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Subject CCDHB PRIMARY MENTAL HEALTH SERVICES

RECOMMENDATION

It is recommended that the Board:

a) Note the contents of this paper on Capital and Coast DHB Primary Mental Health Services

b) Note that the review of the Primary Mental Health Liaison Services is continuing and that the report 
will be presented to the Board by December 2017

c) Note the development of a Mental Health and Addictions Investment Strategy will be complete by 
December 2017 and will be provided to the Board for consideration. 

1 PURPOSE

This paper provides the CCDHB Board with a brief outline of the types of primary mental health 
services provided to the CCDHB population by Primary Health Care Providers.

A later paper will also include a comprehensive update from the review of the Primary Mental Health 
Liaison Services, which includes the CCDHBs GP Liaison Services provided by its GP Liaison Nurses.

2 PRIMARY MENTAL HEALTH SERVICES

Primary mental health care is aimed at those with mild to moderate mental health and/or addiction 
issues, approximately 17% of the population.

The main aim of Primary Mental Health Services is to increase access to talking therapies and other 
psychosocial interventions (non-medical e.g. cognitive behavioural therapy).  

As part of the overall Primary Healthcare Strategy, District Health Boards provide a general primary 
care response to the needs of people of any age with mild to moderate illness. CDHB also funds 
access to primary mental health interventions for the following groups

∑ The enrolled population focused on Maori, Pacific and/or low income with the expected 
outcome to be an increase in access to psychological and psychosocial interventions for these 
groups.

∑ Youth primary mental health services for all youth aged 12 to 19 years, if they are enrolled or 
not. The aim of this service is to enable early identification of developing mental health and/or 
addiction issues and improved, and timely, access to appropriate treatment services.

3 THE PROVIDERS

CCDHB currently funds four services to provide services to those populations mentioned above as well 
as alcohol brief interventions.  The four services are:

∑ Compass Health 
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∑ Karori Medical Centre 
∑ Ora Toa PHO  
∑ Well Health Trust - a service to merge with Compass Health.

The total funding level for these combined services are $1.652,633.44.  

4 THE STEPPED CARE APPROACH

With the increasing rates of depression, anxiety, and other mental illnesses, an increase has also 
occurred in the role that primary care plays in the delivery of mental health services across the CCDHB.  
A key means of delivering that service is through the adoption of the Stepped Care Approach model. 
“Stepped care is a system of delivering and monitoring treatments so that the treatment that is most 
effective yet least resource intensive is delivered to service users first, in a Stepped Care Model:

∑ There are interventions of different levels of intensity available to the service user
∑ The service user’s needs are matched with the level of intensity of the intervention
∑ There is careful monitoring of patient outcomes, allowing treatments to be “stepped up” if 

required
∑ Service users usually move through less intensive interventions before receiving more 

intensive interventions (if necessary)
∑ Supporting self care is recognised as an important aspect of managing demand”.1

The Ministry has also developed guidance tools to support this model of care.  

5 REPORTING INFORMATION

The following is a snapshot of information that has been compiled by the four service providers over 
the past three quarters of 2016-17.

Client Information
Clients aged 12-19 Q1 Q2 Q3
Number of females seen 202 173 145
Number of males seen 114 84 101
Number of clients seen – unspecified gender 0 0 6
Total number of youth seen 316 257 252

Clients aged 20+ Q1 Q2 Q3
Number of females seen 515 430 418
Number of males seen 261 240 227
Number of clients seen – unspecified gender 0 0 8
Total number of adults seen 776 670 653

Ethnic Group
Clients aged 12-19 Q1 Q2 Q3
NZ European 130 112 130
Maori 37 27 129
Pacific Island 16 13 8
Asian 17 9 17
Other 121 191 66

1 Ministry of Health’s Guidance Paper on Primary Mental Health Care, December 2009.
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Ethnic Group
Clients aged 20+ Q1 Q2 Q3
NZ European 306 279 298
Maori 170 136 139
Pacific Island 49 25 44
Asian 39 26 25
Other 217 191 147

Number of referrals to
Clients aged 12-19 Q1 Q2 Q3
Psychologist/psychotherapist 75 37 45
Specialist CAMHS or Adult Mental Health 
Service

0 0 6

Brief Intervention Counselling (BIC)
Definition: includes assessments, reviews and problem solving support or counselling provided by 
primary mental health clinicians or counsellors.  Usually 1-2 sessions and can be planned or 
unplanned.

People seen by service
Clients aged 12-19 Q1 Q2 Q3
Number of youth seen 438 363 376
Average wait time from referral to first seen 2-13 days 3-10 days 3-10 days
DNA rate (%) 45% 46%. 9%

Clients aged 20+ Q1 Q2 Q3
Number of adults seen 972 860 1,117
Average wait time from referral to first seen 3-12 days 3-10 days 3-14 days
DNA rate (%) 10% - 8%-25%

Total Q1 Q2 Q3
Average wait time from referral to first seen 11 6 3-7 days
DNA Rate (%) 27% 35% 8%-34%

Alcohol Brief Interventions (ABI)
Definition: Structured assessment and screening, advice, ABC style brief intervention and/or referral 
to appropriate service.

Q1 Q2 Q3
Number of youth seen (12-19) 276 164 114
Number of adults seen (20+) 1,759 1,427 1,384

6 NEXT STEPS

In December this year, the Systems Innovation and Performance (SIP) Group will have concluded the 
development of a Mental Health and Addictions Investment Strategy.  SIP will also have finished the 
review of the Primary Mental Health Liaison Services, provided by PHOs for those who are in their 
services but have also used specialist secondary mental health and addiction services.  Both the 
Investment Strategy and the results of the Liaison review will have input and co-design elements with 
through engaging with key stakeholders such as PHOs, consumers, Maori and Pasifika providers, and  
provide CCDHB with well-grounded and evidence based directions as to where any future funding 
from Government could be best utilised.
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Subject QUARTER 3 – PACIFIC HEALTH REPORT

RECOMMENDATION

It is recommended that the Board:

a) Note the development of the Compass Health / Central Pacific Collective Service Level Alliance

b) Note that work is underway to amalgamate the Pacific Health Inpatient Unit (hospital based) and the 
Compass Health Pacific Outpatient Navigation Unit under one leadership model, supporting Pacific 
patients through admission to discharge

c) Note the Service Level Measures plan focussed on reducing Pacific Child Ambulatory Sensitive 
Hospitalisations for children aged 0-4 years

d) Note Q3 progress on CCDHB Pacific Health Plan Toe timata le upega, and Ala Moui Pacific Strategy Key 
Performance indicators and the actions to address areas for improvement

e) Note that the MOH Chief Advisor Pacific has commended CCDHB on the use of analytics to produce the 
Pacific peoples balance scorecard. Hutt Valley DHB have requested support to take a similar approach for 
their DHB and Pacific Action plan.

APPENDIX

1. Pacific balanced scorecard.

1 COMPASS HEALTH PHO / CENTRAL PACIFIC COLLECTIVE SERVICE LEVEL ALLIANCE

A project is underway to maximise opportunities for the Pacific health and social service sector, 
and Compass Health PHO to jointly plan on how outcomes for Pacific people will be improved. 
This initiative is being sponsored by the Chief Executive of CCDHB.

The goal to work together will be based on the ‘People Powered’ goal of the New Zealand Health 
strategy where supporting Pacific people to be ‘health smart’ will ensure that:

∑ Pacific people can receive and understand the information they need to manage their care
∑ Pacific people are enabled individuals to make choices about the care or support they 

receive
∑ Pacific people can understand their needs and preferences and the health and social 

service sector are partnering up with Pacific people to design services to meet these
∑ All health and social services are communicating well and supporting people’s navigation 

of the system, including through the use of accessible technology such as mobile phones 
and the internet.
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Compass Health and the Central Pacific Collective are considering a Service Level Alliance 
environment to co-fund, design and deliver services to Pacific people in CCDHB. This is seen to 
be a major innovation in the health and social service space where no other DHB is currently 
working in this context.

The result of this project will see a number of benefits in the interests of Pacific people in 
CCDHB:
∑ The MOH Pacific provider development funding and Pacific workforce and innovation 

funding will be better linked with Compass health PHO, GP clinics, staff in the provision of 
primary care services and workforce development initiatives

∑ The Health Care Home Partnership will receive the benefit of Pacific-focussed approaches 
for clinics where there are a high number of pacific people

∑ Reduction of duplication of services and ensure established pathways will extend to 
pacific providers who are members of the Central Pacific Collective

∑ Building confidence in Pacific people by ensuring barriers to health literacy and access to 
health services is minimised.

Compass Health PHO launched their Pacific Strategy in May 2017. As part of the launch a joint 
announcement was made by Compass Health and the Central Pacific Collective confirming the 
development off a service level alliance that will support the Compass Health Pacific strategy.

2 LOCALITY APPROACH

The role of CCDHB in this forward approach for Pacific people is being developed as part of 
the locality approach.  This will include working with the Pacific community, other agencies 
and local council on the issues that impact on health such as social determinants.  Meaningful 
engagement is essential to assist in reducing avoidable demand for healthcare.

3 PACIFIC HEALTH UNIT AND PACIFIC NAVIGATION SERVICE INTERFACE

Discussions are currently in progress between the CCDHB Pacific Directorate and the Compass 
PHO Pacific Navigation Service to review the interface and to look at how the two services can 
work together to ensure a seamless service inpatient / outpatient model to promote 
continuity of care across inpatient and primary health.  

A consultation meeting with key stakeholders from both the inpatient Pacific health unit and 
the Compass Health Pacific Navigation Service was held on 17 May 2017 and feedback from 
this is expected to be collated for review the week of the 22 May 2017 and will inform the 
next stages of a service development plan that will begin the process of integrating the two 
services. The plan takes into account that Well health PHO has merged with Compass PHO of 
which Compass Health PHO coverage of pacific population will increase from 70 to 90 of the 
pacific population enrolled under Compass Health GP members.

4 BETTER PUBLIC SERVICE RESULTS TARGET

The Better Public Service (BPS) results targets were designed to drive a positive change to 
make improvements for vulnerable population groups and signified willingness by the 
government to undertake a new approach to work across agencies.  
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Pacific people tend to rate highly as a vulnerable group in identified BPS areas targeting mums 
and babies, social housing, and vulnerable children.   BPS results have provided a better 
understanding about the needs of vulnerable population groups since it was introduced in 
2012 and the Ministry of Health continues to work closely with the Ministries of: Social 
Development; Vulnerable Children; Business, Innovation and Employment; Education, and the 
Police.  

Collectively the ministries are currently focused on the need to increase participation in: 
quality early childhood education; increase infant immunisation rates and reduce incidence 
rates for rheumatic fever; and reduce assaults on children.  

In addition to the BPS targets, the DHBs are expected to deliver on service level measures. 
The System Level Measures Framework (SLMF) has been developed with a system-wide view 
of performance, building on the previous Integrated Performance Incentives Framework 
(IPIF).  This is in response to a desire to lift performance measurement from a transactional 
approach to one based on outcomes, and aligns with the refreshed New Zealand Health 
Strategy.  The Ministry of Health has worked with the sector to co-develop a suite of system 
level measures to support this whole-of-system view of performance.

At a DHB level, service level measures (SLM) remain:   
∑ Ambulatory Sensitive Hospitalisation (ASH) rates for 0-4 year olds 
∑ Acute hospital bed days per capita 
∑ Patient experience of care 
∑ Amenable mortality rates.

In 2017/2018 additional SLM’s are to be developed in the following areas: 
∑ Proportion of babies who live in a smoke-free households at six weeks post natal
∑ Youth access to and utilisation of youth appropriate health services.

5 PACIFIC CHILDREN AGED 0-4 YEARS ASH RATES

There are 2,020 Pacific children aged 0-4 years in CCDHB. As highlighted by the table, Pacific 
children continue to experience a high level of avoidable admissions (247). The top conditions 
Respiratory, Dental and Skin conditions
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In May 2017, CCDHB bought together relevant stakeholders in the areas of health, early 
childhood, Smokefree including asthma support services, regional public health, pacific 
providers, Well Homes (housing insulation and support) to develop a service level measure 
plan that will be submitted to the MOH by end of June. The plan will highlight key actions that 
will focus on remedial actions to reduce the ASH rate for Pacific children aged 0-4 years. 
Examples of remedial actions discussed at the workshop could include same day GP 
appointments for all Pacific children aged 0-4 years. There was widespread acknowledgement 
that drastic measures needed to be taken to ensure Pacific children’s health needs were 
addressed by the system and through our engagement with Pacific people. This presents an 
opportunity to think differently about how pacific providers could support the plan and how 
pacific people can be encouraged to utilise services earlier. 

6 CCDHB PACIFIC HEALTH PLAN KEY PERFORMANCE INDICATORS 

CCDHB are the first DHB to develop a Pacific balanced score-card that takes into account key 
performance indicators that are associated with the CCDHB Pacific Health Plan ‘Toe timata le 
upega’ 207-2020, the Ministry of Health ‘Ala Mo’ui: Pathways to Pacific Health and Wellbeing 
2014-2018’ and the CCDHB Annual Plan. The MOH Chief Advisor Pacific has commended 
CCDHB on the use of analytics to produce the balance scorecard. Hutt Valley DHB have 
requested support to take a similar approach for their DHB and Pacific Action plan. 

Ala Moui: Pathways to Pacific Health and Wellbeing 2014-2018 is the MOH’s National Pacific 
Strategy. The MOHs expectation is that the KPIs associated with Ala Moui and embedded in 
Toe timata le upega will be measured every 6 months by the MOH. The MOH are going to 
refresh Ala Moui which will be an opportunity to refresh the strategy taking into account the 
current and new Better Public Service targets. The strategy measures the performance of 
eight DHBs with the highest Pacific population, they are Auckland, Waitemata, Counties 
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Manukau, Waikato, Hawkes Bay, Hutt Valley, Capital and Coast and Canterbury DHB. Across 
the DHBs the performance of each KPI varies. The Directors of Pacific peoples health meet 6 
monthly to share initiatives that are working in each DHB.

Toe timata le upega was launched in October 2016 at Mungavin Hall, Porirua. The plan was 
launched by the former Honourable Minister of Pacific Island Affairs and Associate Minister of 
Health Peseta Sam Lotu-iiga. The priorities of the plan are to:

1. To give every Pacific child and young person the best start in life
2. To support Pacific people to access Mental Health and Addiction Services
3. To support Pacific people with disabilities to have better access to services they need
4. That Pacific People are encouraged to eat healthy and stay active
5. To support Pacific people to actively utilize health services.

CCDHB is currently performing well in the following target areas:
∑ New referrals to Public Health Nurses in primary/intermediate schools
∑ Infants fully immunised at 8 months 
∑ Year 7 children provided Boostrix vaccination in schools in the DHB 
∑ Year 8 girls vaccinated against HPV (final dose) in schools in the DHB
∑ Enrolled pre-school and primary school children overdue for their oral scheduled 

examinations
∑ Women screened (breast cancer) in the last 2 years aged 50-69yrs 
∑ GP utilisation rates
∑ Nurse utilisation rates.

Areas requiring attention in order to meet targets include:
∑ Infants needing all five WCTO core contacts in their first year of life (2015)
∑ Caries free at 5 years of age (Bee Healthy Service, Regional Public Health)
∑ Mean number of decayed, missing, filled teeth at year 8 (Bee Healthy Service, Regional 

Public Health)
∑ Children with BMI>98th percentile referred to a registered health professional (Plunket 

B4 School Check)
∑ Outpatient ‘did not attend’ rates (6% overall, performance 
∑ ASH rates 0-4yrs & 45-64yrs. (Service level measure plans).

Oral health for Pacific children aged 0-4 years will be a key focus of the service level measures 
plan. We can expect that enrolment will continue to improve with the New Born enrolment 
programme which aims to enrol children at birth in the areas of oral health, Wellchild 
Tamariki Ora (WCTO), Immunisation and BCG (Tetanus) within a single enrolment process and 
form. 

The concerning trend of poor oral health for Pacific children age 5 years (caries-free) and 
DFMT (decayed, filled and missing teeth) at Year 8 is symptomatic of the low enrolment of 
Pacific children on the Bee Healthy Service (19% in 2009, 87.4% in 2016). CCDHB programmes
will reinforce the need to continue to educate Pacific parents in improving nutritional intake 
for children, but also ensure service delivery is compliant with the needs of how Pacific 
people must be engaged. Other CCDHB invested programmes that will support the approach 
to improve nutritional uptake include Project Energize where of the 10 schools currently 
enrolled in Project Energize, approximately 900 Pacific children within CCDHB have been 
enrolled. Similarly the new approach to delivering GRX Green Prescription programmes 
through Sport Wellington is aimed at reinforcing nutritional and physical activity for families 
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referred through by their GPs. The programme is in its early stages and the Pacific Directorate 
will continue to monitor the performance of the service for Pacific people.

‘Do Not Attend’ rates for Pacific people continue to be a focus of the CCDHB. The rates relate 
to first specialist appointments (FSA) and Follow up appointments (FU). In 2009 the DNA rate 
for Pacific was at 27%. A number of initiatives have been engaged that include:

∑ Utilising Pacific radio to disseminate key messages about the importance of attending 
appointments

∑ A quantitative approach to understanding the challenges of Pacific people by 
Interviewing twelve Pacific patients who DNA their appointments regularly

∑ Data analysis to identify where the top 8 practices of where Pacific people DNA
∑ The establishment of an DNA Oversight group that is chaired by the COO
∑ The DNA oversight group has membership of the primary care sector (PHOs) who can 

work within the GP system to identify on an individual basis where and why pacific 
patients are not attending their appointments

∑ Utilising PHO Services to Improve Access funding (SIA) to support Pacific patients to 
attend their appointments

∑ The Pacific Navigation Service (PNS) will be utilised in the discharge process of pacific 
patients who require follow up in the community to support their health outcomes

∑ A review of the patient administration service (PAS) who provide a resource for 
Samoan people to be reminded about their appointments in their own language, 
within their service.

In 2011 the DNA rate had been reduced to 12%, however since this time, the Pacific DNA rate 
has slowly increased to 16%. The oversight group will review the current plan with a view to 
enhancing the approach to reducing DNA for Pacific people. 
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BOARD REPORT

Date:  16 May 2017

Author Emma Morrow, Senior System Development Manager, Child & Youth Health, 
Strategy, Innovation and Performance Directorate.

Taima Fagaloa, Director, Pacific Peoples Health Directorate / Manager Child & Youth 
Health, Strategy, Innovation & Performance Directorate

Endorsed By Rachel Haggerty, Executive Director, Strategy, Innovation & Performance Directorate

Subject RHEUMATIC FEVER 1 JULY 2017 TO 30 JUNE 2022

RECOMMENDATIONS

It is recommended that the Board:

a) Note that in 2012 reducing the incidence of rheumatic fever is one of the ten Better Public Services 
results the Government has committed to for improving the lives of New Zealanders 

b) Note the key components of the future programme include sore throat management, public 
awareness and links to housing

c) Note that the Rheumatic Fever Plan for 2017/2022 has been approved by the Ministry of Health.

1 PURPOSE

To update CCDHB Board on the history and progress of the Sub-Regional Rheumatic Fever Prevention 
Plan, now the Capital & Coast Rheumatic Fever Prevention Programme 1 July 2017 – 30 June 2022.

2 BACKGROUND

2.1 General Background 

In 2012 reducing the incidence of rheumatic fever is one of the ten Better Public Services results the 
Government has committed to for improving the lives of New Zealanders. The Governments target 
was to reduce the overall incidence of rheumatic fever by two-thirds to 1.4 cases per 100,000 people 
by 2017.  Table 1 below indicates the target rates for rheumatic fever hospitalisations across the sub-
region and indicates the improvements from baseline that have been made at Capital and Coast DHB 
(CCDHB) and Hutt Valley DHB (HVDHB).  
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Table 1:  Target rates for Rheumatic Fever Hospitalisations

DHB Target (provided by the Ministry of Health) cases/100,000 population for CCDHB, HVDHB and WDHB

DHB 2012/13 Performance
2012

2013/14 Performance
2013 

2014/15 2015/16 2016/17

baseline- 3 
year average 
rate

10% 
reduction 
from 
baseline

40% reduction 
from baseline

55% reduction 
from baseline

2/3 reduction 
from baseline

CCDHB 2.9 2.4 2.6 1.7 1.8 1.3 1.0
HVDHB 4.9 - 4.4 4.8 2.9 2.2 1.6
WDHB 0 0.0 0 0.0 0 0 0

* Based on calendar year data

In the 2016 calendar year the national incidence of rheumatic fever was 3.0 cases per 100,000 people 
– a total of 137 people were admitted to hospital for the first time with rheumatic fever. This 
represents a statistically significant 23% decrease in first episode hospitalisations from the baseline 
(2009/10–2011/12) rate of 4.0 per 100,000.

Looking forward (1 July 2017 – 30 June 2022), each DHB will still have the target the MoH had set for 
2016/17 as most DHBs did not achieve this. These will not be a BPS targets. 

CCDHB’s 1 July 2017 – 30 June 2022 target p/a: 1 per 100,000. 

2.2 The sub-regional rheumatic fever prevention plan 

In 2012 the three DHBs across Greater Wellington Region, along with Regional Public Health and key 
stakeholders collaborated to produce a single sub-regional rheumatic fever prevention plan (the Plan). 
The Plan covered the period from 20 October 2013 to 30 June 2017. The plan incorporated a number 
of activities to prevent, manage and follow-up of rheumatic fever.

As a sub-region there were a number of existing activities in place at the time the plan was developed, 
and the plan was an opportunity to bring together and strengthen existing activity and to 
communicate more broadly about what is occurring. For example, in Porirua, since 2011, there has 
been a long standing focus on reducing the incidence of rheumatic fever through the Porirua Kids 
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Project (PKP). PKP is an action-orientated group with a focus on improving child health in Porirua. PKP 
is a multi-agency clinically-led group working effectively to implement collaborative approaches to 
improving child health outcomes through initiatives such as the Rheumatic Fever Prevention Throat 
Swabbing initiative in Porirua East and a co-ordinated approach to addressing serious skin infection.

Across the sub-region, a number of activities to reduce the incidence of rheumatic fever are run 
through Regional Public Health and primary care, such as rapid response clinics, bicillin injections for 
youth and investment in housing initiatives.

2.3 Reduced Funding available for Rheumatic Fever from 1 July 2017 to 30 June 2022

In 2016 the MOH announced a significant funding reduction in the national Rheumatic fever 
programme. The funding available for CCDHB has reduced from $790,236 to $124,500 per annum for 
5 years.

The rheumatic fever prevention programme work streams will continue to focus on:

a) preventing the transmission of Group A streptococcal throat infections (GAS) (which includes 
funding of the Healthy Home initiative); 

b) treatment of GAS throat infections quickly and effectively (Rapid Response); and 

c) increasing awareness of sore throats, rheumatic fever and the services delivered in the DHB 
rheumatic fever prevention  programme

CCDHB will work with stakeholders to establish a model that has community support and that would 
be a sustainable model, affordable on an on-going basis. The goal is to support achievement of the 
health target by providing timely and free sore throat assessment and treatment for high risk 
populations.  High risk populations include children and young people who are (but are not limited to):

∑ 4-19 years old

∑ Māori or Pacific

∑ Quintile 5

∑ not enrolled in a school taking part in the rheumatic fever prevention programme.

The services to be provided are: free including Under 13s free GP visits, rapid response primary care 
and community services targeted towards children, young people and their families where children 
and young people are not part of a primary school based programme. 

The number of swabs to be completed per PHO is under negotiation and will be determined in 
partnership between the DHB and the PHOs over the upcoming month. The DHB does not look to set 
‘targets’ and will seek a model of collaboration due to the funding limitations and the significant 
reduction in funding from previous years.  

CCDHB have a Rheumatic Fever Mobile Nurse who provides community based services to ensure that 
adolescents between 16 years and 21 years who have had or are diagnosed with rheumatic fever 
receive monthly benzathine benzylpenicillin prophylaxis injections. 

In 2016 there were a total of 141 rheumatic fever cases on the register. The funding for this FTE comes 
out of the DHBs baseline and will continue to be funded including for the duration of the RF plan.

Health Pathways – resource for GPs/health professionals  (advises on current effective treatments on 
line). The RF Health Pathway will continue to be monitored for page views and number of users. the 
Pathway will be updated when required e.g. when new evidence or best practice is released. The 
Pathway will continue to be promoted to health professionals through the standard Health Pathways 
communications and also through the Mobile Nurse (See C.5).
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Improving awareness of the importance of prevention and early management of sore throats in 
communities with high rates of rheumatic fever. The DHB will utilise the RF campaign resource 
package handed to DHBs from HPA (supported by MoH):

The Central Pacific Collective will promote the resource package to its partners through the existing 
marketing team:

∑ Pacific Health Service (Porirua) 

∑ Taeaomanino Trust (Porirua) 

∑ ATAMU Porirua EFKS Incorporated Society (Church based service provider and ECE)

Annual Rheumatic Fever workshop for all stakeholders: Shared organisation between the DHB, PHOs 
and Regional Public Health. This will likely be a joint CCDHB and HVDHB workshop.

2.4 Effective referral for housing and other social services interventions for children 

Health starts long before illness – in our homes, schools and jobs
Well Homes links whānau to appropriate services such as insulation, heating, curtain banks, beds, 
bedding, carpets, rugs, financial assistance and social housing providers. Simple cost-effective 
solutions are part of the plan e.g. whānau get white vinegar and a cloth to help with cleaning mould. 

The Well Homes service is a partnership between Regional Public Health (RPH), Tu Kotahi Maori 
Asthma Trust, He Kāinga Oranga (University of Otago School of Medicine), and Sustainability Trust. 
Well Homes is a pathway for nurses, doctors, social workers and community health workers to refer a 
family or whanau, who may be experiencing housing problems, for support.

The Well Homes service works with whānau who:

• hold a Community Services Card (CSC), or are of low income (indicated by accessing food 
banks, Work and Income benefits, budgeting services, social agencies)

• live within the greater Wellington region (including Wairarapa)

AND are under care because:

• there are children in the whānau with respiratory conditions 

• they are pregnant, or a new mother

• they are working with Child Youth and Family (CYFs), or Corrections

• other (the health of the whānau is at risk due to cold, damp housing).

The current RF governance group have decided to combine the RF and Well Homes governance group 
to provide strategic direction and leadership to ensure effective implementation of the Well Homes 
and Rheumatic Fever Prevention Plan across the 2DHB areas. The Governance Group will be expected 
to over-see the implementation of Well Homes and RF programmes. Additionally, members of the 
Governance Group may lead small working groups in order to progress key project activities.

2.5 Cardio Echo Screening 

In 2012, Dr Nikki Blair (paediatrician) and Dr Fiona Perelini (Paediatric Registrar) undertook a study 
using Cardio echo (Echo) screening to determine the prevalence of undiagnosed Rheumatic Heart 
Disease (RHD) in high risk children in Porirua, titled The Healthy Hearts Study, Porirua. The study was 
funded by the MOH Pacific Health Directorate. The study found that out of 621 children scanned, 8 
children were identified with undiagnosed RHD, 15 children with borderline RHD were detected, and 
13 children with congenital heart defects were detected.  The study is not yet published.  Dr Turner 
will be presenting on the outcomes of the study at the CPHAC-DSAC meeting.
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Recent MOH advice regarding echo screening is that due to insufficient evidence at this time, the 
Ministry does not support introduction of a rheumatic heart disease screening programme. To date, 
there is no clear evidence of effectiveness of echocardiography screening in terms of its diagnostic 
accuracy, its ability to reduce mortality and morbidity, or in its ability to minimise risk. 

A comprehensive assessment of the cost-benefit issues has not been completed nor is there any 
published data available on the cost-effectiveness of Echo in a screening setting. Specifically, more 
research needs to be done on the balance of harms, benefits and costs of Echo screening to identify 
asymptomatic rheumatic heart disease. This approach is supported by a review of Echo screening for 
Rheumatic Heart Disease undertaken by the New Zealand Guidelines Group in 2011. Echo screening 
was discussed at a National Screening Advisory Committee meeting last year and its conclusion is in 
line with the Ministry's approach. 

Dr Nigel Wilson (Auckland) is currently undertaking research and will be looking at the significance of 
rheumatic heart disease detected by echocardiography the results of this research will be available in 
late 2016 / early 2017. Dr Wilson's study is also looking at the cost-benefits of Echo screening.
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PUBLIC

Capital & Coast District Health Board

BOARD DECISION

Date:  18 May 2017

Author Andrew Blair, Capital & Coast District Health Board Chair

Subject RESOLUTION TO EXCLUDE THE PUBLIC

RECOMMENDATION

It is recommended that the Board:

a) Agree that as provided by Clause 32(a), of Schedule 3 of the New Zealand Public Health and Disability Act 
2000, the public are excluded from the meeting for the following reasons:

SUBJECT REASON REFERENCE

Public Excluded Minutes For the reasons set out in the respective public excluded 
papers

Public Excluded Matters Arising from 
previous Public Excluded meeting

For the reasons set out in respective public excluded papers

Chair’s report 

CEO’s report

FRAC report

ICU and Surgery Business Case

Papers contain information and advice that is likely to 
prejudice or disadvantage commercial activities and/or 
disadvantage negotiations

9(2)(i)(j)

Long Term Investment Plan

Sustainability Plans 17/20

2017-18 Capital and Coast District Health 
Board Annual Plan and Regional Services 
Plan: Status update

Subject to Ministerial approval 9(2)(f)(v)

* Official Information Act 1982.
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A Day in the Life: 
Community, alcohol 
& drug service

Improving Acute Flow: 
Celebrating discharge 
results in wards 6 east 
and 5 south Health Matters is
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HealthMatters
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COMPLIMENTS:
Read some of the feedback 
from our patients  pg 2

STAFF SURVEY:
Help us match demand 
and capacity pg 3

FLU JABS:
our board have rolled 
their sleeves up  pg 6
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COVER PHOTO:  Steve Robinson, Elaine Ngan, Jenni Masters and Mikaela Shannon 
at the ward 5 re-opening at Kenepuru Community Hospital.

Debbie Chin, Chief Executive

From the CE

Compliments
PhysiotheraPy and oCCuPational theraPy KenePuru
I would like to compliment the professionalism and wonderful service 
I have had since my below knee amputation. CCDHB staff have visited 
me at home and I have had everything that is required for my rehab 
without needing to ask for anything. They are both caring and explain 
and show my rehabilitation techniques in a way that is easy to follow and 
understand. They are also both punctual and ensure I have everything I 
require to fit my needs. Very helpful, caring and understanding.

eye CliniC - Wellington
Thank you for seeing me so quickly when my optometrist diagnosed 
early signs of glaucoma. I found all the staff in the clinic reassuring, 
efficient and sensitive and I appreciated their care. There was such a 
range of people waiting, including little kids, ESOL patients and patients 
with impaired mobility, and the way I saw the reception staff, nurses, 
technicians, optometrists and ophthalmologists interacting with them 
throughout the afternoon was impressive. Outstanding care.

Community
The lovely nurse who visited me was very professional, kind and 
courteous. Nothing was too much trouble and she was a very cheerful, 
positive person to be around. Very important for me at present as I am 
part way through chemo treatment.

CliniCal measurement unit 
Today I had an appointment for an EEG. I was so nervous and did not 
know what to expect but the lady who did the EEG calmed me down 
so much. She was so incredibly lovely and I had a good chat to her. She 
made me laugh and made me feel so comfortable. On the bus home I 
was almost in tears, I was just so happy about the care I received since I 
had been so nervous. So far everyone I have seen in the CMU have just 
been such lovely people. I am so extremely grateful that these are the 
people who are helping me during this time.

KenePuru Community hosPital
I had an appointment today to have a mole removed. The whole visit 
from the start was very relaxed and homely. From the lovely gentleman 
who greeted me and took me to where I needed to go, to the gorgeous 
ladies on reception. Everyone was made to feel welcome. Thank you all 
for making me feel comfortable and special.

short stay unit and maPu
My wife drove me to ED following a bout of chest pain. I was 
immediately attended to by reception staff, followed by cardiac staff and 
ultimately spent time in short stay and MAPU. I was so impressed by 
the staff I encountered - they were welcoming, sympathetic and helpful. 
They seemed happy working together and obviously enjoyed each others 
company. Nothing was any trouble with requests for assistance or extra 
attention being immediately met. I thought the meals were very good.

With winter just around the corner, I 
wanted to highlight the importance 
of ‘wellness’. 

Over Easter I took two weeks annual 
leave. I travelled to China to visit and 
find my roots. Three generations of 
my family went. It was an amazing 
experience and a great time for 
family bonding. 

These two weeks away, with my 
family, reminded me how important 
‘wellness’ is. 

The reason many of us work in the 
public health sector is because it’s 
something we are really passionate 
about. It’s easy to get absorbed in 
our work. It’s also easy to put others 
needs before our own.

We all need to take regular breaks – 
not only physical rest but also letting 
our brains switch off from work. 

We also need to look after our own 
health. Something as simple as 
getting your flu jab can help.

Having a good work-life balance and 
being healthy have a big impact on 
how we feel and how productive we 
are.  

I strongly recommend you think 
about your ‘wellness’ and make sure 
you’re looking after yourself and your 
loved ones. 
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Help us match 
demand & capacity

 CCDHB Health Matters April 2017     l     3 

we’ve started the Care Capacity Demand 
Management (CCDM) programme, and need staff 

to fill out a quick survey. The programme is about better 
matching staff resources to patient demand so we can 
improve patient care, make the best use of resources and 
provide a better work environment for our staff at the 
front line.

“We have started with a discovery phase where we have 
asked for feedback from staff and union delegates about 
how things are currently working,” says Emma Williams, 
CCDM coordinator.

The online survey runs until 12 May.  The survey is 
completely anonymous, takes approximately 5 minutes 
and asks 12 multi-choice questions about:

 � work conditions and environment
 � quality of patient care
 � staff structure and processes
 � the way work is delegated and organised.

The survey is not just for clinical staff – the views of staff 
working across the organisation are important 
and all staff are encouraged to take part.

“It is most definitely a floor to board approach, and the 
views of all of our staff are important,” says Emma. 

This is a different survey to the staff engagement one 
people filled out a couple of weeks ago. 

Information gathered from the survey will be used to 
implement the CCDM programme. Data is also being 
pulled together from TrendCare and other hospital data 
sources as part of the discovery phase.

The programme is sponsored by and has full commitment 
from Chris Lowry, general manager of hospital and 
healthcare services and Andrea McCance, executive 
director of nursing and midwifery.

CCDM is facilitated by the safe staffing healthy workplaces 
unit in partnership with the DHB and the New Zealand 
Nurses Organisation and other health unions. The 
programme was initiated in response to the safe staffing 
enquiry in 2006.

If you have any questions about the programme or survey 
please get in touch with Emma -  

emma.williams2@ccdhb.org.nz.
    

 U
NDERPINNED BY THE TRIPLE AIM

SHORTER, SAFER
HEALTH JOURNEYS

Filling out the survey is super easy

On your computer desktop you’ll see the 

blue survey icon. Double click it and survey 

monkey will open. Answer the 12 multi-

choice questions and you’re done!

Click this icon on your 

computer desktop to 

complete the brief survey.
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Access to interpreters is not only 
necessary for our patients who speak 
English as a second language, but also 
for those in our deaf community who 
use New Zealand Sign Language. 
Jo Witko, project lead for New Zealand sign language 
in health project, is on a mission to improve the health 
outcomes for our deaf communities.

Jo works as one of the projects leads in the disability 
strategy team. Growing up with deaf family members, she 
has a unique perspective when it comes to understanding 
how being deaf affects people access to healthcare. 

Although the deaf community is small and staff don’t 
come across deaf people every day, there are risks of not 
communicating with a deaf person in their primary or 
preferred language.

Risks of partial communication mean a deaf person may 
not follow treatment recommendations, such as taking 
medication correctly or miss follow up appointments 
leading to further health complications.  

One of the first things staff should be asking a deaf person, 
is if they want an interpreter. 

“Many people think an interpreter is not needed as you 
can just write down information,” says Jo.

“However, we know many deaf people have limited 
literacy, due to poor access to education, so reading 

Speaking the 
patients’ lingo

“INTERPRETER”

Sign language week
New Zealand Sign Language has been an offical 
language of NZ since 2006.

New Zealand Sign Language week runs from 8-14 May.

Deaf Aotearoa will be providing a 45 minute taster 
class at Wellington Regional Hospital on 10 May at 
12pm in the Whanau care room, near the atrium.

HOw TO BOOk an inTeRPReTeR
iSign: 0800 934 683/bookings@isign.co.nz 
Interpreting NZ 384-2849/request@interpret.org.nz

and writing may be ineffective. Lip-reading also has an 
estimated accuracy of 30%, hence the importance of using 
qualified NZSL interpreters.

“Another thing to be cautious about is using unqualified 
interpreters, for example staff members, family or friends 
who have limited knowledge of sign language.”

Jo is currently working on developing guidelines to help 
staff know how to ensure full and effective communication 
with deaf people using health services. This includes 
booking interpreters, and advice on safe communication 
where none are available  

Any queries about communication, when and how to use 
interpreters or information about deaf culture - please feel 
free to contact Jo.

    
 U

NDERPINNED BY THE TRIPLE AIM

SHORTER, SAFER
HEALTH JOURNEYS

Joanne Witko
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staff safety assesments

 CCDHB Health Matters April 2017     l     5 

it will soon be compulsory for everyone who manages 
staff to do an injury management course and pass an 

assessment.

“It should take about 15 minutes to complete the 
assessment, but it requires more than just common 
knowledge,” says Dave Lewis, health & safety service 
manager.

The course and assessment is designed in order for 
CCDHB to meet ACC legislative obligations as an 
employer. The course needs to be completed by 
managers every two years.

You’ll find the course and assessment on the 
Management Essentials portal. The portal is available 
under ConnectMe on the intranet.

“The course isn’t 
necessarily designed 
to make you remember 
everything – it’s 
designed to show you 
where to find all of the 
information that you will 
need,” says Dave.

All of the information to 
answer the questions in 
the assessment is on the 
new health & safety service 
intranet pages. 

The new intranet pages 
also have heaps of other 
information and resources on 
other health & safety topics. 

“The intranet is a work in 
progress, and a few of the pages 
are still under development. 
Keep checking in as we add more 
information over the coming 
months,” says Dave. 

To get to the intranet page 
hover your mouse over ‘support 
services’ in the main green menu, move your mouse over 
corporate and then click health & safety.

Answer three questions correctly and go into the draw to win two 
Embassy theatre tickets donated by the Hospi Foundation. This months questions are:
1. How many multi choice questions does the Care Capacity Demand Management survey ask?
2. Due to earlier discharges happening in general medicine, what time is the transit lounge  
     now opening? 
3. How many sheets of paper are being saved per week due to Follow Me Printing?

Email your answers to us at: healthmatters@ccdhb.org.nz with the subject line “Health Matters 
Competition” before Monday, 22 May 2017. We’ll announce the winner each month in Health 
Matters. 

Congratulations to this months winner, Sue Sutherland, registered nurse in Wellington Outpatients. 

read 
& Win!

 U
NDERPINNED BY THE TRIPLE AIM

GROWING
OUR PEOPLE
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View from 
the board 
room
Board members, including myself, rolled up our 

sleeves this month in support of the staff flu 
vaccination campaign. 

Thanks to the health and safety nurses and our 
executive director of nursing & midwifery for coming 
along to our board meeting and vaccinating us.  

Even though we don’t interact with patients, it was 
important for us to lead by example. 

Having high numbers of staff vaccinated against the flu 
is of great importance to the board. As an organisation 
we’re aiming for at least 80% of staff to be vaccinated – 
it’s currently only 35%.

In your job, you come into contact with some of the 
most sickest and vulnerable people in our community. 
We owe it to these people to protect them as much as 
possible from getting the flu. 

The flu season has started, and people are starting to 
sick. As you all know, in someone with a weak immune 
system the flu can have dire consequences. 

There are plenty of opportunities for you to get 
vaccinated – the list of clinics and the number of 
vaccinators throughout the organisation is impressive. 

The board receives regular updates on staff flu 
vaccination numbers, and we expect to see the 
numbers increasing. 

Andrew Blair

if you have a patient who needs 
support to have a healthier 

lifestyle, you can issue them a green 
prescription. 

The objective of green prescriptions is to help stop 
chronic diseases linked to obesity, diabetes, and 
cardiovascular disease.

“There are four green prescription programmes all 
designed to improve the physical and mental health 
and wellbeing of patients” says Emma Morrow, 
senior systems development manager in the strategy, 
innovation and performance directorate.

 � Green prescriptions is a phone support service.
 � Green prescription plus is a more intensive 

programme for those who need a higher level of 
support.

 � Green prescription active families programme is 
designed to help whānau become more active and 
learn about healthy eating.

 � Maternal green prescription only started this year. 
It is designed to promote the health and well-being 
of pregnant women, and their child.

Between July and December last year, over 2000 
people were issued a green prescription or green 
presciption plus, and almost 70 children were 
referrred to active families.

A recent national study of green prescription users 
has found that. 73 percent noticed positive changes 
in their health and almost 90 percent of the families 
involved have changed their diets so both the kids and 
the parents eat less sugar and more fruit and veggies.

Referrals for green prescriptions can come directly 
from primary care, hospital based medical specialists, 
allied health specialists or lead maternity carers 
(including midwives). 

A referral can be made via emailing  
grx@sportwellington.org.nz or phoning (04) 380 2070.

Sport Wellington deliver the green prescription 
programmes.

It’s 
easy 
to be 
green
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Since the beginning of 
March, a small project 
team has been working 
with general medicine 
nurses to find ways to 
increase the number 
of early morning 
discharges. 
General medicine has one of the 
highest admission rates at our 
hospitals, as well as hospitals across 
the country.

Wards 6 east and 5 south at 
Wellington Regional Hospital took 
part in the trial, which saw at least 
one nurse per trial focussing on 
discharging patients in the morning.

Across both of the wards, we had a 
combined increase of 42% of patients 

celebratIng excellent 
dIscharge results

being discharged before midday.

“This is an excellent result. With 
patients leaving earlier, we had the 
beds cleaned and available sooner. 
This meant we can move patients 
through the emergency department 
quicker,” says Lisa MacDonald, charge 
nurse manager. 

“Having general medicine beds 
available in the morning is almost 
unheard of, but it’s crucial for us 
to increase the flow around the 
hospital.”

The early discharges benefit the 
patients greatly. If a patient is 
discharged earlier, they can miss rush 
hour traffic getting home, they can 
get to the pharmacy before it closes, 
and district nurses can see them on 
the same day to make sure they are 
comfortable. 

In the first week of the trial, more 
and more patients were ready to be 

moved to the transit lounge before 
the lounge had opened for the 
day. Due to this, the lounge is now 
opening at 7am as a trial. 

“The aim of this project is to focus 
on safely and quickly discharging our 
patients - and we’ve been able to 
achieve that,” says Lisa.

We have now incorporated this 
model into our usual routine in both 
wards. MAPU are planning to trial the 
model over the next weeks.

The team enjoying their afternoon tea

improving acute 
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5 years
• Angela Wilson, quality & 

projects facilitator
• Nicholas Bedford, senior 

medical officer
• Anna Curac, cardiac 

physiologist
• Emma Woodfield, 

community mental health 
nurse

• Jonathan Newton, test 
analyst

• Barbara Mudge, 
administration clerk

• Sandra Stewart, duty nurse 
manager - casual

• Elizabeth Robinson, ward 
administrator

• Stuart Meha, sterile services 
assistant

• Lee Read, registered nurse
• Georgina Chadwick, clinical 

nurse specialist Green Zone
• Felix Over, registered nurse
• Hayley Woodall-Scott, 

registered nurse
• Nadine Morrison, 

anaesthetic technician
• Dianne Keeman, midwife
• Sandra North, legal counsel
• Koen De Ridder, orthopaedic 

surgeon
• Kirsten Matheson, specialist
• Joanne Lawler, midwife
• Jessica Damzen, registered 

nurse
• Seby Thomas, registered 

nurse
• Kay Mccall, executive 

assistant
• Sajeevi Mahanaga, theatre 

support assistant

10 years
• Naj Begam, registered nurse
• Bernadette Brown, 

registered nurse
• Tania Kalpage, senior 

administrator
• Colin Hale, Senior 

anaesthetic technician
• Helen Hiko, health care 

associate
• Janice Paulin, social worker
• Susan Newth, registered 

nurse
• Anasamoa Heather, 

registered nurse
• Angela Sue, registered nurse
• Lave Sami, mental health 

support worker

thanks
• Melanie Anderson, 

registered nurse
• Rosalie Elder, senior medical 

officer
• Tina Lillis, scientific officer

15 years
• Leuteotifa Toma, registered 

nurse
• Chas Meyo, personal 

assistant
• Brenda Warnock, 

administration officer 
• Catherine Woodley, senior 

administrator
• Andrea Dasan, rehabilitation 

assistant
• Ann Death, mental health 

support worker
• Katherine Malupo, radiation 

technologist
• Sandra Gray, security orderly 

coordinator
• Raymond Andrews, driver
• Claire Cowles, grade 

radiation therapist
• Jane Pannu, registered nurse

20 years
• Margaret Leitch, registered 

nurse
• Joanne Johnston, registered 

nurse
• Jennifer Maley, consultant 

clinical psychologist
• Margaret Sanders, team 

leader

25 years
• Tina Moran, secretary

30+ years
• Pamela Garrod, senior 

anaesthetic technician
• Jennifer Robinson, RMO 

administration officer
• Carol Bailey, accounting 

support officer
• Arnold Watson, enrolled 

nurse
• Barry Lyster, driver
• Casey Kernaghan, enrolled 

nurse
• Letitia Klein, registered nurse
• Sandra Parish, registered 

nurse
• Rawinia Tamihana, 

physiotherapy assistant
• Pamela Garrod, patient flow 

coordinator

Special thanks and recognition 
to the following staff

What’s your role here? What do you do?
I am a senior system development manager for the child and 
youth team here in SIP (strategy, innovation and performance 
directorate). My focus is on the contract management as well 
as quality improvement, system change and performance 
monitoring. I see us linking between the Ministry of Health 
and the providers to make sure all parties are getting what 
they need, at the best quality and for the best price. The focus 
on children and young people is really important. We know 
children require the best start in life, right from conception, in 
order to allow for a bright, healthy future. 

What’s an average day like for you?
Well, an average day definitely starts with a spin class, a 
sizeable breakfast and at least two coffees! My calendar is 
always full with meetings of some sort, and I really like that. 
I like the engagement with all our providers, hospital staff 
and community. Relationships are key in these roles and a 
lack of communication around an area of service change, for 
example, can have real consequences. 

the most satisfying part of your job? 
The most satisfying part of my role is seeing our work 
translate into real outcomes for the community. Seeing a new 
programme, such as Project Energize, actually in action, on 
the ground in schools, making a direct impact on people’s 
health behaviours makes all the proposals, business cases, 
data analysis, procurement and contracting well worth it. 
We had a great example last week when my managers five 
year old niece came home and said “we can’t have juice 
with dinner! Don’t you know how much sugar is in that..?!” 
and promptly pulled out her Project Energize tip sheet 
to demonstrate the number of teaspoons per glass. That 
example made me feel really proud of the DHBs investment in 
the young people out there. 

do you have any advice for the staff?
My advice would be to make sure you have good mentors 
surrounding you, who believe in you and who will support and 
encourage you to step out there and challenge yourself. As a 
young member of the team, and as a woman (which if we like 
it or not is still a hurdle at times!), I have been lucky to have 
such great mentors and I really would not be in the position 
I am today without these intelligent, energetic and capable 
women behind me. 

Staff Profile

Emma Morrow
Senior system development manager
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Talking with addictions team leader, 
Clarissa Broderick, it’s clear that the 
clients using the service come from all 
sorts of backgrounds. Each has their 
own story.
“Our clients are very resilient people. And keep going 
in the face of adversity.  People with alcohol and drug 
problems are often stigmatised.  It’s impressive the way 
clients put so much effort into improving their lives despite 
these hurdles.

“People come to us, often self-referred, sometimes 
through a GP. We treat all sorts of professionals, 
unemployed people and gang members. We treat many 
homeless people.

“Often people come to us because things are starting to go 
wrong in their lives. They may have lost their job or their 
house. “

Part of MHAID Service 3DHB, addictions includes the 
community alcohol and drug service (CADS) for  clients 
with moderate to severe mental health and substance use 
disorders; the opioid treatment services (OTS); the co-
existing disorders service (CEDS), which supports mental 
health clinicians working with clients with co-existing 

mental health and substance use disorders,  and the 
managed withdrawal service . 

The addictions service has 31 clinicians. The OTS covers 
Wellington up to Kapiti, and the Hutt Valley and currently 
has 530 clients and CADS, which covers all of Wellington 
and Kapiti, has 189.

Clarissa is keen to dispel myths around drug taking.  “For 
example, there is virtually no heroin in New Zealand and if 
there was our clients could probably not afford it anyway.”

Contrary to popular belief helping people with a managed 
withdrawal isn’t always the first priority. People are 
treated holistically. It may be that clients are supported to 
deal with other issues in their lives that are causing them 
stress and unhappiness before they start on a managed 
withdrawal. 

The withdrawal is more likely to succeed if people have 
fewer stressors, Clarissa says.

The service also provides psychotherapy including 
Cognitive Behavioural Therapy (CBT) and Eye Movement 
Desensitisation Reprocessing (EMDR).

“We run physical health clinics too as our clients are often 
compromised physically by their substance dependency.”  

People are helped in many different ways. And, every 
client, every family, has their own unique story.

A dAy in the life: 

coMMunIty, alcohol 
& drug serVIce From left: Rongo Patel, clinical psychologist,  

Allanah Casey, clinical psychologist, Rachel 
Baker, occupational therapist and Sophie 
Hodgins, GP registrar.
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EmErgEncy managEmEnt:

What you need in  
a work grab bag

A grab bag is a small backpack of essential items to grab 
if you have to quickly evacuate your workplace with little 
or no warning. It’s especially important if you will have to 
walk a long way to get home during an emergency. 

Don’t include so many items that your bag becomes heavy, 

especially if you have a lot of distance to cover to get 
home or to your safe meeting place.

You can read more on getting prepared at  
www.getprepared.org.nz/getaway-kits

Walking shoes

Copies of important 
documents and photos

Torch

Essential medications 
and copies of any 

prescriptions

Radio

Water and snacksLightweight 
raincoat and a hat

Small first aid kit
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folloW me Printing - 
Progressing Profitably

Climate change has been defined as the biggest 
challenge of our generation. The Lancet (UK 

medical journal) has stated climate change underpins 
all the social and environmental determinants of 
health.

“Climate change can be slowed-down. We all have a 
role to play as consumers, citizens, parents, workers, 
business owners, and especially healthcare workers.

Our DHB is playing its role by having started its 
sustainability transition.

“As part of the environmental sustainability plan 
(which will be available on Capital Docs soon), we 
will be looking into our CO2 emissions and how we 
can reduce them via increasing our recycling,” says 
Valentino Luna Hernandez, sustainability manager. 

If global warming is going to continue, we would be 
living in a warmer climate. Extreme weather events 
could become more common and cities and countries 

(as well as health 
systems) will have to 
adapt to deal with the 
aftermath of these 
events.

“In a future where 
Co2 emissions have 
a price, reducing our 
emissions now is a win 
for the environment 
as well as a financial 
saving.”

Since rolling out “follow me printing” within the DHB, 
we are making savings to both our environment and 
budget. 

Follow me print only prints documents when staff use 
their swipe card to releases them from the printer. 

“This new system saves us hundreds of dollars per 
week,” says Tony Hickmott, chief financial officer. 

“Sometimes, we 
accidentally try to 
print documents more 
than once, send a document 
to the wrong printer, or forget to pick up 
what we have printed. 

“With the new system, you can print from any printer 
in our system - the only catch is you have to release 
the document at the printer. This ensures you only 
print what you actually intend on using.”

Documents which are not released are deleted 
overnight. 

“We’ve stopped approximately 10,000 sheets of 
paper from being wasted every week,” says Tony. 

“That’s over $15,000 saved each year by not printing 
documents that don’t need to be.

finances

UN
DERPINNED BY THE TRIPLE AIM

FOR MONEY
BEST VALUE

sustainability

Climate Change 101 - Why does it matter to us?
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hr update

ict update
Phishing attaCKs - don’t taKe the bait
Have you noticed suspicious emails in your inbox 

supposedly from a senior staff member? 

These emails could be phishing attacks, designed to 
persuade people to reveal personal information, such 
as passwords and credit card numbers.

“In reality ‘phishing’ is just one of many forms of 
cyber-attack,” says John Lambert, ICT.

Your email inbox is where you are most likely to be 
targeted.

Unfortunately these days, you can expect to be 
subjected to attacks in both your professional and 
personal life. 

“Our spam filters are regularly updated to keep 
malicious emails out of your inbox. Unfortunately not 
every email will be caught by the spam filter so your 
vigilance is critical,” says John.

“Our best defence against cyber-attacks such as 
phishing is you. Staff need to remember three simple 

steps when you receive 
a suspicious email stop… 
think… decide…

“If an email looks slightly 
suspicious, assume it is 
and do not open it. If 
you do inadvertently 
open a suspicious email, 
do not click on any links or open any 
attachments. Be wary of links to websites that are 
offering something for free. Ask yourself how do they 
make their money?” says John.

Even if the email appears to come from someone 
you know but you have the slightest suspicion about 
its authenticity, telephone or email that person to 
satisfy yourself that the communication is genuine.

Contact the 3DHB ICT service desk if you have any 
questions. They are there to help.

PolitiCal neutrality
the general election is being held on Saturday 

23 September this year.  As we are a publically 
funded organisation, we are considered public 
servants and have to remain politically neutral. 

The key things for staff to be aware of is:
 � you have the same rights of political expression 

outside the workplace as ordinary members of the 
public, however you need to be politically neutral 
at work

 � you must not campaign for a party or a candidate 
at work

 � if your job involves speaking publicly, you must 
avoid showing any political bias for or against 
particular political parties or their policies

 � work premises or resources cannot be used for 
party political purposes, this includes displaying 
posters, wearing political badges at work, or 
hosting meetings

 � you should not provide your work contact details 
to political organisations, or receive political party 
material on your work email.

We also understand that some staff will require time 
off to vote in the election. 

We are currently revising our policy on time off to 
vote and are consulting unions and the State Services 
Commission on the content of the policy. Once 
concluded we will publish it on the intranet.

If you would like more information visit the State 
Services Commission website. For those staff who are 
members of a union, your 
union website may 
also have relevant 
information. 
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research

legal
PrivaCy near-miss a no-shoW breaCh
Did you spot this headline in the media past few 

weeks, “Ministry of Social Development ‘shut 
down’ IT portal over privacy near-miss.”

If you read the article closely, you’ll notice this didn’t 
actually amount to a privacy breach. Such is the 
concern and heightened state of alert of the public 
on privacy matters, that a close-call is enough to 
make headlines.  

“The confidence of our clients and consumers is 
equally as important to us as it is to Ministry of Social 

Development” says Kate Brewer, privacy officer.

“To safeguard against the sort of headlines and 
headaches the Ministry of Social Development 
suffered over the last month; we need to carefully 
assess the privacy impact of any new project within 
the DHB which deals with personal information.

“That process is known as a privacy impact 
assessment.”

Our information privacy and security governance 
group is creating a clear process setting out when 
a privacy impact assessment is required; who is 
responsible for undertaking one; and what happens 
to the assessment once it’s been completed.  

A draft policy will be circulated for feedback within 
the organisation soon. 

In the meantime, if you have a new project planned 
which deals with changes to the way the DHB handles 
personal information, please contact Kate Brewer, 
privacy officer.

foCusing on genetiC marKers
Recently there has been dedicated research aimed 

at identifying people who may have higher 
chances of developing coronary artery disease, and 
our staff are committed to this research.

“Coronary artery disease remains the leading cause 
of death in the western world” says Dr Scott Harding, 
cardiologist.

“Genetic factors add considerably to the risk of 
developing the disease. Recently there has been major 
progress in identifying potential genetic risk markers 
using ‘Genome-wide association studies’.”

These studies compare the rates of genetic differences 
in individuals with a given disease and individuals 
without the disease from the same population.

“Recently, the Wellington Cardiovascular Research 
Group, made up of the cardiology department in 
Wellington Regional Hospital, the University of Otago 
and Victoria University of Wellington, undertook a 

project looking at genetic markers in patients with risk 
of heart attacks,” says Dr Harding.

“We genotyped 683 patients who presented to 
Wellington Regional Hospital with heart attacks and 
examined the frequency of 27 genetic variations that 
had previously been associated with coronary artery 
disease and created a genetic risk score.”

It was observed that there were significant differences 
in the genetic risk of Maori compared with European 
patients.

“We still have to do further research,” says Dr 
Harding. 

“We need to evaluate how this genetic risk score 
relates to future risk in both Maori and Europeans. 

“But what is certain is that we cannot simply apply 
genetic risk scores developed overseas to a New 
Zealand population.”
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Join our team!
You have the opportunity to join ‘Team 
CCDHB’ for the 2017 Wellington 
Marathon and help raise money for 
the Heart Foundation and Wellington 

Hospitals Foundation. 
The event takes place on Sunday 18 June. You can choose a 
walk or run challenge from the 5k, 10k, half or marathon events. 
Your kids can also run the “Magic Mile”.
Enter online at www.wellingtonmarathon.kiwi and use the code 
“17CCDHB”. Entries costs range from $15 - $100 depending on your 
event, and part of your entry fee will automatically be donated to the 
Heart Foundation. 
Please then consider becoming a ‘heart racer’ for team CCDHB and help raise 
money for Wellington Hospitals Foundation as well! In the last two years we have 
raised over $10,000, won the corporate team award plus individual awards, and had 
many runners achieve personal bests. 
As a heart racer, if you raise just five dollars you will receive a free red heart racer 
T-shirt.  To become a heart racer search “heart racer everyday hero” online and 
you can create a page for your friends to donate.    
Email Ryan at Ryan.Teahan@ccdhb.org.nz to be part of the CCDHB team mailing 
list for this year’s event. 

health care hoMe key eleMents
increasing patient demand, a limited clinical workforce, 

and finite resources have combined to create an 
increasing workload for healthcare services in New 
Zealand. 

That’s where Health Care Home comes in. This is an 
initiative that addresses these issues, both immediately 
and – crucially – for the future.

Health Care Home is primary care led, and involves 
changes in the way things are done for both patients 
and staff at general practices.

Behind the scenes, practices are reorganising 
themselves to increase efficiency and expand staff roles. 

GPs and medical staff are taking a more proactive 
approach to care, and looking at innovative ways 
of delivering better preventative and urgent care - 
especially for high needs patients. Improved health 
outcomes in this area can significantly reduce the 
burden on hospital admissions further down the line.

From the patients’ perspective, one of Health Care 
Home key aims is the improvement of their access to 

primary care services. 

This has prompted the ‘patient 
portal’, an online doorway to 
a wide range of services that 
include requesting prescriptions, 
making appointments, and 
messaging their GP directly.

People have also seen improved 
responses to phone calls. For urgent appointment 
requests, patients are triaged over the phone by a GP or 
nurse so they might even need a trip to the practice.

Approximately 45 percent of our districts population 
are now benefitting from Health Care Home’s new 
approach, and early feedback is very promising. 

“We’ve already seen encouraging results in reducing 
hospital and after-hours admissions through daily 
patient phone triage and a reduction in walk-in 
patients,” says Hora Te Pai GP, Dr Chris Fawcett.

    
 U

NDERPINNED BY THE TRIPLE AIM

SHORTER, SAFER
HEALTH JOURNEYS

hospi update
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as a result of our fall’s prevention & 
management programme, in the last six 

months of 2016, we had 6 percent fewer falls.

Patients often have a poor perception about 
their risk of falling. By being approachable, staff can really 
help patients feel that they can ask for help.

Many of the patients who fall are heading to or from the 
bathroom. This was the case for a 78 year old man who 
was trying to get to the bathroom and fell. 

When we reviewed the incident, we found that 
disorientation to the new ward, decreased nursing 
availability due to handover and the patient not wanting 
to ask for help, contributed to the fall.

The ward has made some changes to minimise the risk 
of falls by, painting bathroom doors blue and introducing 
intentional rounding during handover.

From our serious adverse event reviews, the following 
actions are key in preventing falls: 

 � Complete a falls risk assessment within the first hour 
of the patient’s admission or when their environment 
changes. 

 � Complete an individualised falls plan for your patient, 
and implement it.

If a fall does occur please use the ‘falls incident sticker’, 
to ensure all actions are taken, which includes notifying 
family.

Falls are the most common cause of inpatient 
serious adverse events, both at our DHB and in 
New Zealand hospitals. 

aPRil FallS

We average 16 falls a week
CCDHB data (reportable events July-December 2016)

falls were patients aged >65 years

falls occured at the patients 
room/bedspace

falls occur at night-time 
(10pm-6am)

falls were unwitnessed

67%
61%
47%
40%
10% patients fell in 

the bathroom

    
 U

NDERPINNED BY THE TRIPLE AIM

SHORTER, SAFER
HEALTH JOURNEYS

The Falls Incident - Reportable Event Sticker (ID: 1.102008) 
is available on CapitalDocs.

imPacT On PaTienTS
 � On average an avoided broken hip gives an extra 

1.6 years of healthy life.

 � Having a fall can add a month to someone’s 
hospital stay.

 � From 2015-2016 there were 14 falls at CCDHB that 
led to serious harm to patients.
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$2 billion 
pay equity 
settlement
On 18 April, the Government 
announced a $2 billion pay equity 
settlement for 55,000 care and 
support workers in New Zealand’s 
aged and disability residential care, 
and home and community support 
services around the country.

The new pay rates will come into 
effect on 1 July 2017. 

Childrens ED 
waiting area
Children at Wellington’s emergency 
department now have their own 
waiting space. Opened this month, 
the dedicated area separates children 
from the hustle and bustle of the 
main waiting room.

The new children’s waiting area 
provides a comfortable space where 
children can play or watch DVDs, 
free from the sights and sounds they 
shouldn’t be exposed to.

The new space was funded with 
Wellington Hospitals Foundation 
support. 

Conversations 
that count
In April we supported the national 
“Conversations that Count” campaign 
to raise awareness of advance care 
planning.

We had four stands in the Wellington 
region where staff talked to the 
community about the importance of 
having a conversation about what they 
want in case a time comes when they 
couldn’t speak for themselves.

Kenepuru A&M 
clinic
People in Porirua and Kapiti will 
continue to have access to quality 
after-hours healthcare close to home.

The Kenepuru after hours accident 
and medical clinic will remain open 
overnight.

We will increase staff numbers on the 
afternoon to 11pm shift, so people 
aren’t waiting into the early morning 
to be seen.

Bell signifies 
hope for young 
cancer patients
This month saw the paediatric 
oncology day unit unveil its new ‘end 
of treatment’ bell. 

Having recently completed leukemia 
treatment, 15-year-old Sam Hopkins 
was the first patient from the unit to 
ring it.

The bell was purchased for the unit by 
the Child Cancer Foundation. Ringing 
it signifies an end to a long and often 
difficult journey for patients, families 
and staff.

NEWSinBRIEF

Simulation 
centre open day
The simulation and skills centre at 
Wellington Regional Hospital turned 
20 on Friday 21 April. The team had 
dozens of people visit on their open 
day to celebrate.

Staff and visitors interacted with 
some of the simulator family and had 
the opportunity to go for a “flight” 
on-board Hospi’s air ambulance 
simulator. The centre has been 
designed to help clinicians train and 
hone their skills.
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CCDHB Clinical Council
Term of Reference

Purpose The CCDHB Clinical Council’s purpose is to ensure optimum health for its CCDHB 
population. This will be achieved through clinical engagement, and a strong focus 
on an innovative and integrated quality health system.  

The Clinical Council will be responsible for informing the Board, via the Chief 
Executive (CE), on issues and solutions that span the CCDHB clinical governance 
framework across the primary, secondary and tertiary health services in relation to
the triple aim:

• Improved quality, safety and experience of care
• Improved health and equity for all populations
• Best value for public health system resources

Functions The functions of the Clinical Council are to:

• provide advice on key proposed service changes and measures to use 
resources more effectively and equitably

• provide a forum for formal clinical engagement in decision-making
• to communicate these decisions openly to clinicians and Board members.

The Clinical Council’s advice must ensure:

1. service changes are introduced across primary, secondary and tertiary care 
services to address both clinical and cost effectiveness

2. excellence and innovation in education, training and research
3. recommendations align with the DHBs Strategic Objectives.

Level of Authority The Council has the authority to give advice, and make recommendations /
endorsements to the Board via the CE.

To assist it in this function the Clinical Council may:

∑ request reports and presentations from particular groups
∑ establish sub-groups to investigate and report back on particular matters
∑ commission audits or investigations on particular issues
∑ co-opt people from time to time as required for a specific purpose.

The Clinical Council’s role is primarily one of advice to the Board, aiming at service 
improvements, not operational or line management.

Membership Members of the Clinical Council will be initially appointed for a one year and may 
be re-appointed for up to a further two year term. 

The Clinical Council will consist of informed clinicians focused on working towards 
an integrated, quality health system for the CCDHB population.  They will be 
expected to consider the whole health system when forming views and advising on 
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decisions rather than representing or advocating for their particular profession, 
service or department.

Members by Position:
• Chief Medical Officer (Co-Chair)
• Executive Director of Nursing and Midwifery 
• Executive Director of Allied Health, Scientific and Technical

Members by Appointment:
Up to twelve other clinicians.  This will include:
• clinicians from a variety of professional groups and settings across the 

health system who between then have expertise in primary care, 
community work, hospital services and population health.  Currently this 
includes:
o Medical Director MHAIDS
o three Clinical Directors, HHS
o two GPs
o two Nurse Leaders from across the health system
o one Community Allied Health
o one clinician early in career / developing leadership.

Requirements for 
appointed 
members

All appointed members will:

• have a current practising certificate
• understand and be committed to clinical governance
• have recognised credibility as a clinician in their own field
• demonstrate commitment to organisational goals and strategic 

development
• are prepared to devote time to participate in the work of the Clinical 

Council.

Chairperson The Clinical Council will be co-chaired on a rotational basis by the Professional 
Heads.  The Chairperson is expected to report back verbally to the Board meetings.

Quorum A quorum will be 8, and must include at least two representatives based outside 
the hospital.

Meetings Meetings will be held monthly.
Reporting The Clinical Council will report through the CE to the Board.

The Clinical Council may also provide reports to the stakeholders of the CCDHB
Health System to ensure transparency and free flow of information as needed.

Minutes Minutes will be circulated to all members of the Clinical Council.
Support The Clinical Council will be supported with secretarial, analytical, project 

management and improvement advisor support as needed.
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3A Case for Change

Contents Preface 

The leaders of today’s developed healthcare systems are caught 
between a rock and a hard place: fiscal crises and gloomy economic 
outlooks create huge pressure to curb health expenditure, but 
countries also rely on health systems for economic growth and 
national development. There is little consensus on the implications of 
this financing challenge: some invoke the established links between 
health and wealth to advocate for more investment in healthcare, 
while others argue the need for bold and immediate controls on 
health costs, which are consuming an ever-increasing share of 
national resources.

In the absence of a strong vision to help existing models become 
sustainable, the Global Agenda Council on Healthcare has 
recommended the World Economic Forum as the right place to build 
consensus on this critical issue. The Forum is thus hosting this 
ambitious project to:

- Engage a great variety of stakeholders in a collective description 
and understanding of the issue: in its first year, this project has 
engaged almost 100 actors from the broader health ecosystem 
in developed and emerging countries (e.g., government and 
international organizations, academia, civil society, and partners 
of the Forum from the healthcare and other industries) 

- Promote a collaborative design of solutions: the Forum’s neutral 
platform is essential to resolve an emotional debate in a 
fragmented industry. This initiative aims to engage all actors and 
sectors as part of the solution and converge towards what they 
will jointly define as both desirable and achievable goals 

- Provide a comprehensive analysis of health as an economic 
issue: a constructive health debate must rest upon a sound 
economic framework and an objective, fact-based point of view.

As we complete the first phase of this project, we are confident the 
findings of this interim report will not only help raise health to the 
national economic agenda, but will also address health as an issue 
that transcends national borders and the healthcare sector. More 
importantly, we hope this will help build energy for the second phase 
of this project, with the development of scenarios to design future 
health systems so they can sustainably achieve their fundamental 
mission to provide access to quality and affordable care.

We are grateful to all partners and stakeholders who have supported 
and engaged in this work, and we look forward to facilitating further 
progress on this important project.
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Executive Summary

Health systems have been a great success in the past century, fostering 
longer, healthier lives and thereby contributing to prosperity and economic 
growth. These gains have come at a price, however: Organisation of 
Economic Co-operation and Development (OECD) countries have seen 
healthcare costs consistently outgrow the economy for decades. Although 
this trend has long been recognized as a significant challenge, the recent 
fiscal crisis and demographic shifts have suddenly brought it closer. Unless 
health system financing is redesigned, public deficits of tens of billions of 
dollars could amass in some developed countries by 2025. 

The sustained growth in healthcare expenditures results from interacting 
factors affecting supply and demand. Health systems have little influence 
over the structural factors that are driving greater demand for healthcare, 
such as ageing, lifestyle and wealth. More addressable may be the 
incentives underlying supply-side inefficiencies, which are increasing 
demand, limiting value-conscious behaviour and discouraging the “frugal 
innovations” that maximize both quality and cost-effectiveness. 

Managing this sustained growth requires a fine balance. Excessive 
rationing and caps could compromise health and social equity, but 
attempts to finance unfettered growth could compromise economic 
competitiveness. For health systems to best support healthy societies and 
economies, they should create more value by delivering more and better 
services with the same or fewer resources. 

In this preliminary report, we outline the healthcare financing gap that many 
countries are at risk of facing in coming years and propose seven levers 
that health systems can use to improve their financial sustainability. Over 
the course of the coming year, we will develop a series of scenarios that will 
examine how health systems could radically transform by 2030. These 
scenarios will also enable us to more fully explore how the seven levers can 
be used to improve the value delivered by health systems and thereby 
ensure their financial sustainability.

The Financial Sustainability of Health Systems
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5A Case for Change

Introduction: Celebrating the 
Health Sector

In many respects, healthcare is one of the greatest achievements of 
human endeavour. Interventions and treatments are possible today that 
would have been unthinkable to previous generations; cures have been 
found for deadly illnesses; and pain and suffering have been soothed. 
In the past century, an unprecedented series of advances – from 
antibiotics and vaccines to organ transplantation and robotic surgery – 
have revolutionized our ability to combat ill health. 

Most economically developed countries have put in place the 
infrastructure required to ensure that these advances can be delivered 
to those who need them. As a result, death rates from heart disease, 
stroke, most infectious diseases and even some forms of cancer 
have decreased considerably. Over the course of the past century, life 
expectancy has nearly doubled.

In most less developed countries, a chasm remains between what is 
needed and what is provided. Too many people are unable to access 
care, the Millennium Development Goals are still unmet, and the number 
of preventable deaths remains stubbornly high. Nevertheless, important 
progress has been made. Over the past 30 years, the annual incidence 
of the five major vaccine-preventable diseases (diphtheria, polio, 
measles, tetanus and pertussis) has plummeted by more than 90%, and 
the worldwide infant mortality rate has dropped by nearly half. 

In addition to improving quality of life, the healthcare sector has 
fostered considerable economic growth. Better population health has 
contributed strongly to the labour productivity gains many countries 
have experienced in the past century. It has enabled more adults to work 
− and to work for more years – as lifespan lengthens. It has also enabled 
many people to enter the workforce with more education, because 
healthy children are more likely to attend and stay in school. Research 
has shown that longer life expectancy has a strongly positive impact on 
per capita GDP growth.

Healthcare is a valuable source of skilled jobs and businesses. In 
Switzerland, for example, healthcare accounts for over 15% of total 
employment. While Sweden spends about 35 billion euros (about US$ 
46 billion) annually on healthcare, it earns back 10 billion euros (about 
US$ 13 billion) each year just from the healthcare companies that have 
sprung up around the Karolinska Institute in Stockholm. Worldwide, 
healthcare is now estimated to be a US$ 7 trillion industry.

Figure 1: Healthcare success over the 20th century

Source: American Journal of Clinical Nutrition; OECD Health Data; University of Oregon “Mapping History”; WHO; McKinsey
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6

The Price of Progress

These gains have come at a price: for at least the past 50 years, 
healthcare spending growth has consistently outpaced economic 
growth in every OECD country that reports this data. An ever-increasing 
share of wealth is being dedicated to healthcare. In most OECD 
countries, healthcare expenditures now account for more than 10% of 
total GDP. 

While it is not possible to make an objective determination as to an 
“appropriate” size for the health sector, a priori and independent of other 
factors, the majority of this spending is paid for with public funds in most 
OECD countries. For many, this has created a fiscal challenge, with 
healthcare already one of the largest public sectors and with significant 
underlying momentum towards higher costs. Even in the US model, 
which is often held up as the archetype of a private health system, more 
than half of healthcare expenditure is financed through government 
sources (state or federal). Rising healthcare costs place significant 
pressure on countries’ national budgets, resulting in difficult trade-offs 
between competing public goods. 

Even before the recent economic crisis, some observers had begun 
to question the wisdom of these ever-increasing expenditures, unsure 
whether the investments represented good value for money. Reflecting 
their enormous technical complexity, most health systems have not 
managed to systematically measure the value they create, although this 
is a field of increasing focus for researchers. Nor have health systems 
been able to demonstrate that higher spending always leads to better 
outcomes, or that they are deriving maximum benefit from the additional 
funding. As a result, many policy-makers view increases in healthcare 
spending as a burden rather than an investment in their country’s 
competitiveness, analogous to their spending on education. Some 
experts have tried to challenge this perspective, however, by pointing 
out that health may well be the purest form of wealth.

Furthermore, recent economic events call into question whether 
governments can continue to absorb ever-increasing healthcare costs. 
Even if the annual rate of healthcare inflation remains at its historic 
average (something that is in itself debatable in light of current trends), 
certain macroeconomic forces − a prolonged period of slow GDP 
growth, for example, could put them in a fiscal bind, caught between 
rising demand, rising expectations, rising costs and tightening fiscal 
constraints. 

Navigating these difficult economic times will be challenging for policy-
makers. Blunt but effective instruments to rein in healthcare costs – 
such as rationing access to care – could damage the sector’s ability to 
improve health and stimulate economic growth. However, the financing 
of high healthcare costs, for example, by raising additional tax revenue 
or reallocating public spending away from other sectors, could impair 
a country’s competitiveness beyond the advantage gained from better 
population health. The answer may lie in a third approach: by measuring 
healthcare value and putting a sharper focus on health system 
productivity, countries may be able to find ways to meet additional 
demand while retaining control of expenditures. If this is possible, 
which is by no means certain, it will require fresh and perhaps a radical 
rethinking of healthcare delivery. 

To better understand the current dynamics, McKinsey & Company 
and the World Economic Forum interviewed more than 30 experts, 
reviewed the recent literature and modelled healthcare financing based 
on historical trends. This report examines how OECD countries could 
be affected in future decades by the twin forces of rising healthcare 
costs and recent economic events. For a look at how these forces are 
affecting developing countries, see page 17. 

The report also reviews the interactions between supply and demand in 
healthcare that have been contributing − and will continue to contribute 
− to rising healthcare expenditures. This discussion will set the stage 
for the final sections, which describe seven strategies that can be used 
today to improve health system financial sustainability and the steps 
we will be taking next year to investigate how health systems could be 
transformed to ensure their long-term financial viability.

The Financial Sustainability of Health Systems
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The Quiet Revolution in
Healthcare Expenditures

1 21 of the 36 OECD member countries provide sufficient data for historical analysis of healthcare 
expenditures; unless otherwise indicated, references in this report to “OECD countries” or 
“developed countries” are based on information from those 21 countries. There is little reason to 
assume that the trends seen in those countries do not pertain to other OECD nations.

Figure 3: Public sector growth rates by sub-sector in the United Kingdom and the United States, 1950-2007 

Source: B.R. Mitchell, British Historical Statistics, Central Statistical Office UK , US Census Bureau Bicentennial Edition: Historical Statistics of the United States- 
Colonial Times to 1970, US Census Bureau extracts; McKinsey
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A Case for Change

Over the past 50 years, total healthcare expenditures in OECD countries 
have risen faster than GDP, at an average rate of 2 percentage points 
above GDP growth.1 This trend is consistent across the OECD: in none 
of the countries has healthcare spending growth remained in line with 
GDP growth for more than five consecutive years. As a result, healthcare 
expenditures, which averaged 3.8% of GDP across the OECD in 
1960, consumed 9.4% of these countries’ GDP in 2007. In seven of the 
countries, healthcare accounted for more than 10% of GDP that year. 
Remarkably, this consistent and quiet expansion has taken place year 
after year for many decades; there have been few instances of a sharp 
and obvious leap at a given moment. 

Figure 2: Compound annual growth rate of healthcare expenditure in OECD

Source: OECD; McKinsey analysis
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During the same period, public financing for healthcare increased 
significantly as governments sought to promote social equity, quality 
of life, and economic development. In more than two-thirds of OECD 
countries today, governments finance between 70% and 85% of total 
healthcare expenditures. 

In many OECD countries, the combination of rising healthcare costs and 
increased public financing has caused the share of government budgets 
devoted to healthcare to rise steeply. Since 1950, for example, the UK’s 
public healthcare sector has grown more than twice as fast as any other 
public sector. In the United States, public healthcare expenditures have 
grown more rapidly than any other type of public spending since 1950. 
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The Current Trajectory of
Healthcare Spending 

Forecasting future healthcare spending is an uncertain art. The results 
of any analysis depend heavily on the assumptions employed and the 
proxies used to model individual behaviour, technological changes and 
other variables; thus, they must be interpreted cautiously. Nevertheless, 
we thought it would be useful to try to understand what impact ongoing 
increases in healthcare spending could have on government budgets in 
the decades ahead. We therefore performed several analyses to map a 
range of potential outcomes. 

In the first analysis, we examined what would happen if the future 
mirrored the past. Accordingly, we extrapolated forward the historic 
rate of expenditure increases seen in each of the 21 OECD countries 
for which sufficient data was available. For each country, we calculated 
the line that best fit its historical data of healthcare expenditure growth 
relative to GDP, then played that line forward to 2040. Thus, the baseline 
projection for each country (shown below) assumes that past trends will 
continue unchanged.

The results of this analysis indicate that if the countries’ future spending 
trajectories mirrors those of the past, healthcare would consume, on 
average, 13.4% of their economic output by 2040. The United States 
would continue to spend the largest share of its GDP (nearly 24%) on 
healthcare. Among the 16 European countries in the analysis, only 
France spent 11% or more of its GDP on healthcare in 2007, but 13 
of the countries would exceed this level by 2040. Only Denmark’s 
spending would be below 10%.

However, the interviews with experts delivered a consistent message: 
healthcare expenditures are likely to accelerate in coming years due to 
a rising disease burden, higher patient expectations and technological 
advances. (These factors are examined in more detail later in this report.) 
To estimate the impact of this acceleration, we modelled a higher-
spending variation of our first analysis, in which each country’s future 
trajectory could be slightly higher than its historical one − in each year, 
healthcare expenditure levels were given a 2.5% probability of being 
one standard deviation higher than they had been. This probability 
was calculated based on the historical frequency of sustained higher 
expenditures (defined as a country spending more than one standard 
deviation above its historical trajectory for five consecutive years or 
more).

In this higher expenditure analysis, four countries would spend more 
than 20% of their GDP on healthcare, and three would spend less than 
15%. The United States would allocate nearly 30% of its economic 
output to healthcare. 

Figure 4: Projected potential healthcare expenditure growth by 2040

Source: OECD, McKinsey

Health expenditure as share of GDP, percent  

§ High projection applies a 2.5% probability of being one standard deviation higher to each year 

Country  2007 2040 Baseline 
United States  15.7 23.8 26.6 
France  11.0 15.7 19.5 
Switzerland  10.6 16.3 19.1 
Germany  10.4 12.5 15.2 
Austria  10.3 15.4 21.0 
Canada  10.1 13.4 16.2 
Belgium  10.0 14.1 18.4 
Portugal  9.9 16.2 20.9 
Denmark  9.7 9.6 12.9 
Greece  9.7 15.3 19.2 
Netherlands  9.7 12.1 14.8 
New Zealand  9.1 11.7 16.9 
Sweden  9.1 10.4 14.8 
Norway  8.9 14.5 19.8 
Italy  9.1 11.4 13.8 
Australia  8.5 12.2 15.7 
Spain  8.4 13.5 20.4 
United Kingdom  8.4 11.0 13.9 
Finland  8.2 11.6 16.5 
Japan  8.1 11.5 16.6 
Ireland  7.5 10.0 18.0 
Average  9.4 13.4 17.6 

2040 High§ 
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Compounding the Challenge:
The Broader Economic
Context 

2 The Global Growth Model requires much more detailed economic, demographic and fiscal data for 
each country than is available from standard OECD reports. Reliable data was available for nine 
countries: Australia, Canada, Germany, Spain, France, the United Kingdom, Italy, Japan and the 
United States.

As the Eurozone debt crisis has demonstrated, many governments are 
currently facing unprecedented fiscal pressures, and it remains unclear 
when the pressure will abate. Thus, we conducted another analysis to 
understand how four macroeconomic factors could affect governments’ 
revenues and their ability to fund healthcare in coming years:

1. Long-term economic slowdown. A prolonged recession could 
restrict overall GDP growth in developed countries for a decade or 
more. 

2. Government deleveraging. Many developed countries are 
implementing severe austerity programmes as they struggle to 
reach debt-to-GDP targets. 

3. Sustained high unemployment. Jobless levels have already 
persisted longer than at any time since the Great Depression. As 
a result, governments are faced with higher welfare payments and 
lower tax revenues.  

4. Shifting dependency ratio. As the “baby boomers” exit the 
workforce, the taxes they pay will diminish, lowering government 
revenues. At the same time, they will require pensions to be paid and 
long-term care to be provided.

To understand the potential impact of these macroeconomic factors, 
we used McKinsey’s Global Growth Model to estimate the magnitude 
of countries’ budgetary gaps to finance healthcare. This is a directional 
model based on a series of assumptions; although it cannot take 
future policy changes into account, it is sensitive to overall economic 
growth rates. To be conservative, we chose the model’s baseline 
growth scenario for each of the nine countries for which sufficient data 

Figure 5: Projected potential budget gaps in selected countries by 2025

Source: OECD, McKinsey Global Institute Econometrics, McKinsey

was available.2 For each country, we analysed the evolution of both 
government revenues (derived from wages, employment, economic 
growth and foreign income) and government expenditures (driven by 
deleveraging, unemployment and demographics). 

This approach yielded a forecast for government budgets between 2007 
and 2025. At one end was Germany, whose fiscal outlook was relatively 
positive; the model projected that its public spending would rise by 1.4% 
of GDP during that time. At the other end was France, whose public 
spending was projected to contract by 3.1% of GDP over the same 
period. 

Next, we overlaid the baseline projection for growth in healthcare 
spending described above, and we assumed that the public-private 
proportion of that spending would remain unchanged. This enabled us 
to calculate the potential gaps between projected government budgets 
for healthcare and the expenditure levels required to meet demand.

The model indicated that, of the nine countries analysed, six might 
encounter gaps that are substantially larger than suggested by the 
projections described above and that are likely to develop much sooner 
than 2040. This would imply that changes to healthcare financing and 
expenditure strategies may be required, in the face of potentially large 
budget gaps − amounting, in some cases, to 3% to 5% of GDP. 

The bottom line: the long-term trend in healthcare expenditure growth 
may collide with turbulent economies and labour forces to create 
significant fiscal pressure over the next 10 to 20 years. 

If healthcare costs continue on today’s trajectory  
in a worsening fiscal context…  
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Making Sense of Rising
Costs: A Conceptual Model 

To better understand the forces driving increased healthcare 
expenditures, we sought insights from leading healthcare experts, 
synthesizing their input into a conceptual model that looks at the 
interplay between demand-side and supply-side factors. It is our 
hypothesis that feedback loops between the demand and supply 
sides are the most important forces causing costs to accelerate. The 
healthcare cost model is not in equilibrium.  

A simplified illustration of the model we developed is shown in figure 6.

Rising Demand for Health Services

The increasing demand for healthcare is being driven primarily by 
four factors: an ageing population, the explosion of so-called lifestyle 
diseases, rising public expectations, and an absence of value 
consciousness among healthcare consumers. Of these, ageing has 
probably received the most attention. As individuals and societies 
live longer, the prevalence and burden of disease rises, and hence 
healthcare costs rise as well. Furthermore, the growing number of 
people over 65 years of age is expected to nearly double the OECD 
average dependency ratio by 2040; the elderly will consume more 
care while contributing less. As a result, population ageing will have 
a significant impact on both future healthcare spending and future 
government revenues. 

In recent years, increased attention has been paid to the growing 
prevalence of lifestyle diseases: conditions such as type II diabetes, 
coronary heart disease and stroke that often result from modifiable risk 
factors, such as poor diets, physical inactivity, smoking and high alcohol 
consumption. As societies have become wealthier, the behaviour of 
their populations has not always become healthier. The resulting rise 
in the prevalence of lifestyle diseases increases healthcare spending 
significantly. For example, the total cost of care for someone who is 
obese is twice that of a person of normal weight.

However, healthcare demand is predicated not only on what people 
need, but also on what they want and expect. Historical data indicate 
that health expenditures correlate strongly with rising wealth levels. 
Maslow’s hierarchy provides an explanation: as people’s basic needs 
are met, their expectations of what services they require becomes 
increasingly sophisticated. 

In most sectors of the economy, these expectations are tempered by 
the difference between the price of a given product or service and the 
reality of consumers’ purchasing power. Most people understand that 
their incomes are not always sufficient to meet their material wants. The 
current high levels of personal debt suggest that many individuals have 
attempted to bridge this gap. In most OECD countries, individuals bear 
little out-of-pocket cost for health services; as a consequence, they have 
too little restraint or realism in their expectations and no way to gauge 
the value of those services.

The Financial Sustainability of Health Systems

Figure 6: Key drivers and dynamics of health expenditure growth

Source: Expert interviews; McKinsey
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Factors Influencing Supply

On the supply side, the unit costs of care continue to rise, while 
resources are not optimally allocated. The rise in unit costs is driven by 
the advent of new therapies and technologies together with innovation 
strategies that are focused on better outcomes rather than lower costs. 
This is compounded by suboptimal allocation of resources in a delivery 
system that is too often closed to change – characterized by vested 
interests – and incentive systems that do not always reward value 
creation. 

New therapies and technologies give patients a broader array of care 
options and often improve clinical outcomes, but they typically increase 
unit costs. This is partly because innovators often focus much more 
heavily on the outcomes achieved than the value delivered, which is a 
function of a new therapy’s quality, price and hence cost-effectiveness. 

However, historical forces influence the supply of healthcare as well. 
Most health systems have inherited clinician practice patterns, hospital 
infrastructure and other elements geared to older forms of care delivery. 
An example is an imbalance in the levels of specialist hospital-based 
care versus primary and community care. As a result, the systems must 
contend with resistance to the more efficient allocation of resources. 

Existing incentive systems may also discourage the best use of limited 
resources. For instance, the business models of many providers and 
healthcare professionals are currently based on individual compensation 
per activity or per episode of care. As a result, many improvement 
efforts have focused on re-engineering discrete elements of service. 
Often, however, more value could be created if the improvement 
efforts included entire care teams so that the end-to-end pathways of 
care, from prevention through intervention to rehabilitation, could be 
optimized.

The Dangerous Dynamic: The Interplay between Supply and Demand

No single factor alone can explain the consistent growth in healthcare 
costs; rather, it is the interplay among the factors that prevents the 
model from achieving equilibrium. Overall market efficiency is further 
impaired by significant and enduring information asymmetries driven by 
a lack of performance transparency.  

The health sector has been successful in transforming once-deadly 
diseases into chronic conditions. Many of the most important 
therapeutic advances of recent years, including antiretrovirals for HIV 
patients and most new anti-cancer drugs, do not provide cures, but 
they do prolong survival − often, for many years. These are fantastic 
developments for individuals and families. However, the drugs are 
usually expensive and, the better they work, the longer they may have 
to be administered, which means that their long-term costs must be 
planned for.

Furthermore, it is precisely because healthcare exists at the edge 
of science, constantly finding new ways to treat disease or soothe 
suffering, that patients’ expectations are raised. New technologies and 
cross-border comparisons enabled by the availability of information 
online also raise patient expectations, which further drive demand. 

Changes to the supply side can have a more immediate impact, too. 
Reduction in demand for one set of services appears to be quickly 
offset by increases in demand for others. Many health systems policy-
makers express frustration that success in demand management too 
rarely leads to real reductions in overall costs. Providers are perceived 

as simply filling freed capacity with other patients, rather than reducing 
their cost base. This phenomenon is especially likely to occur when 
providers have an economic incentive for such a response, for example, 
in health systems that use fee-for-service reimbursement. However, this 
can occur anywhere, and for one simple reason: patients tend to want 
the best treatments and providers want to administer them. Once the 
added capacity is fully used, more capacity can be built and the cycle 
can begin again.

Finally, patients help to amplify provider costs. In the current healthcare 
financing paradigm in most OECD countries, where individuals are 
insulated from the economic impact of their decisions, patients do not 
prioritize cost-effective care. In many cases, patients actively resist 
changes that would improve the productivity of the sector, for example, 
by opposing the closing of popular but subscale providers. Ironically 
for the health sector, the public can support and reinforce existing 
inefficiencies rather than confront them. 

What the Model Tells Us about the Future Outlook

When viewed through the lens of this conceptual model, there is 
no structural reason to assume that growth in healthcare demand 
will subside. In fact, population ageing and the rising prevalence of 
lifestyle diseases make it likely that most countries will see the disease 
burden – and hence demand for care – increase in coming years. 
Furthermore, technological innovations are breaking new ground in 
areas such as personalized medicine, stem cell research, and genomics 
– developments that are likely to raise rather than lower cost. Patients’ 
expectations will continue to be fed by better access to information and 
greater transparency. Thus the fiscal pressures described earlier are the 
only evident brake on healthcare expenditure growth.

Furthermore, health systems operating in isolation have limited control 
over growth in demand. Most of the demand-side factors are difficult or 
impossible for health systems to change. Ageing is unavoidable. Efforts 
to alter unhealthy lifestyles have succeeded at small scale, for example, 
through workplace wellness programmes, but it is not obvious that 
health systems are currently either appropriately positioned or resourced 
for population-level efforts to improve health. Meeting the challenge will 
require a response from beyond the boundaries of the health sector 
alone. 

Making Sense of Rising Costs: A Conceptual Model

A Case for Change
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Tough Choices for
Governments, Industry and
Individuals 

Implications for Industry

Pharmaceutical companies, medical device manufacturers, provider 
chains and other companies have made important contributions to the 
gains achieved by the healthcare sector in the past century. In common 
with health systems, they face a turbulent future. Existing business 
models may become obsolete and new models will need to evolve. A set 
of forces are powerfully shaping the future prospects of industry: 

- A new era of cost consciousness. Private and public payers 
for healthcare have sharpened their focus on cost control. This 
has been evident in a harder stance in the negotiation of prices 
paid for pharmaceuticals or medical devices, or for the level of 
diagnosis-related group (DRG) payments. Elsewhere, payers are 
experimenting with changing the whole model of reimbursement, for 
instance, shifting the risk to providers through capitation models or 
risk-sharing based on the effectiveness of interventions.  
 

- Bold public policy. Fiscal pressure has led to radical and immediate 
measures. In some instances, this has included sector-wide cost 
reductions; for example, the Catalonia region of Spain has imposed 
a 10% budget cut. In others, it has meant absolute pay restraint; 
for example, the National Health Service in the United Kingdom. 
Public systems have experimented in increasing both competition 
(through expanding choice for patients) and the diversity of supply 
(by encouraging private providers to enter the market). 

- Insistence on transparency. Increasingly, providers are being 
benchmarked on outcomes and their performance is being 
compared and published. Media attention is intensifying on the 
results of major public tenders and more information is being made 
available for patients to be able to make better, more informed 
choices. 

- Stronger regulation. Health technology assessment (HTA) is 
rapidly becoming a global regulatory norm. Although more than 
30 countries currently use HTA, they do not adhere to the same 
procedures. The resulting lack of cross-country harmonization is 
creating redundant processes for many international companies. 
Furthermore, the scope of HTA is expanding to include cost-
effectiveness as well as efficacy. 

- Challenging market performance. Important subsectors are no 
longer earning their cost of capital. Many healthcare industries 
have become less profitable since the economic downturn began 
in 2008, and it has become harder to access capital. Poor market 
performance, for example, has led private providers to cut capital 
investment (their most common savings strategy), which is limiting 
demand for imaging equipment and other technologies. 

It is the interplay of these forces that has made these challenging times 
to navigate the health sector. Given the rising fiscal pressures, the 
turbulence is set to increase rather than dissipate in the years to come. 

It is unclear how the tension between unrelenting healthcare spending 
growth and tightening fiscal limits will be resolved. Multiple outcomes 
are possible, depending on the strategies health system leaders adopt. 
But one thing is very clear: if health systems continue to operate using 
a business-as-usual approach, significant pressure will be placed on 
a range of stakeholders, including policy-makers, payers, employers, 
healthcare companies and individuals. Several of the most important of 
these pressures are described below.

Choices for Governments

As governmental leaders – heads of government together with 
ministers of finance, health and social protection – look to address 
rising healthcare costs, their choices can appear limited. From our 
perspective, we can see four choices, none of which is easy. The 
choices below are what are theoretically possible, not what we 
necessarily regard as desirable:

1. Ration access to care. The bluntest approach is to ration access 
to care. This would imply either narrowing the population covered, 
for example, restricting coverage; imposing cash-limited budgets 
and allowing waiting lists to rise; or reducing the scope of services 
covered through a smaller benefits package. Extreme forms 
of rationing, however, could have the reverse effect: untreated 
conditions may worsen during waiting periods, increasing the 
total cost of care; and more individuals would likely seek costly 
emergency care rather than less-expensive preventative treatment. 
In its extreme form, rationing is unpalatable and undesirable. 
However, with increasing access to data, a growing understanding 
of which interventions have the best outcomes and returns should 
allow definitions of minimum standards in an increasing range of 
areas. 

2. Shift the burden of cost. Governments could shift the burden 
of healthcare costs to individuals or employers by withdrawing 
government coverage and mandating private coverage. Not only 
would this represent a squeeze on household incomes, assuming 
personal taxes remained constant, it might also challenge the 
competitiveness of businesses, either by weakening their cost 
structures or by shrinking their talent pool. Equally, increasing the 
proportion of costs borne by individuals may help to appropriately 
match supply and demand. 

3. Increase financing to health. In the face of unpalatable choices of 
rationing access or shifting the burden, governments may decide 
that they have no choice but to increase expenditures. This implies 
a further choice: to either raise tax rates; raise the retirement age 
to expand the pool of taxpayers; or reallocate resources from 
other publicly funded services such as defence, education, welfare 
payments, etc. Both this and the previous choices would likely 
require a fierce political contest about what are the right priorities for 
public policy. 

4. Radically raise the productivity of health systems. If health systems 
could find ways to deliver more services with fewer resources, and 
to achieve the same or better outcomes in the process, they would 
go a long way towards ensuring their financial sustainability. For 
instance, improving performance transparency for health systems 
may raise productivity.

Of these choices, the pursuit of radical productivity improvements is 
the most immediately attractive. Our initial assessment of the greatest 
areas of opportunity is described later in this report, and will be further 
investigated through the course of 2012.

The Financial Sustainability of Health Systems
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Household Budgets Could Be Squeezed

In most developed countries, private healthcare expenditures are 
rising much faster than wages. This trend is most notable in the United 
States, where basic health insurance for a family has nearly reached the 
equivalent of a full minimum-wage salary. However, private healthcare 
expenditures are reaching high share-of-wallet levels in other countries 
as well. Even under the conservative projection described above, we 
estimate that by 2025 the share of real personal, disposable income 
dedicated to healthcare spending could increase by more than 70% on 
average in the nine countries analysed. 

If consumers are unwilling to cut their healthcare spending substantially, 
they will have to spend less on other household items − sometimes, 
considerably less, as figure 7 below illustrates. 

While this may serve to raise the value-consciousness of some 
consumers, for others it may imply significant hardship. For households 
with high disposable incomes, it may raise a question of prioritization 
against discretionary expenditures, such as consumer electronics. 
However, for households with low disposable incomes it may represent 
unpalatable choices between healthcare costs and other necessities, 
such as housing or heating fuel. In political terms, healthcare costs are 
set to be a significant focus of public debate in many OECD countries. 
This is already happening in some countries.

Tough Choices for Governments, Industry and Individuals

A Case for Change

Figure 7: Impact on household budgets

Note: assumes that the public/private proportion of spending in each country remains constant, uses baseline projection 
Source: Global Insight; baseline model; OECD; McKinsey
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Finding New Pathways to
Sustainability

The challenges described are great, the uncertainties significant, and 
the right response may be emerging, but is not yet clear. High-quality 
healthcare matters to every individual and family; it is an important 
element of labour productivity; and it can be an engine of economic 
growth, creating good jobs at home and exports abroad. It is too 
important for a reactive response to be sufficient; it is in this moment, in 
the midst of a sustained economic storm, that policy-makers must chart 
a path to a sustainable future. 

The first step must be to prioritize productivity growth in the health 
sector, demanding a new set of policy levers and interventions. Greater 
productivity is not the only way health systems can create more value, 
but it is by far the most important. Over the past 40 years, productivity 
gains have been the principal driver of GDP growth in many European 
countries and the United States. However, the productivity route is 
not without its challenges. For example, there is a tough but important 
trade-off between labour productivity and employment.

For the health sector, productivity improvement is challenging. This 
is for three principal reasons. First, health systems are “sticky”. This 
is because public resistance blocks radical change; the result is that 
inefficient providers persist. Furthermore, modern management 
practices (e.g., robust performance management or service line 
reporting) are too often resisted by powerful vested interests. Second, 
health systems cannot outsource to low-cost settings. Medical tourism 
currently accounts for less than 0.5% of hospital care for patients from 
Europe and North America, although the digital revolution may begin 
to change this. Finally, health systems cannot easily replace labour by 
capital. Healthcare is an intrinsically labour-intensive sector. 

If health systems are to become financially sustainable, they must 
therefore find new value-creating models that manage demand more 
effectively and transform the supply side to eliminate inefficiencies and 
waste. Since health systems are dynamic, the solutions they develop 
must also be dynamic; addressing one issue alone could merely push 
inefficiency to another part of the system. 

The Financial Sustainability of Health Systems
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Through interviews with experts, we have identified the top seven most 
promising areas for potential productivity improvement that may be the 
paths to sustainability health systems must find:

1. Measure value and invest for the greatest returns. We can only be 
sure to improve what we can measure. Health systems must apply 
an investor mindset – investing greater resources for greater returns 
in terms of health and quality of life gained.  

2. Foster skill and will to create value-conscious consumers. Patients 
and populations should be empowered with the right information, 
at the right time, so they can make the right choices for themselves. 
Furthermore, health systems should make more sophisticated use 
of patient incentives to make doing the right thing the right thing to 
do.  

3. Pay for value, not for volume. Realign incentives to pay for the holistic 
care of whole populations or patient pathways. Payment innovation 
can span both health and social care, ensuring that payers and 
providers are all aligned to the most cost-effective interventions.  

4. Proactively reach out to predict and prevent ill health and manage 
disease. Health systems need to shift their focus to the integrated 
care that is necessary to identify patients most at risk, proactively 
plan and manage their care, and prevent escalation to higher cost 
settings.  

Figure 8: Paths to sustainability

Source: Expert interviews, McKinsey
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Realign incentives of payers and providers to pay for the holistic care of whole 
populations or patient pathways 

Promote technology 
innovations that lower 
cost and leverage talent  
to raise quality 

Use incentives and 
regulation to focus 
technology on both  
cost-efficiency and 
enhancement 
Use the digital revolution 
to maximize the 
productivity of healthcare 
workers 

Reinvent the delivery system with new models of care  
Deliver high-quality care in capital-light settings and  
low-cost channels 
Leverage patients to do more for their care –  
e.g. at-home healthcare like online banking 

Implement modern 
management and focus 
on performance 

Redesign lean processes 
and management 
practices 
Manage service-line 
performance  

Measure value and invest 
for the greatest returns 

What cannot be measured 
cannot be improved 
Apply an investor mindset 
to resource allocation 

A Case for Change

5. Reinvent the delivery system with new models of care. Capital-light 
settings, leveraged talent models and low-cost channels, such 
as home-based, patient-driven models, can help provide greater 
volumes of high-quality care. However, they must be accompanied 
by capacity reductions in higher-cost channels. Health systems 
must become more agile in leveraging the opportunities for more 
self-care.  

6. Promote technology innovations that lower cost and leverage 
talent to raise quality. Incentives and regulations can encourage 
innovation that optimizes for both quality and cost, either by 
providing lower cost therapies, by using the digital revolution to 
boost the productivity of clinicians, or by eliminating the need for 
other interventions. 

7. Implement modern management practices and focus on 
performance. Health systems should use lean transformation and 
similar techniques to improve the productivity of their service lines. 
They should also institute tighter management practices that focus 
on performance in all areas.

This is our starting list. In the year ahead, we will examine each of 
these areas in more detail, identifying examples of good practice and 
successful innovation. This will be developed into a detailed, actionable 
set of recommendations for health systems. 
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Where Next?

The magnitude of the challenge facing the health sector is so great it is hard to grasp. Its 
implications are clearly far reaching for all aspects of the economy and society. Not only must 
health systems be the concern of all governments, they must also be the concern of all of 
government: ministers of finance and social protection as much as ministers of health. Health 
system financing – currently predominantly the concern of the health sector – may well become 
an area of concern for individual patients, households and taxpayers across all OECD countries, 
as is already happening in some, such as the United States. 

Over the coming year, our community will do three things to take this work forward. First, we 
will develop a series of scenarios to explore a crucial question: what might sustainably financed 
health systems look like in 2030? Such a long-term perspective will allow us to move beyond 
most current healthcare reform efforts, which focus on how today’s health systems can be 
optimized, and enable us to contemplate how those systems could be fundamentally redesigned. 
Second, we will build on both the scenario’s insights and the conceptual model to develop a set 
of actionable interventions to help countries navigate towards their desired outcome. Third, we 
will work with specific countries to develop our perspective on how their health systems may 
evolve in the years to come. For this, we will focus on emerging nations – in contrast to the focus 
of this year’s work on OECD countries – to reflect the greater flexibility they have to respond to the 
present spend, not least their greater fiscal space.  

Moving beyond the confines of the existing debate will not be easy. It will require courage from all 
parties, enriched by diverse voices and fresh ideas from other sectors. Thus new partners from 
government, IT, nutrition and other sectors will be invited to join our community, including health 
system and finance leaders. All stakeholders will share ideas, values and possibilities as we try to 
collectively envision fundamentally different health system models. As a result, we should be able 
to converge towards a path that none of us could have reached on our own.

This report has highlighted the tough path ahead for the health sector globally. Yet it is important 
to keep the debate anchored in its very real achievements. The future of innovation – from 
genomics to personalized medicine to medical enhancement – could mean another century of 
remarkable gains in longevity, quality of life and access to care. It will mean that pain is soothed 
and disease treated. 

However, unless significant change occurs, the price of these gains could be unaffordable, 
given the tremendous forces currently buffeting both public budgets and financial markets. 
These forces, coupled with growing demand for healthcare, make it increasingly important that 
health systems maximize the value they create. For the health sector, the journey ahead looks 
exhilarating, turbulent and daunting, all at once.

What are Scenarios?

Scenarios are stories about the future. They 
provide relevant, plausible, challenging and 
divergent ideas about an issue and the 
stakeholders affected by it. Scenarios are not 
predictions, preferences or forecasts. Rather, 
they are a springboard for inspiration − the 
process of developing and using scenarios 
fosters strategic conversation between 
participants in order to generate insights, align 
values and test strategic options.

The Financial Sustainability of Health Systems
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Developing Countries: 
Charting New Paths to
Financial Sustainability
Developing countries appear to be following the same trajectory 
of expenditure growth that OECD countries have followed, but the 
financial sustainability of their health systems may not be a serious issue 
for them in the near to medium term. For many developing countries, 
health systems are currently a vital enabler of growth, providing the 
same benefits (i.e., improved quality of life, increased labour productivity 
and economic expansion) that wealthier countries derived so forcefully 
from their health systems in the 20th century. Expanding their health 
systems will help developing countries improve outcomes and access, 
and increase their competitiveness.

Furthermore, most developing countries have room to grow in terms 
of health system financing. Although most OECD countries currently 
spend between 8% and 10% of their GDP on healthcare, the BRIC 
countries (Brazil, Russia, India and China) averaged less than 6% in 
2009. Several developing countries have publicly stated that they want 
to increase the share of GDP they devote to healthcare. Russia and 
China, for example, appear to be aiming for 8% to 10%.

In addition, the fiscal pressures on government budgets in developing 
countries are less immediate. Public financing accounts for less than 
half of all health expenditures in many of these nations; often, more than 
half of those expenditures are still being paid for out of pocket. Greater 
public financing for healthcare could be underwritten by tax increases. 
The tax rates in BRIC countries, for example, could grow by another 20 
to 30 percentage points before they reach the OECD average.

The health systems in developing countries also have greater latitude 
to chart a new course towards financial sustainability because 
their health systems are less encumbered by legacy structures and 
entrenched vested interests. For example, the insurance systems 
in many developed countries were originally designed to cover 
random, unpredictable catastrophic events and are ill suited to cover 
foreseeable, preventable and controllable chronic conditions. This 
problem does not exist in most developing countries. Because patients 
in those countries must pay a high percentage of healthcare costs 
themselves, the opportunity exists to develop new payment systems 
better designed to match today’s disease mix. 

Singapore has developed one such payment system. Its health savings 
accounts motivate individuals to make value-conscious health decisions 
by giving them more exposure to and control over their lifetime 
healthcare costs. However, other approaches could also be used. For 
example, some developing countries might want to develop savings- or 
annuity-based health products that align incentives among patients, 
providers and payers. This would encourage all of them to make value-
conscious decisions that minimize the costs associated with chronic 
disease. 

Even if some developing countries decide to increase public financing 
for healthcare, they might nonetheless want to keep private healthcare 
expenditures at levels above those seen in most OECD countries. 
Chinese policy-makers, for example, plan to maintain relatively high 
levels of out-of-pocket payments to limit non-essential demand. 

Developing countries also have more latitude in deciding how care can 
best be delivered. The delivery systems in most developed countries 
were originally designed for high-intensity acute care, but chronic 
conditions generally require low-intensity care provided in out-of-
hospital settings. Most developed countries are trying hard to decrease 
their number of hospital beds per capita, but emotional and financial 
considerations often hamper these efforts. Developing countries do 
not face this challenge. Although some developing countries may have 
to expand their acute care capacity, it will rarely be necessary for them 
to invest considerable sums in building large networks of hospitals. 
Instead, they should be able to set up more suitable delivery systems 
that address the dual burden they currently face: a high (but often 
decreasing) rate of infectious diseases and a growing prevalence of 
chronic, non-communicable conditions.

A Case for Change
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Appendix one – Detail for Phase one of the ICT changes

∑ De-coupling of the electronic prescription function from the Discharge Summary functionality so 
Capital & Coast DHB MHAIDS staff can easily create repeat scripts for their clients, with the 
details captured in Capital & Coast DHB MAP. This function is already available for Hutt Valley 
DHB MHAIDS staff;

∑ Design, development and implementation of a common Intake Form (an electronic Soprano 
Medical Template (SMT)). This will be implemented on each DHB’s Concerto/MAP;

∑ Design, development and implementation of a common Initial Assessment document (capturing 
a point in time, again an SMT). This will be implemented on each DHB’s Concerto/MAP;

∑ Alignment of the Concerto/MAP electronic folder structure across the 3DHBs so that documents 
are stored and accessed in the same location;

∑ Improvements to eTree functionality to increase visibility of very recently created documents. 
(Complete);

∑ Implement an ICT ‘in-house’ developed Continuous Notes solution, allowing regular date 
stamped and identifiable communication of less formal contacts with clients, essential for the 
dynamic evolving environment of the Mental Health Services.

∑ Implement a way to request and monitor a Transfer of Care. This could take the form of:

- A Transfer of Care request/monitoring area as part of the Plan; or

- A separate brief SMT form.

∑ Implement a Single “Care/Partnership/Treatment” Plan application allowing access for all staff 
for all information regarding a particular client, and providing a comprehensive summary of care 
on service exit;

- A particular vendor and product, Whanau Tahi Connected Care has been identified and costs 
and functionality are being explored by ICT and the MHAIDS working group.
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Appendix 2 – High-Level MHAIDS 3DHB Workplan

Electronic 
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Ecosystem
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From: Robert Buchanan 
Sent: Tuesday, 11 April, 2017 2:30 PM
To: 'Andrew Blair'
Subject: RE: External legal advice

Hi Andrew

Further to our telephone discussion this morning, and as you requested:

The statutory regime

1. The conflicts of interest regime under the NZPHDA is based on the disclosure of “interests” in 
relation to “transactions” of the DHB. 

2. Relevant provisions are found in two places: section 6(1) and (2) (definitions of interest, 
transaction, conflict of interest); and clause 36 of Schedule 3 (process).

Interests and conflicts

3. The essence of the section 6 definitions is that an “interest” becomes a “conflict of interest” as 
soon as the nexus with a “transaction” is established. 

4. The types of “interests” that could give rise to a conflict are listed in section 6(2). Most are 
financial, but the term “is otherwise directly or indirectly interested in the transaction” (paragraph 
(e)) also requires non-financial interests to be disclosed (e.g. based on current or recent 
associations or relationships). The key provision relevant to Roger is section 6(2)(c) – arising from 
his involvement with Downer as a party that has an interest in transactions of the DHB.

5. The definition of “transaction” is extremely broad – including any function, duty or power of the 
DHB, as well as specific transactions in the generally understood sense.

6. However, the nexus between an “interest” and a “transaction” will not be established if the interest 
is “so remote or insignificant that it could not reasonably be regarded as likely to influence the 
member from carrying out his or her responsibilities”.

7. The Court of Appeal in the DML case (Auckland lab testing) said:

Turning to the phrase “interested in a transaction”, s 6(2)(c) of the NZPHD Act makes it clear that the 
possibility of deriving a financial benefit from a transaction means that there is an “interest” – a person 
who “will or may derive a financial benefit from the transaction” has an interest in it. Accordingly, a 
person bidding in a competitive tender for a DHB contract will be interested in a transaction, as will a 
person proposing to bid for a contract which the DHB is proposing to put to tender. Further, the 
language of s 6(2)(e) is wider still – “otherwise directly or indirectly interested in the transaction”. But at 
some point along the spectrum of future possibilities an interest will become so nebulous that s 6(3) will 
come into play. The effect of that subsection is to treat as irrelevant interests that are so remote or 
insignificant that they cannot reasonably be regarded as likely to influence DHB members in carrying out 
their responsibilities. 

The process requirements

8. Once an interest meets the test of a “conflict of interest”, then clause 36 of Schedule 3 is 
triggered. Section 36 requires disclosure to the board “as soon as practicable after the relevant 
facts have come to the member’s knowledge”.

9. The options for “managing” the conflict are then narrow – in essence, the member must not 
participate in any deliberation or decision of the board relating to the “transaction”, unless a 
majority of the board permit the member to take part in discussion (but not deliberation).

10. There is a Ministerial override provision in clause 37, but this has a number of formalities and 
would not usually be considered.
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Practice

11. The statutory regime is based on self-assessment and self-disclosure. But it also encourages 
good corporate governance practice. In particular:

(a) Board members should declare their “interests” voluntarily, using the interests register and 
self-declaration at board meetings.

(b) The rest of the board also has some responsibility in encouraging disclosure but also in being 
able to question a member’s self-assessment of whether an “interest” comes into “conflict” 
with a “transaction”. See page 10 of the Ministry’s COI guidelines (attached):

- Disclosure is not the end of the process. Effective administration of conflicts of interest depends on 
active and appropriate responses.

- Responding to a conflict of interest requires a collective effort on the part of the member concerned 
and the other members of the board. …

- Chairs have added responsibilities, including the responsibility to ensure that processes are 
followed and that a high standard of care is met.

(c) To this I would add the principle that a person who declares an interest is not always in the 
best position to assess whether the interest amounts to a “conflict of interest” in relation to the 
entity’s business. Those responsible for the entity (i.e. the board) also have a role in 
safeguarding its position. The test is objective (i.e. what a bystander would think), not 
subjective.

12. In practice, it may be possible to “manage” an “interest” to prevent it from becoming a conflicting 
interest (e.g. by arranging matters so that the “remote or insignificant” exception applies). That 
could include, for example, the interested company taking steps to remove its employee (who is 
the DHB member) from any involvement in or knowledge of a conflicting transaction at its end so 
that the individual can then participate at the DHB end. However, this requires care, legal advice, 
and full disclosure, given the obvious potential for misjudgement and exposure to legal risk.

13. The Ministry’s guidelines also discourage the use of the dispensation for members who are 
conflicted (i.e. allowing limited participation with the agreement of a majority of board members): 
see page 11). The exemption “lends itself to situations where a member’s participation in 
discussion is necessary to ensure appropriate information or expertise is made available to the 
board or committee”. But boards should “exercise caution to ensure that the use of the exemption 
does not become common practice”. Where it is used, a strong management plan should be in 
place (something I also recommend). And:

If that information or expertise can be accessed from a non-conflicted person (eg, an external 
expert or non-board member), the board should carefully consider doing so, instead of 
allowing the conflicted member to participate.

The DML case

14. The lessons from the DML case can be summarised in this way:

(a) The Court accepted that it is in the public interest for DHB members to be elected or 
appointed with the necessary skills and knowledge, and to be able to participate in 
deliberations to the greatest possible extent within the law. 

(b) General disclosures of interests need to be supplemented with more specific disclosures 
when the circumstances require. A general disclosure at the time of election (referring to the 
fact that Dr Bierre was a pathologist and might contract with the ADHB) later put the chair and
other board members in a position where they did not appreciate the full extent of the interest 
the member had in specific proposals, so they could act accordingly.
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(c) The obligation to disclose an interest in a transaction arises “as soon as practicable” after the 
“relevant facts” come to attention. But the “relevant facts” must go to the existence of a 
“transaction” and of an “interest” in it. Interests may be temporal, and may also change over 
time. 

(d) “Soft” information such as that generated by a board strategy session (for example leading 
into the development of a procurement strategy) may raise a question about the inappropriate 
use of inside information, but that is as much a confidentiality issue as a conflict of interest 
matter. 

(e) The following passage is helpful, but needs to be applied with care and with reference to the 
specific facts:

This leaves Dr Bierre’s attendance at the meeting of 1 November 2005 [which discussed 
strategy for the forthcoming lab testing procurement known as RFP 577]. As Dr Bierre had no 
intention of participating in RFP 577 at the time he attended that meeting, no obligation to 
disclose arose under cl 36 [of Schedule 3 of the NZPHD Act]. However, [counsel for the 
appellant] raised a broader question. He submitted that it would have been unimaginable that 
any potential bidder would have been invited to such a strategy session; but Dr Bierre, who 
ultimately participated in the successful bid, did attend and contribute.

In essence, that seems to raise a “use of inside information” issue [discussed later in the 
judgment with reference to board members’ duty of confidentiality]. But attendees who gave 
evidence about this meeting said that nothing was said that was not later set out in the RFP 
discussion paper and that Dr Bierre obtained no advantage from his attendance at it. … 

The way through this case

15. Roger has rightly disclosed his significant interests arising from his Downer roles. From my 
discussion with him, I think it unlikely that the interests fall into the “nebulous” category identified 
by the Court of Appeal, even with steps taken by Downer to minimise the impact. That means 
they are most likely “conflicts of interest” which trigger clause 36. But that is a matter for him and 
Downer to consider in the first instance. As the Chair, you need to be “across” those 
considerations to ensure that the risk of misjudgement as to the existence of a conflict of interest 
is being appropriately managed, in the DHB’s interests. I am happy to continue advising you on 
this, should it be necessary. Downer is obviously responsible for its reputational and other risks 
(including insider trading risks) in having Roger continuing as a DHB member. But the DHB may 
share some of those risks – as Roger appears to be well aware.

16. Assuming the existence of conflicts of interest, the question is in relation to which “transactions” 
(as defined), and whether it is possible to segment those which are both specific and current (e.g. 
arising from the Hawkins and Spotless acquisitions) from the more general conduct of the DHB’s 
business. Again that’s a matter for you to manage as the chair, but in consultation with Roger 
and the rest of the board. Ultimately it is for the board to decide (applying the Ministry’s 
guidelines) whether to invoke the dispensation allowing limited participation, and in respect of 
which matters. My recommendation would be to ensure absolute clarity about the matters that 
would benefit from his participation, and to document them in a management plan which would 
form part of the board’s resolution.

31 May 2017 - CCDHB Board PUBLIC papers - APPENDICES

186



4

This is a bit longer than you may have anticipated, but it’s obviously complex. I hope it is helpful and 
please let me know if I can assist further.

Again following good corporate governance practice, I would normally copy this advice to Roger 
Palairet as my instructing lawyer at the DHB. Are you happy for me to do so? He is also of course an 
excellent source of advice.

Regards

Robert 

Robert Buchanan - Public Law and Governance
Barrister and Solicitor
PO Box 5542
Wellington 6145
New Zealand

DDI: +64 4 499 9469
mob: +64 27 229 1769
e-mail: robert@buchananlaw.co.nz
web: www.interwovenlaw.co.nz – a member of the Interwoven Law Alliance

CAUTION: The contents of this message and any attachments are confidential and subject to legal professional privilege. If you 
are not the intended addressee, please notify the sender and delete
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Management Plan for Conflicts of Interest of Roger Jarrold as a Board member of Capital & Coast 
District Health Board

1. Roger Jarrold has declared the following interests:

∑ Member, Capital & Coast District Health Board
∑ Chair, Capital & Coast DHB FRAC committee
∑ Trustee, Auckland District Health Board Charitable Trust
∑ Employee CFO, Downer New Zealand Limited
∑ Director, Downer New Zealand Limited
∑ Director, Works Infrastructure Cortex Resources JV Limited
∑ Director, Works Infrastructure Harker Underground Construction JV Limited
∑ Director, Works Finance (NZ) Limited
∑ Director, DGL Investments Limited
∑ Director, TSE Wall Arlidge Limited
∑ Director, Waste Solutions Limited
∑ Employer (Downer NZ) subcontracts to Spotless
∑ Director, Underground Locators Limited
∑ Trustee, Works Superannuation Scheme
∑ Member, Finance and Risk Committee, Health Research Council
∑ Past member, Ministry of Health Audit and Risk Committee (resigned 6

December 2013)
∑ Director, Downer Utilities Alliance New Zealand Limited
∑ Director, Downer Utilities New Zealand Limited
∑ Assisting ADHB with a Cost of Service programme 
∑ Employer, Downer EDI, is acquiring Hawkins Limited
∑ Employer, Downer is bidding to purchase shares in Spotless Australasia.1

2. The following is background information about Downer, Hawkins and Spotless: 
(1) Downer Group is a provider of engineering, construction, maintenance, transportation, 

technology and communications, utility, mining and rail services in Australia, New 
Zealand and internationally.

(2) Hawkins Limited is a New Zealand construction company specialising in special-purpose 
projects, including health facilities and community infrastructure.

(3) Spotless is an integrated service group providing outsourced cleaning, food, 
maintenance, waste management and laundry services across a range of sectors in 
Australia and New Zealand, including the health sector.

1 Companies Office register (9 May 2017) also shows Roger Jarrold is a director of (among others):
∑ Hawkins 2017 Limited
∑ Downer Construction (New Zealand) Limited
∑ Green Vision Recycling Limited
∑ Techtel Training and Development Limited
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Conflicts of interest

3. These interests have given rise to, or have the potential to become, conflicts of interest in 
relation to the following existing or future transactions of CCDHB:
(1) CCDHB has current contracts with Spotless Facility Services (NZ) Limited for food and 

cleaning services, and may contract for other services in future.
(2) Allied Laundry Services Limited is the laundry service provider to CCDHB, and CCDHB is a 

part owner.  Spotless is a competitor to Allied Laundry Services Limited.
(3) Hawkins Limited is a competitor of Fletcher Construction Company Limited, and CCDHB 

is suing Fletchers in relation to the corroding copper pipes at Wellington Regional 
Hospital.

(4) CCDHB has possible future construction projects where Hawkins and Fletchers will be 
potential bidders.

4. The interests fall within section 6(2)(c) of the New Zealand Public Health and Disability Act – in 
that Roger Jarrold is a director, member, official, or trustee of parties that will or may derive a 
financial benefit from those transactions. He may also be conflicted under section 6(2)(e) (in 
that he is otherwise directly or indirectly interested in transactions of the CCDHB even though 
there may be no direct financial interest). 

5. Section 6(3)(a) of the New Zealand Public Health and Disability Act says that an interest does 
not give rise to a conflict of interest if it is so remote or insignificant that it cannot reasonably 
be regarded as likely to influence the member in carrying out his or her duties as a Board 
member. While clearly not “insignificant” in relation to the transactions identified, the 
question of remoteness is to be considered with reference to specific transactions or items of 
Board business. 

6. The question of whether a conflict of interest exists, and what impact the conflict could have, 
is to be assessed objectively. 

Impact of the conflicts of interest

7. The impact of the conflicts of interest (current or potential) is that Roger Jarrold as a Board 
member of CCDHB: 
(1) Could be in a position to influence CCDHB’s decisions in relation to transactions that 

could directly or indirectly benefit Downers, Hawkins or Spotless, and 
(2) Could receive information that could be seen to benefit Downers, Hawkins or Spotless if 

they were aware of it.  

8. The nature and extent of Roger Jarrold’s interests raises a broader dimension of risk, which 
concerns his participation in (for example) any strategic discussions of the Board which could 
be seen to give an advantage to Downers, Hawkins or Spotless in any subsequent transactions 
in which they are directly interested. The broad definition of “transaction” in the Act2, 

2 New Zealand Public Health and Disability Act 2000, section 6(1), which defines “transaction” to include “the 
exercise or performance of a function, duty or power of the DHB”
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together with good practice3 and the relevant case law4, requires a cautious approach to such 
involvement and a willingness to declare conflicts of interests as and when they arise in 
relation to particular items of Board business. 

9. Even if participation in (for example) a strategic discussion does not give rise to a specific 
conflict of interest, it could give rise to perceptions of an advantage for the entities a Board 
member has interests in, and/or a risk that “inside information” could be disclosed in breach 
of a Board member’s duty of confidentiality.5

Legislation

10. Under the New Zealand Public Health and Disability Act, Board members who have a conflict 
of interest must not: 
(1) Take part in any deliberation or decisions relating to any transaction in relation to which 

an interest has been disclosed;
(2) Be included in the quorum for any such deliberation or decision; and
(3) Sign any documentation relating to the entry into such a transaction.6

‘Managing’ the Conflicting Interest

11. The only statutory option for “managing” a conflict of interest that has arisen under the Act, 
short of the member withdrawing from participation, is for the Board to resolve that a 
conflicted member may take part in any deliberation (but not any decision) of the Board 
relating to a conflicted transaction.7 The Ministry of Health recommends caution in applying 
this approach, which is a matter for the Board to consider on a case by case basis under the 
leadership of the Chairperson.8 Moreover, any exercise of this power must be referenced in 
the DHB’s annual report.9

12. However, it is also important to consider other mechanisms to avoid the declared interests 
materialising into conflicts of interest in relation to specific items of Board business. The 
following procedures will therefore apply to Roger Jarrold’s attendance at Board and FRAC 
meetings.

(1) Roger Jarrold will withdraw from any discussion or decision by the Board in relation to 
an item that concerns an actual or potential transaction between CCDHB and Downer, 
Hawkins or Spotless.

(2) Roger Jarrold will also withdraw from any discussion or decision by the Board in relation 
to an actual or potential transaction between CCDHB and known competitors of 
Downer, Hawkins or Spotless.  The known competitors at this time include Fletchers and 

3 Ministry of Health: Conflict of Interest Guidelines for District Health Boards (2016)
4 In particular, Lab Tests Auckland Limited v Auckland District Health Board and others [2008] NZCA 385.
5 Lab Tests case, at [190]
6 New Zealand Public Health and Disability Act 2000, Schedule 3 clause 36(2)
7 New Zealand Public Health and Disability Act 2000, Schedule 3, clause 36(4)
8 Ministry of Health guidelines, page 11
9 New Zealand Public Health and Disability Act 2000, section 42(4)
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Allied Laundry Services Limited. Given the position of Hawkins in the construction 
market, it would be prudent to treat information about the progress of the copper pipe 
litigation between CCDHB and Fletchers as conflicted information.

(3) Board papers referring to matters on which Roger Jarrold can be expected to withdraw
should be withheld by management (or have sections redacted to remove conflicted 
information), based on the interests disclosed above (and updated from time to time).

(4) The minutes should record the Roger Jarrold’s withdrawal from particular matters 
because of a declared conflict of interest (noting that it is the Board member’s 
responsibility to declare an interest at a Board meeting, although the Board as a whole 
(led by the Chairperson) has a responsibility to protect the integrity of the Board and 
the member concerned, and to manage perceptions arising from a conflicted member’s 
participation)10.

13. Applying the approach set out in this Management Plan, it is anticipated that Roger Jarrold 
may be permitted to participate in an item of business, despite the interests and conflicts of 
interest documented in this Plan, if:

(1) The Board agrees that the connection between the declared interest and the item is 
sufficiently remote or nebulous that it can be disregarded (meaning there is no conflict 
of interest in the statutory sense), and that any other perceptions raised by his 
presence for the item can be appropriately addressed. For example,
∑ The information or any discussion may be too general, high-level or long-term to 

be of any commercial value to any of the parties in respect of which Roger Jarrold 
has an interest (e.g. Roger Jarrold being involved in considering concept plans for 
the Site Master Plan would not create any commercial benefit for Downer or 
Hawkins)

∑ Information will be publicly disclosed, either immediately or soon (e.g. 
information that will be included in CCDHB’s planning and accountability 
documents)

∑ Information about a proposed transaction may be provided to the market in an 
open and transparent procurement process (e.g. information that is included in 
tender documents may not create a conflict of interest, even if Downer, Hawkins 
or Spotless might be expected to submit a tender)

(2) The possibility of a conflict in such situations may be raised by Roger Jarrold himself, or 
by the Chairperson or another Board member. The matter will be discussed collegially, 
and the Board should be prepared to take legal advice, if it considers necessary, on 
whether the item should be regarded as causing a conflict; and , if it does not, how any 
perceptions should be managed taking account of the Ministry of Health guidelines. If
the Board is unable to agree whether there is a conflict of interest in relation to the 

10 Ministry of Health guidelines, page 11
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item, the matter should be resolved by a vote. The minutes should record any such 
discussion or decision by the Board.

(3) The Board may decide, irrespective of whether an item is considered to be a conflicted 
item, that Roger Jarrold may remain for the purposes of deliberation (but not decision 
making) and/or give permission to Roger Jarrold to provide commercial input if the 
Board considers (by majority, if necessary) that the input will be sufficiently valuable 
that it is better for the Board to have access to it on a transparent basis than to not 
have the input at all.11

14. If the Board decides to include Roger Jarrold in its deliberation in this situation, the Board 
minutes must record the decision to include him (including the reasons, and whether the 
matter is regarded as a conflict of interest12 or a perception of an interest that requires to be 
managed), and what Roger Jarrold actually says in the deliberation.13

Review

15. The practicality of the measures outlined on this management plan should be reviewed by the 
Chair on a continuous basis.

11 NZPHDA, Schedule 3 clause 36(4) 
12 In which case, the decision to allow him to participate must be identified as being made under clause 36(4) 
of Schedule 3
13 NZPHDA, Schedule 3 clause 36(5)
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 Conflict of Interest Guidelines for District Health Boards iii 

Foreword 
The New Zealand health and disability sector is an inherently close community, where people 
with specialist skills and knowledge are in high demand. Conflicts of interest both actual and 
potential are an inevitable result of this environment. 
 
The existence of conflicts is not itself a cause for concern, provided that they are managed in an 
appropriate manner by individuals and boards collectively. 
 
However, effective conflict of interest management is an essential part of meeting the public’s 
high expectations for those working in the public health and disability system. 
 
These Guidelines seek to underline the importance of appropriately managing conflicts in a 
complex and ‘interest rich’ environment. The process is essentially two-fold: the full and timely 
identification and disclosure of interests and conflicts, and then determining and implementing 
an appropriate response to such disclosures on an ongoing basis. 
 
This guidance has been written to assist district health boards (DHBs) and board members in 
their efforts to continually improve board processes and meet good practice governance 
expectations. I trust that it will assist all DHB board members, office holders, committees and 
delegates. 
 
 
 
 
 
 
 
Chai Chuah 
Director-General of Health 
 

This document provides guidance on moving toward the goal of good practice in public 
sector governance. It is not legal advice, and does not create new legal obligations or 
extend existing ones. 
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 Conflict of Interest Guidelines for District Health Boards 1 

Introduction 
Purpose of the Guidelines 
These Guidelines promote good practice in managing conflicts of interest in district health 
board (DHB) decision-making. They reflect and build on recommendations set out in a number 
of relevant publications (listed as further reading in Appendix One). 
 
The Guidelines are intended to provide a basis for assessing existing DHB conflict of interest 
policies and practices and for producing robust policy in the future. They are also aimed 
specially at assisting DHB boards to inspire confidence and maintain integrity in the public 
health sector, through impartial and transparent decision making. This document contains: 

• a brief summary of key concepts around managing conflicts of interest in the public sector 
(Part One) 

• a practical framework to assist in the recognition, disclosure and response to conflicts of 
interest (Part Two). 

 

Target audience 
These Guidelines are aimed at the following DHB people, referred to generically as ‘members’ in 
these Guidelines: 

• board Chairs, Deputy Chairs, and members (both elected and appointed) 

• board committee members 

• delegates of boards and committees (ie, those exercising authority on the board’s behalf) 

• other office holders (eg, Crown monitors). 
 
They may also assist DHB employees who assist boards with conflict of interest management, 
and they provide some useful information for other DHB decision-making processes. 
 

Limitation of Guidelines 
The variety and broad nature of DHB operations mean that a single set of specific rules cannot 
be established. Conflicts of interest differ in nature and need to be considered on a case-by-case 
basis. These Guidelines are not: 

• an exhaustive step by step guide 

• a substitute for legal advice 

• a set of legal requirements 

• intended to create additional legal obligations. 
 

31 May 2017 - CCDHB Board PUBLIC papers - APPENDICES

199



 

2 Conflict of Interest Guidelines for District Health Boards 

Part One – Basic concepts 
This part discusses the environment in which DHBs operate, and how this impacts on managing 
interests. It also discusses important legal concepts. These two aspects are built on in Part Two 
to provide a practical framework for dealing with conflicts of interest. 
 

Implications of DHBs being public entities 
It is common for people involved in DHB governance to have a background in the clinical, 
community or private sectors. To successfully transition to a DHB board, members need to 
understand the distinctive aspects of the public sector environment. 
 

The principles of impartiality and transparency 
DHBs are public entities owned by the Crown. They use public funds, and act for the benefit of 
the public. 
 
Members of Parliament, the media, and the public expect people who govern DHBs, whether 
elected or appointed members, to act impartially. They expect that decisions will be transparent 
and not influenced by favouritism or improper personal motives, and that public resources will 
not be misused for private benefit. As the Office of the Auditor-General’s report Management of 
conflicts of interest in the three Auckland DHBs states:1 

Public perceptions are important. It is not enough that public sector members or officials 
are honest and fair; they should also be clearly seen to be so. 

 
Impartiality and transparency have a cost. Process costs and time are obvious examples. Being 
impartial and transparent may at times mean making a decision that is not the most directly 
financially advantageous to the DHB. Those in governance roles must remember that 
‘commercial return’, though extremely important, is not the only or overriding concern. 
 

Good practice 
These Guidelines endorse a ‘good practice’ approach to conflicts of interest – an approach which 
extends beyond strict legal compliance. 
 
This framework has three dimensions: 

• the legal dimension (which involves compliance with statute and other law) 

• the ethical dimension 

• the good practice dimension. 
 
Acting ethically requires legal compliance, and implementing good practice encompasses both 
legal compliance and sound ethical behaviour. Further comment on this can be found in 
Appendix Three. 
 

 
1 Office of the Auditor-General. 2007. Management of Conflicts of Interest in the three Auckland District Health 

Boards. Wellington: Office of the Auditor-General, p 13, para 1.21. 
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Conflicts of interest will occur in the DHB 
sector 
The New Zealand health and disability sector is a close community. Conflicts of interest are 
inevitable. 
 
The existence of conflicts is not itself a cause for concern – provided that conflicts are disclosed 
and responded to (both individually and collectively) in an appropriate manner. Commonly, 
when a conflict of interest has become an issue, the person concerned has neither taken 
advantage of the situation for their personal benefit nor been influenced by improper personal 
motives. However, their failure to appropriately disclose and manage conflicts can cause a real 
or perceived unfairness. 
 
It is critical to understand that a perception of a conflict can be just as significant as an actual 
conflict. Whether or not the person would actually compromise himself or herself is not the only 
relevant consideration.2 This is the nature of conflicts of interest in the public sector 
environment. A reasonable test would be how the situation would be perceived if it were drawn 
to the public’s attention. 
 

Disclosure is more than technical compliance 
These Guidelines promote full and open disclosure as the foundation of good interest 
management. 
 
It is necessary for members to regularly review their own interests, and to fully disclose them as 
early as possible. This allows all concerned to understand and manage the true nature, extent, 
and potential implications of an interest. Proper disclosure of conflicts of interest errs on the 
side of more disclosure, rather than less. It is also a continual process over the course of DHB 
business, as interests and conflicts often change. 
 

Disclosures need to be actively managed 
Disclosure is only the first step. A board and its members must then consider how they will 
respond to interests that arise. The Office of the Auditor-General states: 

Simply declaring a conflict of interest is not usually enough. Once a conflict of interest has 
been identified and disclosed, the public entity may need to take further steps to remove 
any possibility – or perception – of public funds or an official role being used for private 
benefit.3 

 
Response to a disclosure – that is the board’s action following disclosure – is just as important 
as the disclosure itself. A board acting lawfully must consider what (if anything) it should do in 
the light of a disclosure, both inside and outside the boardroom. Should a member continually 
have ongoing conflicts of interest that prevent the member from participating in a large number 
of board matters, the Chair should considering bringing this matter before the Minister as it is 

 
2 Office of the Auditor-General. 2004. Christchurch Polytechnic Institute of Technology’s Management of Conflicts 

of Interest Regarding the Computing Offered On-Line (COOL) Programme. Wellington: Office of the Auditor-
General, pp 23–4. 

3 Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: 
Office of the Auditor-General, Part 4. 
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likely that the member cannot perform their role to the reasonable expectations of the position. 
Part Two addresses the practical elements of board responses. 
 

Consequences of inappropriate management 
The potential costs and consequences of a conflict of interest not being appropriately managed 
can be serious. These may include cost, time, damage to the reputation of individuals and DHBs, 
contract cancellation, litigation, public and media scrutiny, and criminal investigation. 
 

Relevant legislation 
Most legislative provisions relating to conflicts of interest for DHBs are set out in the New 
Zealand Public Health and Disability Act 2000 (the NZPHD Act). A few sections in the Crown 
Entities Act 2004 (the CE Act) also apply, such as that dealing with the disclosure of interests 
before appointment, however the majority are excluded via the NZPHD Act.4 
 
The NZPHD and CE Acts describe conflicts of interest requirements in a slightly different 
manner. However, the underlying intents are similar. By comparison, there are significant 
differences between the conflict of interest provisions in the Companies Act 1993 and the 
NZPHD Act.5 
 
Members should familiarise themselves with the legislative framework applicable to DHBs. 
Appendix Two lists relevant provisions. 
 

Interpretation 
This section discusses some basic terms that are central to the practical steps in Part Two of this 
document: ‘interest’, ‘transaction’ and ‘conflict of interest’. 
 

Interest 
The term ‘interest’ refers to a non-DHB duty, role or pecuniary interest that has the potential to 
overlap with a member’s DHB role. This might be another public role, but is usually personal or 
private in nature. 
 

Transaction 
Section 6(1) of the NZPHD Act gives the following definition of ‘transaction, in relation to a 
DHB’: 

• the exercise or performance of a function, duty, or power of the DHB 

• an arrangement, agreement, or contract to which the DHB is a party 

• a proposal that the DHB enter into an arrangement, agreement, or contract. 
 

 
4 See clause 36(7), Schedule 3, NZPHD Act: ‘Sections 62 to 72 of the Crown Entities Act 2004 do not apply to a 

DHB’. 
5 For example, section 144 of the Companies Act 1993 outlines a default position which allows interested directors 

to vote as if they were not interested in the transaction, as opposed to the NZPHD Act which has a default position 
of excluding interested members. 
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A wide interpretation of this provision is preferred, which means that ‘transaction’ is potentially 
applicable to nearly everything that a DHB does, including a proposed exercise of a function, 
duty or power. Such an interpretation advances transparency, and is consistent with a good 
practice approach. 
 

Conflict of Interest 
The NZPHD Act uses the term ‘interested in a transaction’ for what is commonly understood to 
be a ‘conflict of interest’. For the purposes of these Guidelines, these two phrases are 
interchangeable. 
 
The NZPHD Act further defines ‘conflict of interest’ in relation to a person and a DHB under 
section 6(1) to include ‘the employment or engagement of the person, or of the person’s spouse 
or partner, as an employee or contractor of the DHB’. 
 
Under the NZPHD Act, a member will be ‘interested in a transaction’ (or have a conflict of 
interest) where a member:6 

a) ‘is a party to, or will derive a financial benefit from, the transaction; or 

b) has a financial interest in another party to the transaction; or 

c) is a director, member, official, partner, or trustee of another party to, or person who will or 
may derive a financial benefit from, the transaction, not being a party that is: 
(i) the Crown; or 
(ii) a publicly-owned health and disability organisation;7 or 
(iii) a body that is wholly owned by one or more publicly-owned health and disability 

organisations; or 

d) is the parent, child, spouse or partner of another party to, or person who will or may 
derive a financial benefit from, the transaction; or 

e) is otherwise directly or indirectly interested in the transaction.’ 
 
In the first four categories, the concern is with the member having some form of direct or 
indirect financial interest in what the DHB is doing. Non-financial interests (and financial 
interests not caught by the first four categories) are included in the fifth category, which should 
be interpreted broadly. 
 
In effect, if a member stands to gain or benefit – whether financially or otherwise, and whether 
directly or indirectly – from what the DHB is doing, then it is likely that a conflict exists. 
 
However, the NZPHD Act notes that a person will not have a conflict where their interest is so 
remote or insignificant that it cannot reasonably be regarded as likely to influence them in 
carrying out their duties. What is remote or insignificant will depend on the circumstances. A 
person is not classed as interested in a transaction simply because they are being paid as a DHB 
board member.8 
 

 
6 Section 6(2)(a)–(e), NZPHD Act. 
7 The NZPHD Act currently defines publicly-owned health and disability organisations as DHBs, the 

Pharmaceutical Management Agency, the New Zealand Blood Service, the Health Promotion Agency, and the 
Health Quality and Safety Commission. 

8 Section 6(3), NZPHD Act. 
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Part two – Practical guidance 
This part sets out guidance on what is ‘good practice’ in recognising, disclosing, and responding 
to both interests and conflicts of interest. 
 
The basis of the approach is that full and early disclosure of interests will make conflicts of 
interest easier to identify, and facilitate earlier opportunities for management, with the end goal 
being a more effective response. 
 
Managing interests and conflicts of interest can be broken down into the following stages: 

• recognising interests and conflicts of interest 

• disclosing interests and conflicts of interest 

• responding to disclosures. 
 
Transactions and interests can change, and new interests/conflicts can arise at any time. 
Members and boards need to ensure they are aware of interests and how they relate to their 
DHB’s transactions. 
 

Recognising interests and conflicts of 
interest 
The first step in managing a member’s conflict of interest is to recognise the interest at hand. 
The member should consider anything from which they may gain real or perceived benefit, 
either financial or non-financial. Some examples of interests members should consider are: 

• shares they own 

• having made a donation or received a gift 

• being an adviser, employee or director of another business or organisation 

• being a member of a professional body 

• their family affiliations 

• any business proposals they are developing. 
 
Consideration of interests is not a one-off exercise. Members should regularly review their 
interests and ensure the board’s interests register is kept up to date. It is the member’s duty to 
ensure the register is kept current. 
 
The next step is for the member to recognise that a conflict arises out of that interest. Early 
recognition, coupled with early and full disclosure, ensures the best chance of effective 
management. Some considerations in particular should be kept in mind. 

• Areas for concern will be at the intersection of overlapping and potentially competing 
interests. 

• Although the NZPHD Act and CE Act frameworks place a particular emphasis on financial 
interests, other interests are significant both legally and ethically. 

• Conflicts of interest are not confined to a commercial transaction such as a tender process or 
contract. Involvement in policy and strategy can also lead to conflicts, often more difficult to 
manage than those arising from confined commercial transactions. 
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• If in doubt, members should consider whether a third party (such as a court or the public) 
would see an issue to exist. Consultation with the board Chair may assist individual 
members. Board Chairs, in turn, may wish to discuss matters with the Deputy Chair. 

 
The practice of identifying conflicts of interest is ongoing. Conflicts of interest can evolve 
through changes in the dimensions of either a transaction or an interest. One appropriate time 
to consider them is upon receipt of a meeting agenda and board papers. 
 

Disclosing interests and conflicts of interest 
These Guidelines promote an ongoing process of full disclosure of interests and conflicts of 
interests at the earliest opportunity. 
 
Disclosing ‘interests’ (typically in positional terms, such as ‘director of XYZ Ltd’), as opposed to 
‘conflicts of interest’, is not expressly required by the NZPHD Act. However, it is recommended 
that such ‘interests’ are in fact disclosed (with regular updates), for the purpose of alerting 
members to potential issues and effectively creating an ‘early warning system’. 
 
The obligation to disclose an interest or conflict of interest is firmly on the member with the 
relevant interest or conflict. 
 
In considering disclosure, it is helpful to address what should be disclosed, when, how, and to 
whom. 
 

What should be disclosed? 
In the case of an interest, the details disclosed should allow an independent observer to 
understand what the member’s interest is, and why and how it might impact on their role on the 
board. 
 
In the case of a conflict of interest, disclosure should enable an independent observer to 
understand the nature of the conflict, and how it could benefit the member (or other parties as 
per section 6(2)(d) of the NZPHD Act) and impact on the member’s role on the board. 
 
A disclosure should also provide relevant information that enables other members to make an 
informed decision about how best to manage the actual or potential conflict of interest, both 
inside and outside the boardroom. 
 
In order to achieve this, members should provide specific information, including (as relevant): 

• the position at issue: that is, the role (eg, manager of finance or director), and its functions 
and duties specifically in relation to the transaction (in case of a conflict) 

• in the case of a conflict, the potential value (direct and indirect) of the transaction to the 
member, if this can be measured 

• the way in which the interest or conflict will or may impact on the performance of the 
member’s DHB role 

• an explanation of any personal benefit – perceived, actual or potential, direct or indirect, 
financial or otherwise – resulting from the transaction 

• historical and contextual information necessary to properly understand the disclosure 

• possible future involvements and benefits. 
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Members should always err on the side of caution and provide more contextual information 
rather than less. This could include historical details indicating their levels of involvement in 
interests or transactions, or could mention possible future interests or conflicts. As mentioned 
above, public perception is an important consideration. 
 
An inclination to withhold information, or to disclose in a confined or narrow way, may indicate 
a reason for concern about the adequacy of the disclosure. 
 
A simple example of a conflict of interest statement made during a meeting could be: 

Mr X declared his conflict of interest in relation to item Y, because he is a director of Z, 
which provides aged residential care services. The conflict arises because even though Z 
does not currently supply services to the DHB, it is considering putting in a tender to the 
DHB. 

 

When should disclosures be made? 
Disclosures should be made at the earliest opportunity. In the case of conflicts, this is required 
by the NZPHD Act,9 which states that: 

A member of a board of a DHB who is interested in a transaction of the DHB must, as 
soon as practicable after the relevant facts have come to the member’s knowledge, disclose 
the nature of the interest to the board. 

 
‘As soon as practicable’ should be literally interpreted: disclosure may take place in between 
meetings, on receipt of agendas for meetings, or at the meetings themselves. 
 
There are several avenues open for disclosure of both interests and conflicts of interest. 
 

Prior to appointment or election 

The first opportunity for disclosure arises before a person becomes a member of a board, as 
follows. 

• In the case of appointment, applicants should disclose interests and conflicts of interest when 
providing information to allow the Minister of Health (or the board, in the case of 
committees) to decide whether to make an appointment.10 

• In the case of election, all candidates must give a statement to the electoral officer that 
discloses any conflicts of interest that the candidate has with the DHB as at the date of the 
candidate’s notice of consent, or states that the candidate has no such conflicts of interest as 
at that date; and discloses any such conflicts of interests that the candidate believes are likely 
to arise in the future, or states that the candidate does not believe that any such conflicts of 
interest are likely to arise in future.11 

First board meeting 

It is good practice to formally disclose those initial interests or conflicts at the member’s first 
board meeting. Members are required to ensure the statement they provide to the Minister or 
electoral officer is entered into the board’s interests register. This enables the board to question 
the nature of the interest where necessary, and provides a minuted record of the disclosure to 
the board. 

 
9 Clause 36(1), Schedule 3, NZPHD Act. 
10 Section 31(1)(c), CE Act. 
11 Clause 6, Schedule 2, NZPHD Act. 
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Ongoing at meetings and outside meetings 

Initial disclosures are not the end of the disclosure process. Disclosure is a continuous process 
as new interests and conflicts emerge over time, and existing interests and conflicts change in 
nature. 
 
DHBs should ensure they have mechanisms which allow: 

• disclosure at any stage between two meetings 

• pre-meeting disclosure (ie, disclosure after an agenda has been set but prior to the meeting 
itself taking place) 

• disclosure at a meeting, whether it is public or ‘in committee’. 
 
All meeting agendas should include standing items to accommodate disclosure and updating of 
both interests and conflicts of interest. 
 

How and to whom should disclosures be made? 
A disclosure should be made in writing where possible and, where writing is not possible, 
verbally and then retrospectively in writing. Recording disclosures in writing ensures a degree of 
transparency; paper trails assist in managing perception, and can help to prevent difficulties of 
recollection if questions arise later. Disclosure must be in both the interests register12 and 
recorded in the board minutes. 
 
Disclosures should be made to a central contact person (see below) and to the board at the first 
meeting following the disclosure. Where it becomes apparent at a meeting that there is a conflict 
of interest, this should be raised at the appropriate points in the agenda (ie, the declarations of 
interest standing agenda item and the item to which the interest or conflict relates). 
 

Central contact person 

DHBs should nominate a central contact person for administering interest matters (eg, a board 
secretary or legal advisor). This person should: 

• be a contact point for disclosure outside of meetings 

• maintain a register recording the nature of members’ interests and conflicts 

• be able to provide input into the development of agendas 

• receive copies of all appointment disclosure statements for elected and appointed members 

• assist the board in establishing and reviewing policies and procedures on conflicts of interest. 
 
A central contact person can implement disclosure procedures such as ensuring that disclosures 
made outside of meetings are communicated to board members before board meetings. 
 

Interests register 

The DHB is required by statute to maintain an interests register for the purposes of recording: 

• any disclosure of interests in transactions13 

 
12 Clauses 36(3) and (6), Schedule 3, NZPHD Act. 
13 Clause 36(1), Schedule 3, NZPHD Act. 
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• the filing of the initial statements from elected and appointed members (made to the 
electoral officer and the Minister respectively)14 

• ‘any relevant change in the member’s circumstances affecting a matter disclosed in that 
statement [which must be] entered in that register as soon as practicable after the change 
occurs’.15 

 
This register should be used to record both interests and conflicts of interest. Record-keeping 
ensures transparency and enables the proactive management of interests. 
 
Registers need to be kept up to date and accurate to be of any use. This requires regular review, 
a process that the central contact person and the board should share. 
 
DHBs should maintain electronic and hard copies of the register (the latter constituting the 
legally required component). Disclosures should then be entered into each, and the electronic 
copy sent out to members with the board papers as a regular reminder. 
 

Responding to disclosures 
Disclosure is not the end of the process. Effective administration of conflicts of interest depends 
on active and appropriate responses. 
 
Responding to a conflict of interest requires a collective effort on the part of the member 
concerned and the other members of the board. Response strategies may range from no action 
at all through to action taken outside the boardroom, such as the member removing him or 
herself from an employment or financial situation. 
 
Chairs have added responsibilities, including the responsibility to ensure that processes are 
followed and that a high standard of care is met. 
 

Proactive steps 
Although management of a disclosure focuses on responding or reacting to disclosures of 
conflicts, proactive steps can also be taken earlier in the process. 
 
The early identification of interests can, in some circumstances, provide an opportunity to 
address potential impacts. For example, if an interest has the potential to attract negative public 
comment, a strategy could be implemented to provide assurance that the board is aware of the 
risk and has a clear plan if the interest does result in a conflict. Under the ‘no-surprises’ 
principle, boards should keep the Minister informed if public comment on a member’s situation 
is likely. 
 
Updating the register and noting in the minutes any deliberate or circumstantial resolution of a 
potential conflict situation may also be appropriate (eg, shares being sold, or a contract ending). 
 

Reactive steps 
The nature of the conflict of interest environment is such that reactive management will be a 
more common strategy. 
 

 
14 Clause 36(6)(a), Schedule 3, NZPHD Act. 
15 Clause 36(6)(b), Schedule 3, NZPHD Act. 
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The first part of any response by the board (to disclosures of both interests and conflicts) should 
include establishing that the nature and extent of the interest or conflict is understood. If not, 
the board should make further enquiries of the member or management in order to obtain the 
information needed. 
 
In instances where the board decides that a situation does not amount to a conflict of interest 
(taking a good practice approach), it is still appropriate to formally record or declare the 
disclosure and assessment.16 
 
At the simplest level, response to a disclosure may involve no more than recording the 
disclosure and requiring the ‘conflicted’ member to leave the relevant part of the meeting. 
 
Any strategy relating to a conflict must comply with clause 36 of Schedule 3 to the NZPHD Act. 
Under this clause, a member of a board who has a conflict (and makes a disclosure of an interest 
in a transaction) must not take part in any deliberation or decision relating to the transaction, 
must not be included in the quorum for any decision or deliberation on the matter, and must not 
sign any document relating to the entry into a transaction or the initiation of the transaction.17 
 
However, a conflicted member of the board may continue to take part in relation to the 
deliberation (but not decision) of the transaction in question if the majority of the other 
members of the board agree.18 The waiver should be used only when absolutely necessary and 
with great caution. The board must be aware of the potential risk that the conflicted member 
could be in a position to disclose information to a third party. 
 
The exemption described above lends itself to situations where a member’s participation in 
discussion is necessary to ensure appropriate information or expertise is made available to the 
board or committee. If that information or expertise can be accessed from a non-conflicted 
person (eg, an external expert or non-board member), the board should carefully consider doing 
so, instead of allowing the conflicted member to participate. 
 
Boards should exercise caution to ensure that use of the exemption does not become common 
practice. They must comply with the requirement to note an exercise of the exemption in board 
minutes, and that the entry in the minutes must also give the majority’s reasons for giving it and 
that what the member says in any deliberation of the board relating to the transaction 
concerned.19 There is also a requirement to list such exemptions in the DHB’s annual report.20 
 
The management strategy adopted will depend on the nature of the disclosure and the way in 
which the conflict of interest impacts on the DHB and its operations. The strategy should: 

• protect the integrity of the board and the DHB 

• protect the integrity of the member concerned 

• manage perceptions which could arise from the conflict 

• preserve valuable and critical inputs into decision-making 

 
16 Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: 

Office of the Auditor-General, para 4.30. 
17 Clause 36(2), Schedule 3, NZPHD Act. Note that the Minister of Health has power to waive or modify this 

provision if the public interest supports such an action, pursuant to clause 37 of Schedule 3 to the NZPHD Act. 
18 Clause 36(4), Schedule 3, NZPHD Act. 
19 Clause 36(5), Schedule 3, NZPHD Act. 
20 Section 42(4), NZPHD Act. 
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• apply beyond the boardroom as appropriate: managing the implication of a conflict may 
involve the DHB in a wider sense and include a transaction that would not usually be handled 
by the board (eg, matters within the sphere of management’s delegated authority) 

• take account of information security: both parties need to recognise the variety of 
communication mediums that need to be monitored, and anticipate any situations in which 
information pertaining to a transaction involving a conflict of interest might be divulged to 
the member concerned. 

 
The detail of any strategy will require careful assessment. Relevant factors include: 

• the type and the extent of the person’s conflicting interest 

• the nature or significance of the particular decision or activity being undertaken by the DHB 

• the degree to which the person’s other interest could affect, or be affected by, the DHB’s 
decision or activity 

• the nature or extent of the person’s current or intended involvement in the DHB’s decision or 
activity 

• the practicability of any options for avoiding or mitigating the conflict 

• the depth of the connection between the interests. 
 
The risk to be assessed is not just the risk of actual misconduct by the particular member or 
official involved. It is also the risk that the DHB’s capacity to make decisions lawfully and fairly 
may be compromised, and that the reputation of the DHB and wider state services may be 
damaged. 
 
In making such an assessment, the board needs to consider how the situation could reasonably 
appear to an outside observer21 and respond accordingly. 
 
Possible strategies, so long as they comply where appropriate with clause 36 of Schedule 3 to the 
NZPHD Act, may include: 

• excluding a member from the matter at issue 

• utilising the clause 36 or 37 exemption process 

• imposing additional oversight or review on the member concerned 

• excluding the member concerned from a committee or working group dealing with the issue 

• re-assigning certain tasks or duties to another member or person 

• reaching an agreement or imposing a prohibition, ensuring that the member concerned will 
not undertake particular actions 

• placing restrictions on access to certain confidential information 

• transferring the member concerned (either temporarily or permanently) to another position 
or task 

• composing media statements and managing media strategy.22 
 

 
21 Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: 

Office of the Auditor-General, para 4.31. 
22 Ibid, paras 4.28 and 4.29 suggests other mitigation strategies. 
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Communication between DHB staff and members is likely to be carefully prescribed in a board’s 
governance rules, to ensure roles and responsibilities are clearly understood. Such regulation is 
particularly important when a conflict of interest situation arises. Members must ensure that 
they do not communicate (and are not perceived to communicate) with DHB staff on any matter 
related to the conflict without prior board approval. 
 
Occasionally a conflict of interest may be so significant or pervasive that the member will need 
to consider divesting themselves entirely of one or the other interest or role.23 In the event that 
such a significant conflict exists, the member should not participate in conflicted activities until 
the conflict is resolved to the satisfaction of the Chair. Ineffective management of the conflict at 
an early stage might have the consequence that the member concerned must withdraw from 
both roles. 
 
In addition, if the nature of an interest or conflict of interest changes, decisions pertaining to it 
may need to be reviewed.24 
 

Recording decisions 
In all cases, a written record should be retained of any decision or strategy taken on an interest 
or conflict. Ideally, such a record should include: the initial facts, the nature of the assessment, 
action taken in response, possible future action to be taken in response and any mitigation 
strategies undertaken. Such written records increase transparency, and ensure that the DHB is 
clearly seen to have recognised and responded to the conflict. 
 

 
23 Ibid, para 4.34. 
24 Ibid, para 4.36. 
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Appendix 1 – Further reading 
Office of the Auditor-General. 2007. Management of Conflicts of Interest in the three Auckland 
District Health Boards. 

Office of the Auditor-General. 2007. Good Practice Guide: Managing conflicts of interest: Guidance 
for public entities. 

Office of the Auditor-General. 2004. Christchurch Polytechnic’s Management of Conflicts of Interest 
regarding the Computing Offered On-line (COOL) Programme. 

State Services Commission. November 2009 (Updated October 2015). Board Appointment and 
Induction Guidelines. 
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Appendix 2 – Relevant legal 
provisions 
Applicable legislation: by group 
Group Act Reference 

Board NZPHD Act Section 6 
Section 42(4) 
Clause 6, Schedule 2 
Clauses 36–40, Schedule 3 
Clause 6, Schedule 4 

 CE Act Section 31 

Delegates NZPHD Act Section 6 
Clauses 39–40, Schedule 3 

Statutory advisory committees: 
• community and public health advisory committees 
• disability support advisory committees 
• hospital advisory committees 

NZPHD Act Section 6 
Clause 6(3), Schedule 4 
Clauses 38–39, Schedule 4 

Other committees NZPHD Act Section 6 
Clause 38, Schedule 3 
Clauses 38–39, Schedule 4 
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Appendix 3 – Good practice 
The good practice approach to conflict management has three elements. These are further 
explained below. 

 
 

The legal dimension 
Good faith and integrity are not just aspirations of good practice, but legal requirements.25 
 
Applicable legislation, which includes statute and other law, prescribes certain minimum 
standards and processes that must be met and followed. These include collective duties owed to 
the Minister,26 and individual duties owed to the Minister and the DHB.27 
 
Individual duties of board members include duties that each board member must, when acting 
as a board member: 

• ‘... act with honesty and integrity’28 

• ‘... act in good faith and not pursue his or her own interests at the expense of the entity’s 
interests’.29 

 
In addition to these statutory obligations, members are increasingly seen as owing fiduciary 
duties: obligations to act in the best interest of dependant parties. Such a duty exists in 
relationships where one party places a special trust, confidence and reliance in the other in 
exercising discretion or expertise on their behalf. 
 

 
25 Refer to Appendix Two for relevant legal provisions as set out in the NZPHD Act and CE Act. 
26 Section 58, CE Act. 
27 Sections 26 and 59, CE Act. 
28 Section 54, CE Act. 
29 Section 55, CE Act. 

Legal

Ethical

Good Practice
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The ethical dimension 
Regardless of whether any legal requirement applies, a conflict of interest will always involve 
ethical considerations.30 
 
Failure to meet appropriate ethical standards in connection with conflicts of interest is open to 
criticism on the grounds that the conduct falls short of the ethical standards expected of those in 
public office. This will not necessarily involve a legal breach. 
 
The Office of the Auditor General specifies integrity, honesty, transparency, openness, 
independence, good faith, and service to the public as the values and ideals within which public 
business ought to be conducted.31 Any decision-making in regard to conflicts of interest should 
be conducted in line with these principles. 
 

The ‘good practice’ dimension 
‘Good practice’ entails and extends the legal and ethical dimensions described above. 
 
‘Good practice’ – sometimes referred to as best practice – is what boards and members should 
adhere to in order to meet appropriate standards. Good practice refers to the way in which a 
board meets ethical and legal requirements. 
 
Good practice has two elements: appropriate processes and systems must be in place, and 
boards and board members must adopt a common sense and precautionary approach. 
 

 
30 Office of Auditor-General. 2004. Christchurch Polytechnic’s Management of Conflicts of Interest regarding the 

Computing Offered On-Line (COOL) Programme, p 24. 
31 Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: 

Office of the Auditor-General, p 15. 
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Report

April
2017

In focus: Compassion, dignity and respect

PATIENT EXPERIENCE
Summary Report: Capital and Coast District Health Board

34

Respect matters

Four in 10 in-patients
(43%) say that being treated with 

compassion, dignity and respect is
one of the three things that makes

the most difference to their care
and treatment.

How do we rate?
Out of all the dimensions we measure, 
our patients give us the highest ratings 

for compassion, dignity and respect, 
with nearly nine out of 10 (87%) rating 

out performance as ‘very good’ (8-10 on 
a 10-point scale).

very good (8-10) moderate (5-7) poor (1-4)

Whilst most inpatients tell us 
their views were taken into 
account and respected, a small 
but significant minority (15-18% or 
one in six patients) say that this 
was not always the case.

Views taken into account and respected

Doctors n=3302; Nurses/midwives n=3218 *Other 
(Physiotherapists, social workers, occupational 
therapists, speech language therapists, radiographers or 
dieticians) n=1500

“The nurses who attended to me were 
excellent and I hold them in the highest 
regard...They spent considerable time 

with me and nothing was any bother to 
them.  They treated me with professionalism, 
dignity, respect and true feeling which I have 
not witnessed in nursing staff for a long 
time. Almost angels in uniform” [Rated very 
good 8-10]

Most patients say they had 
someone they could talk 
to about worries fears or 
concerns they had about 
their condition or treatment. 

Someone to talk to about worries or fears

There has been no change on either of 
these measures between 2016 and 2017

n=3213

How patients were treated

23%

24%
53%

n=1913

How are we doing?

How patients rate what matters
Respondents to the CCDHB Patient Experience Survey are asked to nominate three 
things they feel make the most difference to their care and treatment. They are then 
asked to rate CCDHB’s performance on the three things that are most important to 
them, on an 11-point scale where 0 is `poor’ and 10 is `excellent’..

The graph below ranks the dimensions of care in order of what matters most to 
patients and shows how they think we are doing on each of those dimensions. The 
percentages of patients who say that each dimension makes a difference to their 
care and treatment are listed next to each. 

This report is prepared independently by Point and Associates Limited. 

For more information on the patient experience survey, please contact 
Catherine Gibson feedback@ccdhb.org.nz or (04) 806 0724

Very good and excellent ratings
More than 11,900 patients have responded to our patient experience survey over 
the past four years. Almost nine out of 10 of these rate our care as ‘very good’ or 
‘excellent’.

62%
43%
40%
37%
30%
22%
20%
13%
10%
7%
7%
2%

Doctors Nurses/ 
Midwives

Other*

There has been a one-
percentage point 

improvement for both 
doctors and nurses/midwives 
since the same period in 2016. 
The differences are significant

yes, definitely

to some
extent

no

3%

25%

72%

84 83 83

14 15 15

2 1 3

yes, often sometimes no

With empathy and 
compassion 79%

With dignity and 
respect 84%

Eight out of 10 
patients tell us 
they are always 
treated with 
empathy and 
compassion, 
dignity and 
respect.

87%

9%
3%

87%

n=3525n=3450

“[The 
team] didn’t listen 

to me when I told them about 
my headaches and my other pain, 

therefore it was left for 5 days and I 
almost went home with severe pain 

without being helped.” [Rated 
poor 0-4]

[What went well] “Being asked before 
a treatment began. Being kept clean 
and covered. Spoken to in a kind, gentle 
manner. Listening to how I was feeling 
and then responding in an appropriate 
way.” [Rated very good 8-10]

“Physiotherapist 
largely ignored me. Ignored 

my feeling and fears. Discharged me 
when I was not ready, in a lot of pain, 

and unable to care for myself.” 
[Rated poor 0-4]

“On the third day of my stay I was 
found crying on my bed by one of the 
midwives on duty. She comforted me 
and made sure I got the care I needed. 
She took the time to talk to me about 
my problems and worries.” [Rated very 
good 8-10]

“When I became very distressed 
several nurses assisted me; they were 
empathetic, comforting me, asked me 
what was wrong and responded with 
understanding and empathy when I 
explained, and reassured me when I 
asked questions. They also found my 
friend to comfort me, and understood I 
needed her to support me through my 
hospital stay.” [Rated very good 8-10]

6
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40
8

18
9
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17
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22

11
27

15

76
87
86

75
74

76
77

71
61

84
34

78

Communication (discuss care and treatment)
Treated with compassion, dignity and respect

Confidence about the quality of care & treatment
Consistent and coordinated care while in hospital

Getting good information
Involvement in decisions about health and care

Managing pain and nausea
Cleanliness and hygiene

Co-ordination between hospital, home & services
Enabling whānau, family and friends support

Food and dietary needs
Values, beliefs and cultural needs met

Poor Moderate Very Good

36 36 39 36 35 35 36 35 37 35 27 27

52 51 47 54 51 52 49 53 56
50 61 58
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Te Haika 
1 April – 1 May 2017 data 

 

 

• Operates 24/7, 365 days 

• Triaging crisis and acute calls 

• Managing referrals to MHAID services for Wairarapa, 

Hutt Valley and Capital and Coast DHBs 
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3DHB Data for Te Haika 1 April – 1 May 2017 

Referrals = 1145 

931 

153 

26 35 

CCDHB HVDHB WDHB Other DHB

Domicile DHB 
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Ethnicity 

871 

193 

81 

Other Maori Pacific

Ethnicity 
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Ethnicity 

Other 
76% 

Maori 
17% 

Pacific 
7% 

Ethnicity % 
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Ethnicity breakdown of referrals received by DHB 
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Referral Outcome April 2017 
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Mental Health, Addictions & Intellectual Disability Service 3DHB
Balanced Score Card -  March 2017

(FY 2016/2017)Execution DateTime: 21/04/2017  16:15:34

Local/Sub-Regional Services Te Korowai-Whāriki MHAID 
3DHB

Patient Experience Target WDHB HVDHB CCDHB Forensic & 
Rehab ID Services Mar-17 Total YTD

28 Day acute readmissions rate - adult acute units (%)¹ 10% NA 4% 15% NA 9% 13%

Long-term consumers with a current wellness plan(%)² 95% NR 68% 41% 32% 44% NA NA

Better help for inpatient smokers to quit (%) 95% NA 100% 88% 100% NA 92% 93%

HoNOS compliant inpatient discharges - matched pairs (%) 80-100% 70% 56% 18% NA 56% 63%

HONOS compliance - Community  (%) 80-100% 74% 58% 61% 20% 33% 58% 56%

Consumer death by suspected suicide (n) 1 3 2 0 0 6 22

SAC 1 & 2  (n) 1 3 4 0 0 8 29

All reportable events (n) NA 4 33 107 105 97 346 3250

Medication errors (n) 0 4 3 5 0 12 147

Complaints (n) 0 6 9 1 1 17 141

Complaints resolved within 30 days  (%)¹ 100% NA 67% 33% 50% 0% 44% 57%

Health & Disability Commission Complaints (n) 0 4 3 0 0 7 18

Compliments count (n) 0 0 3 0 0 3 17

Personal restraints count (n) 0 4 13 3 5 25 271

All consumers under Section 11 to Section 15 (n) 10 34 96 15 NR 155 1210

All consumers under Compulsory Treatment Order (n) NA 40 104 421 91 8 664 1687

Maori under Community Treatment Order (n) 19 26 109 34 4 192 509

Seclusion hours  per 100,000 pop 57.36 24.53 9.52 4.37

Seclusion hours  per 100,000 pop - Maori NA 335.00 118.76 0.00 0.58 NA NA

Seclusion hours  per 100,000 pop - Pacific 0.00 123.27 0.00 0.00

Healthy Workforce Target WDHB HVDHB CCDHB Forensic & 
Rehab ID Services Mar-17 Total YTD

Staff turnover(Headcount)-YTD average annualised(%)¹ 8-10% 10% 19% 10% 10% 12% NA 12%

Sick leave (%)¹ 2-4% 2.0% 2.6% 2.6% 4.7% 5.5% 3.5% 3.8%

Staff with annual leave > 200 hours (n)¹ NA 3 46 157 79 54 339 NA

Physical assaults on staff (n) 0 0 11 5 9 25 176

Performance appraisals completed (%)¹ 100% 24% 9% 26% 47% 23% 28% 29%

Financial Target WDHB HVDHB CCDHB Forensic & 
Rehab ID Services Mar-17 Total YTD

Operating (actual) costs ($'000) 503 2,230 6,619 2,302 1,148 12,802 107,964

Personnel including outsourced ($'000) 333 1,706 4,504 2,197 1,097 9,837 82,703

Overtime hours (%) NA 1.4% 2.1% 4.1% 3.2% 4.3% 3.5% 2.8%

FTEs - actual 36 160 530 300 141 1,167 NA

FTEs - vacancies¹ NR NR NR NR NR NR NA

Key
Mental Health & Addiction Services Benchmarking Programme KPI

National health target

Health Quality and Safety Commission KPI

MoH performance measure or Maori Health Measure

Key Issue

Alert

Good News

¹ One month lag

² Different measures so not comparable

³ Rolling year, 3 month lag (MoH Report)

NR Not reported, under development 

NA Not applicable

* Not comparable with 3DHB measure 

 Increased compare to previous month

 Decreased compare to previous month

Local/Sub-Regional Services Te Korowai-Whāriki MHAID 
3DHB

Productivity Target WDHB HVDHB CCDHB Forensic & 
Rehab ID Services Mar-17 Total YTD

Access rate  (%)³ 3% 5% 4% 3% NA 4% NA

Acute Adult Inpatients ALOS (days) 14-21 13 19 16 9

ALOS Adolescent Unit (days) 20 20

ALOS Psychogeriatric Unit (days)  54 NA 48

ALOS Eating Disorders Inpatient Unit (days) 51 21

ALOS Regional Rehabilitation Units (days) NA NA 512 NA 417

ALOS Adult Forensic Inpatient Units (days) 205 184

ALOS Adult  Intellectual Disability Unit (days) NA 564

ALOS Youth Intellectual Disability Unit (days) NA 557

Adult Inpatient Units Occupancy (%) 85% 81% 92% 87% 88%

Adolescent Unit Occupancy (%) 69% 70%

Psychogeriatric Unit Occupancy (%) 91% NA 86%

Eating Disorders Unit Occupancy (%) 65% 70%

Regional Rehabilitation Units Occupancy (%) NA NA 102% NA 95%

Adult Forensic Inpatient Units Occupancy (%) 88% 96%

Adult Intellectual Disability Unit Occupancy (%) NA 68% 75%

Youth  Intellectual Disability Unit Occupancy (%) 83% 75%

Pre-admission community care (%)¹ 75-100% NA 9/15 8/18 17/33 259/470

Post-discharge community care (%)¹ 90-100% 23/36 31/42 NA 54/78 487/777

Consumer related time - child and youth (%)¹ 30-40% NR NR 24% 14% 23% 22%

Consumer related time – adults (%)¹ 35-40% NR NR 18% 5% 20% 17% 18%

Community treatment days per quarter (days)¹ 10-20 NR NR 3 2 3 3 3

Wait-time < 3 weeks - child and youth (%)³ 80% 80% 36% 51% 98% NA 54%

Wait-time < 8 weeks - child and youth (%)³ 95% 94% 67% 83% 100% 81% NA

Wait-time < 3 weeks – adult (%)³ 80% 81% 79% 55% 97% 46% 71%

Wait-time < 8 weeks - adult (%)³ 95% 97% 96% 87% 99% 90% 93%

Community DNA rate (%)¹* 7% 7% 6% 2% 1% 6% 8%

Community DNA rate - Maori (%)¹* NA 10% 15% 8% 2% 11% 9% 10%

Community DNA rate - Pacific (%)¹* 0% 13% 7% 6% 0% 9% 10%

Case load consumer participation in last 90 days (%) 95% 97% 84% 87% 75% 90% 87% 87%
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* As the National Mental Health and Addiction Service KPI Program specifications for pre admission and post discharge do not apply to district health boards without an inpatient unit, 

these indicators are not reported for Wairarapa DHB in the MHAIDS 3DHB Balanced Score Card (BSC). As defined above, local indicators have been developed and are reported with a one 
month lag which allows time for the post discharge contact to occur and be recorded. This is consistent with the Hutt Valley and Capital and Coast DHB indicators reported in the BSC. 

 
 

Te-Upoko-me-te-Whatu-o-Te-Ika 
Mental Health, Addictions & Intellectual Disability Service 3DHB 

 

March 2017 Pre Admission and Post Discharge Contact - Wairarapa site* 

 

 

 

 

 

 

Pre-admission contact 
 
Numerator: Number of acute adult IP admissions occurring during the reference period for 
which service user participation contact is recorded in the seven days preceding the 
admission but not on the day of admission. 
 
Denominator: Admissions to Te Whare Ahuru and Te Whare o Matairangi when the client is 
a current client on the Wairarapa DHB community mental health service case load with a 
referral open for at least 7 days prior to the admission.  
 
Exclusions: Planned admissions as a result of non-acute treatment requirements are 
excluded, for example overnight admission for electroconvulsive therapy. 
 

Post - discharge contact 
 
Numerator: Number of in-scope, overnight, acute adult IP discharges occurring during the 
reference period for which service user participation contact is recorded within seven days 
of discharge but not on the day of discharge. 
 
Denominator: Discharges from Te Whare Ahuru or Te Whare o Matairangi where there is 
an open Wairarapa community mental health team referral.  
 
Exclusions: Planned admissions as a result of non-acute treatment requirements are 
excluded, for example overnight admission for electroconvulsive therapy. 
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Aim to give every Pacific child and young person the 
best start in life

Indicator Target Performance
Newborn enrolment in general practice by 3 
months (Q1 16/17) ≥98% 87%

Full or exclusive breastfeeding at 3 months
(Jan-June 2016)

≥60% 49%

Infants who receive all five WCTO core 
contacts in their first year of life (2015) ≥95% 56%

New referrals to Public Health Nurses in 
primary/intermediate schools (14/15) ≥510 510

Infants fully immunised at 6 months 
(Q3 16/17)

≥95% 87% (86%)

Infants fully immunised at 8 months 
(Q3 16/17)

≥95% 95% (93%)

Two year olds fully immunised (Q3 16/17) ≥95% 94% (95%)

5 year olds fully immunised (Q3 16/17) ≥95% 94% (96%)

Year 7 children provided Boostrix vaccination 
in schools in the DHB (14/15) 70% 93% 

Year 8 girls vaccinated against HPV (final 
dose) in schools in the DHB (15/16) 70%

68% (83%)

Enrolled pre-school and primary school 
children overdue for their scheduled 
examinations (2016)

10%
7% (12%)

Pre-school children enrolled in dental 
services (2016) 95% 86%  (87%)

% caries free at 5 years of age (2016) 69% 39%  (41%)

Mean number of decayed, missing, filled 
teeth (DMFT) at Year 8 (2016) 0.67 1.07 (1.12)

Eligible children receiving a B4 School Check 
(Mar 16/17)

90% 61% (89%)

Children with BMI>98th percentile referred 
to a registered health professional
(Q3 16/17)

95%
65%

Support Pacific People to access Mental Health and 
Addiction Services

Indicator Target Performance
Access to DHB alcohol and drug 
services (14/15) 1.03% 

(Total NZ)
0.54%

Access to specialist MH&A services 0-
19yrs (Q2 16/17) 5.49% 3.02%

Access to specialist MH&A services 
20-64 (Q2 16/17) 5.56% 3.65%

Access to specialist MH&A services 
65+ (Q2 16/17) 1.02% 1.03%

Support Pacific people with disabilities to have better 
access to services they need

Approach

• We will develop a work programme with the 3DHB Disability Unit
• We aim to consider the care coordination review of Pacific peoples 

with disability access to care coordination services

Pacific people are encouraged to eat healthy and stay 
active

Approach

• The ‘Catalyst’ Pacific radio programme will develop a 
comprehensive key messages campaign on information that will 
support Pacific people to make lifestyle changes

• A review is underway by SIDU of available and well evidenced self 
management programmes for Pacific People with long term 
conditions

• We will work towards ensuring Pacific people who are eligible to 
have their CVD risk assessment completed

Support Pacific people to actively utilize health services

Indicator Target Performance
% of eligible women screened in the last 2 
years (breast cancer), 50-69 yrs (16/17) 70% 72% (69%)

% of eligible women screened in the last 3 
years (cervical  cancer), 25-69 yr (Q2 16/17) 80% 67% (68%)

% of people offered brief advice to quit 
smoking in primary care (Q2 16/17) 90%

87% (84%)

% of hospitalised smokers receiving advice 
and help to quit smoking (Q2 16/17) 95% 91% (92%)

% of PHO enrolled population that is 
recorded as a current smoker

14.9%

Cardiovascular risk assessment completion
(Q2 16/17)

>90% 88% (89%)

% of Pacific people with diabetes 8.6% (9.1%)

COPD hospitalisation rate per 100,000
Age Standardised 2015

4.31

CVD hospitalisation rate per 100,000
Age Standardised 2015

19.87

Outpatient ‘did not attend’ rate
(Q2 16/17 DSU)

<6% 16.2%

GP utilisation rate (Mar 2017) 0.65 (0.72)

Nurse utilisation rate (Q2 16/17) 0.26 (0.30)

CCDHB Pacific Health (incorporating Annual Plan/Toe timata le upega/Ala Mo’ui key performance indicators/measures  as at 2016/2017

Reducing ethnic disparities in health and Workforce 
development

Indicator Target Performance
Amenable mortality rate per 100,00
Age Standardised

n/a 180

Ambulatory sensitive hospitalisation 
ratio 0-4 yrs (Q1 16/17) <100% 188% (179%)

Ambulatory sensitive hospitalisation 
ratio 45-64 yrs (Q1 16/17) <100% 220% (208%)

Pacific representation in the CCDHB 
workforce n/a

1 2

3

4

5

Target Achieved Increase since last quarter 
indicating reduced performance

Within 10% of target Decrease since last quarter 
indicating reduced performance

10-20% from target Decrease since last quarter 
indicating reduced performance

> 20% from target No change since last quarter
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