes for optimising the flow of 

patients and improving their journey through the health system. The 

national quality improvement committee (QIC) has proposed a focused 

and coordinated approach to quality improvement across all health 

services. Of the seven quality improvement programmes recommended 

by the committee, ‘Optimising the Patient's Journey’ was QIC's top 

priority. 

 

Ideally, this movement from home or primary care and across 

departments and hospitals and back to home should be ‘seamless’ – 

unfortunately this is all too often not the case and the patient experience 

occurs in silos which ‘fragments’ care and causes delays at many points 
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along the way. This disconnected approach is well described in the 

literature and many authors claim that this is a source of poor patient 

satisfaction, inefficiencies and less than optimal safety, quality and 

accessibility of care.  

 

O’Connell et al. talks about the case for clinical process redesign and 

claims that more resources, such as beds and staff, is not the answer:  

The ‘more beds’ approach locks in the traditional service 

delivery models, which are often not appropriate given the 

changing nature of the population and its health problems. For 

example, inpatient care is often less appropriate for older people 

than well delivered community based care (O’Connell et al, 

2008, p S11). 

 

Service coordination issues, inter-DHB/regional issues and process 

issues including bed blocking were the main themes in this area 

identified in the survey. Problems highlighted included:  

“Gridlock [full hospital] and inability of service to respond to acute referrals” 

“Lack of Multi Disciplinary Team for this service” 

 “Lack of co-ordination in the patient-flow process throughout the hospital 
system” 

“Flow from unit to rehabilitation and DHB of domicile” 

“Difficulty in coordination of services across two sites”  

“Delays in discharge due to community providers (e.g. Needs Assessment and 
Coordination Agency and Resthomes)”  

“Fragmentation of this service in the region” 

“Inter-sectoral collaboration and processes need development”. 

Many services in Central Region DHBs have recognised that this is an 

area for improvement and have clinical process redesign programmes 

underway to improve the patient journey. Efforts to date have mainly 

been confined to hospital services within an individual DHB, but this 

approach needs to extend to the interface with primary and community 

services and other DHBs for a seamless journey across the sectors on a 

regional basis to be achieved. Only 20% of services stated they had 

written shared care processes for the referral and management of 

patients between DHBs although this was somewhat higher in 

Whanganui (50%). Regional service delivery and coordination was 

suggested as an opportunity by a quarter of survey respondents. 

 

Fragmentation of clinical information was also a strong theme in the 

survey and respondents advocated for regional investment in IT 

infrastructure including the use of shared clinical data repositories. 

Benefits seen included achieving a reduction in duplicate testing and also 
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allowing results to get to clinicians, “no matter where the patient accesses 

clinical care”. It is vital that information is available at the point of care to 

avoid delays or patients having to provide information multiple times. 

Some clinicians already work across multiple DHBs (e.g. cancer and 

plastics services) but cannot access the complete patient’s record. As this 

type of working becomes even more commonplace with the formation 

and maturation of clinical networks, then access to real time patient 

information will become even more important.  

 

The lack of coordination and movement of information between 

primary and secondary sectors was raised at stakeholder forums. 

Collaboration needs to improve in order to develop shared care 

processes and standardise care however some mentioned that specialists 

are “too busy to leave the hospital.” 

 

In many instances a lack of basic information (e.g. access to diagnostics, 

tests and information about care received in secondary care) leaves 

primary clinicians feeling ‘hamstrung’ in doing their job. Furthermore, 

the suggestion was made at a primary stakeholder forum that the 

ownership of the health record belongs alongside the enduring 

relationship with the patient, which is in primary care. This may also 

facilitate patient access to their health record. 

Relationships need to improve between some services and DHBs in 

order to be able to work together to achieve a seamless patient journey – 

a number of survey respondents stated that tensions cause competition 

rather than cooperation at times. 

2.3.6 Reason for change No.6 – because our DHBs 
need to be financially sustainable 

Looking forward, collectively Central Region DHBs will experience a 

deteriorating financial situation which will impact on their financial 

sustainability. The rate of inflation on costs in the health sector and the 

growth in capital expenditure (Capex) and related costs exceed revenue 

growth. In this section two fiscal perspectives are analysed to create an 

understanding of the region’s financial sustainability. Furthermore, the 

deteriorating financial position is further explored in the context of 

overall government affordability. 

 

The first perspective analyses regional net results (actual and forecast for 

2004/05-2009/2010) and provides an understanding of financial 

performance, affordability and sustainability of current service delivery 

models. The second analyses Capex and depreciation for the same 

period and is important in order to understand the sustainability of our 

asset investment programme.  
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In the following graphs there is a marked deterioration and deficit in the 

2009/10 year, and reduction in capital expenditure. It should be noted 

that a significant portion of these changes relates to the investment into 

the new regional hospital for Capital & Coast. However, analysis has 

shown that irrespective of this, there are still underlying financial 

sustainability issues. 

Sustainability of our service delivery 

Figure 2 - 13 shows the net results of the combined Central Region 

DHBs. This information is from the District Annual Plans (DAPs) and 

Annual Reports. 

Figure 2 - 13:  Net financial results for 2004/05-2009/10 

 

The trend is disturbing. The cumulative effect is a change in the balance 

sheets where equity is reduced. Peculiar to the health sector a reduction 

of equity is preferred (given Government balance sheet support) as the 

cost of equity is higher than the cost of debt. The consequence of deficit 

support is replacement of own equity. 

 

Of particular interest is the increased regional operating deficit as it 

relates to regional revenue. The next graph (Figure 2 - 14) shows the 

percentage of the regional deficit, against revenue. 

 

Figure 2 - 14:  Percentage deficit against revenue 2004/05-2009/10 
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The upward trend signifies a deteriorating situation requiring additional 

government funding over and above revenue growth. This may seem 

affordable however, closer inspection of the DAP financial results 

shows an unrealistic prediction of ability to control costs. This is 

illustrated in Table 2 - 14:  which compares the percentage increase in 

actual costs (actual period) with the percentage increase in DAP 

forecasts (plan period) for the financial years 2004/05-2006/07. 

 

The DAP results for future years will significantly understate inflation of 

costs. Treasury estimate costs in the health sector will grow by 8%. 

Medical insurance companies are already stating that increases in health 

service delivery are between 8-9%. This is in contrast to the Consumer 

Price Index for year ending 2007 at 3.2%.  This finding highlights the 

culture of low cost estimation in secondary services. 

 

This picture for Central Region is consistent with the national trend. 

The national annual growth rate for the same period is 7.57% compared 

to Central Region’s 8.36%. 

 

 

Table 2 - 14:  Region DHB DAPs 2004/05-2006/07 comparison of 
percentage increase in actual costs against planned cost increases 

 Actual period 

2004/05-2006/07 

Plan period 

2004/05-2006/07 

 Annualised Annualised 

Revenue total 7.64% 4.01% 

Expenses (general)   

Personnel costs 8.42% 2.75% 

Outsourced services 8.40% -2.99% 

Clinical supplies 4.22% 4.15% 

Infrastructure & non-clinical 
supplies 

4.78% 7.13% 

Expenses (payments to providers)   

Personal health 8.58% 6.21% 

Mental Health 9.09% 3.21% 

Disability support services 17.14% 3.24% 

Public health -14.92% -10.34% 

Māori health -1.48% -1.05% 

Expenses Total 8.36% 4.26% 
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What does this mean for service performance sustainability? 

Treasury states that GDP growth last year was 3.6%. They also state that 

they expect this to ease. Assuming government tax take increases at the 

same rate of GDP growth the question of sustainability is how can the 

government sustain the following? 

• In 2008-09, 4% revenue growth plus 7-8 % in deficit, equating 

to 11-12% 

• In 2012-15, 8% revenue growth plus 20-25% in deficit, equating 

to 28-33% 

 

The conclusion is that the Central Region’s current service delivery is 

not affordable or sustainable. 

Sustainability of our assets 

Capital expenditure is the replacement and development of our assets in 

the sector. To be cost neutral the cash reserves created from the 

accumulation of depreciation and surpluses are ploughed back into the 

asset base. This allows asset replenishment without incurring increased 

debt. Alternatively a higher risk option is to borrow for Capex based on 

the forecast of surpluses and ability to pay interest and principle over a 

term. The previous section clearly outlines that significant deficits in the 

future prevent this being an option. 

Figure 2 - 15:  Actual and projected Capex and depreciation 2004/05-
2009/10 

 

 

The Central Region Capex DAP information shows that from 2004 to 

2010 Capex is significantly higher than depreciation in all years except 

2010. It is safe to assume that this drop off is more likely to be limitation 

of the DAP planning for outer years than a true reflection of the need 

for asset investment. The six year period up to 2010 shows Capex close 

to 100% greater than depreciation. Capex creates further ongoing costs 
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in capital and depreciation. These are significant expense contributors to 

any DHB’s performance statement. 

 

The capital costs of 8% and depreciation are already built into the DAP 

financials and therefore reflect Capex associated debt.  For the years 

beyond 2010 the assumption is Capex will equate to depreciation. It is 

important to note that in times of deficits cash reserves are also affected 

to a point where asset replenishment becomes constrained. This in turn 

impacts on asset maintenance costs, asset performance, staff 

performance and staff retention. 

 

In conclusion, collective DHB operations as currently configured appear 

not to be sustainable. New capital investment and replenishment will 

challenge affordability over the next decade. 

2.3.7 Reason for change No.7 – because our DHBs 
need to be ready for the future 

Evidence indicates that the rise in long term conditions and aging 

population will mean that more care and also more expensive health 

care will be required. Since 1986, long term conditions have been the 

leading cause of death (approximately 83% of all deaths) and currently 

39% of the public health budget is spent on the over 65 year age group 

(DHBNZ/MoH, 2008). As well as these changes, another important 

contributor to changing demands is the changing expectations of the 

community. 

 

Central Region has experienced increased demand for inpatient services 

in recent years. This is consistent with the national trend – management 

of acute demand has recently become a national priority and last year the 

Acute Demand Working Party was formed with the realisation that 

acute demand was affecting DHB’s ability to deliver elective services. 

The quantitative analysis identified that the five-year trends for medical 

services showed an increase across the region, particularly for Capital & 

Coast and MidCentral. Women’s services also showed an upward trend 

while trends for surgical services were more static (refer Figure 2 - 16). 

 

Key points from the quantitative analysis by DHB were. 

• Increases in medical discharges for Capital & Coast and 

MidCentral and an increase in 2006/07 for Hawke’s Bay. 

• Slight decreases in surgical discharges for Capital & Coast, 

Hawke’s Bay, and Whanganui. Slight increases for the other 

three DHBs.  
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• Considerable increase in women’s health discharges for Capital 

& Coast, and a gradual increase for Hawke’s Bay. 

• Analysis by admission type shows that approximately half (54%) 

are acute admissions. 21% are ‘arranged’ or seen within seven 

days and the remaining quarter are elective. There is some 

variation across DHBs – Whanganui has the greatest proportion 

of electives and Capital & Coast the least. Capital & Coast has 

significantly more ‘arranged’ admissions. Thirty-two percent of 

services are day cases (provided within 24 hours). 

Figure 2 - 16:  Central Region inpatient discharge trends 2002/03-2006/07 
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As identified in 2.1.2 demand for hospital services will continue to 

increase faster than population growth for most service areas. 

Rehabilitation, elder health and specialist community services are likely 

to be areas of particularly high growth due to effects of aging, increase in 

chronic care and more patients being managed in the community. 

Some initiatives to prepare for the rapidly changing health environment 

are in place or in development across DHBs, however the benefits to 

date have yet to be realised. Most DHBs are consumed with juggling 

resources to cope with the current service demand. Dealing with 

demand was the third ranked issue of concern identified by services in 

the clinical services survey – coming only after ‘workforce’ and 

‘availability and access to services’. The severe demand issues across the 

region have been well publicised, although problems at some DHBs (e.g. 

Capital & Coast) have been a combination of demand and adequate 

workforce to resource services.  

 

Many survey respondents were optimistic about the future and although 

some expected that increased demand and complexity would mean 

being ‘overrun with patients’ others expected that the situation would 

improve with; better infrastructure and technology, more day 

surgery/less invasive procedures, changing workforce roles and models 

of care and chronic disease management in the community. 
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However, long term solutions to these issues lie outside of hospitals. 

Jackson and Rea talk about the future hospital trends in New Zealand 

and claim that a fundamental change in management of patients with 

long term conditions is required – and that this should be driven from a 

quality of care perspective. Hospitals are not the best places for people 

with chronic illness. 

 

Experts suggest that rather than busy emergency departments, the 

following options are more appropriate. 

• A ‘holding”‘ ward (separate from ED). 

• At home with a temporary increase in clinical care and support. 

• In a community or private hospital with care led by nurse 

specialists supported by the GP and medical specialist (Jackson 

& Rea, 2007). 

 

Finally, patient expectations are generally accepted to be rising. The 

concept of ‘the expert patient’ has been coined by the NHS and 

recommends the introduction of ‘user-led self management’ based on 

the premise that many patients are expert in managing their disease.  
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3 Planning for the future 

 

Chapter Summary 

In this chapter, we discuss the importance of planning for the future – 

anticipating important social, technological, environmental and 

workplace changes and factoring these into our plans for health. It is 

anticipated that these changes will be faster and greater than ever before, 

as illustrated in the ‘future milestones’ Figure 3 - 6 on page 86. The 

burden of chronic care associated with an ageing population, as well as 

rising patient expectations, amazing technological advances and clinical 

process innovations will all shape a health system that will look very 

different from the one we currently know and are accustomed to. In the 

next chapter, we use these insights to develop a new perspective on 

clinical services in the region and how they can be organised for 

improved and lasting performance in the health sector of the future. 

 

 

 

 

 

 

“The future is not an extrapolation of the past. New industrial 

structures will supersede old industrial structures... Today’s 

leading edge science will become tomorrow’s household 

appliance.” (Hamel & Prahalad, 1994) 

 
Most people are intuitively aware that the health sector of the future will 

look different from the health sector of today. This is because we have 

already witnessed numerous changes and advances in health care.  

Figure 3 - 2 illustrates the enormity of change that has occurred over the 

last two and a half decades, internationally and in New Zealand. 

 

Many of these changes will continue in the future and, in the case of 

technological advances in particular, are likely to speed up dramatically. 

This accelerating rate of change will affect the way we live, work, interact 

with one another, and how we access and use services such as health 

care. It is important therefore, that all health service planning is 

undertaken with a view to the future. 
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How do you ‘plan for the future’ when the future is unknown and very 

difficult to predict? The traditional approach has been to use forecasting. 

Forecasting is a method which takes, as its starting point, past 

experience and historical data and projects these in order to predict the 

future. Forecasting relies on our knowledge of existing technology and 

existing work practices, with the underlying assumption that the future is 

a simple extension (extrapolation) of the past. However, in a fast 

changing world, it is increasingly obvious that this assumption is 

incorrect and that both technology as well as work practices can and, 

almost certainly, will change dramatically. As illustrated in Figure 3 - 1, 

forecasting can lead to incorrect predictons if the environment is rapidly 

changing. 

 

 

 

 

 

 

 

 

 

Figure 3 - 1:  The problem with forecasting 
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Figure 3 - 2:  Milestones in health 1980-2006 
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A more refined way of planning for the future is to take into account all 

the complexity of the environment and develop a deep understanding of 

key factors that are shaping the sector. The aim is to obtain ‘strategic 

foresight’ – a dynamic and creative view of the future – as opposed to a 

static forecast. 

 

In particular, future planners are interested in: 

• trends 

• disruptions. 

 

Trends are those ideas and developments that we can see now and that 

are likely to last for a longer period of time (e.g. ageing of our 

population or increasing specialisation of medical professionals). The 

key is to understand how trends such as these might play out in the 

future. Disruptions (also known as ‘discontinuities’) are those events, 

technologies or ideas that abruptly and radically change the industry 

rules and ways in which services are provided. For example, angioplasty 

(mechanical widening of narrowed blood vessels using a small balloon 

or a metal stent) has radically changed the way serious heart disease is 

treated, making some of the more complex and risky surgical procedures 

no longer necessary. The key with disruptive technologies is to spot 

them early enough while they are still on the horizon and to factor them 

into plans. 

For the purposes of this plan, we have explored key trends and 

disruptions affecting the health sector through a series of scenario 

planning workshops (as explained in Chapter 1. Introduction). The 

process of scenario planning involves choosing a small number of 

important trends and disruptions and combining them into stories about 

what the future might look like. These can then be used to explore how 

value might be created (e.g. health services improved), what capability 

would be required and how health organisations would need to be 

arranged in order to succeed in these future worlds. In addition to trends 

and disruptions, good scenarios also include some uncertainties – 

unexpected and unpredictable events that can have a big influence (e.g. a 

global economic crisis). These are useful for testing the ability of our 

system to deal with ‘tough times’ (i.e. its resilience). 

 

A summary of the scenario planning workshops is provided in Appendix 

6 of this report. The remainder of this chapter is a summary overview of 

key trends and disruptions we have identified as being particularly 

relevant to the RCSP. For a more detailed overview of these and other 

trends and disruptions, please refer to the companion documents – 

‘Emerging Clinical Services’ and the ‘Horizon Scan’.  



 
PLANNING FOR THE FUTURE 

 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  76 -  

 

3.1 Key trends and disruptions 

3.1.1 Demographic changes 

The New Zealand population is ageing, which mirrors similar trends in 

other developed countries – “the rise in the proportion of the world’s 

old will be the century’s defining demographic trend” (The Economist, 

2004). In the next 20 years, the proportion of older people will increase 

in all Central Region DHBs while the proportion of younger people will 

decline. One in every five people living in the region will be over 65. In 

Whanganui and the Wairarapa, this proportion is likely to be even higher 

– 25% and 30% respectively. Many of these people will be in the 85+ 

age group. As peoples’ use of health services increases with age, this 

population shift is likely to place increasing demands on the region’s 

health care resources. 

 

The overall trend of population ageing masks another important 

demographic trend – increased ethnic diversity. In particular, the 

proportion of Māori and Pacific peoples in younger age groups will 

increase significantly. This is because of the overall younger age profile 

of Māori and Pacific peoples and their relatively higher birth rate 

compared to other ethnic groups. The proportion of Asian people will 

also grow. 

While recent figures indicate that the health inequalities between ethnic 

groups have lessened slightly, it is essential that the future regional 

health system can address remaining inequalities. In particular, given the 

younger age profile of Māori and Pacific peoples, health interventions 

and services aimed at children and young people will be of particular 

importance in terms of long term reduction in health inequalities. 

 

Our population will also become more generationally diverse. As life 

expectancy continues to rise, we will see, for the first time in history, six 

distinct generations alive – as illustrated in Table 3 - 1. 

Table 3 - 1:  Generational diversity 

 

 

Each of these generations will have different needs, preferred ways of 

interacting with the health system and different expectations of it.  
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3.1.2 Societal changes 

Changes within a society are notoriously difficult to predict because they 

are a result of many factors such as technology, demography, natural 

environment and politics. In this section we will focus only on those 

societal changes that are likely to have the most significant influence on 

the way health is provided. 

 

In line with other service industries, citizens increasingly expect that 

health services are provided on demand and meet their individual needs. 

These rising patient expectations mean the focus in meeting health needs 

will need to shift from provider-centred approaches (system centred 

around service providers) to patient-centred strategies (system centred 

around people, families/whānau and their needs) that the consumer 

understands and that also motivates personal responsibility. This shift 

towards ‘health care consumerism’ is underpinned by patients becoming 

familiar with medical and information technologies. The internet has 

enabled patients to be more informed about treatment options and 

become active participants in their own health care. For example, the 

TNS Conversa survey conducted in late 2007 on behalf of the Southern 

Cross Medical Care Society showed that 73% of New Zealand 

respondents used the internet to gain access to health information 

before visiting their own GP. Of this select group, one in five reported 

taking researched information with them to their GP’s appointment and 

22% reported challenging the advice or diagnosis of a doctor or health 

professional, based on their own knowledge gained from the internet. 

 

There is a changing public perception of death, end-of-life care and ethical 

issues surrounding end-of-life care. There is a growing expectation that 

one’s wishes for medical care at the end of life will be respected even 

when progressive disease takes away decision-making capacity (NSW 

Health, 2005). Health professionals are expected to discuss advance care 

planning with patients, and clarify how to use an ‘advance care directive’ 

as part of that process. 

 

Current focus on health promotion and disease prevention is expected to 

increase in the future with a greater emphasis on personal responsibility 

for healthy lifestyle choices. This will include a better understanding of 

socio-economic determinants of health. It is well proven that people with low 

socio-economic status (SES) have higher disease risks and shorter life 

spans than people in the wealthier sections of society (Sapolsky, 2005). 

The conventional explanations – that the poor have less access to health 

care and a greater incidence of harmful lifestyles such as smoking and 

obesity – cannot account for the huge discrepancy in health outcomes. 

New studies indicate that the psychosocial stresses associated with 
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poverty may increase the risks of many illnesses. For example, the 

chronic stress induced by living in a socio-economically deprived 

neighbourhood, could increase one’s vulnerability to cardiovascular 

disease, depression and diabetes. 

 

In this context, there is also an increasing appreciation of the 

importance of social capital – the pattern and intensity of networks among 

people and the shared values which arise from those networks. While 

definitions of social capital vary, the main aspects are citizenship, 

neighbourliness, trust and shared values, community involvement, 

volunteering, social networks and participation in community activities. 

Research has shown that higher levels of social capital are associated 

with better health, higher educational achievement, better employment 

outcomes, and lower crime rates. These considerations will be of 

increasing importance to health planning as evidenced in our preferred 

future scenario of ‘Connected Communities’ (see Chapter 4). 

3.1.3 Environment and energy 

Health, like all other industries, will be expected to reduce its carbon 

footprint in the future. This may have a profound impact on the way 

health services are organised and provided. Health organisations of the 

future will be more energy-efficient (e.g. better building design) and 

environmentally-friendly (e.g. more recycling and better waste disposal). 

High energy costs will also encourage innovation in terms of the 

location of health services and how people can access them. For 

example, placement of clinics in convenient locations frequented by 

large numbers of people and on-line access to health advice are two 

strategies that can be used to reduce unnecessary travel and save energy. 

3.1.4 Technology 

There is little doubt that ongoing scientific and technological progress 

will have a very significant impact on the future of the health sector. 

Researchers and commentators predict that technology will continue to 

change at a very fast pace and that the benefits of this new technology 

will be greater than ever before. Four types of technology, sometimes 

referred to as NBIC, are likely to have particularly big implications to 

health over the next 10-15 years. 

• Nanotechnology. 

• Biotechnology. 

• Information technology. 

• Cognitive science. 
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Figure 3 - 3:  Convergence of NBIC 

 

Nanotechnology, refers broadly to a field of applied science and technology 

that works with materials and components only a few billionths of a 

metre in size. It aims to create devices of microscopic dimensions as 

well as new types of materials based on molecular structures that 

assemble themselves chemically. In addition to revolutionising 

electronics, computer storage, the printing industry and manufacturing, 

to name a few, nanotechnology will find numerous applications in 

medicine. Examples include: tiny skin patches to administer drugs, new 

contrast agents for improved imaging, nanoparticles for delivering 

treatments to specifically targeted sites (e.g. tumours), improved implant 

surfaces for superior and more durable implants (e.g. artificial hips 

coated with nanoparticles), and new types of biosensors for monitoring 

a patient’s condition. 

Biotechnology is currently experiencing an enormous growth based on the 

improved understanding of human genome resulting from recent 

successes in the field of genomics – the study of an organism’s entire 

genetic map. These developments are likely to lead to a range of 

biomedical applications, such as: improved organ replacements, 

precision-guided tumour killers, improved vaccines, and wound healing 

technologies. One area of health services where the impact of 

biotechnology will be particularly significant is diagnostic testing. The 

new and fast-growing field of genetic pathology is already able to use 

hundreds of new tests to improve prenatal screening, predictive testing 

(to predict a person’s tendency to develop certain conditions), early-

stage cancer diagnosis and micro-organism detection (e.g. Hepatitis C, 

HIV). This in turn leads to the possibility of ‘personalised medicine’, 

which uses this much more refined diagnostic testing to identify the 

exact disease at the outset and then select the best treatment, taking into 

account the patient’s unique physiology and ability to metabolise 

particular drugs. This contrasts with the traditional ‘trial-and-error 

medicine’ where the doctor makes a ‘most likely’ diagnosis and then 

prescribes a drug and, possibly, other treatments based on the patient’s 

age, weight and other physical characteristic. 
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Information technology has already made a positive impact on health, and 

the developments in this field are likely to accelerate in the future. This 

will include: computerised expert systems to assist health professionals 

in diagnosing and treating most common conditions, electronic 

prescribing systems to reduce medication errors, remote diagnosis, 

monitoring and possible treatment of at-risk patients, and an integrated 

electronic health record available to all authorised health professionals as 

well as patients themselves. 

 

Cognitive science, including robotics, will improve human-machine 

interaction and deliver advanced artificial organs as well as mind-

controlled prosthetic devices. Robots and remote controlled devices will 

assist in making diagnosis, dispensing drugs and even performing 

surgery. da Vinci robotic surgical systems have already been introduced 

in two private hospitals in New Zealand to enable high precision 

prostate surgery. Many more applications of robotics in medicine and 

surgery are expected to follow in the coming years. 

 

 

 

 

 

Case study:  Robotic surgery 

New Zealand’s first robot assisted surgery was performed using a $2.7 

million da Vinci surgical system robot at Tauranga’s Grace Hospital. 

Using old methods a radical prostatectomy could result in bladder 

control problems and impotence. “Men are frightened to have the 

surgery because they don't want to come out wearing nappies and not 

being able to get it up,” said urologist Peter Sutherland from Adelaide. 

With robot-assisted prostate surgery there are no major incisions, just 

five small holes placed in the patient’s abdomen through which to fit 

instruments and a small camera. “Robot surgery is the future. You can 

work much more accurately and with more finesse which means you can 

offer a patient the best possible job.” Mr Sutherland, who is head of 

Urology at Royal Adelaide Hospital, has performed 300 robot assisted 

operations. He said because of the lack of major incisions the patent can 

use minor pain killers such as panadol instead of morphine for recovery 

and they are often discharged within 24 hours. 

Source: “Robot doc shows its chops” – NZ Herald – 4 September 2007 

http://www.nzherald.co.nz/category/story.cfm?c_id=204&objectid=10461606 
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3.1.5 The future of work 

Four workforce trends of particular relevance to health care are the: 

• globalisation of health workforce 

• increased specialisation  

• emergence of new roles 

• changing nature of work. 

 

Clark et al. provide a good overview of the health care labour globalisation 

issue: 

Global shortages of nurses, physicians, pharmacists, and other 

health-care practitioners have spurred migration not just from 

less affluent to more affluent countries, but also between poor 

countries and between wealthy ones. The result is a growing 

global labour market for professionals in health care. The 

globalization of the health-care labour market has had a 

profound effect on the ability of many national health-care 

systems to deliver vital services to their citizens. (2006, p.37). 

 

Some commentators talk about a ‘global war for medical talent’ (Carroll, 

2005) in which New Zealand finds itself in a precarious position as it 

relies heavily on international medical graduates – as illustrated by the 

following comparison. 

Figure 3 - 4:  Percentage of practicing physicians who are foreign-born in 
selected countries 

 

Source: Clark et al. (2006) 

 

Knowledge growth has increased in an exponential manner. Medical 

knowledge is now estimated to double every five years and some expect 

it to be doubling every two years by 2010. As a result, health 

professionals will be challenged to keep pace with new knowledge and 
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current information. The inevitable result will be increased specialisation 

with health professionals working in narrower fields of health care. 

 

However, as the population ages, people will have more complex needs 

and multiple conditions (co-morbidities). The role of carers must evolve to 

address these needs (as evident by the emergence and growth of the 

‘Hospitalist’ in the US in recent years) and their roles will focus on 

complex care, coordination, rehabilitation and support for people, 

families/whānau. Supported by computerised expert systems and 

excellent communication technologies, these health workers will be able 

to deal with an increasing range of conditions, autonomously or as part 

of larger health care teams. Additionally, as new technologies begin to 

filter through the industry, the role of ‘technologist’ may become more 

prominent than ever before. A technologist will have expert knowledge 

in a particular technology and how this technology is applied to patients 

to improve their health. 

 

Finally, the nature of work itself is likely to change due to the influence of 

information technology and automation. In the future many repetitive 

tasks may be delegated to computers and robots while new, more 

beneficial activities may emerge to encourage human creativity, 

interaction and compassion. Accordingly, health professionals of the 

future will expect their organisations to become more flexible and their 

workplace to become more spread-out, in some cases even virtual (see 

the case study ‘Teledermatology in Queensland’). Flexible work 

arrangements will be particularly important as most health professions, 

including medical, become more ‘female-dominated’. The latest 

workforce survey by the Medical Council of New Zealand (2007) shows, 

that the overall proportion of women in the medical workforce 

increased to 37%, with large numbers in general practice (43%). 

Numbers are greatest in house officer roles (57%), while only 24% of 

hospital specialists are women. The same survey showed that on-call 

hours across all work roles and employer types are decreasing, except for 

GPs and registrars where there was a slight increase. These shifts in 

workforce structure and style of work translate into significant shortfalls 

in full-time staffing equivalents, and provide a further imperative for 

change. 

Figure 3 - 5:  Medical Council of New Zealand (2007) workforce survey 

Women in medical workforce

Women

37%

Women in general practice

Women

43%

 

Women in specialist hospital roles

Women
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Case study:  Teledermatology in Queensland 

The teledermatology project is a Commonwealth-funded initiative 

designed to provide General Practitioners in Queensland with on-line 

diagnostic and treatment advice for skin conditions. This is a free 

service, with the primary aim of providing specialised dermatological 

expertise electronically, in a timely manner, usually within 24 hours of a 

referral being received by the service. Participating GPs have been 

provided with a digital camera to capture images of patient skin 

conditions. These images, along with patients’ histories and symptoms, 

are posted on a password-protected web site, and viewed by a 

dermatologist funded by the project. The Brisbane-based dermatologist, 

usually working from his home, provides a response to the referrals, 

including diagnostic and treatment advice. 

 

3.1.6 Clinical service innovations 

Faced with numerous challenges and a fast-changing environment, 

health organisations throughout the world are increasingly looking for 

innovations to better organise and deliver clinical services. These 

innovations can often be found by examining and challenging traditional 

processes and practices with a view to integrating every aspect of what 

health organisations do in order to improve the patient and family 

experience.  

 

In the words of a health care futurist, Joe Flower: 

We have to think that we will take apart every single process in 

the hospital, no matter how tiny, and imagine how we could do 

it better, faster, cheaper, more beautifully, and with greater 

compassion. We have to imagine not only doing this within our 

own walls, but working with our suppliers, payers and 

regulators, persuading, cajoling, modelling, negotiating, and 

sometimes forcing them to do the same thing to build the next 

health care today.  (2006, p.66) 

 

One way of innovating a business process is disintermediation – ‘cutting 

out the middleman’. Instead of going through traditional channels, 

which have some type of intermediate (such as a broker or agent), 

organisations may now deal with every customer directly, for example 

via the internet. This method is being increasingly used in health with 

the advent of health advice web sites such as everybody.co.nz (which 

provides consumer health information reviewed by medical writers, 

consumer health organisations and health professionals) or personal 

health information web sites such as Microsoft’s HealthVault (which 
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enables individuals to collect, store and share information with family 

members and health professionals and gives people a choice of 

applications and devices to help manage their fitness, diet and health). 

These types of web based systems are predicted to grow in the future 

and possibly be fronted by a familiar face (‘virtual GP’) guiding a user 

through a process of diagnosing common conditions and seeking 

treatments over the web. 

 

Another service innovation is offered through the use of self-service 

computer kiosks, similar to those used by airport passengers and hotel 

guests. These can be as simple as patient administration kiosks now 

available in some overseas emergency departments or as sophisticated as 

telemedicine booths currently being trialled in Scotland (see case study 

‘Scotland trials telemedicine booth’). 

 

An interesting and fast-growing trend, especially in the US, is in-store 

clinics (Bohmer, 2007). Located in highly trafficked areas, typically in 

shopping malls, these clinics are staffed by licensed nurse practitioners 

offering a defined range of services such as common adult vaccinations 

(e.g. flu vaccine), screening tests (e.g. blood pressure and cholesterol), 

and treatment for simple conditions (e.g. allergies, bladder infections, 

sore throat, minor skin infections). Visits and waiting times are short 

and the charge is usually less than US$50. Increasingly, in-store clinics’ 

are electronically linked to local primary care organisations so a patient’s 

regular GP can be ‘kept in the loop’ and continuity of care is ensured. 

Other examples of new service models are provided in the companion 

documents – ‘Emerging Clinical Services’ and the ‘Horizon Scan’. 

Case study:  Scotland trials telemedicine booth 

The Scottish Centre for Telehealth, Cisco, and the National Health 

Service in Scotland have launched the world's first trial of Cisco's 

HealthPresence. This innovative patient care delivery concept combines 

state-of-the-art video, audio and call centre technology with medical 

information over a secure network to create a virtual face-to-face 

experience for patients and caregivers who may be separated by large 

distances. The platform interfaces with medical diagnostic equipment, 

such as stethoscopes and otoscopes, as well as a vital signs monitor that 

can measure blood pressure, temperature, pulse rate and pulse oximetry 

to capture the physiological condition of the patient. An attendant is 

available to operate the medical devices on behalf of the remotely 

located caregiver as well as to maintain the technology in good operating 

condition. The trial is taking place at the Aberdeen Royal Infirmary in 

Scotland to assess how effective the technology is, as well as patient and 

caregiver satisfaction. Upon a successful outcome of this program, 

further trials may be planned in Scotland and around the world. 
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3.1.7 Partnering and shared services 

In a globally connected world, business organisations are increasingly 

motivated to work together to develop new products, deliver better 

services and expand their markets. In the public sector, and health in 

particular, there is an additional motivation to reduce duplication and 

remove unnecessary costs where possible. Shared services and clinical 

networks are two strategies of working together that are becoming more 

popular in the health industry worldwide. 

 

Shared services are typically put in place as joint venture arrangements 

between a number of health organisations. Their role is to provide 

specific support functions for their owner organisations, removing the 

need for each individual organisation to maintain their own support 

function. Shared services usually focus on ‘back-office’, administrative 

functions such as information technology, finance and payroll. However 

it can also extend to some aspects of a health organisation’s core 

business such as recruitment and training of clinical staff, joint 

procurement of medical equipment and drugs, or provision of health-

related information and public health services. Based on their long 

experience with shared services, Canadian researchers identified forecast 

savings of between 15% and 25% from shared services projects 

(Whitfield, 2007). 

 

While health professionals have long worked in informal networks, 

managed clinical networks are a relatively new phenomenon in health 

(Ministry of Health, 2008). They are defined as linked groups of health 

professionals and organisations working across different parts of the 

sector (primary, secondary, tertiary) and across existing professional and 

service boundaries. They are usually multi-disciplinary (i.e. employing a 

range of health professionals including doctors, nurses, pharmacists, 

psychologists, physiotherapists) and aimed at ensuring equitable 

provision of high-quality, clinically effective services. Clinical networks 

can have different forms and organisational structures, from relatively 

loose arrangements for shared learning and quality improvement, to 

jointly governed, funded and managed entities that organise and provide 

services across large geographical areas. Whilst there is still a lack of 

specific evidence about the effectiveness of clinical networks, there is 

some indication that they can provide a seamless ‘continuum of care’ 

with a single point of access for the patient. They may also improve 

safety and reduce the variation between providers of services, and 

provide learning opportunities for clinical staff working in a multi-

disciplinary environment. There is also an expectation that managed 

clinical networks may ease the pressure of current and future workforce 

shortages in the sector (Ministry of Health, 2008). 
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Figure 3 - 6:  Future milestones – sample of significant trends and disruptions shaping the future of clinical services (2012-2020) 

 

Source:  Compiled by Global Foresight Network from internet scanning and the ‘2005/2006 BT Technology Timelines’ edited by Ian Neild & Ian Pearson 
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4 Our vision for the future: ‘Connected Communities’ 

Chapter Summary 

In this chapter, we describe our vision for Central Region’s clinical 

services in 2020 – a regionally coordinated system of health service 

planning and delivery, which we refer to as ‘Connected Communities’. 

To make this vision a reality, we propose a new service model be 

progressively adopted over a period of 10-12 years. This service model is 

based on four powerful strategies. 

 Clinical networking (clinicians working together across the 

 current boundaries). 

Community-based care (far greater role for home and 

 community as places for providing quality healthcare). 

Differentiation (each hospital to focus on what it’s best at). 

Clustering (bringing some services together). 

Applying these strategies to the Central Region, with its large territory 

and most people concentrated in a few urban centres, we have initially 

come up with three options for arranging hospital services. We named 

them ‘Three Centre Network’, ‘Two Centre Network’ and ‘Super Centre 

Network’ to indicate the number of major acute hospitals in each option 

(three – two  – one). Each of these options is an improvement on the 

current situation, which is seen to be unsustainable. 

Following stakeholder and Board feedback, the concept of service 

configuration as the backbone of the system (or ‘tahuhu’) arose. The 

tahuhu is an important step on the journey towards the ultimate goal of a 

fully integrated collaborative and continuum-based model. Expression 

of the tahuhu will be based around services and networks.  The ‘Three 

Centre Network’ is recommended as the initial service configuration for 

the Central Region, however it is expected that all hospitals and other 

providers will play leadership roles for certain aspects of some services. 

Further development of service configuration will be developed over 

time as service networks mature and logical locations for services 

become evident. The regional decision-making framework will be 

important in this regard. 

However, for this, or any other significant service change to occur, a 

number of important ‘enablers’ need to be put in place first. These 

enablers include: highly developed clinical networks, advanced 

community health centres, excellent local emergency services, improved 

transport and accommodation systems for patients and clinicians and 
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common information technology that enables sharing of critical data 

across the region. These developments will take a number of years and 

will require a concerted effort and investment on the part of the region’s 

DHBs. A ‘roadmap for change’ has been outlined to guide the DHBs 

and their local, regional and national partners in moving forward 

towards the new, improved service model for the future. 

 

The year is 2020. One in every five people living in the lower North 

Island is 65 years old, or older. In some areas, such as the Wairarapa and 

Whanganui, the percentage of 65+ is as high as one quarter of all 

residents with a considerable number being in the 85+ age group. The 

region is more ethnically diverse with higher proportions of Māori and 

Pacific peoples – in Hawke’s Bay and Whanganui one third of the 

population is Māori.   

 

Amazing technological advances that have characterised the first two 

decades of the 21st century have not only extended life expectancy, but 

have also radically changed the way we live and interact with the health 

system. 

 

A great deal of health care is provided in the community and in 

peoples’ homes, and a sophisticated clinical decision making tool, 

fronted virtually by a familiar face and running across a high speed 

internet network, is the first point of contact for health advice. Citizens 

are able to realise a true sense of ownership in managing their own 

health, and really feel like members of a community health team. They 

can readily plan and receive care when they need it, as close to home as 

possible. They can communicate with their health professionals by 

email, webcam or in person – whatever suits. 

 

For at-risk parts of the community, such as elderly and chronically ill, 

there is telediagnosis, biosensing to home and telemedicine kiosks, 

supported by rapid response teams. 

 

Most health care is provided in the local, integrated ‘community health 

and wellbeing centres’ that arose from advances in the Primary Health 

Care Strategy of the early 2000s. These sophisticated primary health 

providers are able to diagnose and treat most of the acute and chronic 

illnesses and also run a network of ‘in-store clinics’ located in 

convenient places frequented by the community. Mindful that 

technology is not an option for everyone, community health centres also 

provide extensive outreach services, whānau ora home care, and school-
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based programmes. There is a particular focus on ensuring good access 

to quality services for the most deprived population groups, reflecting 

the higher level of health need this population experiences. 

 

Local multisectoral ‘community development networks’ commission 

most health services in conjunction with other public services such as 

housing, education and employment. They are better enabled to tackle 

inequalities in health by using a holistic, whānau ora approach to dealing 

with the health and social needs of families and local communities. 

This approach has resulted in much improved health outcomes for 

Māori, Pacific peoples and those who are socio-economically 

disadvantaged. 

 

As result of brave and visionary plans adopted by DHBs in the first 

decade of the 2000s, hospital services have also been revolutionised. 

They are now provided by a network of local, major sub-regional and 

regional hospitals operating as one, truly collaborative regional health 

network. This network is underpinned by a mobile clinical workforce 

adopting a ‘think regional and act local’ mindset, shared information 

technology and a highly effective, eco-friendly transport system. 

 

Workforce crises, service disruptions, safety issues, inequalities and 

fragmentation that plagued the sector in the late 2000s have been 

reduced by means of true regional and national collaboration, clinical 

leadership and an uncompromising quest for service excellence and 

quality of care. 

 

Central Region 2020 

At the core of our vision is a regionally coordinated system of health 

service planning and delivery – an approach that will lead to lasting 

improvements in access, quality, sustainability and efficiency of clinical 

services. What will be different? 

• Patients and their families/whānau will be placed in the centre of 

the system, and processes of care will be designed to improve their 

experiences and health outcomes. 

• People living in all parts of the region will have good, reliable access 

to quality health services. 

• Long-term, sustainable development of services and workforce will 

be secured. 

• Socio-economic and ethnic inequalities in health will be tackled. 

• More health care will be provided at home and in the community. 
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• Health professionals will have a greater sense of professional 

satisfaction and achievement by working in self-directed, multi-

disciplinary clinical teams across current organisational boundaries. 

• The system will be more efficient and more responsive. 

• Administrative duplication will be reduced by combining some of 

the back-office functions of DHBs. 

 

 

Could this be the future of our region’s clinical services? What role will 

the Central Region DHBs and their health service providers play in this 

future? How does this high level vision translate into a set of specific 

strategies and service changes that will make a real difference to people 

living in this part of the country? These are some of the questions that 

we will try to address in the remainder of this plan. But before we detail 

future service configurations and a ‘roadmap for change’, we first need 

to explain the key concepts that are underpinning the proposed way 

forward. These concepts are discussed in the section that follows – 

‘Moving to solutions’. 

4.1 Moving to solutions 

In the previous chapter an overview has been provided of key trends 

and disruptions that will shape the health sector over the coming years. 

But what will these changes mean specifically in relation to the Central 

Region and its clinical services? What consequences will they lead to?  

 

The following table provides a summary of some of the key trends and 

their implications for regional clinical services. 

Table 4 - 1:  Key trends and their implications for regional clinical 
services 

Trend Implication 

Workforce specialisation  Clinical networking + Clustering  

Quality, clinical governance and 
risk management  

Clinical networking + Clustering  

Drive for efficiency, effectiveness, 
safety and quality 

Centres of excellence  

Growing demand for services and 
increasing burden of chronic illness  

Enhanced role for primary and 
community health + Self 
management (Home)  

Increasing patient expectations  Tension: access versus quality � 
Clinical networking + Clustering + 
Self management (Home) 

Exponential growth in technology Centralisation of high tech + 
Increasing treatment options + Local 
presence + Self management (Home) 
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Firstly, the rapid growth in scientific knowledge and introduction of new 

treatments will continue to drive health professionals to specialise in 

order to stay ‘at the top of their game’. This combined with the ongoing 

pursuit of quality of care and efforts to minimise adverse events, will 

mean that some hospital services will have to consolidate into bigger 

units. Larger groups or ‘clusters’ of clinicians working together will be 

better able to provide a broad range of clinical services, maintain their 

competencies and ensure compliance with high standards of quality and 

safety. However, these clusters will work across multiple sites (e.g. 

across three or four different hospital facilities) and will develop strong 

clinical networks to ensure that the right care is provided at the right 

place and the right time. 

 

DHBs and their hospital providers will be expected to pursue ever 

greater levels of efficiency (value for money), effectiveness (better 

outcomes from health interventions provided) as well as safety and 

quality of services. These goals are often at odds with each other and 

therefore difficult to achieve all at once. However, there is increasing 

evidence, internationally and in New Zealand, that quality providers are 

also efficient providers. There is also some evidence that hospitals 

providing high volumes of certain types of services (e.g. a certain type of 

surgical procedure) achieve better results for patients and are more 

efficient. This phenomenon is known as the ‘experience curve’ and is 

known to be at work in most industries. Simply said, as individuals 

and/or organisations become more experienced at a task, they usually 

become more efficient at it. This leads to a concept of ‘centres of excellence’ 

– these are hospitals and health organisations that are recognised as 

leaders in a particular field in which they have achieved a very high level 

of experience and know-how. Developing centres of excellence can be 

an effective way of dealing with the ongoing drive for efficiency, 

effectiveness, safety and quality in the health sector. 

 

The ageing population and the increasing numbers of people with 

chronic illnesses, such as diabetes, heart disease and kidney disease, will 

continue to push the demand for clinical services. Primary health care 

and community-based services are likely to play a more central role in 

dealing with this growing demand as set out in the Primary Health Care 

Strategy (Ministry of Health, 2001). However, as discussed in the 

previous chapter, we also see an increasing role for patient self-care and self-

empowerment, supported by technological developments such as the 

internet, telemedicine and instant testing. 

 

Increasing patient expectations are likely to have a dual effect on clinical 

services – people will expect to be able to access services as close to 
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home as possible, but will equally expect these services to be of the 

highest quality and provide the best possible outcomes. As previously 

discussed, it will be necessary to consolidate some clinical services in order 

to maintain quality. However, it will still be possible to provide many of 

these services close to home (and even at home) by means of clinical 

networking and telemedicine, while for other services people will need 

to travel to receive quality care. In these cases, support for patient travel 

and accommodation will be of great importance. 

 

Finally, the rapid and accelerating growth of technology discussed in the 

previous chapter, will also have a dual effect. Some technology, such as 

robotic surgery and PET scanning, will be very expensive and require 

highly specialised staff to run. This kind of technology will have to be 

centralised in one or two sites in the region. On the other hand, other 

technologies will be much more affordable and will enable more health 

care to be provided outside of the traditional hospital environment – in 

primary health care centres, and even shopping malls and homes. This 

includes portable diagnostic devices, screening tests and some minor 

surgical procedures. Also, there are examples of mobile medical 

technology already in use in New Zealand for treatment of kidney stones 

and provision of minor surgery. These delivery options might become 

more common in the future. 

4.1.1 Key strategies for dealing with current issues 
and future trends 

Summarising the above, Central Region DHBs have four powerful 

strategies available to them to deal with their current issues (described in 

Chapter 2 of this document) and future trends (described in Chapter 3 

of this document). 

• Clinical networking (clinicians working together across 

organisational boundaries). 

• Community-based services (providing more services in 

community-based settings including the person’s home). 

• Differentiation (each hospital focussing on what it is good at). 

• Clustering (bringing some services together). 

 

Clinical networking is a high priority strategy and the ‘glue’ that will 

hold the system together and enable health professionals to continually 

improve what they do. Visible clinical leadership and alignment to a 

shared clinical governance framework will be paramount to the success 

of clinical networks. Almost universal support for this strategy was 

found in the clinical services survey (97% of respondents supported 

some degree of clinical networking), and in the words of one of our 

regional clinicians, “clinical networks may allow clinicians to become 
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more expert at their work by seeing a wider range of patients in multiple 

work areas within the region”. Clinical networking has the potential to 

counter some of the negative effects of workforce shortages thus 

making services more sustainable. It can also enhance patients’ 

experience by streamlining the many processes involved with planning 

and provision of clinical care.  

 

Community-based services, and primary health care in particular, 

should play a central role in the future, with many of today’s hospital 

services (e.g. specialist outpatient clinics) being provided in the 

community. This will require a strong and sophisticated community 

health infrastructure, including facilities and equipment (e.g. diagnostic 

equipment) and ambulance (paramedic) services playing a significant role 

in delivering care in the community and home (rather than in delivering 

the patient to the hospital). This strategy will result in better 

management of chronic illness, greater responsiveness to people’s needs 

and likely reduction in waiting times for routine diagnostic tests, 

specialist assessments and minor procedures. 

 

Differentiation is based on the idea that hospitals should not all be 

trying to provide the same range of services, but may in fact focus on 

different specialties (e.g. cardiology), procedure types (e.g. reconstructive 

surgery) or competencies (e.g. rehabilitation). The choice of areas to 

focus on should be based on a hospital’s existing strengths and/or 

specialised facilities. This strategy generally results in greater efficiency 

of service provision as well as better outcomes for people, 

families/whānau.  

 

Finally, clustering, as explained in the previous section, means that 

some hospital services (e.g. complex acute medical care) are consolidated 

into bigger units. This generally tends to increase the sustainability of 

services and their ability to provide safe, good quality care.  

4.1.2 Future service model – roles and activities 

While this plan’s focus is on services, rather than health organisations 

and facilities, it is important to discuss different types of health 

providers and the roles they are likely to play in providing the future’s 

health services. This will then enable us to build options to better link 

services together in the future [options are presented in the remainder of 

this chapter]. 

 

We envisage that the future model of service provision will be very 

different from the current, hospital-centric model. In the current model, 

home plays only a relatively minor role as the place of care provision. 
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Similarly, community-based services and primary care, although growing 

and increasing in importance, still play only a limited role in clinical 

service delivery. Instead, the current model relies on hospitals as a 

preferred option for the delivery of clinical care. This is often 

appropriate, for example when life-saving interventions are required or 

when complex surgical procedures need to be performed.  

 

However, the model is not always able to adequately separate ‘routine’ 

from ‘complex’ work, resulting in increasing numbers of people trying to 

access services from secondary and tertiary hospital providers even 

when their conditions could be managed in a different setting. 

Additionally, community-based and home-based providers currently 

have only limited capacity and capability to deal with greater patient 

numbers and complexity of conditions. The sum result of this ‘model 

muddle’ are unacceptable waiting lists, overwhelmed emergency 

departments and hospital wards, and patients encountering barriers and 

difficulties at ‘crossing points’ between different levels of health care 

(primary, secondary and tertiary care). The current service model is 

illustrated in Figure 4 - 1:  The current service model. 

 

 

Figure 4 - 1:  The current service model 

 

 

A different service model is envisaged in which home plays a significant 

role and is formally recognised as a place for provision of clinical care. 

Similarly, community-based services and primary care play a far greater 

role in the future service model and are equipped to meet a wide range 

of health needs without having to resort to hospital care as a default 

option. Consequently, hospitals are freed up to focus on the provision 

of inpatient treatment and more complex care. Health professionals are 

encouraged and empowered to work across all levels in order to 

coordinate patient care and enable seamless access to the most 
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appropriate care options. The proposed service model is illustrated in 

Figure 4 - 2 below. 

Figure 4 - 2:  The proposed service model 

 

 

A more detailed list of activities that will be provided in each health care 

setting under the future service model10 is presented in Table 4 - 2 on 

[page 97].  

                                                      

10 This model is loosely based on the one developed by the ‘Healthcare for London’ 
advisory group in 2007 (Darzi, 2007) as part of an effort to redesign and improve health 
services in that city. Although their environment and circumstances are very different 
from those in the Central Region of New Zealand, the underlying concepts are generic 
and the role descriptions can be used. 

The model suggests that: 

• more health care should be provided at home, including 

ongoing care for long term conditions and step-down care and 

rehabilitation following discharge from hospital 

• community health centres should be developed to provide a 

‘one stop shop’ for a wide range of health services, including 

both general practice as well as specialist outpatient services 

(currently provided mainly in hospitals), supported by 

appropriate diagnostic facilities (laboratory and radiology) and 

pharmaceutical services 

• local hospitals should provide emergency medicine and non-

complex acute inpatient services, including step-down care and 

rehabilitation following discharge from major acute hospitals. 

They should also provide high throughput elective surgery 

• major acute hospitals should provide complex emergency 

services and complex, acute medical and surgical care 

• in addition to providing complex acute care, tertiary referral 

services will also offer a range of very specialised services and 

have a strong link with academic health science centres (e.g. 
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medical schools) and research institutions.11 Tertiary referral 

services may be part of a major acute hospital or be distributed 

across several hospitals 

• hospitals that have existing ‘niche’ areas of expertise (e.g. 

reconstructive surgery) should be recognised as regional ‘centres 

of excellence’ and other hospitals should also be encouraged to 

specialise. 

 

As this plan’s primary focus is on hospital services, we will not be 

discussing the home-based and community-based services in great detail. 

It is important to note however that these services are at the centre of 

our proposed future service model. Without them, the rest of the model 

– including the role played by hospitals – will not be achievable. This 

requires the home-based and community-based services (including 

primary care) to be developed to a far greater extent than is currently the 

case. 

 

In particular, the current provision of primary healthcare services relies 

on a large number of general practices, many of which are very small. 

                                                      

11 Research and academic health science centres will also link with care settings across 
the continuum. 

According to the 2005 Membership Survey undertaken by the Royal 

New Zealand College of General Practitioners (RNZCGP, 2006), many 

general practitioners work in solo practices or in small group practices 

with an average of 3.2 GP FTEs per practice (16% and 46% of 

respondents respectively). The ‘community health centres’ featured in 

our proposed service model will require a considerably greater 

concentration of general practitioners as well as other types of health 

professionals working together to offer a wide range of diagnostic and 

treatment services. It will also require significant facilities development 

in order to accommodate larger groups of health professionals along 

with the necessary equipment. This is a major change, and will need a 

concerted effort by DHBs and PHOs as outlined in MidCentral DHB’s 

report ‘From Corner Dairy to Sustainable General Practice: A Vision for 

Primary Care in 2010’ (MidCentral DHB, 2007). 

 

Notwithstanding the above developments, many of the services detailed 

in our proposed future service model will also continue to be provided 

by existing providers, such as community pharmacies and smaller 

general practices. Their services will supplement and enhance those 

provided by new provider types outlined in our model. 
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Table 4 - 2:  Roles and activities in the future service model (provided as a guide) 
Note: some overlap exists between major acute, tertiary referral and specialist hospitals – they may in practice be part of the same hospital 

Activities Home Community 

health centre 

Local 

hospital 

Major 

acute 

hospital 

Tertiary 

referral 

service 

Specialist 

hospital 

Ongoing care for long term conditions and support for self care � �     

Rehabilitation, end-of-life, some specialist care � � � � � � 

Diagnostics and outpatient services � � � � � � 

General practice, community health, pharmacy, dentistry etc  �     

Minor procedures and day case interventions  � � �   

Emergency medicine  � � � �  

High dependency unit (HDU) for non-ventilated patients, intubation & transfer   �    

Acute non-complex medicine and surgery   �    

Maternity care � � �    

Obstetric unit with associated level 1/2 NICU (in some hospitals)   �    

Obstetric unit with associated level 2/3 NICU    � �  

High throughput elective surgery   � �  � 

Complex acute medical care, supported by ICU    � � � 

Complex surgery (acute & elective), supported by ICU    � � � 

Advanced diagnostics and subspecialist services    � � � 

Teaching and workforce development � � � � � � 

Research, links with academic health science centre  � � � � � 

 

� = Comprehensive service provision  � = Partial service provision 
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Taking a closer look at the role of hospitals in the future service model, 

an overview of different hospital types is provided in Figure 4 - 3 below. 

Figure 4 - 3:  Overview of different hospital types in the future service 
model 

 

 

An important new feature of this model is the difference between a 

‘local hospital’ and a ‘major acute hospital’. Local hospitals will provide 

non-complex, inpatient and day case services to local populations of 

between 50,000 and 150,000 people. They will have excellent emergency 

departments capable of providing urgent care for all but the most severe 

emergency cases. They will also have a high dependency unit (HDU) for 

non-ventilated patients and a facility to stabilise, intubate and transfer 

the most severely ill. They will also provide on-site maternity services, 

including secondary obstetrics on a 24/7 basis by working in 

conjunction with their neighbouring major acute hospital (for a detailed 

example, refer to the report of the Whanganui-MidCentral Regional 

Taskforce for Women’s and Children’s Health Services, 2007). In 

addition, local hospitals will provide high throughput elective surgery for 

local and regional populations (for example, the local Wairarapa hospital 

may provide some elective services to people living in parts of the Hutt 

Valley or MidCentral DHB’s region). Clinical care in local hospitals will 

be supported by diagnostic services including laboratory, radiography, 

ultrasound and CT. Local hospitals will work in partnership with 

community health centres, for example to provide care for acute 

episodes of chronic illness. 

 

Major acute hospitals will provide complex acute and elective services 

to sub-regional (and in some cases regional) populations of between 



 
OUR VISION FOR THE FUTURE 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  99 -  

 

300,000 and 400,000 people. They will enable some of the acute services 

to be clustered into larger clinical units as discussed in the previous 

section. Major acute hospitals will be equipped and staffed to provide 

24/7 services in all medical and surgical specialties and will be supported 

by more advanced, specialist diagnostic services. Their intensive care 

unit (ICU) will be able to care for most seriously ill. They will also 

provide complex elective surgery as well as some of the non-complex 

elective surgery when patients have serious pre-existing conditions (i.e. 

comorbidities). Major acute hospitals and local hospitals will work 

closely together in clinical networks operating across their multiple 

facilities. In some cases these will operate as combined clinical units 

while in others networking will enable greater coordination and 

standardisation of care between autonomous departments. 

 

Tertiary referral services will also utilise clinical networking – whether 

they are based at a major acute hospital or spread across multiple 

hospital sites. They will provide the most advanced, subspecialist 

diagnostic and therapeutic expertise and capability and will typically 

serve a sub-regional or regional population of between 500,000 and 

850,000 people. Research institutions and academic health science 

centres (e.g. medical schools) will link with care settings across the 

spectrum, however, tertiary referral services and specialist hospitals will 

play a particularly important role in teaching and ‘cutting-edge’ research.  

Finally, some hospitals will be designated as regional centres of 

excellence or specialist hospitals, focussing on a particular specialty or 

clinical competence that they will be able to offer to the entire region 

and in some cases, nationally. For example, based on the current 

strengths, there is a potential for Central Region to develop specialist 

hospitals for reconstructive surgery and rehabilitation (at Hutt Hospital), 

cardiac services (at Wellington Hospital) and gastro-intestinal surgery (at 

Palmerston North Hospital). These hospitals will also be linked with 

academic health science centres or universities and run extensive 

research programmes. 

 

The important thing is that, from the patient’s point of view, all of these 

hospitals will work together as a tightly integrated, regional health 

network able to provide best care at the best place and at the right time, 

as illustrated in the case study below. Care provision will be seamless 

and well coordinated, responding to a patient’s needs as ‘one system’. 
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Case study:  Accessing acute care 

Bob is 75 years old and lives in a provincial part of the Central Region. 

He has just returned home following hip replacement surgery at his local 

hospital a day earlier. His recovery goes well and he is cared for by a 

visiting nurse and a physiotherapist from the local health centre. Using 

email and his personal on-line health record Bob also keeps in touch 

with his GP who is keen to ensure Bob takes his regular medication. 

Since his first heart attack nearly twenty years ago, Bob has changed his 

lifestyle and tries to keep his blood pressure and cholesterol levels in 

check. However, a few weeks later, Bob experiences severe chest pain 

while playing golf. The ambulance crew suspect a heart attack and, using 

a clinical predictive tool, determine that Bob would benefit most from a 

cardiology procedure called Percutaneous Coronary Intervention. In line 

with the regional treatment protocol, they take Bob directly to the 

nearest major acute hospital where the interventional cardiology team is 

ready. Bob undergoes an angioplasty procedure and has a stent inserted 

into a coronary artery. Following a night in the ICU, Bob feels better 

and is transferred back to his local hospital for step-down care and 

rehabilitation. The cardiologist from the major acute hospital checks up 

on Bob using a telemedicine link and gives advice to his colleagues at the 

local hospital. After a few days, Bob is ready to return home where he is 

followed up by a specialist cardiology nurse from the local health centre. 

4.2 Building service configurations 

Configuration is defined as an arrangement of components (parts) that 

make up a system. In relation to hospital services this has typically 

meant how hospital services (parts) are arranged in order to provide 

service coverage (system). Feedback from stakeholders including Boards 

on an initial draft of this plan has led to a broader definition of service 

configuration that includes an emphasis on service leadership and 

networks. This section describes the enablers that must accompany the 

proposed changes to service configuration followed by a description of a 

number of service configurations. Finally, an approach towards a new 

service configuration is presented. 

 

As acknowledged in the previous section, the current service model is 

hospital-centric. As a result, some in the community may hold a belief 

that the function of a DHB is linked to the services provided by the 

local hospital. The function of a DHB, however, is primarily concerned 

with ensuring the health needs of their community are catered for, and 

can be regarded more as a ‘health funding’ function than a ‘health 

providing’ function. 

 

Adopting the role of the DHB as a health funder provides different 

models to the hospital-centric model and allows for hospital services to 
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be arranged in a number of ways (i.e. different configuration options). 

Each of these will provide a different level of service access, 

sustainability and quality of services. Also, some of these configurations 

will be more affordable than others. 

 

Before we discuss service configuration options in more detail, it is 

important to note the underlying assumptions for our planning. 

• Current population projections will hold (e.g. no unexpected 

increase in migration). 

• There will be no significant structural or policy changes in the 

NZ health sector (i.e. same number and location of District 

Health Boards). 

• There will be no significant changes to the funding regime (i.e. 

population based funding with future funding track). 

 

Effectively, the first step in the process of building service 

configurations involves applying our four regional strategies (clinical 

networking, community-based services, differentiation and clustering), 

as well as our future service model (described in the previous section), to 

the geography and the population of the Central Region. To explain this, 

we can use a chart illustrated in Figure 4 - 4, which has ‘clustering’ as 

one axis of our system and ‘differentiation’ as the other axis. This 

enables us to consider how the service configurations change as we 

pursue increasing levels of clustering (bringing some services together) 

and differentiation (encouraging hospitals to do different things based 

on their strengths and competences). 

 

As we move along the chart, we make services more clustered (or 

consolidated) and we make hospitals increasingly specialised in different 

types of activities. Greater clustering will generally make the services 

more sustainable and improve quality. Greater differentiation will 

generally make the services more efficient and, arguably, also ensure 

greater quality.  

 

However, the flipside is that as we move along the chart, we have to be 

more and more mindful of people’s access to services. This is where a 

set of common enablers, depicted as a triangle underneath the chart, 

become very important.  The more clustered and differentiated the 

hospital services become, the more important it is to have effective 

clinical networking, a strong and highly developed primary care, 

excellent local emergency services, and excellent ICT and transport 

infrastructure in place. 

 

Maintaining the quality of clinical services will also be important. With a 

different structure and model there will need to be a quality framework 
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to measure whether the new ways of delivering services are as effective 

as or better than the current way.  The final step in building our service 

configuration is to superimpose a clinical governance and collaborative 

continuum of care perspective. 

Figure 4 - 4:  Building service configuration options 
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4.2.1 Common enablers 

To turn the proposed future service model into reality, Central Region 

DHBs and their local and regional service providers will need to put in 

place a number of ‘common enablers’. In addition to making the future 

model possible, these enablers represent positive changes and 

infrastructural investments, which should be beneficial to the 

communities and health organisations regardless of the exact service 

configuration the DHBs agree to adopt. This section describes the 

following enablers in more detail. 

• Regional clinical leadership and networking. 

• Primary and community health infrastructure. 

• Transport and accommodation infrastructure. 

• Standardised processes and clinical protocols. 

• Information and communication technology. 

• Regional decision making. 

• Shared back-office functions. 

 

Regional clinical leadership will be an essential ingredient for the 

successful functioning of clinical networks and for the development of 

the future service model. Collective employment agreements for 

clinicians are providing an expectation that clinically led teams will 

organise, plan and provide services across local DHBs. This should 
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extend beyond current organisational boundaries to regional and 

national services as well. The principles and practices of clinical 

governance are at the heart of regional clinical networking. 

 

Many aspects of the proposed future service model depend on the 

existence and effective functioning of regional clinical networks. 

Regional clinical networks across Central Region DHBs have a greater 

probability of success in:  

• agreeing and implementing models of shared care 

• integrating clinical services across the care continuum 

• identifying administrative delays and process barriers 

• introducing clinical outcome measures 

• standardising many aspects of clinical services. 

 

Regional networks have as their strength a neutrality to a particular 

health organisation, and a focus on treatment and care from the 

perspective of the patient and their families/whānau. Other central 

considerations of clinical networks include: 

• a broader view of the service continuum to ensure primary, 

secondary, rehabilitation and palliative care services are 

integrated effectively 

• an understanding of the population health needs and service 

provider needs. This allows for a shared understanding of 

language, culture and meaning.  

 

Regional networks should be in place for most clinical services, starting 

with strengthening the ones that are already up and running, such as 

cancer network, cardiology network, plastic services network and renal 

network. All networks should be formalised and supported by adequate 

administrative, project management and technical resources.  

 

Primary and community health infrastructures are a major 

component of the future service model with the ‘community health 

centres’ described in section 4.1.2. Typically, these centres will serve 

between 30,000 and 40,000 people and offer a wide range of diagnostic 

and treatment services, including many specialist outpatient services. 

Development of these centres throughout the region will be a huge 

undertaking and require a significant investment over a number of years 

(see section 4.8.2 for more details). This will include investment in 

facilities, diagnostic equipment, information and communication 

technology, and workforce. The location of these community health 

centres will need to take into account physical proximity to the expected 

population catchment and transport facilities. Ad-hoc development, 



 
OUR VISION FOR THE FUTURE 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  104 -  

 

based solely on the location of existing health care infrastructure, should 

be avoided. 

 

The development of this infrastructure will result in community health 

centres becoming the first point of contact for health care. New ways of 

working will see nursing and allied health practitioners as fully integrated 

members of the health team. Services once regarded as being available 

only in hospitals will now be available in the community (e.g. cardiology 

services). Specialist staff once only employed by hospitals will now either 

work full time in the community setting or have joint appointments with 

the local hospital. Clinicians will have access to diagnostic equipment 

traditionally held in hospitals and referral will become more streamlined, 

based on standardised referral protocols and computerised decision 

support tools.  

 

Paramedic services will be regarded as the first point of treatment for 

many urgent or semi urgent issues, with many treated at home rather 

than being transported to hospital or to community health centres. 

 

If the region is to have a more mobile workforce and provide patients 

and their families/whānau timely access to clinical services across the 

new regional service model, then significant investment and 

development is required in transport and accommodation 

infrastructure. The regionalisation of clinical services will require that 

transportation and accommodation costs are met on a routine basis. 

 

Major transport improvements are required and should cover health-

specific transport systems (ambulances and air ambulances) as well as 

public transport systems. At this point in time, DHBs have only limited 

influence over these systems. In the future, DHBs should seek to play a 

more significant role both as funders of ambulance providers as well as 

partners to regional councils in terms of the planning and development 

of public transport. Also, using their joint purchasing power, regional 

DHBs could become more proactive in terms of enhancing some of the 

transport options (e.g. helicopter transport).  

 

The transport requirements of clinical teams who will be working 

increasingly across different care settings need to be planned for and 

resourced. 

 

Finally, as active participants in the national review of patient 

accommodation policies, it is essential that Central Region DHBs 

influence future policy development to be aligned with the desired 

service model. 
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To maximise the benefits of clinical networking and a new regional 

service model, multi-disciplinary clinical teams and networks should 

develop and agree a set of standardised processes and clinical 

protocols, especially those for assessment, transport and transfer of 

patients between local and major acute hospitals. Excellent 

communication systems and processes must also be put in place to 

ensure that care coordination is fault-free, timely and effective. 

 

By way of an example, Figure 4-5 and Figure 4-6 illustrate the different 

service processes that can be in place for a diabetic patient when visiting 

clinicians at hospital outpatient clinics. Figure 4-5 shows the existing 

outpatient clinic service model where the patient is required to fit 

around the clinician’s timeframe. Figure 4-6 proposes that the outpatient 

clinician’s fit around the patient’s visit by providing co-located care. The 

difference for the patient is a dramatically improved experience, with 

fewer visits, and more integrated care. 

 

 Figure 4 - 5:  Current model – more than 40 visits 

 

Figure 4 - 6:  Future model – co-located care – 11 visits 

 

Source:  Aitcheson (2007) 
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Seamless sharing of clinical and administrative information and 

enhanced communication technology between the region’s health 

providers is a necessary prerequisite for patients to receive efficient and 

effective treatment and care, and to enable the regional workforce to 

work as a team under the new service models. 

 

This will require Central Region DHBs to link the many strands of their 

information systems and, additionally, develop strong IT linkages with 

community health centres. Figure 4-7 sets out an example from the draft 

regional Information Systems Strategic Plan (ISSP).  The regional ISSP 

is still under development, but it provides a good illustration of the types 

of joint IT projects that the region could undertake over a four-year 

period at a DHB, multi-DHB and regional level.  

 

Significant investment in telemedicine as well as web-based solutions for 

patient self-management and communication with health professionals 

will also be required. Case study ‘shared electronic health record for 

diabetes care’ illustrates how shared information and communication 

technology will enhance regional clinical service delivery.  

 

 

 

 

Figure 4 - 7:  Draft regional ISSP work programme 

 

Some form of regional decision making is seen as a key enabler 

because it will make it possible for Central Region DHBs to make joint 

decisions on all matters of regional importance. This should include 

significant investment decisions, as well as service development and 

workforce development decisions. Regional decision making is the main 

topic of the next chapter of this plan. 
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Case study:  Shared electronic health record for diabetes care 

Fiona lives in the Wairarapa. She was diagnosed with Type II diabetes 

mellitus 15 years ago and has been on insulin treatment for the last five 

years. She monitors her blood glucose three times per day and adjusts 

her insulin dosage as required based upon a guide developed for her by a 

diabetes specialist from Palmerston North that she saw at the local 

community health centre. Fiona also visits her GP every three months 

and has participated in the annual ‘Get Checked’ programme for the last 

five years. As a part of the screening programme, Fiona has her eyes 

checked and is referred to the ophthalmology service in Wellington for 

assessment and treatment of early retinal changes. Her kidney function 

has also declined in the last twelve months and an electronic referral has 

been made to the renal nurse practitioner. 

A regional electronic health record (REHR) provides an integrated 

portal to all health care professionals involved in Fiona’s care. Her GP 

can obtain a view of all of Fiona’s interactions with the health system. 

This includes a ‘patient diary’ of scheduled visits across all providers as 

well as a facility for requesting appointment times electronically. At the 

Wellington hospital, a specialist can view Fiona’s clinical records, 

previous outpatient clinic summaries, discharge summaries, radiology 

and laboratory results regardless of where results were generated. Back 

home in the Wairarapa, Fiona’s pharmacist can view a summary of her 

health record and updates it with the information from the latest e-

prescription received from the specialist. Fiona is also able to view her 

health record and keeps an on-line diary as discussed with the renal 

nurse practitioner. They will review it together at the next appointment. 

 

Standardised clinical processes and shared technology infrastructure will 

logically lead to opportunities for sharing common back-office 

functions such as information technology, finance, procurement and 

human resource services. Shared back-office functions will not only 

enhance the DHBs’ ability to jointly develop and provide clinical 

services, but should also result in cost savings that could be directed into 

further service development. 

 

Otago and Southland DHBs have recently formed the Southern 

Alliance, a virtual shared support entity for human resources, finance & 

procurement, information systems and planning & funding. Clinical 

services are expected to be progressed once the shared back-office 

functions are in place.  

4.2.2 Service configuration options 

A number of service configurations arose from research. Following a 

presentation of geographically based scenarios, the concept of 

expressing configuration (structure) through service leadership and 

networks (process) is presented.  
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Status quo 

The ‘Status Quo’ option assumes that the current service configuration 

continues into the future, without any significant changes. All Central 

Region DHBs will run secondary level hospitals with a broad range of 

medical and surgical services, provided on a 24/7 basis, including the 

full range of diagnostic, intensive care, pharmaceutical and other clinical 

support services. Existing inter-DHB arrangements will continue for 

sub-regional services (e.g. urology, renal medicine) including current 

outreach services. Wellington Hospital will continue to provide a broad 

range of very specialised services and act as the main tertiary referral 

centre for the region. In addition, Hutt Hospital will continue to provide 

tertiary plastics and burns services and MidCentral Health will provide 

tertiary cancer services. 

 

This configuration of hospital services is rather decentralised (minimal 

clustering of services) and undifferentiated (all six hospitals are 

attempting to provide a full range of acute, secondary care services for 

their local populations). We have therefore placed ‘Status Quo’ in the 

lower left corner of our chart (low clustering, low differentiation). 

 

The main advantage of this configuration is in the fact that most acute, 

secondary-level hospital services are located relatively close to the 

region’s largest centres of population. This means that most people do 

not need to travel large distances to access most secondary hospital 

services. But even in this configuration, a considerable number of 

people do need to travel to access some high-end secondary services 

(e.g. renal medicine, urology) and tertiary services (e.g. cancer services, 

heart surgery, major reconstructive surgery). Another advantage of 

‘Status Quo’ is the sense of local ‘ownership’ and ‘control’ associated 

with local DHBs running their own hospitals12. 

 

However, there are also a number of risks and disadvantages 

associated with the current service configuration. Many of these have 

been discussed in detail in Chapter 2 of this plan. At this point, it is 

worth reiterating that the main risk with ‘Status Quo’ is that many 

hospital services are unsustainable, especially in smaller hospitals and in 

the region’s tertiary hospital. Without change, the current model will 

lead to further erosion and loss of clinical services across the region. 

There are also risks in relation to quality and safety of services with 

smaller departments facing increasing challenges in maintaining 

appropriate quality standards. Finally, the current configuration can also 

                                                      

12 However, as discussed in Chapter 2 there are now a number of examples (including 
the one from the Wairarapa) where local DHBs have been successful in securing a wide 
range of hospital services to be provided locally without having direct ownership of 
these services. 
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be scrutinised for its relative fragmentation, duplication and inefficiency, 

which also makes it financially unaffordable in the long term. 

The options 

Travelling further along the direction of clustering and differientation 

(Figure 4 - 4)  is where our future service model (see Table 4 - 2) ‘kicks 

in’ to enable ‘centres of excellence’ (in 4.1 these were described as 

effective in dealing with the ongoing drive for efficiency, effectiveness, 

safety and quality in the health sector). There are a number of 

configurations such as ‘Three Centre Network’ (see Figure 4 - 8), ‘Two 

Centre Network’ and ‘Super Centre Network’ which were examined by 

DHB representatives during the project. These configurations are 

discussed including the main advantages and risks.  

 

The ‘Three Centre Network’ envisages that three hospitals – 

Wellington, Palmerston North and Hastings – are designated as the 

region’s major acute hospitals with a broad range of (complex) medical 

and surgical services, provided on a 24/7 basis. Accordingly, the other 

three hospitals – Hutt, Whanganui and Wairarapa – are designated as 

local hospitals and focus on emergency medicine, non-complex medical 

and surgical care, high throughput elective surgery and rehabilitation 

services (including provision of these to other regional DHBs).  

Strong sub-regional service arrangements and clinical networks are 

developed between Capital & Coast, Hutt and Wairarapa in the southern 

part of the region and between MidCentral, Whanganui and Wairarapa 

in the northern part of the region. In this option, Hawke’s Bay largely 

continues with the current range of services and potentially develops a 

sub-regional alliance with Tairawhiti DHB. Wellington Hospital 

continues to provide a broad range of tertiary level services and acts as 

the main tertiary referral centre for the region. In addition, Hutt 

Hospital continues to provide tertiary plastics and burns services and 

MidCentral continues to provide tertiary cancer services. 

 

The ‘Three Centre Network’ option does not represent a major change 

from the current configuration, but is somewhat more clustered and 

more differentiated than the ‘Status Quo’. Its main advantage is that 

most acute, secondary-level hospital services are still located relatively 

close to the region’s largest centres of population. This means that most 

people do not need to travel large distances to access most secondary 

hospital services. However, Whanganui and Hawke’s Bay do have some 

areas that are more remote, so the development of community-based 

primary health care services needs to have priority in these areas 

(particularly in view of inequality issues, refer chapter 2). 
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Figure 4 - 8:  Three centre network option 

Local Hospital

Major Acute Hospital

Tertiary Referral Service

Specialist Hospital

 

 

While sustainability of services in this option is improved over the 

‘Status Quo’ there is still risk associated with this service configuration. 

In particular, viability of some of the hospital services in Hawke’s Bay 

(and possibly in Palmerston North) may put this configuration at risk in 

the longer term.  There is a further risk in terms of public concern and 

acceptability of this configuration, especially in Whanganui, Wairarapa, 

and Hutt Valley. Finally, although more integrated, the ‘Three Centre 

Network’ configuration still requires improvements around 

fragmentation, duplication and inefficiency, which would in turn 

improve its financial affordability in the long term. 

 

Further information about the ‘Three Centre Network’ configuration is 

provided in Appendix 7.  

 

The ‘Two Centre Network’ and ‘Super Centre Network’ lie further 

along the poles of regional clustering and differentiation (Figure 4 - 4) 

and are based on the assumption that the region is served by two major 

acute hospitals and one major acute hospital, respectively. These options 

provide the potential advantages of the greatest level of sustainability 

of services and economies of scale. However, the major risk around the 

‘Two Centre Network’ was seen as access to a major acute hospital for 

some communities (especially Wairoa and Ruapehu districts). The ‘Super 

Centre Network’ configuration was also seen as having a significant risk. 

To use engineering language, it is a system with a ‘single point of failure’ 

– with all major acute services concentrated in one location, therefore 

this system would be highly vulnerable in case of a large natural disaster 

(e.g. an earthquake). Access to the major acute hospital would be of 

great concern to a number of communities across the region, and thus 

reduce acceptability of this option to the public.  
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Initially, a strategy of the ‘Three Centre Network’ as a stepping stone 

towards the ultimate destination of the ‘Two Centre Network’ was 

presented. However, the varying advantages and risks of the 

geographical configurations made it difficult to see a clear winner. This 

was evident during stakeholder workshops and also upon subsequent 

presentation to Boards. Through these discussions it became clear that 

the ‘Three Centre Network’ was the preferred configuration to take 

forward at this stage. Furthermore, a more distributed definition of 

configuration has arisen which presents configuration as the ‘tahuhu’ 

(backbone of the meeting house). While the tahuhu is vital, it is a 

stepping stone on the journey rather than the end point. 

Fully integrated collaborative model  

The final destination for the Central Region goes beyond understanding 

service configuration as the role of hospitals, expressed in the new 

service configuration – the ‘Three Centre Network’. Achieving the 

vision of lasting improvements in access, quality, sustainability and 

efficiency of health services requires a fully integrated collaborative 

model across the continuum of care. Focusing on this goal allows us 

to reframe our prior understanding of service configuration and centres 

of excellence.  

 

Whilst acknowledging that it is vital to concentrate highly specialised 

services in specific locations this model recognises that clinical networks 

and continuum of care models will affect how this develops. This may 

be in relation to whole services or parts of services. For instance, the 

‘Horizon Scan’ describes some possibilities for the Central Region in 

relation to clustering services to specific locations (specific hospitals 

could deliver a ‘cluster’ of services working in collaboration with a wide 

network of providers).  

• Women’s and child health services for the region being based in 

either Capital & Coast or Hutt Valley, MidCentral and Hawke’s 

Bay. 

• Cluster of ENT, ophthalmology, OMF, some orthopaedics, 

urology, rheumatology, elective plastics being based in: Hutt, 

MidCentral (with the option to deliver in Whanganui and 

Wairarapa) and Hawke’s Bay. 

• Cluster of trauma services such as neurosurgery, cardiothoracic 

surgery, plastics and OMF trauma services and Level 5 ED and 

ICU delivered from Capital & Coast. 

• Cluster of non-acute medical services such as 

diabetes/endocrinology, rheumatology, neurology, immunology, 

haematology etc delivered; either at Capital & Coast or Hutt 
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Valley, MidCentral (with option to deliver in Whanganui and 

Wairarapa) and Hawke’s Bay. 

• Cluster of acute medical services such as general medicine, 

gastroenterology, and cardiology in all locations, supported by 

regional specialists. 

 

Service configuration within services could involve service leadership at 

multiple levels. One example where this is already happening is the 

Central Cancer Network (CCN). The CCN was formed in 2007 with 

financial support from the Ministry of Health and also includes 

Taranaki, Tairawhiti and Nelson Marlborough DHBs. Figure 4 - 9 

illustrates the linkages between the continuum based work programme, 

local, regional and national strategies and the structure. Whilst the two 

major cancer centres are located in Wellington and Palmerston North, a 

matrix approach is being taken that includes sub-regional projects and 

leadership roles undertaken by other DHB providers. The reason that 

the network is developing in this way is to make the best use of skills 

across the network – sometimes this will mean that DHBs outside the 

main centres will lead projects and in some cases this will affect the 

location of services (depending on the ability of the DHB to provide all 

necessary service components). 

 

 

Examples include: 

• the lung tumour stream being led by a respiratory physician 

within Hawke’s Bay 

• a sub-regional project to develop guidelines for prostate 

screening led by MidCentral urologists and involving GPs 

across Whanganui, Wairarapa and MidCentral 

• the head and neck tumour stream jointly led by plastic surgeons 

in Hutt Valley and ENT and oral-maxillofacial surgeons from 

all other DHBs. 

 

The above examples and others across the continuum are illustrated in 

Table 4 - 3. 
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Figure 4 - 9:  Central Cancer Network 

 

 

Another example of how service leadership and networks are likely to 

influence service configuration is the regional cardiology project. 

 

The Central Region cardiology project (including Nelson Marlborough 

DHB) commenced in March 2008 with the aim of bringing together 

cardiology services throughout the Central Region to become an 

integrated collaborative service. The clinical network works with 

clinicians, managers, consumer representatives and Māori 

representatives to assist with service planning and ensure that clinical 

procedures, where appropriate, are available as close to home as 

possible.  
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Table 4 - 3:  Examples of clinical leadership across the continuum of care in the Central Cancer Network 

 DHB Hawke’s Bay MidCentral Wairarapa Whanganui Hutt Valley Capital & 
Coast 

 Clinical Leadership Lung Prostate, 
Palliative care, 

Medical imaging 

  Head and Neck Multi-disciplinary 
framework for 
cancer teams 

Prevention Tobacco control 

Early Detection and Screening Breast, Cervical, Colorectal, Prostate Tool Breast, Cervical, Colorectal 

Diagnosis and Treatment Medical Imaging Guidelines, Multi-disciplinary framework for cancer teams, Lung; Head and Neck 

Support and Rehabilitation  

Palliative Care Not for Resuscitation Guidelines, Palliative care workforce (sub-regional) Not for Resuscitation Guidelines 

C
O

N
T

IN
U

U
M

 

Research and Evaluation  

 Consumer Consumer Voices Training 

 Inequalities  
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Some examples of cardiology service regional collaboration follows. 

• Workforce development. A previous workforce review in 2006 

identified delays in patients receiving treatment due to staff 

unavailability. This in turn led to patients across the region 

waiting in hospital beds and put pressure on the availability of 

hospital beds. The cardiac network has reviewed the cardiac 

technologist workforce and is taking steps to obtain the right 

balance of skills across the region to ensure unnecessary 

hospital admissions are avoided.  A similar approach will be 

undertaken with other cardiology workforce groups. Making 

sure the right people, with the right skills, do the right things, at 

the right time is pivotal to delivering high quality service.  

• Improvement in service systems and processes. Through discussions 

with clinicians and managers one DHB has increased its 

echocardiography throughput by 25% thus eliminating its 

waiting list. Another DHB was able to reduce its waiting list for 

cardiac technician work by 40%. 

• Working with staff at Hawkes’ Bay to establish a local pacing service 

(currently patients are transferred to Capital & Coast DHB). This 

includes liaising with Capital & Coast who would provide 

clinical supervision and support during the establishment of the 

service. 

• Nelson-Marlborugh DHB providing Percutaneous Coronary Intervention 

(PCI). Previously this had only been undertaken at Capital & 

Coast DHB, who had long waiting lists, but with appropriate 

planning and support a successful service has been established 

in Nelson. This model is being evaluated by the network and 

may be replicated where appropriate at other Central Region 

DHBs with clinician training and support being regionally 

available to DHBs. 

• Through the network clinicans are developing a regional clinical 

audit programme for cardiology.  

• Within the primary health setting the network is working with 

PHOs to improve access to tests for individuals with potential 

cardiovascular risk, so life style changes and /or treatment can be 

commenced earlier, leading to improved patient outcomes. 

 

A plethora of literature has arisen around clinical networks over the past 

few years. Much of it presents this strategy as a solution for the strategic 

issues facing the Central Region, such as an aging population, increasing 

chronic conditions and workforce problems. 

 

Although relatively new there are also some examples where networks 

have significantly improved health outcomes, the New South Wales 
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stroke services network being a case in point. A health reform 

programme in Victoria has been endorsed with clinical service networks 

as a key deliverable and in particular these are seen as a means of 

promoting and developing better integration across the system 

(Victorian Government Department of Human Services, 2007). The 

Ministry of Health Long Term System Framework also endorses further 

development of clinical networks.  

 

Service leadership and networks should not be viewed as the panacea for 

all our issues (e.g. sustainability and inequalities in access) – limitations 

exist around networks and they need to be set up very carefully. 

However, the important point is that while it is essential to make a call 

around the overall role of hospitals and geography, it is equally 

important that service leadership and clinical governance be given 

significant roles. This is illustrated further in chapter 5. 

4.3 Strategic journey 

Based on the above discussion and assessment, this plan proposes that 

Central Region DHBs adopt the following strategic pathway (‘direction 

of travel’) for their hospital services. 

• Over the next 5-6 years, move progressively towards a ‘Three 

Centre Network’ service configuration. 

• Simultaneously, develop clinical networks according to an 

agreed programme. This should be based on region-wide 

clinical governance and consumer and primary care 

participation.  

• After that, over the following 5-6 years invest further in 

achieving the fully integrated collaborative model. As specialist 

services become more integrated into the community, increased 

capacity will be required and there will be opportunity to refine 

models of primary and community care.  

 

This strategic journey is illustrated in Figure 4 - 10 and an in-depth 

discussion of specific steps and investment strategies that should occur 

at each step of this journey is provided in sections 4.7 – 4.8 of this 

chapter. 
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It is worth reminding ourselves that the proposed strategic pathway, and 

the service configurations, is based on a set of assumptions and 

common enablers, such as enhancements in community-based services, 

information technology, transport and accommodation systems. It also 

assumes that all hospitals in the region will work together in a well 

coordinated clinical network. Without these assumptions and enablers 

the journey towards a new, sustainable hospital service configuration for 

the region will not be possible. 

Figure 4 - 10:  Proposed strategic pathway for Central Region’s hospital 
services 

 

 

4.4 High level overview by service group 

Having discussed current hospital locations in the region and how the 

role of each hospital might need to change in the future, we also need to 

describe service configurations from the perspective of different groups 

of clinical services (specialties). We will keep this overview at a relatively 

high level – detailed, service by service considerations are beyond the 

scope of this document and will be developed at a later stage with 

significant input and leadership from the region’s clinicians. It is worth 

noting however that some detailed service-level plans have already been 

developed as part of the Regional Service Development Initiative or 

RSDI – a regional programme of work that preceded this plan (e.g. 

cardiology, renal services, plastics & burns). 

4.4.1 Emergency services 

Emergency medicine services will be provided in all hospitals in the 

region. This is likely to require a substantial investment in the 

development of specialist medical and nursing workforce and facilities 

across the region. The service provision will be enhanced through the 

formation of a regional clinical network, supported by the use of 

telehealth (e.g. videoconferencing, real time transfer of clinical data and 

images), and enhanced communication systems and protocols with 

ambulance providers. 

Status 
Quo  

Three Centre
Network or 
‘Tahuhu’ 

Fully  
Integrated 
Collaborative 
Model  
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4.4.2 Medical services 

Medical services will be provided by a regional clinical network 

consisting of general medical services and visiting subspecialist services 

provided at local hospitals, specialist outpatient services provided at 

community health centres, and outreach specialist nursing services and 

home-based care. Major acute hospitals will provide a full range of 

medical subspecialties. They will also provide interventional cardiology 

services (e.g. angioplasty) and arrhythmia services (e.g. pacemaker 

insertion). 

4.4.3 Surgical services 

Local hospitals will provide general surgery and orthopaedic surgery, 

while major acute hospitals will provide those and all other surgical 

specialties. For these other surgical specialties, visiting outpatient clinics 

and elective surgery will be provided at local hospitals. Some minor 

surgical procedures will be provided at community health centres. Some 

hospitals will be designated as regional ‘centres of excellence’ (specialist 

hospitals) for certain types of surgical procedures (e.g. reconstructive 

surgery). Extensive clinical networks will be in place across the region to 

ensure service quality, standardised clinical processes and workforce 

development. Over time, the surgical booking system may be managed 

on a regional basis to ensure optimal use of theatre capacity and surgical 

teams. For example, local hospitals may be used as preferred locations 

for a range of elective surgical procedures for which patients would 

otherwise have long waiting times at a major acute hospital. 

4.4.4 Women’s and children’s health 

Secondary obstetric and paediatric services will be provided in all local 

hospitals through sub-regional and regional arrangements, such as those 

currently being put in place between Whanganui and MidCentral DHBs 

(for more information, refer to the report – Whanganui-MidCentral  

Regional Taskforce for Women’s and Children’s Health Services, 

November 2007). A regional network should be developed for 

paediatric services with a strong emphasis on community paediatrics and 

major involvement from primary care and community health providers. 

In addition, tertiary paediatric services will be provided by a national 

clinical network currently being developed by the Ministry of Health. 

 

Current issues with shortages in the midwifery workforce should be 

addressed through a concerted regional and national effort. 

4.4.5 Cancer services 

As mentioned earlier, cancer services in the Central Region work 

through two major regional centres based at Palmerston North and 

Wellington Hospitals with outreach services provided in other districts. 

The CCN is still in a developmental phase but has already established 
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strong linkages between all relevant hospital and non-hospital providers 

in the region (e.g. hospices) as well as patient support organisations such 

as the Cancer Society. Ongoing development and strengthening of the 

CCN will ensure continuity of high quality cancer service provision in 

the lower North Island. 

4.4.6 Clinical support services 

A number of important specialties and services enable the provision of 

quality care in our hospitals – anaesthesiology, intensive care, pathology, 

radiology, pharmacy, allied health services and other support services. 

All of these services are integral to the effective functioning of hospitals. 

 

In the proposed future service model, all hospitals in the region will run 

operating theatres, with local hospitals using the IRS mainly for elective 

surgery and major acute hospitals for acute and complex elective 

surgery. These theatres will be used by a mix of local and visiting teams 

of surgical and anaesthesiology staff. A good example of this practice is 

provided in the case study ‘Surgical services in the Wairarapa’.  

 

Local hospitals will run high dependency units (HDU) and major acute 

hospitals will run intensive care units (ICU) for the most seriously ill. 

 

All hospitals will have laboratory and radiology facilities, with major 

acute hospitals having more advanced equipment and specialised staff 

for certain types of specialised investigations (e.g. nuclear medicine, PET 

scanning, genetic testing). A greater consolidation of hospital laboratory 

and radiology services and facilities across the region is likely to occur 

over time. 

 

All hospitals are expected to have an appropriate on-site pharmacy 

service as well as a range of allied health services. Some local hospitals 

may invest in developing more specialised rehabilitation expertise and 

facilities to become specialist hospitals offering certain types of 

rehabilitation services to the whole region. 

 

Case study: Surgical services in the Wairarapa 

As the smallest DHB in the Central Region and geographically removed 

from larger urban centres, the Wairarapa had to think laterally about 

how to secure the widest possible range of high quality surgical services 

to their local population. The core team of local surgical staff, based 

around general surgery and orthopaedic surgery provide the bulk of 

acute and elective surgical services, while the remaining services are 

provided by a range of visiting specialists, including urology, 

ophthalmology, ENT, plastics surgery, paediatric surgery and 
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 gynaecology. Visiting specialists, most of whom are based at 

Wellington, Hutt and Palmerston North regularly hold outpatient clinics 

in the Wairarapa and use the local hospital's operating theatres to 

perform surgical procedures. They are supported by local nursing staff 

and can utilise the range of diagnostic facilities available in the Wairarapa 

Hospital (including digital radiology with ability to transfer images to 

radiologists in other centres for interpretation). Post-surgical care and 

rehabilitation is also provided locally and both visiting and local 

clinicians are in constant communication to ensure that the patient's 

recovery goes smoothly. Wairarapa Hospital recognises the need to rely 

on the neighbouring DHBs for the provision of acute cover and has 

appropriate arrangements in place that make this possible. Another 

important factor in enabling some of these service relationships is the 

presence of a private hospital co-located with the public hospital. 

Using this system, the Wairarapa DHB now provides more surgical 

services locally than ever before. This is also evident in their elective 

services performance report to the Ministry of Health, where they rank 

highest in the Central Region. 

 

 

 

 

4.5 Workforce in 2020 

There is a complex interplay between services and workforce. Service 

models influence the numbers and type of health workforce required, 

while the availability and competence of the workforce determines 

whether the service model will be viable or not. Ideally, the two should 

develop together in unison and have a positive effect on each other. 

This makes the workforce development strategy an integral part of the 

development and implementation of any service model in health. 

 

A detailed workforce development strategy for the region is beyond the 

scope of this plan and will have to be developed as one of the first steps 

in an effort to turn this plan into reality. In doing so, the region will have 

to be conscious of the existing national health workforce strategies and 

plans and seek to build on these. ‘Everybody Counts’ – a systematic 

approach that includes all people who contribute to the care of the 

population is required. A workforce that embraces the broader 

determinants of health as well as cultural diversity will be necessary if we 

are to see a reduction in health inequalities. The health workforce will 

need to be able to work across and in partnership with many sectors 

(e.g. housing, income, transport, education) and be able to deliver 

services in way which is relevant and focuses on wellness and treatment 

strategies. The Health Workforce Advisory Committee (HWAC) 
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highlighted in their 2003 report ‘Future Directions’, that the focus of the 

whole system must shift from one dominated by health professionals 

and providers of services to one which has a focus on what the users of 

health services and their associated communities want – a person and 

community-centred approach (2003). Following is a high level overview 

of some key workforce implications arising from the proposed service 

model. 

4.5.1 Diversity 

It is likely that the future heath workforce will be much more diverse 

than the current one, reflecting the growing diversity of our population. 

The diversity will be evident along a number of lines, including: 

professional, generational, gender and ethnicity. It is important that the 

workforce has an ethnic and cultural mix that reflects the communities it 

serves. 

 

As previously discussed, the health workforce will continue to specialise, 

driven by advances in medical sciences and technology. New types of 

specialists will emerge to deal with different areas of knowledge (e.g. 

genetic therapies, robotic surgery or advanced prosthetic devices). At the 

same time, professionals will ‘specialise’ in playing different roles within 

a healthcare team (e.g. diagnostician, care coordinator or rehabilitation 

specialist). For example, a greater number of future health professionals 

may be ‘technicians’ – people trained in the use of particular 

technologies, such as robotic drug dispensing devices, special diagnostic 

equipment in laboratory and radiology departments, or assisting patients 

in the use of telemedicine kiosks.  

 

The divisions of responsibility are unlikely to be as sharp as these 

examples would indicate, but the likely implication is that provision of 

healthcare in the future will be a joint team effort to a much greater 

extent than is currently the case. These teams will consist of a variety of 

health professions and role specialists, some of which do not exist at this 

point in time.  Investing in the development of these new types of roles 

may alleviate some of the current and projected workforce shortages. 

 

The role of the generalist will be very important in the future health 

workforce – in an environment of workforce shortages there will be an 

even greater need for health professionals to work effectively across a 

range of specialties. 

 

The future heath workforce will also be more generationally diverse and 

the work styles, value systems and development needs of the different 

generations of health workers will be very different. The new service 

model will be better able to accommodate these differences through the 

use of clinical networking and by promoting a culture of collaboration 
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and team work as opposed to the traditional institutional, hierarchical 

approach to managing health workers. As outlined in the above 

mentioned report by HWAC. 

Healthy workplace environments are everyone’s responsibility. 

Workplace environment issues must be addressed at all levels 

and across the whole system, with a central focus on values, 

processes of engagement and nurturing the workforce. 

Enthusiasm, cooperation, teamwork and commitment to 

innovation, continuing education, shared learning and career 

development are all features of a healthy workplace. (2003, p.10) 

 

As expressed in a number of national workforce strategies, significant 

ongoing investment and effort needs to be directed at increasing the 

number and scope of Māori and Pacific people’s health workforce. In 

relation to the Māori health workforce, the HWAC recommends as 

follows. 

DHBs have a key role in actively training Māori staff as well as 

recruiting well-qualified Māori staff. Effective collaboration 

between the health and education sectors is essential to 

achieving this goal. Educational and training programmes, 

ongoing education development for Māori health practitioners, 

and second-chance health education initiatives must be 

considered to meet the needs of the Māori workforce and the 

health needs of the Māori population. Staircasing and career 

development need to be introduced to broaden and increase the 

participation of Māori in the health workforce (2003, p.14). 

 

To deal with increasing diversity, the new role types and new ways of 

working in the proposed future service model, a new competency 

framework will need to be developed. This framework should seek to 

broaden the scope of existing roles (such as general practitioners, nurses 

and allied health practitioners) and define the scope of practice for new 

types of professionals (such as new technician roles). This will enable a 

more appropriate and safe use of the health workforce in the future and 

assist with alleviating the current workforce crisis. 

4.5.2 Working arrangements 

Apart from requiring a more diverse health workforce, the future service 

model will also lead to new and more flexible working arrangements. 

These will include: 

• multi-disciplinary teams 

• mobile workforce 

• telehealth 

• virtualisation (web-based services). 
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A large number of our clinical departments reported that they already 

work in multi-disciplinary teams (see Appendix 5: Key Findings from 

the Clinical Services Survey). It is expected that, in the future service 

model, multi-disciplinary teams will grow and develop even further and 

be supported by written shared care protocols. The teams will consist 

not only of various professional groups (doctors, nurses, allied health, 

community health workers and others) but also different disciplines (e.g. 

medical, surgical, radiology, pharmacy, psychology, physiotherapy etc.) 

all working together as a team to provide services tailored to the needs 

of particular patients and/or groups of patients. The current multi-

disciplinary approach to the care of cancer patients provides a good 

example of this practice and how it could be used in other services. 

 

The future service model relies on the concept of clinical networking 

and assumes a greater mobility of workforce – both in terms of 

working in different locations as well as working across the current 

institutional and primary-secondary-tertiary sector boundaries. For 

example, in the future, surgical teams may be working across two or 

three different facilities to provide acute and elective services at major 

acute hospitals as well as the associated local hospitals. Also, medical 

and nursing specialists who are currently providing specialist outpatient 

clinics in a hospital environment may in the future be providing the 

same services at local community health centres. Contractual 

arrangements such as ‘joint appointments’ of staff between DHBs and 

between primary and hospital providers is one option to support these 

new arrangements and is likely to become more commonplace. 

  

In the future service model physical distance may not be a barrier to 

service provision and teamwork. The use of telehealth such as 

teleradiology (transfer of medical images), telemetry (remote monitoring 

of patient’s vital signs) remotely controlled robotic devices, 

videoconferencing, wireless networking and other related technologies 

will enable patients to stay in touch with their carers. It will enable health 

professionals to work together even if they are located in different 

towns. In some cases, as illustrated elsewhere in this document, the 

service may become ‘virtualised’ by being provided via the internet (see 

case study on Teledermatology on page 82), even from the comfort of 

the clinician’s own home. 

 

A further example of the possible future working environment is 

provided in the case study below written from the perspective of a 

general practitioner (adapted from Jackson, 2006). 
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Case study:  A day in the life of a General Practitioner in 2020 

Dr Jones glanced quickly at her watch: 11:23am – just time to file the 

final patient clinical note into Heath e-Bank and settle into the 

conference room for the middle session of the working day – care 

planning. She activated the broadband ‘remote link’, opened e-

Pharmacy, and checked that Julie, the practice assistant, had loaded up 

all the clinical images and other information for the session (fundal 

photographs, pathology and scans, home blood pressure measurements). 

The practice team of registered nurse, dietician, community health 

worker, lifestyle coach and psychologist would soon be arriving for the 

chronic disease management session. Today this would be followed by a 

‘virtual’ outpatients session for ear, nose and throat and neurology (she 

was the practice lead clinician for these, with advanced skill 

credentialling in both): 40 minutes for four patient ENT reviews and the 

same for neurology. 

Early knock-off today – in time to collect the kids from school and 

finish with a dozen home e-consults and half a dozen quarterly e-self-

management reviews for patients home-managing their blood pressures, 

blood sugars and renal function. Great things, e-consults – convenient 

for patients and accessible NZ-wide. The ‘City Docs go Rural’ e-

programme was really booming. Sixty-two consults today all up, and all 

patient concerns sorted out quickly and efficiently – a far cry from the 

long outpatient waits and delayed GP access of the past. Tomorrow 

would be more of an ‘acute’ day – sharing a collaborative consulting 

roster with the triage nurse for patients requiring same-day assessment. 

General practice versatility – you had to love it! 

4.5.3 Education and training 

Education and training of the health workforce is a crucial ingredient in 

the future service model. The model itself will drive changes and 

improvements in education and training (e.g. by emphasising multi-

disciplinary teamwork) and will in turn be influenced by the newly 

trained workforce. 

In addition to developing strong linkages with local and regional 

education and training providers, DHBs should also pursue new models 

of education and training that incorporate work-based learning. In this 

context, the HWAC suggests the following changes. 

Traditionally teaching hospitals have been the focus of and have 

determined the nature of health workforce education. DHBs 

have a crucial role to ensure that education and training is 

delivered in wider environments to meet the future health needs 

of New Zealanders. Community and clinical placements for 

trainees must be coordinated and shortages of places must be 

addressed. Flexible delivery methods would also improve access 

to and strengthen work-based learning. 
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The role of DHBs as educators needs to be strengthened. 

Teaching is part of being a professional and needs to be 

reflected in job descriptions and/or contracts. The teaching 

capability of staff needs to be enhanced and supported. The 

education sector needs to ensure it is, and remains, responsive 

to changes in health and disability workforce requirements. 

Mechanisms must be put in place to ensure the relevance of 

courses and diversity of students entering programmes for the 

health workforce (2003, p.12). 

 

Case study:  Nursing development in primary care – MidCentral  

One example of how organisations are realising the benefits of 

supporting competency development is the MidCentral DHB Nursing 

Practice Development Programme (NPDP). MidCentral has developed 

a framework for the development of specialty nursing competencies 

across the continuum of health and wellbeing for DHB high priority 

areas such as diabetes, cardiovascular, and respiratory services. The 

NPDP is a framework around which structured support and learning 

facilitate development of expertise in professional nursing practice. A 

system of ‘levels’ (fundamental, competent, proficient or expert) 

facilitates nurses learning across the DHB (provider arm and non-

provider) in a systematic and targeted fashion. Seven newly appointed 

PHO based nurses have recently completed a 14 month NPDP diabetes 

(proficient level) with preceptoring being provided by the nurse 

practitioner and clinical nurse specialist at the MidCentral Health 

Diabetes Lifestyle Centre.  

“[Benefits have been] the skills and competencies – and the increased 

confidence each nurse has in attaining these. Their knowledge has 

increased enormously – they have blossomed. The change since October 

has been incredible. The practices were reluctant to have some of these 

nurses at first – now they are very keen to use them. Their confidence in 

each other has also increased. Clinically they have flourished” (feedback 

from PHO Managers). 

The diabetes nurses having achieved proficiency in diabetes nursing are 

now receiving additional training to increase competency in cardiac and 

respiratory nursing, in keeping with the objective of creating a 

community-based workforce that is skilled in managing chronic co-

morbidities. 
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4.5.4 Growth and development 

The future service model will enable Central Region DHBs to grow and 

develop their workforce to a much greater extent than is currently the 

case. By working together in a regional network, health professionals will 

be exposed to a greater variety of clinical situations and be able to learn 

from each other. The model will also encourage research and evaluation. 

Measurement of clinical outcomes will be routine and widespread, with 

summarised results being transparently reported and freely shared 

among health organisations and with the public. This will strengthen the 

culture of trust, continuous learning and evidence based practice. This 

kind of culture is known to be effective in attracting and retaining high 

quality health professionals. 

4.6 Reducing inequalities 

In addition to greater sustainability of services, one of the main benefits 

of the new service model will be its effectiveness in reducing 

inequalities. As discussed elsewhere in this document, the Central 

Region has large and widespread inequalities in health and access to 

services for: 

• people living in different parts of the region, especially rural 

(geographic inequalities) 

• people with different social or economic circumstances, (socio-

economic inequalities) 

• people from different ethic backgrounds, especially Māori and 

Pacific peoples (ethnic inequalities). 

 

The RCSP commits to reducing inequalities. Better health for 

vulnernable high need populations will also be essential  in obtaining the 

efficiencies sought by the RCSP. It is now understood that change 

commonly maintains or increases inequalities – a programme that 

increases health overall will often benefit more, those people from the 

healthiest subpopulations and thus increase inequalities. This has led to 

the development of tools to understand how particular inequalities in 

health have come about, and where the effective intervention points are 

to tackle them. The MoH Health Equity Assessment Tool (HEAT) is 
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one such instrument. Health impact assessments are commonly used 

overseas for this purpose.  

 

A recent Health Inequality Impact and Equalities Assessment performed 

in London (assessing the potential impact of their hospital service 

change proposals) found that a recurring theme was that the proposals 

could either increase or reduce inequalities and they argued that the 

determining factors are how the proposals are implemented (Cave, 2008). 

They further suggested that in order to reduce health inequalities, the 

improved models of care needed to benefit those who have the worst 

health now, and that may mean incentivising healthcare providers to 

work with traditionally under-represented groups. 

 

To be successful in reducing inequalities the implementation of the  

RCSP will need to: 

• develop greater understanding of the dynamics that maintain 

and increase inequalities 

• ensure committment at all levels to reducing inequalities 

• ensure all  significant initiatives make use of an equity lens such 

as the  HEAT tool or Health Impact Assessment  

• be  prepared to target where necessary appropriate funding and 

service development for  high  need populations 

• work in partnership with Iwi and Māori and Pacific health 

organisations and communities to develop  services that are 

culturally appropriate and effective 

• acknowledge  and recognise the strengths  of Māori and  Pacific 

Island communities  in designing and delivering health services 

for their people 

• encourage and fund development of Māori, Pacific and 

community  providers 

• ensure  clinical networks  understand and address issues of 

inequalities   

• make hospital services more able and competent in dealing with 

the increasing cultural and language diversity of the New 

Zealand population 

• provide assistance for transport and accommodation of patients 

and their families/whānau appropriate to their specific needs 

and individual circumstances (as opposed to the current ‘one 

size fits all’ policies) 

• encourage and fund the provision of combined social, 

educational and health interventions for individuals and 

families. 

Many of the above initiatives are already being implemented by DHBs. 

The future service model and a regional approach to shared learning and 
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development of these initiatives will make them work better and achieve 

their stated goals faster. 

 

This plan aims to provide better access to quality local services that will 

help reduce the burden hospitals face from inequalities. Greater 

efficiency of hospitals will enable continuing investment in services to 

directly address inequalities.  

 

 Increased clinical networking, greater collaboration between secondary 

and primary and community care, continued development of local 

services and increased focus on transport will help develop a service 

which enables a reduction in inequalities and a service that better meets 

the needs of those that suffer the effects of inequalities. 

  

4.7 Roadmap for change 

In this chapter, we have outlined a proposed new service model and 

explained how it applies to the geography of the Central Region by way 

of different service configurations. We have also described how we see 

service configuration (structure) or tahuhu as the backbone, the final 

form of which will only become fully evident as service leadership and 

networks mature (process). Our new service configuration will help us 

to achieve our goal of a fully integrated collaborative continuum of care 

model – one which places people and their families/whānau at the 

centre of the system and will improve their health experiences and 

outcomes. 

 

Common enablers that will have to be put in place in order for the new 

service model to succeed were also described. In this final section, we 

will outline a sequence of developments that should lead to the 

achievement of the desired future for regional clinical services. We call 

this sequence of developments a ‘roadmap for change’ in order to point 

out the many changes that will have to occur over the next 10-15 years 

should this plan be adopted by the DHBs.  

 

The overall intent is that by about 2014, public hospital services in the 

lower North Island are provided by a network of local and major acute 

hospitals, the latter being based at Hastings, Palmerston North and 
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Wellington13. Development of clinical governance processes and service 

networks will enable the form of this new ‘Three Centre Network’ 

service configuration or tahuhu to be expressed in ways that utilise 

human and capital resources most effectively. By 2020, the tahuhu will 

have developed further according to the influence of the service 

networks and progress within primary care and the community. This will 

all occur within the context of regional decision making body 

mechanisms, which will take responsibility for ensuring that the end 

point of this plan is achieved.  

 

Considerable investment in community health care centres, a regional 

decision making and quality framework, and regional transport, 

information and communication systems must occur before this change 

in hospital services can become a reality.  

 

Underpinning the re-configuration of services is a paradigm shift in the 

way that services are planned, funded and delivered. Planning and 

funding of health services is proposed to occur, as it does currently, by 

                                                      

13 It is important to note that a number of additional collaborative options exist in the 
Capital & Coast - Hutt Valley area. Because of the close proximity of the two hospitals 
(approx. 19 km by road), additional configurations are possible for service sharing and 
role specialisation between the two DHB providers. Detailed consideration of these 
options is beyond the scope of this particular document and should be progressed 
through other regional and sub-regional discussions. 

DHBs. Over time, DHBs may link with other agencies to allow the 

commissioning and coordination of health, social, and education 

services in the form of a ‘multi-sectoral community development 

network’. Service delivery, on the other hand, will become increasingly a 

regional responsibility. 

 

As regional clinical networking and shared infrastructure strengthens, it 

is anticipated that over the next 10 to 15 years hospital and health 

services in the region would be provided by fully integrated collaborative 

networks, which will, from the consumer’s perspective, look and feel 

like a single system. 

 

Greater opportunity for collaboration and the coordination of patient 

treatment and care will be possible, with a range of joint working 

arrangements (e.g. joint appointments, joint hospital departments and 

management teams across multiple hospital sites, shared support 

functions etc). 
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The important development milestones for the Central Region over the 

next 10 to 15 years are mapped out on the timeline below (Figure 4 - 

11).  The timeline has several distinct phases, as follows. 

 

• Preparing for the journey (2008-2009) 

The first two years will be about detailed action planning and 

setting up regional collaborative structures to carry out the 

programme of development. 

 

• Investing in enablers (2010-2011) 

Once the foundations are laid, the next period will see an 

investment in developing and implementing the first stages of 

required primary care, transport and IT infrastructure. 

 

• Bedding down the new model (2012-2014) 

This will be an important phase in which the ‘Three Centre 

Network’ becomes fully operational. This period will be 

characterised by intense focus on clinical networking and quality 

frameworks. 

 

• Refining the model (2015-2017) 

This phase will see the region going a step further towards the 

fully integrated collaborative model by refining the regional 

clinical networks and investing in models of care in primary and 

the community (towards structured rather than episodic care). 

Investment in common enablers continues. 

 

• Connected communities (2018-2020) 

Final phase leading to the achievement of the desired model. By 

2020 communities feel more connected to their health services 

and have access to more services closer to home. The regionally 

coordinated system of health service planning and delivery has 

facilitated service clustering, clinical networks, technology and 

changes in practices. 
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Figure 4 - 11:  Roadmap for change:  key milestones in the regional journey towards the future service model 
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During the Preparing for the Journey and Investing in Enablers  phases, clinical network establishment will occur to facilitate the strategic intent of a fully 

integrated regional collaborative model. Table 4 - 4 provides further detail (by way of preliminary examples) of an indicative programme for the gradual 

establishment of clinical networks over the next three to four years. Vulnerable services need to be considered as a priority for network establishment. 

Table 4 - 4:  Clinical Networks: Possible timeframe for establishment 

 

It should be noted that clinical networks, depending on their work programmes, will vary in the frequency of meetings and will use communication 

technology (e.g. teleconferencing and video conferencing technology) to reduce the financial cost to DHBs and travel time for clinicians.  

 

 

 

 

> Central Cancer Network 

(initial developments  and 

Lung Cancer tumour stream) 

> Central Cancer Network 

(further developments and 

Prostate Cancer, 

Head & Neck Cancer, and 

Colorectal & GI Cancer  

tumour streams) 

> Central Cancer Network 

(further developments and 

Skin Cancer tumour stream) 

 

> Plastic Services > Paediatric > Endocrinology/Diabetes > Gastroenterology 

> Cardiology > Obstetrics & Gynaecology > Rheumatology and 

rehabilitation 

> Ophthalmology  

> Renal > ORL (ENT), Head & Neck > Urology Respiratory 

Regional 

Clinical 

Networks 

 > Neurology & Neurosurgery   

Timeframe 2007/08 2008/09 2009/10 2010/11 
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Clinical networks will also vary in their function, and this can be 

demonstrated as a ‘continuum of network form’ (Figure 4 - 12). Some 

networks will have a strong focus on information sharing, and this 

may be a logical starting place when a network begins. A more active 

role might then be to begin to coordinate service development or 

aspects of service delivery. Depending on relationships and the 

environment, it may then be possible to provide an even greater role by 

working with funders of health (or holding funds) to commission new 

services and fund service development initiatives. The most active role a 

network can take is in managing services (or some aspects of services) 

and this can be likened to a joint department on a regional or sub-

regional basis.  

Figure 4 - 12:  A continuum of network form 

 

Source: Adapted from a presentation by Dr Nick Goodwin, London School of Hygiene and 

Tropical Medicine, 2006 

 

Some networks will have aspects of all these forms in operation, as they 

undertake activities along the patient continuum of care. Others may 

take several years to evolve towards a joint department network. 

 

The timeframe for establishing clinical networks (previous page)  

includes services currently identified as being unsustainable. These 

networks would be expected to undertake, as part of their work 

programmes, planning toward a joint department form.  

 

 

 
 

Informational 

Networks 

Co-ordinated 

Networks 

Commissioning 

Networks 

Joint 

Departments 
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4.8 Investing for financial sustainability 

The important development milestones for the Central Region over the 

next 10 to 15 years are mapped out in the previous section.  In this 

section, approximate costs are allocated to this programme of work. At 

this stage of the planning it is not possible to have precise costs nor is it 

possible to calculate the efficiency gains due to the large number of 

assumptions that would have to be made.  This detail needs to come in 

the next phase.  However we can provide a high level estimate of the 

costs and compare this to the amount of cost savings (efficiency gains) 

that the DHBs would have to make in order to: 

• breakeven with the investment in the programme of work 

• bring the deficits back to a breakeven position.  

 

This comparison will put the investment strategy in proportion and 

provide a level of understanding of financial risk involved. The costs for 

the timeline are broken down into several phases as follows. 

4.8.1 Preparing for the journey (2008-2009) 

It is estimated that the planning of this work will require additional 

expertise and planning activity which would be in the vicinity of $500k. 

 

4.8.2 Investing in enablers (2010-2011) 

Investment in primary care infrastructure 

There has been significant work throughout the country that provides us 

an understanding of the costs of a centre that has approximately 20 GPs, 

comprehensive nursing both for general medicine and chronic care 

management and facility capacity for a good level of diagnostic and 

specialist outpatient care. 

 

This type of centre can cater for an enrolled population of 

approximately 30,000-40,000.  The cost per facility is $20-30 million to 

build depending on final size and land costs. These would be developed 

on strategic sites around the region. On this basis the number of primary 

care centres required to cover the region is around 20.  

 

Taking the average $25 million dollar cost multiplied by 20 centres 

equates to an investment of $500 million. 

 

Assuming DHBs only require to invest 50% of the facility14 the 

investment from the regional DHBs is $250 million over a period of 8-

                                                      

14 There is significant investor interest, including banks. 
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10 years. The costs equate to $20 million per annum for capital charges 

at 8% and $5 million for depreciation.  The cost of leasing the space is 

not dissimilar.  Therefore the additional operating costs for the region 

for this strategy are approximately $25 million per annum. 

Investment in transport 

The requirement of additional transport across the region is subject to 

the clinical pathways that are developed for each regional service.  Until 

this work is completed the real costs cannot be determined.  We can 

assume that an investment of $2 million will produce some innovative 

approaches to moving people, families/whānau around the region.  This 

needs to be supported with operating costs at an estimated $500k per 

annum for outer years. 

Investment in IT infrastructure 

There is a significant amount of work required to understand the costs 

of making an electronic health record available to clinicians across the 

region. MidCentral, Wairarapa and Whanganui are moving toward a 

single software platform in the next two years.  Hawke’s Bay, Capital & 

Coast and Hutt Valley have recently purchased a hospital system.  The 

regional CIOs are already discussing a regional approach toward 

common hardware and software platforms, though this agreement is 

some time away. Systems that effectively communicate with primary 

care and home based systems are not market ready. 

 

What is known is that IT progression across hospitals can largely occur 

within current DAP Capex budgets. The investment to create a 

complete network is somewhat more complicated and unknown. We 

know a large hospital site upgrade is in the vicinity of $3.5 million. If we 

assume connection to primary care and regional connection is a similar 

sized project then an indicative figure is $4-5 million. (Note: this figure is 

very indicative depending on the base systems compatibility and 

connection systems being in the market). 

4.8.3 Bedding down the new model (2012-2014) 

The cost of bedding down the investments of the previous years is 

minimal. Momentum of leadership will be required to ensure the 

investment in the preceding years generates the expected value.  The 

new regional structure will require overhead costs for decision making, 

management and clinical activity. With the plethora of structural options 

being available it is purely a guess to the investment required at this early 

stage.  Therefore it is proposed $1 million to seed the regional structure.  
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New investments are in the area of telemedicine and internet self-

management systems development. The investment here is less about 

implementing technology, as this has been in place for nearly a decade in 

New Zealand and internationally.  The investment is in organising and 

training clinicians how to arrange their work to take advantage of 

technology. The most successful approach to developing these systems 

is to invest gradually over time in building up the range of services 

through a project focus.  

 

Estimates for investment are: 

• $500k per phase period for a number of primary care-to-

specialist telemedicine projects across the region 

• $500k per phase period to establish projects for on-line patient 

self management. 

 

Total investment for these systems are $2 million. 

4.8.4 Refining the model (2015-2017) 

This phase will see the region going a step further towards the fully 

integrated collaborative model by, refining the regional clinical networks, 

investing in models of care in primary and community sectors and 

making further investments in common enablers.  As above it follows 

that the projects be continued through this phase. The introduction of 

new technologies becomes part of the annual business processes. This 

means investment priorities are managed on a regional basis and 

prioritised according to normal business practice.  

4.8.5 Connected communities (2018-2020) 

This phase will see the regional development moving to a mature state 

of its business life cycle.  Investments and costs are well organised and 

planned taking into account the health sector environment of that time. 

4.8.6 Summary of investment 

Over the next 12 years, it is estimated that DHBs would invest the 

following to implement the RCSP. 

• Primary care infrastructure  $250m 

• Transport    $  7m 

• Information technology   $  7m 

• Regional structure   $  1m 

• Planning    $500k 

 

Programme management would also be needed (estimated at around 

$5m over the 12 years). This sums to a total of approximately $270m 

required over the entire period of the plan and equates to approximately 
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1% of the total annual health budget for the region. The first period 

would focus on planning, with intensive investment in enablers 

commencing from 2010. 

 

Also worth mentioning is that the $250m allocated against primary 

infrastructure is based on 50% DHB investment – it may be that this 

percentage is significantly less and that DHBs are not the primary 

funders of this investment. 
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5 How will the plan be used? 

 

Chapter Summary 

In this chapter, we outline how the plan will be used in order for Central 

Region DHBs to achieve the desired future for regional clinical services.  

We also discuss the nature and type of decisions that will need to be 

made, how people will be included in decision making about changes to 

services, and how the regional plan will continue to be a living document 

that can evolve in a changing environment. 

 

Achieving the vision set out in this plan will require Central Region 

DHBs to act and invest over a long period of time.  Some of these 

actions and investments will be local (i.e. by individual DHBs) and 

others will be regional (i.e. made jointly).  It is important therefore that 

actions are well coordinated and that investments are made in the 

context of the agreed regional direction. 

 

 

 

 

5.1 Using the plan 

The RCSP should be used in three different contexts 

• To guide a joint, regional effort for service development and 

improved population health. 

• To inform local decisions at each individual DHB. 

• To enable joint, regional decisions to take place. 

5.1.1 Guiding the joint regional effort 

To implement this plan, Central Region DHBs will be required to work 

together to progress an ambitious programme of work. This work is 

broadly described in Chapter 4, in the sections entitled ‘Common 

enablers’ and ‘Roadmap for change’. When common enablers (e.g. 

regional clinical leadership and networking, primary and community 

health infrastructure, information and communication technology, 

transport and accommodation infrastructure) are put in place the whole 

region’s health services will be improved, regardless of any other 

consideration. And if the roadmap is followed through, a more 
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sustainable and effective arrangement of health services will be achieved 

which will improve the health of the region’s population. 

 

The plan therefore gives the Central Region DHBs a blueprint for joint 

action. Instead of spending time and energy on deciding whether they 

should work together and what they could do together, Central Region 

DHBs can now focus their energies and resources on making their 

shared vision a reality.  

 

This brings us to the first principle for the use of this plan. 

 

Principle 1. All Central Region DHBs will participate and share in an 

enduring, joint effort to achieve the vision of the RCSP 

 

The important implication of this principle is that for the RCSP to be 

successful all Central Region DHBs, without exception, must be 

committed to its implementation and prepared to support the joint 

effort over a relatively long period of time. An ‘opt in – opt out’ type of 

approach is likely to make the plan unachievable and is not 

recommended. Instead, an enduring commitment by all Central Region 

DHBs is required to turn the shared vision into reality. 

5.1.2 Informing local DHB decisions 

The main underlying assumption of this plan is that the current DHB 

structure remains in place. DHBs are autonomous statutory bodies that 

have a mandate to make their decisions within the scope defined in the 

New Zealand Health and Disability Act 2000. The way DHBs conduct 

their business typically involves a set of strategic, annual and operational 

plans that are put together on a regular basis. 

 

• District Strategic Plan (once every three years). 

• District Annual Plan (once every year). 

• Operational Plans (within any given financial year). 

 

These plans describe what DHBs intend to do in terms of new 

investment (e.g. in facilities and equipment), type and amount of health 

services to be delivered (e.g. in primary care or in the hospital), and 

various improvement and development projects (e.g. improving the 

situation in emergency departments or re-organising the way that 

laboratory services are delivered). All of these plans must have resources 

(funds, staff time, materials) allocated to them in order to make them 

happen. 
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If the RCSP is to make a difference and be of value to DHBs, it has to 

be incorporated into the above plans. Otherwise, the risk is that local 

DHB plans, intentions and aspirations will be at odds with the jointly 

agreed direction for clinical services in the region. Therefore, the first 

question for the use of this plan is: how do you ensure local DHB 

planning and decision making is aligned with the direction, aims and 

objectives of the RCSP? 

 

The answer is – by making a commitment to the implementation of the 

RCSP and putting processes in place (at governance, management and 

operational levels) to ensure local plans are aligned with regional plans. 

This leads to the second principle for the use of this plan. 

 

Principle 2. Each Central Region DHB will ensure their local planning 

and decision making is aligned with the direction, aims and objectives of 

the RCSP 

 

The implications of this principle are potentially considerable for 

individual DHBs. For example, it may be that some local plans and 

projects (e.g. development of new hospital facilities) would have to be 

reconsidered in light of the direction outlined in this plan. It may also 

mean that some of the investments originally aimed at one type of 

service (e.g. a new hospital service) may need to be redirected into a 

different type of service (e.g. a new community-based service). 

 

It is acknowledge that some of these decisions will be very difficult and 

politically challenging. However, only a small number of decisions 

should be in this ‘very difficult’ category. The majority of local decisions 

and plans should be easily reconciled with the regional direction and, 

with careful timing, planning and a degree of creativity, many existing 

projects and investments can be aligned with the regional ‘roadmap’. A 

good example of this is the replacement of hospital information systems, 

currently being considered by three of the six DHBs, which offers an 

opportunity to take the region a step closer to the vision expressed in 

this plan (i.e. a common information platform). 

5.1.3 Enabling regional decisions 

It has become increasingly obvious over the years that some DHB 

decisions have wider regional and sometimes even national 

consequences. Often, DHBs recognise this fact and take collective 

action (e.g. in negotiating a regional or a national contract for the 

provision of certain services). Sometimes, however, a decision is not 

readily recognised as a collective one and individual DHBs tend to 
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pursue it as if it was their own local issue. The consequences of this can 

be serious as evidenced by examples from the Central Region in the last 

two to three years. 

• Service crises (e.g. cardiac arrhythmia service at Capital & Coast, 

or women’s health service at Whanganui DHB). 

• Delays in decision making (e.g. purchase of the new linear 

accelerator for regional cancer services at Capital & Coast). 

 

It is therefore important that the type of decision is correctly assessed at 

the outset and that decisions of regional importance (i.e. the ones that 

have regional implications) are dealt with through a collective decision 

making process. The types of decisions and their implications are 

illustrated in Figure 5 - 1.  

 

Examples are presented as they are assessed to be rather than how 

DHBs have actually dealt with them previously. For example, the future 

of paediatric oncology, and the recent investment in a linear accelerator 

machine (Linac) are examples where decisions with regional implications 

were initially made by one DHB (rather than the region). 

 

 

Figure 5 - 1:  Decision making matrix 

 

 

It is worth noting that only a small number of decisions, that individual 

DHBs make, do not have a regional implication. Whether it be the 

appointment of specialist staff, a new IT system, shared working with 

another DHB to provide services locally, or the development of new 

specialist services; each decision has, to some degree, a regional 

implication. This leads to the logical conclusion that regional decision 
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making should occur routinely where matters impact outside local 

operational service decisions. 

 

This leads us to the third principle for the use of this plan. 

 

Principle 3. All decisions of regional importance will be made jointly, 

using agreed regional decision making processes and structures 

 

Having a regional plan will make collective decisions easier to make, but 

some new processes and structures will also be required. The principle 

interest will be to ensure appropriate participation occurs and 

appropriate authority is assigned in order for all decisions to have 

integrity, be made in a robust manner, and agreed actions ultimately 

carried out. The decision making process also requires that members of 

the region’s six DHBs are involved in the development of decisions as 

equal partners. We will come back to the specific details of the regional 

decision making process and its support later in this chapter. 

 

5.2 Making it all happen 

To implement any new strategy (to make change happen), organisations 

have three levers to use: structure, process and culture15. By making 

changes to some or all of these elements, organisations can put their 

long term plans into action. Without changes in structure, process or 

culture, it is unlikely that new ideas or strategies will ever become reality. 

Each lever has a relationship with the other and a particular mix of each 

will produce a different result. Finally, resources (funds, people’s time, 

materials, equipment) have to be applied to support changes to any of 

the elements. So let’s look at the levers of change in more detail as they 

apply to regional clinical services. 

5.2.1 Regional structure 

As discussed at the beginning of this chapter, local DHB decisions will 

continue to be made through existing processes and structures that are 

set by law and by each DHB’s internal arrangements. As such, they do 

not require further elaboration in this plan, apart from restating that 

local DHB planning and decision making should in the future be aligned 

with this regional plan (see Principle 1 above). But what about collective, 

regional decisions and the joint oversight to implement this plan? This 

                                                      

15 Here, we are talking about organisational culture, including attitudes, beliefs and 
values, that shape the way an organisation works. 
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will obviously require a regional process and structures to be agreed and 

put in place. 

 

Before we describe how this process and structure might look, it is 

worth remembering that collaborative structures already exist in the 

Central Region, such as: 

• Central Region Chairs and CEOs Forum. 

• Regional Capital Committee. 

• Regional Executive Forums (CEOs, GMs Planning & Funding, 

Chief Operating Officers, Chief Medical Advisors & Directors 

of Nursing, Chief Information Officers and others). 

• Central Region’s Technical Advisory Services (TAS). 

Also, over the last three to four years, we have seen the emergence of a 

number of regional clinical governance groups and networks. 

• Central Cancer Network. 

• Plastics Services, Service Leadership Group. 

• Regional Cardiology Implementation Group. 

• Regional Renal Network. 

While still developing, these clinical groups have a potential to progress 

many of the goals and ideas expressed in this plan, as illustrated in the 

case study on the Central Cancer Network, and discussed in Chapter 4. 

 

Case study: Central Cancer Network 

The Central Cancer Network developed in line with a national initiative 

to improve the quality of cancer services nationally.  It includes 

clinicians and managers from DHBs, primary health, NGO providers 

and others involved in the care of cancer patients across the continuum 

– from screening to treatment to palliative care.  The Network has a 

clear sense of purpose to influence the best clinical care for patients, and 

has evolved over time to include consumers, Māori cancer control 

coordinators and an evolving nursing model to support the patient 

journey. Notwithstanding the limited funding available for network 

governance and management activities, cancer networks are emerging as 

being effective in organising safe, effective and sustainable services for 

the future. 

 

In addition, some of these groups have led to the establishment of the 

region’s first clinical leadership roles – Regional Clinical Director of 

Cancer Services and Regional Clinical Director of Cardiology. 
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Three of the four clinical groups/networks (plastic services, cardiology, 

renal) have been overseen by a combined regional steering group for 

Regional Service Development Initiatives (RSDI). This steering group is 

made up of representatives from all six Central Region DHBs, each 

coming from a different professional background. 

• Chief Executive Officer (Chair). 

• General Manager Planning and Funding. 

• Chief Operating Officer. 

• Chief Medical Advisor. 

• Director of Nursing. 

• General Manager Māori Health. 

• Consumer Representative. 

• Chief Information Officer. 

• Service Manager. 

• Director of Human Resources. 

• Consumer Representative. 

 

Building on some of these existing regional groups, we can see how a 

new regional decision making structure could be easily put in place 

(Table 5 - 1). Importantly, the regional structure will have close links 

with DHB Boards and local communities.  

The remainder of this section uses the structure in Table 5 - 1 to 

describe the regional decision making framework; the groups, their 

objectives, membership and possible translation from the current 

regional groups into the new framework. 

 

DHB Boards and Local Communities. In the proposed regional 

decision making structure, local DHB Boards retain full autonomy of 

their own decision making as well as their responsibility for local 

population health outcomes. Local Boards, and the communities they 

represent, have a dual role in the regional structure. Sometimes they will 

be the source of ideas and initiatives for regional consideration and 

action, while other times they will be receiving, considering and ratifying 

proposals developed by regional groups and recommended by the 

Regional Advisory Body. This will ensure that local DHB perspectives, 

aspirations and needs are fully taken into account before joint regional 

decisions are implemented in practice. In considering regional proposals, 

local Boards will seek to balance their local interests with wider regional 

interests. In particular local Boards will be mindful of the three 

principles for the use of this plan, as outlined in section 5.1. 
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Table 5 - 1:  Proposed regional decision making structure 

DHB BOARDS & LOCAL COMMUNITIES 

 

Regional Advisory Body 

Addressing inequalities tools 

Population health tools 

National service framework tools 

Funding, Planning and 
Infrastructure group 

Clinical Governance and 
Workforce group 

Community Health and Well-
being group 

Implementation of RCSP 

How are regional services funded in the 
future? 

How are providers electronically linked 
across the care continuum? 

How will the region attract, develop and 
retain top clinical talent? 

What quality improvement systems and 
outcome measures should we use? 

How will community health centres be 
developed? 

How will home-based and self-care 
options be developed? 

Regional Cancer Network 
How is the increasing cost of cancer 
drugs to be met? 

How will multi-disciplinary teams be 
organised and their success measured? 

How will prevention and early detection 
of melanoma be improved? 

Regional Cardiology Network 
Should we invest in a catheter lab in 
Palmerston North? 

How will regional referral and discharge 
protocols for interventional cardiology 
be introduced? 

How will cardio clinics be developed in 
community health centres? 

Regional Renal Services 
Network 

Where should we build new renal 
dialysis units? 

How will specialist renal technicians be 
recruited, retained and developed? 

How is self management of chronic 
kidney disease web-enabled? 

Regional Plastics & Burns 
Network 

How will on-line skin cancer consults be 
enabled and funded? 

How to ensure women have timely 
access to breast reconstruction when 
appropriate? 

How will post-operative care and 
rehabilitation for hand surgery patients 
be improved? 

Other (future) clinical 
networks… 

Refer to ‘Roadmap for change’ Refer to ‘Roadmap for change’ Refer to ‘Roadmap for change’ 
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The Regional Advisory Body provides oversight and approval for 

regional services and infrastructure. These could be matters of service 

development, new services and ways of organising services, the 

allocation of resources where decisions have regional implications, 

investment decisions relating to IT, transportation, and community 

health centres, clinical service quality and safety, and the credentialling 

of workforce. Its membership may include Chief Executive Officers, 

members of the Regional Capital Committee, and the chairs of the three 

regional expert groups (see below) as ex-officio members. 

 

To keep the number of regional expert groups at a minimum, we 

suggest the Regional Advisory Body will receive recommendations from 

three such groups. They are: 

• planning, funding and infrastructure 

• clinical governance and workforce 

• community health and well-being. 

 

While the exact composition (membership) of the various regional 

expert groups is beyond the scope of this document, their objectives 

and membership are provided for detail.  As a matter of principle, 

regional expert groups will be representative of all the region’s DHBs as 

well as the various professional and stakeholder groups (clinical, 

managerial and representation from Māori, Pacific peoples and 

consumers). 

 

The Planning, Funding and Infrastructure Group has responsibility 

for regional population health planning, regional contracting, the 

allocation of population health funding for regional activities, regional 

clinical technology investment, and for developing the region’s 

infrastructure (e.g. information technology, transport and 

accommodation). Its membership may include the General Managers 

Planning and Funding, Chief Financial Officers, Chief Operating 

Officers, Public Health Directors, Chief Information Officers, and 

General Managers Māori.  

 

The Clinical Governance and Workforce Group has responsibility 

for oversight of regional clinical services. This would include workforce 

planning, credentialling, clinical audit and outcomes monitoring, 

capacity and demand planning, service improvement and development 

initiatives. Its membership may include Chief Operating Officers, Chief 

Medical Advisors, Directors of Nursing, and Directors of Human 

Resources.  
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The Community Health and Well-Being Group provides oversight 

of the promotion of best possible health, prevention and early 

detection of diseases, the development of primary care infrastructure, 

ensuring consistency of quality of community health care, the 

introduction of programmes and learnings from successful initiatives, 

and the appropriate services to be delivered in the community setting. 

Its membership may include General Managers Planning and Funding, 

Primary Health Organisation representation, General Practitioners, 

nursing and allied health representation, Public Health, NGO 

representation and consumer representation. 

 

Table 5 - 2 indicates how current regional executive groups could be 

mapped across to the future regional expert groups. Whether the future 

groups can completely replace the current ones requires further 

discussion. A key consideration will be the perceived value in moving 

from single function groupings to a more inter-professional work 

programme.  

 

 

 

 

 

Table 5 - 2:  Mapping current groups to the future structure 

 

Regional groups   

- current 

Regional groups  

- future 

Board Chairs & Chief Executive 
Officers  

Regional Advisory Body 

Chief Executive Officers Regional Advisory Body 

General Managers Planning & 
Funding 

Planning, Funding & Infrastructure 

Community Health & Well-being 

Chief Financial Officers Planning, Funding & Infrastructure 

Chief Information Officers Planning, Funding & Infrastructure 

General Managers Māori Health Planning, Funding & Infrastructure 

Community Health & Well-being 

Chief Operating Officers Planning, Funding & Infrastructure 

Clinical Governance and Workforce 

Chief Medical Advisors &  

Directors of Nursing 

Clinical Governance and Workforce 

General Managers Human 
Resources  

Clinical Governance and Workforce 

Medical, Surgical Portfolio 
Managers & Analysts  

Links to Planning, Funding & 
Infrastructure 
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Clinical Networks. As discussed in Chapter 4, the existing clinical 

networks should be strengthened and empowered, so they can plan, 

recommend and deliver a wide range of initiatives. Also, new regional 

clinical networks should be developed. Examples include child health 

(including neonates), ENT, neurology & neurosurgery, ophthalmology, 

rheumatology and rehabilitation, urology, and women’s health & 

maternity services. (See ‘Roadmap for change’ for an indicative timeline 

for the formation of regional clinical networks.) 

 

Typically, the networks would be concerned with service, workforce and 

infrastructure developments, as well as clinical governance issues (e.g. 

quality and safety, credentialling of clinicians, regional protocols and 

procedures). 

 

Initiatives and proposals developed by the clinical networks should be 

considered and agreed to by regional expert groups.  These groups 

would jointly report to the Regional Advisory Body, which would make 

the final recommendation (as far as collective, regional decisions are 

concerned). The recommendations made by the Regional Advisory 

Body would then be considered and ratified by local DHB Boards. 

 

In addition to considering proposals from various service networks, the 

regional expert groups would also have a responsibility to oversee the 

rollout of the RCSP as outlined in the ‘Roadmap for change’ (Chapter 

4). In particular, they would ensure that the common enablers are put in 

place and that the regional infrastructure is developed in a way that 

would benefit all clinical services rather than just one or two individual 

specialties.  

 

It is important to note that, in this arrangement, clinical networks would 

focus on individual services (e.g. cancer, cardiology, renal) while 

regional expert groups would focus on the region as a whole across all 

services.  The combination of the two would give complete coverage of 

clinical and business functions required for successful governance and 

management of the region’s clinical services. 

5.2.2 Regional processes 

Figure 5 - 2 outlines the process for making regional decisions. The 

central question regarding a new idea or proposal is whether it has 

regional implications. If the answer is ‘yes’, a business case is developed, 

just as it would be for a local DHB decision. The appropriate regional 

expert group (or groups) would consider the proposal, confirming that 

the case was sufficiently robust, and its recommendations and 
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implications sufficiently well examined and tested. They would also 

review the engagement and consultation processes with groups likely to 

be affected by the proposal. Once endorsed, the proposal could then 

proceed to the Regional Advisory Body for recommendation to DHB 

Boards for individual ratification. 

 

It is also important to note (as happens currently within the regional 

executive group structure) that many proposals will fall within normal 

delegations and can be agreed for action without proceeding to the 

Regional Advisory Body. In these instances the Regional Advisory Body 

would receive information of the outcome. Similarly, local DHB Boards 

may decide over time to delegate certain types of decisions to the 

Regional Advisory Body. 

 

 

 

 

 

 

 

 

Figure 5 - 2:  Flow diagram of regional decision making process 
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The best way to demonstrate how the regional decision making process 

would work is using two examples16. The first provides more insight 

into the regional expert groups, the second provides more insight into 

the function of a regional clinical network. 

 

Example 1. Capital investment in a satellite renal dialysis centre in the Wairarapa 

A business case for a renal dialysis satellite centre is developed 

collaboratively by the Wairarapa DHB and regional renal network. After 

robust discussion by the members of the network about the different 

investment options (including a mobile service between Wairarapa and 

Hutt Valley DHBs) and the merits of each option, the business case is 

endorsed to be put forward for approval to: 

1. the regional funding, planning and infrastructure group to 

confirm the details of the plan are accurate (e.g. population 

health need, numbers of patients and financial figures) and 

ensure the proposed satellite centre is sustainable (allowing for 

current unmet need). They also confirm that the funding of the 

renal satellite centre is a funding priority  

2. the clinical and governance and workforce group to confirm 

that the business case has considered workforce issues around 
                                                      

16 The examples are provided to illustrate the regional process only and expectations 
regarding investment opportunities should not be made. 

the credentialling of specialist nursing workforce, the frequency 

of visits by a nephrologist and links with the renal service. They 

also want to be assured that design of the facility meets clinical 

safety standards. They consider the integration of the service 

with other clinical services and the communication and referral 

processes with the renal service 

3. the community health and well-being group to confirm that 

specific community needs have been incorporated (e.g. Māori), 

and the communication and community support requirements 

for the new service (e.g. dietary support),  are agreed and 

integrated into the primary care and community health sector. 

 

Having been referred back to the renal network to make explicit the 

clinical risks and plans to be addressed, the plan is then endorsed by the 

three regional expert groups and recommendation is made to the 

regional advisory body for support, and onto local DHB Boards to 

approve.  
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Example 2. Establishing a robotic surgical unit for prostate cancer surgery 

The regional urology network has identified a need for the introduction 

of robotic surgery in the region. This type of technology enables high 

precision surgery for prostate cancer. With the help of regional project 

managers from TAS, the urology network develops a business case 

based on relevant international and national evidence and cost-benefit 

analysis. In developing the proposal, they actively seek input from the 

Regional Cancer Network, and the MoH (for alignment with national 

standards and service plans). The proposal also takes account of post 

surgical care and rehabilitation issues to ensure the best possible clinical 

outcome for patients.  

 

Once developed the proposal is submitted to the regional expert groups 

who check that evidence presented is robust and good process has been 

followed. They are particularly keen to ensure the proposal is aligned 

with the RCSP and will contribute to the achievement of the agreed 

regional vision. It all stacks up and they agree to endorse the proposal to 

go to the Regional Advisory Body for further endorsement and onto 

local Boards for individual approval. Once approved, the proposal will 

be implemented by the urology network with appropriate funding 

support from all DHBs. 

 

These over-simplified examples illustrate the importance of having 

individuals and groups with specialist knowledge critique any proposal 

to ensure its integrity. This must occur at all stages – during the 

preparation phase, when input is sought from various stakeholders, and 

during the approval phase, when the proposal is scrutinised by various 

expert groups. An effective decision making structure and process is 

central to the effective delivery of clinical services and will enable 

regional decision making to be made with integrity and in a timely 

manner.  

5.2.3 Regional culture 

In addition to structure and process, a new culture focusing more on a 

regional view will be required to make the vision a reality. Even the 

most logical structure and the most sensible process will not lead to the 

improvements that are required if the underlying culture is a wrong one. 

Organisational culture is immensely powerful, and can slow the change 

process down (even stop it in its tracks) or speed it up and make it a 

success. Examples of unhelpful and helpful culture are provided in 

Table 5 - 3 as seen from the perspective of RCSP. 
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Table 5 - 3:  Examples of organisational culture 

Unhelpful culture Helpful culture 

Local parochialism Regional collaboration 

Short term crisis management Long term planning and anticipation 

We solve our problems alone We solve our problems together 

Seeking to increase IDF revenue Seeking to ensure best care for 
people, families/whānau regardless 
of location 

‘Designated tertiary centre’ for the 
region 

Regional clinical leadership based on 
reputation and service excellence 

Hospital-centric care Integrated care 

Provider centred care Patient centred care 

Health inequalities are a fact of life Health inequalities must be reduced 

Regional work is an add-on that 
distracts us from our local work 

Regional work is an integral part of 
what we do as DHBs 

5.2.4 Regional resources 

The experience with regional collaboration to date has taught us that 

regional initiatives progress very slowly, or not at all, unless dedicated 

regional resources are applied. 

 

It will be important to ensure that the implementation of the RCSP is 

DHB-led and that key management and clinical staff from all six DHBs 

are able to dedicate sufficient time to participate in regional 

developments going forward. Secondments of DHB staff to regional 

projects with back-filling of their usual roles should be considered. 

 

In addition, a significant regional investment will be required in 

community health centres, information and communication technology, 

transport and accommodation and other enablers as outlined in Chapter 

4 (refer 4.7 – 4.8). 
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5.3 Risks and barriers (‘icebergs’) and how to 
deal with them 

Any change carries risk and there will always be obstacles and challenges 

to change occurring. Risks associated with implementing the RCSP and 

ways of eliminating or minimising risks are summarised in Table 5 - 4. 

Table 5 - 4:  Icebergs and how to negotiate them  

Iceberg How to negotiate 

1. The public perceives a reduction 
in access to hospital services 

Safe and effective services as close to 
the patient as possible provide better 
patient outcomes than the current 
situation for some DHBs. 
Transportation links, clinician 
workforce development, clarifying 
regional referral and shared care 
processes, and a mix of workforce 
and patients moving across the region 
will improve current access to 
services 

2. The RCSP is misunderstood, or 
pre-judged without serious 
consideration 

Extensive consultation with DHBs and 
the general public. The RCSP is 
owned by the six DHBs, all of whom 
have a role to share the vision and 
benefits, and respond to concerns 

3. Politicians disagree with the 
proposed change in structure and 
service model 

Engage in a dialogue about the 
advantages and disadvantages of the 
change in structure, the vision and 
actual benefits for people, 
families/whānau 

Iceberg How to negotiate 

4. Hospital executives show 
resistance to proposed structural 
changes 

Dialogue, reflection and planning 

5. Clinicians are resistant to the way 
services are organised 

Good communication strategies, seek 
champions and involve clinicians in 
implementation  

6. A separation of service funder 
and hospital service provider 
could create variable 
relationships 

Acknowledge that some separation 
exists now. Use clinical networks to 
promote a more functional relationship 

7. The decision making process is 
inadequately resourced and / or 
doesn’t support timely decision-
making  

Early commitment and resources to 
regional structure and process. Good 
linkages between regional advisory 
groups and simultaneous submission 
of proposals to groups where 
appropriate. Proactive forward 
planning approach 

8. Change is too slow and service 
crises increase through workforce 
changes and shortages 

Progress regional clinical quality 
framework and regional clinical 
networks as a matter of priority. 
Initiate short term regional work with 
identified vulnerable services to 
ensure services are safe and of an 
appropriate quality. Avoid or minimise 
effect of workforce changes through 
Regional Workforce Strategy 
development in 2008 
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5.4 Revisiting this plan 

In a fast changing environment like the health sector, any long term 

plan can quickly become outdated and even obsolete. It is therefore 

important to have a mechanism in place to keep the plan up to date and 

‘alive’. 

 

Keeping the RCSP alive will require the 

DHBs to regularly and actively ‘scan the 

horizon’ for any significant new trends and 

likely changes. These can then be used to 

refresh the plan and, if necessary, change 

the approach in order to continue moving forward towards the desired 

future. 

 

The development of a detailed implementation plan, with associated 

financial implications, should occur as soon as possible in 2008. This 

implementation plan should include an evaluation strategy that will 

enable DHBs and the public to assess whether the changes are working 

and whether sufficient progress is being made. The evaluation criteria 

should cover the topics such as service access, quality and safety, 

sustainability, reduction in inequalities and efficiency/affordability. 

Good quality data should be collected along the way to enable this kind 

of assessment to happen. The case study below provides a good 

example of how to measure the success of regionalisation. 

 

Case study:  Regionalisation of surgical services, Capital health 
region 
(Capital Health, 2006, Hamilton et al, 2001, and Harvey Plain, 2008) 
 
In the mid 1990s, the State of Alberta reformed its service provision 

model. The driver for this reform was primarily to streamline services 

and reduce health costs. Services were consolidated to eliminate 

duplication. The major part of this restructure took two years, and 

involved aligning the governance structure, clinical services, and 

business support to the new model. 

 

The Capital Health Region, Edmonton services a base population of 

723,000 and a referral population of 1.5 million.  As part of the changes 

to the service provision model, surgical services were restructured. Two 

of the region’s acute facilities were designated referral hospitals and 

provided high-intensity surgical procedures, and three facilities were 

designated community health centres, providing low-intensity surgery. 
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Hamilton et al (1999) undertook a retrospective study to look at a series 

of outcomes on two study groups: the first group was surgical 

admissions pre-regionalisation, the second group was surgical 

admissions post regionalisation. The second group was slightly older 

than the first. The results of the study showed significant improvements 

in a number of key indicators. These improvements included an 18% 

reduction in inpatient beds, bed days reduced from 637 to 442 per 1,000 

population, while mortality outcomes and readmission rates were 

unchanged. The study cited a number of reasons for the improved 

indicators, including higher procedure rates per surgeon, improved 

training opportunities, and greater use of multi-disciplinary teams. 
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6 Next steps 

 

The ‘Roadmap for change’ in chapter 4 of this plan outlines a 12-year 

journey of regional service development, investment and growth.  

 

Firstly, Boards of Central Region DHBs need to feel comfortable with 

the conceptual service models and the general direction of this plan. The 

combined Boards meeting in May 2008 was an opportunity for this to 

occur and Boards’ members present requested a number of changes and 

improvements to the plan. This included a change in emphasis from 

hubs to regional centres and clinical networking. It also included further 

clarification of the decision making process and structure. These 

changes have now been incorporated into this final draft (‘final’ only in 

the sense of producing a publication, it will otherwise be an ongoing, 

living document). 

 

Alongside the final version of the plan, the RCSP steering group and 

project team will develop a shorter, ‘consultation document’. This will 

be used as a principle vehicle for a wider engagement with the DHBs 

and the public. For example, a ‘Have your say’ submission section will  

 

be included to facilitate feedback. A communication package will be 

developed for each DHB to use locally. 

 

Engagement with Iwi and Pacific peoples communities regarding aspects 

of self management and self-determination as well as cultural 

competency of services will be important to the success of the plan. 

Consideration also needs to be given to the impact on primary care of 

the proposed approach to clinical service development in the region. In 

particular, how the plan is promoted to PHOs and primary care 

professionals and how primary care is supported in the change processes 

outlined in this plan are important considerations. The complexity 

associated with the above two considerations should not be 

underestimated or understated. Furthermore, extensive engagement with 

clinicians in the primary and secondary health sectors is vital, as they will 

be key change agents for achieving the aspirations of this plan.  

 

Once the outcome of the consultation process is known and the final 

version of the plan is completed and approved by all DHBs, the 
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implementation process can start. At that stage, the regional decision 

making structure and process would be put in place, the implementation 

effort resourced and responsibilities allocated. 

 

It is acknowledged that regional service delivery will happen best with 

clinical leadership. In this respect the emergence of the Cancer Network 

and other clinical networks suggests that there is early adoption of the 

principles contained in this plan. Moreover, the planned outline of a 12 

year journey with clinical resolve will bring the achievement forward. 

Early testing of this with key clinician groups would suggest that six to 

12 years appears a realistic target. 

 

Subject to the above, the next step, as per the roadmap, would include 

the development of a detailed implementation plan, as well as a set of 

specific regional strategies for workforce development, information and 

communications technology, transport and accommodation, and 

community health development. Existing regional clinical networks 

(cancer, cardiology, plastic services, and renal) would be strengthened 

and new ones prioritised for establishment. 

 

All of this can be achieved within the next 12 months. At that stage, the 

region will be ready to confidently progress this plan into the future. 
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1 Steering group and project team membership 

Steering group 
 

Alan Shirley  Wairarapa  Chief Medical Advisor 

Bridget Allan  Hutt Valley  Director Planning & Funding & Public Health 

Calum Laurie  Capital & Coast   Director of Finance 

Chris Lowry  Capital & Coast  Group Manager Surgical Services 

David Meates   Wairarapa  Chief Executive Officer (RCSP Project Sponsor) 

Helen Pocknall  Wairarapa  Director of Nursing 

Joy Cooper  Wairarapa  Director Planning & Funding 

Julie Paterson  Ministry of Health Group Manager Funding 

Lareen Cooper  MidCentral  General Manager MidCentral Health 

Mike Grant (Chair) MidCentral  General Manager Funding Division (RCSP Project Director) 

Nick Chamberlain Capital & Coast  Director Planning & Funding 

Robert Logan  Hutt Valley  Chief Medical Advisor 

Sandra Williams  Capital & Coast  Manager Planning & Funding Operations 

Toni Dal Din  Hutt Valley  Director of Nursing 

Tracey Schiebli  Whanganui  GM Health Planning, Improvement & Funding 

Vicky Noble  SECPHO  Clinical Quality Advisor (Primary Care Advisor) 

Win Bennett  Hawke’s Bay  GM Planning, Funding & Performance 
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Project team (Central Region Technical Advisory Services) 
 

Andrea Brooking  Manager, Project Office 

Andrew Campbell-Stokes Programme Manager, Regional Services Development Initiatives 

Sharon Bevins   Programme Manager, Regional Collaboration 

Zoran Bolevich   General Manager (RCSP Project Manager) 

 

With support from other staff of Central Region TAS 

Brian Field   Qualitative Data Analyst 

Christine Massof  Service Analyst 

Rebecca McDowell  Service Analyst 

Sarah Manning   PA to the General Manager 
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2 Scenario planning workshop participants and list of stakeholder forums 

Alan Shirley 
 

Chief Medical Advisor (WAIDHB) Simon Allan Clinical Director (MDHB) Martin Hefford Chief Operating Officer (CCDHB) 

Alison Hannah Manager – Organisational 
Planning (CCDHB) 

Elizabeth Lucie-Smith Senior Service Analyst, 
Planning/Funding (HVDHB) 

Michael McAllum Consultant/Facilitator (Global 
Foresight) 

Andrea Brooking Project Coordinator (TAS) Geoff Robinson Chief Medical Officer (CCDHB) Mike Grant GM Funding Division (MDHB) 

Andrew Campbell-
Stokes 

Programme Manager, RSDI (TAS) Helen Pocknall Director of Nursing (WAIDHB) Nick Chamberlain Director Planning & Funding 
(CCDHB) 

Andrew Coe 
 

Consultant (Hewlett Packard) Iwona Stolarek Physician (HVDHB) Peter Hicks Clinical Leader ICU (CCDHB) 

Andy Simpson Clinical Director Cancer Services 
(CCDHB) 

Janice Byford-Jones Nurse Leader Surgical Theatre 
ICU (CCDHB) 

Peter Wood-Bodley Service Manager Surgical and 
Support (WDHB) 

Anne McLean General Manager Hospital 
Services (WAIDHB) 

Jeff Hammond Clinical Director Nursing and 
Midwifery (WDHB) 

Robert Logan Chief Medical Advisor (HVDHB) 

Anne Podd Consumer Representative Jill Lane Chief Operating Officer (HVDHB) Sandra Williams Manager Planning & Funding 
Operations (CCDHB) 

Ashton Kirk Managers Operations Risk and 
Contracts (HBDHB) 

Jim Wicks Director Human Resources 
(CCDHB) 

Sarah Prentice Consultant (Hewlett Packard) 

Athol Stewart Head of Department Emergency 
Services (WDHB) 

Joel George General Manager Public Health 
and Hospital (WDHB) 

Sharon Bevins Programme Manager Regional 
Collaboration (TAS) 

Bridget Allan Director Planning & Funding & 
Public Health (HVDHB) 

John McRae Healthcare Consultant Siobhan Isles Consultant (Hewlett Packard) 

Calum Laurie Director of Finance (CCDHB) John Rivers Chief Medical Advisor (WDHB) Stephanie Turner Director Māori Health (WAIDHB) 

Cheyne Chalmers Director of Nursing (CCDHB) John Wyeth Clinical Director Medicine 
(CCDHB) 

Stephen Salzano Principal Technical Specialist 
(MoH) 

Chris Lowry Group Manager Surgical Services 
(CCDHB) 

Jon Foley Manager Systems Performance 
(MoH) 

Sue Wood Director of Nursing (MDHB) 

Christine McKenna Associate Director of Nursing 
(HBDHB) 

Joy Cooper Director Planning & Funding 
(WAIDHB) 

Toni Dal Din Director of Nursing (HVDHB) 

Colin Calcinai Clinical Director Plastic Surgery 
Unit (HVDHB) 

Julie Paterson Group Manager Funding (MoH) Tony Cooke Chief Information Officer (HVDHB) 

David Grayson Clinical Director Surgical Services 
(HBDHB) 

Kim Fry Allied Health (MDHB) Tracey Schiebli GM Health Planning, Improvement 
& Funding (WDHB) 

David Strong Consultant/Facilitator (Maven) Lareen Cooper General Manager MidCentral 
Health (MDHB) 

Vicky Noble Clinical Quality Advisor (SEC 
PHO) 

Debbie Ryan Chief Advisor Pacific Health Louella Jansen Consumer representative Warren Nicholls GP Liaison (MDHB) 

Dinesh Arya Chief Medical Advisor (HBDHB) Louise Farmer Diabetes Team Leader (HVDHB) Win Bennett GM Planning, Funding & 
Performance (HBDHB) 
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Kenneth Clark Medical Director (MDHB) Mark Fowler Consultant/Facilitator (GFN) Zoran Bolevich General Manager (TAS) 
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Stakeholder forums 
In addition to communication activities occurring through DHBs, the 

following forums / meetings were held with internal and external 

stakeholder groups between December 2007 and April 2008. 

• Professional bodies and colleges(Dec and March) 

• Unions (Dec and March) 

• Transport providers (health) 

• Primary health 

• Consumer organisations 

• Private Hospitals 

• Ministry of Health 

Executive groups 

• GMs Māori 

• Chief Information Officers 

• Chief Medical Advisors and Director of Nursing 

• Regular briefings to other executive groups, Chief Executive 

Officers and  DHB Board Chairs  

DHB Boards and Committees 

• All six DHB Boards  

• Capital & Coast Hospital Advisory Committee 
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3 Planning approach 

Approach 
This appendix provides an outline of the project methodology including 

the project structure, deliverables, scope exclusions and approaches. 

Project structure 

Following the initiation of the RCSP project in April 2007 (at the 

Central Region DHB combined Boards meeting) a project scope was 

prepared under the direction of CEOs and a steering group formed. The 

steering group was large in order to achieve wide representation from 

DHB executive stakeholder groups (refer Appendix 1). Given the size of 

the steering group, other important stakeholders such as GMs Human 

Resources, GMs Māori and Chief Information Officers were linked in 

through regular teleconferences. 

 

TAS was engaged to manage the project and following an RFP process 

engaged external consultants to assist with specific components of the 

work.  Hewlett Packard (HP) focussed on horizon scanning and 

providing a quality assurance function to the data analysis component. 

Maven in partnership with Global Foresight Network facilitated the 

scenario planning process. The project structure is illustrated in A3 - 1. 

Figure A3 - 1:  Project structure 

 

Project deliverables 

The project deliverables are illustrated below. 

 



 
APPENDIX  I   THREE 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  163 -  

 

Table A3 - 1:  Project deliverables 

Deliverable Description 

Horizon scan Identification of current critical issues as well as 
emerging changes and trends 

Research and 
analysis 

Consideration of the future environment that will 
shape the delivery of health services, and a 
quantitative and qualitative description of current 
DHB services, issues and perceived opportunities 

Decision making 
process 

To enable DHBs to use the RCSP to decide about 
future investments in services, facilities and staff 

Draft document The end result is a draft document providing a high 
level overview of services now and in the future to 
2020 – including possible future service 
configurations 

Communications 
plan 

A communications plan to accompany the draft plan 
to describe how wider engagement occurs (including 
with the community) after submission to the 
Combined Boards in May 2008 

Scope exclusions 

The scope of the RCSP was limited to hospital health services in order 

to contain the breadth of the project. However, the need to factor in the 

required development and enhancement of broader services in the 

development of the plan was emphasised – in the primary health care 

and community sector, in rehabilitation and in services for older people. 

Input was achieved through stakeholder groups and the ‘Horizon Scan’ 

workstream. 

Other exclusions were mental health services, public health services and 

services provided to out-of-region DHBs (e.g. Nelson-Marlborough, 

Taranaki and Tairawhiti). 

Approaches 

The main approaches used to develop this plan were: 

• research and analysis 

• scenario planning 

• meetings and workshops with key stakeholders. 

 

Figure A3 - 2 illustrates the timing of the various deliverables or work 

streams. Some occurred concurrently and were then brought together 

near the end of the project. Stakeholder forums were held through out 

the project. 

Figure A3 - 2:  Deliverables and project timeline 
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Research and analysis 

This included two main parts, the ‘Horizon Scan’ and collection and 

analysis of service information from DHBs. 

 

The ‘Horizon Scan’ was completed between October and December 

2007 and consisted of a literature search, review of DHB plans and 

interviews. Leading practice trends and emerging technologies in New 

Zealand and internationally were also reviewed. This was complemented 

by over twenty interviews with representatives from each of the six 

DHBs and a range of external stakeholders. The Horizon Scan identified 

emerging trends, issues and opportunities and was considered alongside 

other work in the development of future directions of clinical services 

for the Central Region. 

 

The second part of research and analysis commenced in November 

2007 and involved collecting and analysing service and workforce data in 

DHBs (quantitative analysis) and a survey of clinical departments 

(qualitative analysis).  Refer to Appendix 4 and 5 respectively for key 

findings of these components and a detailed methodology. Information 

about service activity, capacity, quality and workforce was gathered in 

order to gain a more complete picture of the current configuration of 

clinical services in the region, its main characteristics, strengths and 

weaknesses. 

Four data collection tools were developed to assist with gaining a 

comprehensive insight into the current services. 

 

Quantitative 

1. Service data request  

2. Theatre data request  

3. Bed number request  

Qualitative 

4. Clinical services survey 

 

The data request and surveys provided the basis of trend analysis and 

aggregation at a regional level and also identified issues and 

opportunities.  

 

In addition to the peer review provided by HP, a reference group of 

planning and funding staff (Medical/Surgical Portfolio Managers and 

Analyst Group) provided guidance in relation to the quantitative 

analytical work. The MoH Service Analysis Team and NZHIS also 

provided TAS with analytical assistance including access to the relevant 

national databases. 
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Before progressing with data collection, the analytical methodology was 

developed. A list of services and proposed data items to be collected and 

analysed were agreed and tools developed in preparation for a data 

request to DHBs. Both the clinical services survey and quantitative data 

request sheets were peer reviewed by DHB managers and clinicians 

prior to the data request being sent out.  

Scenario planning 

A series of strategic thinking and scenario planning workshops took 

place over October and November 2007. The objective was to consider 

key trends (e.g. funding, demand, workforce and technology) shaping 

the future of clinical services and imagine how the region’s clinical 

services might look if different scenarios became a reality. The scenario 

planning process is outlined in more detail in Appendix 6. 

 

Approximately 35 participants from across the region attended the 

workshops. Attendees included senior clinician and manager 

representation as well as Māori, Pacific, primary care, consumers and 

Ministry of Health representatives.  

Stakeholder forums 

Stakeholder forums were an important mechanism to achieve input to 

ensure a wide range of perspectives to the draft RCSP. Forums were 

held between December 2007 and April 2008 and included internal 

(DHB) as well as external stakeholders.  Refer to Appendix 2 for a 

schedule of forums held. 

Bringing the streams together 

The results from the strategic thinking and scenario planning workshops 

were then combined with the research and evidence based component 

of the project – the Horizon Scan and the data analysis – to develop 

possible future service configurations for the Central Region.  A fourth 

and fifth workshop in February and April 2008 were held to assist in 

bringing these different workstreams together and develop the final 

picture of what clinical services should look like in the Central Region 

going forward.  

 

Participants evaluated possible service configurations against outcome 

criteria (sustainability, access, inequalities, quality and affordability) and 

endorsed a preferred service configuration direction. A high level 

implementation strategy roadmap for change was also refined. Over 

April the document was compiled under the direction of the steering 

group ready for submission to the DHB Combined Boards meeting on 

12 May 2008. 
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Communications 

DHB communications managers provided guidance for this aspect of 

project work and a detailed communications plan was developed in 

September 2007 to support the process of developing the RCSP.  

 

Engagement with DHB clinicians and managers and other stakeholders 

was viewed as vital to the success of this project so the communications 

approach was designed to maximise this input within project 

timeframes. Communications occurred via a system of lead DHB 

communicators (GMs Planning & Funding, Chief Operating Officers, 

Chief Medical Advisors, Directors of Nursing, Communications 

Managers) and was rolled out through DHB’s own local channels and 

contacts such as clinical board meetings and newsletters. A variety of 

communications tools were used including regular updates and a web 

site (www.rcsp.org.nz). Presentations to update DHB Boards occurred 

between December and February. 

 

A second high-level communications document was developed outlining 

a communications approach to support the release of the RCSP for 

submission to DHB combined Boards in May 2008. 
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4 Quantitative data analysis 

 

This appendix describing the key findings from the quantitative data analysis is available as a stand alone document available from www.rcsp.org.nz.  If 

you have any inquiries please contact Central Region’s Technical Advisory Services Limited on 04 801 2430 or e-mail rcsp@centraltas.co.nz. 
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5 Findings from the clinical services survey 

 

This appendix describing the key findings from the clinical services survey is available as a stand alone document available from www.rcsp.org.nz.  If you 

have any inquiries please contact Central Region’s Technical Advisory Services Limited on 04 801 2430 or e-mail rcsp@centraltas.co.nz. 
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6 Summary of scenario planning workshops 

 

The Scenario Planning Workshops were an important component of the 

RCSP development process. 

 

The primary focus of the four (35+ participant) workshops was on the 

achievement of broad Central Region participation and consultation on 

possible clinical services futures and options. Specifically the workshop 

objectives were to develop a set of future scenarios for service 

configuration and delivery and analyse their implications. 

Thinking differently 
To navigate successfully into the future we need to think differently. 

Each of us has a set of patterns in our head that help us to make sense 

of the world in which we live. These patterns are a combination of the 

things we have been taught, the experiences that we have had and the 

values that we believe in. All of these make up what could be termed a 

mental model. 

 

We need to disrupt our current patterns and create new mental models. 

One way to do this is by undertaking a series of exercises where we try 

to imagine what the future might be like by trying to ‘stand in that  

 

future’. This process is called foresight. As strategy needs to be informed 

by a view of the future, this new thinking is called strategic foresight. This is 

different from what we normally do which is called forecasting. 

Forecasting is the process of standing in today and projecting what we 

know into the future. 

The scenario approach 
 

Scenarios deal with two worlds: the world of facts and the 

world of perceptions.. their purpose is to gather and transform 

information of potential strategic significance into fresh 

perceptions which lead to strategic insights that were previously 

beyond the minds reach. (Pierre Wack: Founder of scenario 

planning at Royal Dutch Shell) 

 

 

 

 

 



 
APPENDIX  I   S IX 

 

REGIONAL CLINICAL SERVICES PLAN FINAL DRAFT -  170 -  

 

Projecting what we know now into the future 

When thinking about the future the natural tendency for most people is 

to simply project what they do now into the future and then modify this 

view based on clear, acceptable and observable trends. This view is often 

called the ‘accepted future.’ While often it is not well articulated, it has 

an unseen, but important, influence on decision making. 

Using scenarios to break beyond the ‘accepted 
future’ 

The use of scenarios to inform planning is used as a primary 

methodology to ensure that a wider range of possibilities beyond the 

‘accepted future’ are considered. Scenarios recognise that the future is 

uncertain and provide a framework to explore how that uncertainty 

might play out. 

 

Scenario thinking is not about predicting the future. Rather, through its 

exploration of alternative futures it increases our sensitivity to the ‘weak 

signals’ of the future which are already here, and increases our ability to 

anticipate and respond in a timely fashion to external events. 

A combination of both insights and research 

The scenarios themselves are a combination of both insights and 

research. They describe how the future might look if certain trends, 

disruptions and uncertainties were to occur. In the methodology 

recommended here, the first step is to describe future or alternative 

possibilities and only then explore how the Central Region might 

position itself in that future. This is done to reduce the influence of the 

‘accepted future’ in the scenario process. 

Five important strategic questions 

Scenarios are a key device to explore. 

1. How the external environment for the industry might change. 

2. What future success might look like 

3. Where value should be created and where it is being eroded. 

4. What the industry needs to focus on and what capacities it 

needs to build to deliver different futures. 

5. How the industry might need to think and organize itself to be 

more effective in the future. 

Workshop structure and process 
The workshops were carried out in five sequenced phases as follows. 

Future scan Research to inform the workshops 

Workshop 1 Setting the scene and thinking differently 

Workshop 2 Anticipate the future impacts and macro scenarios 

Workshop 3 Positioning scenarios 

Workshop 4 Bringing it all together 
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The emerging future scan 

An emerging future scan was prepared by Global Foresight Network (GFN) 

for the workshop participants. This tailored report, titled Emerging 

Clinical Services was designed to identify significant trends and disruptions 

that are shaping the thinking and opportunity within, and on, the 

boundaries of the health sector, locally and globally, with particular 

reference to clinical services. The research sought to explore a spectrum 

of change stretching as far as the year 2020. 

 

The report was not intended to produce final or comprehensive 

answers, but rather to be used as a catalyst to stimulate and inform 

discussion, ideas-generation. 

 

GFN carried out research for the scan along the following high level 

themes. 

• Technology and speed. 

• Nano-Bio-Info-Cognitive Convergence. 

• Demographics. 

• The future of work. 

• Clinical services innovation. 

• Partnering and shared services. 

 

The final report was delivered to the workshop participants at the end of 

Workshop 1, as pre-reading preparation for Workshop 2. 

Workshop 1 

Setting the scene and thinking differently 

This first workshop was designed to begin the journey into the rapidly 

emerging clinical services future, from a Central Region perspective. 

 

Participants were introduced to the logic of strategic foresight, and the 

multi-workshop agenda and objectives. 

1. Explore the current state environment of Central Region’s 

clinical services. 

2. Prioritise key current issues (challenges and opportunities) and 

uncertainties. 

 

During the course of this half day workshop, the facilitators from GFN 

and Maven lead the participants through a series of introductory 

briefings including: 

• an introduction to scenario planning 

• a presentation on the impact of the speed of technology change.  
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Trends Disruptions Wild Cards

SYNTHESIS

WORKSHOP 2

The remainder of the day was devoted to three participant workshops 

run in syndicate table groups. 

 Table A6 - 1:  Workshop topics for Workshop I 

Workshop Means and purpose 

Current State 

The Big Picture 

Individually the participants selected an 
image from a random series of photos which 
most resonated with their view of the current 
state of clinical services in the Central 
Region 

Back to the Future 

1992-2007 

Looking back at the changes in clinical 
services over the last 10 years, participants 
were asked to identify the current patterns of 
their thinking – also known as dominant 
logic 

From Hindsight to Foresight 

2007-2017 

The participants were then asked to 
mentally leap forward to envisage what 
clinical services might be like in 2017. From 
this exercise participants were able to 
determine both what today’s required 
thinking patterns should be and what future 
thinking patterns will need to be, to break 
thinking beyond the ‘accepted future’ 

 

 

 

 

 

 

 

Workshop 2 

Anticipate the future impacts and macro scenarios 

Figure A6 - 1:  Moving from Workshop II to macro scenarios 

 

 

 

 

This second workshop was designed to build 

 on the new thinking developed during the first 

 workshop, and:  

 

• identify the future shapers (trends, disruptions and 

uncertainties) which are creating the future of clinical services 

• develop a series of macro scenarios or future worlds 

• extract insights from these macro scenarios to inform  

• the development of positioning scenarios in Workshop 3. 

 

The main syndicate workshops and briefings and their outputs were as 

follows. 
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Future shapers workshop 

Using input from: 

• a future trends presentation 

given by GFN prior to this 

workshop 

• the emerging future scan 

(provided to participants at 

the end of Workshop 1) 

• syndicate table discussion. 

 

The workshop group identified 39 

trends (e.g. work/lifestyle balance, 

environmental concern, home based 

care of the elderly), 22 disruptions (e.g. 

changes to funding systems, 

technology, pandemic) and 34 critical 

uncertainties (e.g. economy, cancer 

cure, fuel/energy), which would have an important bearing on shaping 

the future of clinical services. 

Scenario briefing 

Scenarios are used as a tool to help describe the interplay between 

trends, discontinuities and uncertainties. Scenarios are stories about the 

future. They are not predictions. 

Macro scenarios are stories about what future worlds might look like. 

They should be stretching, challenging, and plausible. Examples of 

future macro scenarios can be found in the related items section. 

Figure A6 - 2:  Moving from macro scenarios to preferred scenarios 

Drives the 

imperative

Understanding 
of future shapers
(trends, discontinuities
& uncertainties)

Future worlds Our possibilities Our intent

 

 

Positioning and preferred scenarios explore what success would look 

like, how value might be created, what capability would be required and 

how organisations would need to be to align to such a scenario. 

Trends: those ideas that we 

can see now. The key is to 

understand how they might 

play out in the future. 

Disruptions: those events, 

technologies or ideas that 

abruptly change the rules of 

success. 

Critical uncertainties: 

those events, technologies 

or ideas where we simply 

don’t know how they might 

play out. 
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Constructing the macro scenario matrix 

Participants were initially facilitated through a process of reaching a 

shared agreement on which high impact future shapers (trends and 

disruptions) and critical uncertainties should underpin the construction 

of a macro scenario matrix. 

Figure A6 - 3:  Scenario matrix template 

HIGH
IMPACT

#1

HIGH
IMPACT

#2

UNCERTAINTY #1

UNCERTAINTY #2

Workforce (constraints)

One System - Collaborative

Technology Driven Care

Population Profile Change

Framework supports the future

Ongoing inequalities

Virtual Delivery

High Impacts

Wellness

Ethical challenges

Geo-political disruption

Exponential demand

Focus on responsibility

Government role in care - ideology

Uncertainties

Those marked in orange above 

were selected by participants

Constructing the scenario matrix

 

 

Two macro scenario matrixes and the associated eight macro scenarios 

where developed, populated and initially explored by the participants. 

Workshop 3 

Positioning scenarios 

This third workshop was designed to build on initial insights developed 

through the macro scenario development process, and to ‘drill’ down 

into specific possible options (positioning scenarios) and choices for the 

Central Region. 

Developing the macro scenarios 

After re-briefing the participants on the macro scenarios developed in 

workshop 2, the participant teams were asked to discuss and agree 

which two of the previously developed eight scenarios they would like to 

develop further.  The two chosen were. 

• ‘Connected Communities’ – a scenario based on a future with 

highly developed primary care and inter-sectoral approaches. 

• ‘Your Future, Your Health’ – a scenario based on a future 

where individuals are informed, and have a desire to play an 

active role in managing their health care. 

Positioning scenarios 

The participant syndicate teams then developed the “HOW” and the 

“WHAT” of the selected macro scenarios. 
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In the WHAT workshop participants sought to describe how the region 

would best operate in this chosen macro scenario world. Specifically 

what would be the best possible position for Central Region’s clinical 

services? And what new value might be created, and what wellness 

possibilities might arise through: 

• service redesign and invention 

• new technology 

• different behaviour. 

 

In the HOW workshop, the objective was to understand and define the 

implications for the kind of capacity, investments, systems and processes 

and talent for regional clinical services to succeed in the chosen macro 

scenarios. For example, takes ‘one system’ and a focus on responsibility 

and forms a story called “Your future, your health”. It describes a Central 

Region Health Board collaboration programme with 

• clinical leadership in partnership with management at the 

regional and local levels 

• regional teams 

• agreed collaboration and governance models 

• self-care is supported and promoted wherever possible 

• e-information is validated and utilised. 

Workshop 4 

Bringing it all together 

The fourth and final workshop was designed to develop, refine, validate 

and endorse possible clinical service configuration options for the 

region. Specifically the workshop objectives were to: 

• reach a common understanding of regional issues and 

opportunities 

• develop, refine, validate and endorse the service configuration 

options for the region 

• reach agreement on high level strategic pathways (how tos) and 

common infrastructure elements 

• reach common understanding and endorsement of the process 

for finalising the plan 

• achieve internal stakeholder leadership – championing the 

process of change and regional development. 

 

This workshop brought all of the findings from the parallel RSCP 

project work streams together allowing the participants to effectively 

develop, refine, validate and endorse the service configuration options 

for the region.  
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7 ‘Three Centre Network’ service configuration – further information 

Figure A7 - 1:  Travel times (by road) to major acute hospitals 

The 2006 census population is used to understand the catchment for three major acute hospitals. 

CCDHB HBDHB HVDHB MDHB WAIDHB WDHB Total 

266,605 148,171 136,067 158,544 38,428 62,031 809,846 

 

Population coverage 

Centre 1: CCDHB + HVDHB + ½ WAIDHB = 421,886 

Centre 2: MDHB + WDHB + ½ WAIDHB = 239,789 

Centre 3: HBDHB    = 148,171 

Travel times 

Cumulative population numbers required to travel estimated times to an emergency department, 

local hospital and major acute hospital. 

Travel time (by road) to Within 30mins Within 60mins Within 90mins 

Emergency Dept 673,783 83% 786,462 97% 796,704 98% 

Local Hospital 673,783 83% 786,462 97% 796,704 98% 

Major Acute Hospital 585,871 72% 705,595 87% 793,017 98% 

Travel time (by road) to Within 120mins Within 150mins Within 180mins 

Emergency Dept 807,200 100% 809,265 100% 809,988 100% 

Local Hospital 807,200 100% 809,265 100% 809,988 100% 

Major Acute Hospital 803,317 99% 808,971 100% 809,988 100% 
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8 Abbreviations and definitions 

 

Abbreviations 
 

3D  Three Dimenisonal 

AAU  Acute Assessment Unit 

AI  Artificial Intelligence 

AMWAC Australian Medical Workforce Advisory Committee 

ALOS   Average Length of Stay 

ASR  Age Standardised Rate 

AT & R  Assessment, Treatment and Rehabilitation 

Capex  Capital Expenditure 

CCDHB Capital & Coast District Health Board 

CEO   Chief Executive Officer 

CIO  Chief Information Officer 

CMA   Chief Medical Advisor 

CNS  Clinical Nurse Specilaist 

CPAC  Clinical Priority Access Criteria 

CT  Computerised Tomography 

DAP  District Annual Plan 

 

DHB  District Health Board 

DoNs  Directors of Nursing 

ED  Emergency Department 

ENT  Ear, Nose and Throat 

FACEM Fellow of the Australasian College of Emergency 

Medicine 

FST  Financially Sustainable Threshold 

FTE  Full-time Equivalent 

GDP  Gross Domestic Product 

GFN  Global Foresight Network 

GI  Gastro-intestinal 

GM  General Manager 

GP  General Practioner 

HBDHB Hawke’s Bay District Health Board 

HDC  Health and Disability Commissioner 

HDU  High Dependency Unit 

HEAT  Health Equalities Assessment Tool 

HP  Hewlett Packard 
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HR  Human Resources 

HVDHB Hutt Valley District Health Board 

ICT  Information and Communication and Technology 

ICU  Intenstive Care Unit 

IDF  Inter District Flows 

IP  Inpatient 

IT  Information Technology 

IS  Information Systems 

LINAC  Linear Accelerator 

MDHB  MidCentral District Health Board 

MDT  Multi-disciplinary Team 

MoH  Ministry of Health 

NBIC Nanotechnology, Biotechnology, Information 

Technology, Cognitive Science 

NICE  National Institute for Health and Clinical Excellence 

NICU  Neonatal Intensive Care Unit  

NGO  Non-Governmental Organistaion 

NHS  National Health Service 

NSW   New South Wales 

NZEIR  New Zealand Institute of Economic Research 

OP  Outpatient 

PAS  Patient Administration System 

PACS  Picture Archive and Communication System 

PET  Positron Emission Tomography 

PBF  Population Based Funding 

PC  Personal Computer 

PCCL  Patient Clinical Complexity Level 

PHO  Primary Health Organisation 

PU  Purchase Unit 

REHR  Regional Electronic Health Record 

RCSP  Regional Clinical Services Plan 

RFP  Request for Proposal 

RIS  Radiology Information System 

RMO  Resident Medical Officer 

RNZCGP Royal New Zealand College of General Practitioners 

RSDI  Regional Service Development Initiatives 

SARS  Severe Acute Respiratory Syndrome 

SEC PHO South, East and City Primary Health Organisation 

SES  Socio-economic Status 

SMO  Senior Medical Officer 

TAS  Central Region’s Technical Advisory Services 

TLA  Territorial Local Authority 

UK  United Kingdom 

WDHB  Whanganui District Health Baord 

WAIDHB Wairarapa District Health Board 
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Definitions 

Term  Description 

Average Length of Stay (ALOS)  Length of Stay is a term used to measure the duration of a single episode of hospitalisation. Inpatient days are 
calculated by subtracting day of admission from day of discharge. However, persons entering and leaving a 
hospital on the same day have a length of stay of one.  Average length of stay (ALOS) is calculated by dividing 
the sum of inpatient days by the number of patients admitted with the same diagnosis-related group 
classification. 

Clinical Governance  Clinical governance is about clinicians and managers taking joint responsibility for the clinical process to 
monitor and improve quality. 

Clinical networks  Linked groups of health professionals and organisations from the continuum of care working in a coordinated 
manner, to ensure services are patient centered, integrated, safe and effective. 

Clinical Nurse Specialist (CNS)  Registered nurse trained and practising at an advanced level in a specific scope of practice, and may have been 
prepared at masters level of education, but who has not been recognised and approved by the Nursing Council 
of New Zealand. 

Clinical priority access criteria  National guidelines for hospital specialists prioritising referrals from primary care. 

Co-morbidities  The presence of one or more disorders (or diseases) in addition to a primary disease or disorder; or  the effect of 
such additional disorders or diseases. 

Day case  A procedure that requires an admission period of more than three hours but less than 24 hours and does not 
cross midnight. 

DHB of Domicile  The DHB area in which a patient resides. DHBs are responsible for the care of all people living within their 
catchments area. 

DHB of service  The DHB that provides a service to the patient. 

Elective centre  Focus on particular types of high-throughput surgical procedures. Work is separated out from emergency 
surgery. Critical care support is provided at stand-alone elective treatment centres. 

Financially sustainable threshold 
(FST) 

 The lowest CPAC score a patient can have and still be eligible for surgery. It is the level of patient condition 
severity at which the demand for services can be met within the DHB’s available funding. 
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Term  Description 

Full-time equivalent (FTE)  Describes hours of labour. 1 FTE is equal to 40hrs within one working week. 

General Practioner (GP)  A medical doctor who provides the first point of contact on medical and minor surgical matters. 

Hospitalist  Health professionals whose primary focus is hospital medicine concerned with the general medical care of 
hospitalised patients. 

In-store clinics  Health care centres based typically in pharmacy or other retail settings such as shopping malls, providing fast 
diagnosis and treatment options for a small range of common medical conditions. 

Inter-district flow  The term for which DHBs account for money owed for services provided to those patients outside their 
catchment area. 

Lab-on-chip  A device that integrates (multiple) laboratory functions on a single chip. 

Local hospital  Provide non-complex inpatient and day case care including care for all but the most severe emergency cases, 
with a 24/7 urgent care centre acting as a ‘front door’ to the  accident and emergency department.  Expert 
centre for inpatient rehabilitation. 

Magnet hospital  A hospital with an organisational structure and culture that allows nurses autonomy and control over practice, 
and encourages good relations between nurses and physicians. Such hospitals seldom use casual or agency 
nurses and have been shown to be able to attract and retain staff, even in times of nursing shortages. 

Major acute hospital  Provide more specialised health services to the highest clinical standards. Treat sufficient volumes of patients to 
maintain the most specialised clinical skills. 

Medical specialist  A speciality in medicine or a branch of medical science, other than general practice. 

Modality  Different ways to deliver treatment. 

Morbidity  An illness or an abnormal condition. 

Nuclear medicine  A branch of medicine and medical imaging that uses the nuclear properties of matter in diagnosis and therapy. 
Nuclear medicine is a part of molecular imaging because it produces images that reflect biological processes that 
take place at the cellular and subcellular level. 

Nurse practioner  A registered nurse, defined in the National Service Framework Data Dictionary, practicing at an advanced level 
in a specific scope of practice, who has a masters level of education and is recognised and approved by the 
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Term  Description 

Nursing Council of New Zealand. 

Patient clinical complexity level  A calculated measure of patient complexity based on the number and nature of the CCLs for each additional 
diagnosis code. 

Polyclinic  Large, high-quality community facilities providing a wide range of services.  The place where most routine 
healthcare needs are met, and the place from which further navigation through the healthcare system is 
provided. 

Population based funding (PBF)  Funding provide to DHBs based on regional population base. 

Primary care  The care to which any patient can refer themselves. It includes but is not limited to general practice. 

Primary health care nurse  This encompasses general practice nurses and community based nurses in iwi providers, mobile outreach nurses 
and others. 

Primary Health Organisation  Local structures for delivering and coordinating primary health care services. 

Purchase unit (PU)  A clinically meaningful, readily countable, alpha numeric identification code in the HealthPac Contract 
management system. PU codes are costed in accordance with common costing standards and are cost 
homogenous (i.e. may be counted by the use of casemix type models). 

Resident Medical Officer (RMO)  A doctor with at least two years practical experience following graduation. 

Secondary care  Care carried out in most hospitals. This is the first port of call for patients who are referred by their GP except 
in certain circumstances when the GP may refer the patient directly to a tertiary centre. 

Senior Medical Officer (SMO)  A doctor vocationally registered with a professional college. 

Specialist hospital  A hospital focussing on a particular speciality or clinical competence. 

Telehealth  The delivery of health-related services and information via telecommunications technologies. 

Territorial local authority (TLA)  Includes district councils, city councils, town councils (dependent and independent) and road boards. 

Tertiary referral services  Advanced clinical services provided to patients usually referred from secondary care hospitals. These services 
offer the most complex and technologically sophisticated care, are usually linked to a medical school and are 
generally a regional-level resource. 
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9 Further reading 

Companion documents to the Regional Clinical Services Plan 

 Documents can be downloaded from: 

Central Region Health Needs Assessment http://www.rcsp.org.nz/Publications 

Horizon Scan – Short to Medium Term, HP Consulting, January 2008  http://www.rcsp.org.nz/Publications 

Emerging Clinical Services: A future scan, Global Foresight Network, October 2007 http://www.rcsp.org.nz/Publications 

Service planning – international 

 Documents can be downloaded from: 

Healthcare for London – A framework for action, 2007 http://www.healthcareforlondon.nhs.uk  

Western Australia Health Clinical Services Framework 2005–2015, WA Department of Health, Sept. 2005 http://www.health.wa.gov.au 

The Future Hospital: The progressive case for change, Institute for Public Policy Research, January 2007 http://www.rcsp.org.nz/Publications 

Service planning – regional 

 Documents can be downloaded from: 

Central Region’s Technical Advisory Services (TAS) 

• Central Region Strategic Plan for the Development of Mental Health and Addiction Services, 

March 2007 

• Renal Services in the Central Region: Strategic direction and opportunities for regional action, Nov 

2007 

All available from 

http://www.centraltas.co.nz/Publications 
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• Cardiology Services Review, September 2006 

• Plastics, Burns and Maxillo-Facial Services Review, July 2006 

• Otorhinolaryngology, Head and Neck Services Review, December 2004 

• Urology Services Review, September 2004 

Workforce 

 Documents can be downloaded from: 

Fit for Purpose and for Practice: Advice to the Minister of Health on the issues concerning the medical 

workforce in New Zealand. Medical Reference Group, Health Workforce Advisory Committee. 2006. 

http://www.hwac.govt.nz/publications 

The New Zealand Health Workforce Future Directions – Recommendations to the Minister of Health. Health 

Workforce Advisory Committee. August 2003.  

http://www.hwac.govt.nz/publications 

Sustainable Specialist Services: A Compendium of Requirements 2004 Update.  

Australian Medical Workforce Advisory Committee (AMWAC), 2004 

http://www.rcsp.org.nz/Publications 

Developing a Modern Surgical Workforce: A Report from the Royal College Of Surgeons of England, 

January2005  

http://www.rcseng.ac.uk/publications 

Clinical governance 

 Documents can be downloaded from: 

Perkins R, Pelkowitz A, Seddon M (October 2006): Quality improvement in New Zealand healthcare. Part 7: 

clinical governance – an attempt to bring quality into reality. New Zealand Medical Journal 13 October 2006, 

Vol 119 No 1243 

www.nzma.org.nz/journal/119-

1243/2259/ 
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