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Auditor-General’s overview
Health is important to New Zealanders personally and collectively. Demands on
our health services are increasing, driven by causes such as an ageing society and
the rising prevalence of long-lasting health conditions. The health budget was
$14.655 billion in 2013, so it is important that services are designed and delivered
without unnecessary waste.
To support eﬀective and eﬃcient design and delivery, changes to encourage
regional services planning were introduced into the health sector in 2011. The
expectation was that the separate district health boards would plan together
to deliver services to reduce service vulnerability, reduce costs, and improve the
quality of care.
In the health context, there are four regions – Northern, Midland, Central, and the
South Island. Their populations range from about 850,000 to 1.7 million people.
This report describes how well regional services planning is working in practice.
The work was part of my theme for 2012/13, Our future needs – is the public sector
ready?

Some signs of success, but not as much progress as expected
The Ministry of Health and district health boards have put eﬀort into creating the
conditions for success. Collaboration within and between district health boards
has increased. It has worked best where there was a combination of trust, good
leadership, ﬁnancial incentives, and a strong common cause.
The work of regional shared services agencies and Health Beneﬁts Limited is
producing savings, and regions are collaborating to save money through collective
buying. With capital investment, the national arrangements to approve large
projects are improving. The planning of information technology systems to
support health care delivery is now more co-ordinated.
There is a small but growing number of regional clinical and service initiatives under
way. However, regional services planning is not yet business as usual for some.
Overall, I expected to see more – more tangible examples of services that were
planned regionally rather than at a district level, and more evidence that the
expected beneﬁts were emerging.

Challenges that need to be overcome
In 2009, Cabinet noted that it could take up to three years for the beneﬁts of
regional planning to be realised. In 2013, my staﬀ found the Ministry of Health
had not been systematically monitoring and quantifying the beneﬁts achieved
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by regional services planning. A lack of baseline information means that the
contribution of regional services planning to reducing service vulnerability,
reducing costs, and improving the quality of care is unproven.
In my view, the Ministry needed to do better in setting the direction for district
health boards and in providing guidance. District health boards do not consider
that enough attention has been given to deﬁning the long-term national,
regional, and local components of the health system. More work needs to be done
in integrating and streamlining the diﬀerent levels of planning work carried out by
district health boards.
When my staﬀ looked closely at capital planning, they learned that there is a
shortage of people with the right skills to support good governance of capital
projects. This was particularly acute in business case development and in
supporting board members throughout the health sector.
Good planning requires good information, based on data that is complete, reliable,
consistent, and comparable. My staﬀ found a wide range of problems when
they looked at how data is used in planning services. The data we looked at was not
always consistent, complete, or comparable – but this is important for planning and
reporting purposes. Some well-known and systemic problems need to be resolved to
ensure that data can form a sound basis for planning and decision-making.
My staﬀ expected and looked for evidence of outcomes that would not have
happened without regional services planning. However, much of the evidence
the health sector entities provided as signs of success was about getting ready to
deliver outcomes. This report reﬂects those diﬀerent expectations about pace.
I make seven recommendations to help the Ministry of Health and district health
boards as they continue with regional services planning. I expect to follow up on
their progress in early 2016.
I thank the many people in the Ministry, National Health Board, Capital
Investment Committee, regional planning support groups, and district health
boards for their help and co-operation.
Lyn Provost
Controller and Auditor-General

12 November 2013

Our recommendations
Recommendation 1: We recommend that the Ministry of Health and district
health boards work together to achieve good governance of capital investment, by
ensuring that decision-makers can:
t get strategic advice at an early stage on capital projects; and
t get support at crucial decision points.
Recommendation 2: We recommend that the Ministry of Health and district
health boards work together to improve the quality of data for planning and
reporting, by exploring whether our overall ﬁndings on data quality apply to other
information collected to inform decision-making.
Recommendation 3: We recommend that the Ministry of Health and district
health boards work together to report on how they will improve the quality of
data used for planning and reporting.
Recommendation 4: We recommend that the Ministry of Health reﬁne the
guidance on Faster Cancer Treatment indicators to remove ambiguity about the
deﬁnitions.
Recommendation 5: We recommend that the Ministry of Health and district
health boards discuss and agree how to apply the deﬁnitions of the Faster Cancer
Treatment indicators consistently, so that indicators are comparable between
district health boards.
Recommendation 6: We recommend that the Ministry of Health and district health
boards work together to review, amend, and improve the timing and content of the
Ministry’s regional services planning guidance for district health boards so that
the guidance is:
t provided within a time frame that enables regional services plans to inform
other plans that district health boards need to prepare; and
t more in line with the intended eﬀects of regional services planning.
Recommendation 7: We recommend that the Ministry of Health and district
health boards work together to prepare an evaluation framework and use it to
work out whether regional services planning is having the intended eﬀects.
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Glossary

Assessment,
Treatment, and
Rehabilitation (AT&R)

We use this term to mean beds in a hospital setting where patients
are not suﬀering from an acute illness or disease, but cannot return
home until they have had their needs assessed (and a plan to
manage those needs has been put in place). Before leaving, they may
need some ongoing medical treatment after surgery, or therapy to
enable them to resume some normal daily living tasks. Most AT&R
beds in the health system are used for patients over 65.

Bariatric surgery

One of several types of weight loss surgery performed on people who
are dangerously overweight, to restrict or reduce food intake and or
absorption.

Clinical pathway

There are many deﬁnitions but, in the context of this report, we
mean a “road map” for a patient through the health system, which
is informed by clinical evidence about what will work best for them.
Pathways are used to manage quality by standardising processes.

Clinical protocols

Guidelines based on evidence that help to inform clinical decisions
on diagnosis and treatment. Protocols are another tool to help
standardise medical care, improve quality, and reduce risk to patients.

Clinical threshold

A set of criteria that a patient must meet, or exceed, before they can
access a service or procedure. It should mean those with the best
possible clinical outcomes are selected for a given treatment. It can
also be a way of rationing scarce resources. A clinical threshold can
also be the amount of measurable improvement expected from a
clinical procedure.

Elective surgery

Surgery that is planned well before it takes place because it does not
involve a medical emergency.

E-referral

An electronic way of making referrals, usually from primary health
care, such as GPs to a hospital. Has advantages over paper-based
referral, such as less duplication of data input and less likely to get
lost.

Imaging

The collective term used to describe images such as X-rays, computed
tomography (CT scans), ultrasound scans, and magnetic resonance
imaging (MRIs).

Model of care

A systematic way of thinking that brings together people, processes,
and specialisations to improve the eﬀectiveness, eﬃciency, quality,
and safety of the patient’s care. It proposes where services will be
provided, who will be involved in care delivery, and how care will
be delivered. The aim is to make sure high-quality services can be
delivered sustainably.

Primary health care

The professional health care received in the community, usually from
a general practitioner or practice nurse. Primary health care covers
a broad range of health and preventative services, including health
education, counselling, disease prevention, and screening.

Sub-regional working

More than one of the district health boards in a region working
together.
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Tertiary hospital

A major hospital that provides consultant-led care throughout most
specialist and sub-specialty services. Tertiary hospitals are unlikely
to need to transfer patients elsewhere for specialist care, including
major trauma and specialist surgery, like heart surgery.

Workstream

The organisation of various distinct, and often unrelated, work
groups around a common purpose – for example, bringing together
managers and clinical staﬀ to plan improvements in the health of
older people.
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Figure 1
Map of the four health sector regions and their district health boards
District health boards are grouped into four regions – Northern, Midland, Central, and the South
Island. The regions’ populations range from about 850,000 to 1.7 million people.
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Part 1
Introduction
1.1

In this Part, we discuss:
t the purpose of our audit;
t the context for regional services planning;
t the intended eﬀects of regional services planning;
t how regional planning works in the health sector; and
t how we carried out our audit.

The purpose of our audit
1.2

In our annual plan for 2012/13, we proposed to audit the leadership that the
Ministry of Health (the Ministry) provides to district health boards (DHBs) in
co-ordinating asset management throughout the health and disability sector
and integrating it with service delivery, including how this aﬀects how DHBs
manage assets.

1.3

In scoping our work, we saw that models of service delivery were being
reconsidered to help ensure the future sustainability of the health and disability
system. DHBs were being encouraged to collaborate regionally and sub-regionally
where it made sense to do so (see Figure 1). This policy would inform DHBs’ longterm investing in major assets, such as hospitals.

1.4

We learned that regional services plans would be strategic documents setting
out changes in service delivery, and would increasingly inﬂuence decisions about
capital investment. Therefore, we decided to look at the leadership the Ministry
was giving to DHBs on regional services planning and what that planning was
intended to achieve.

1.5

We maintained a focus on service delivery, capital investment, and the availability
of good quality data that would support decision-making in those aspects.

The context for regional services planning
1.6

The Appendix shows the present structure of New Zealand’s health and disability
sector, the major public entities in the sector, and the relationship between those
public entities.

1.7

In 2009, a Ministerial Review Group (the Review Group) reported to the Minister
of Health (the Minister) through a report called Meeting the Challenge: Enhancing
Sustainability and the Patient and Consumer Experience within the Current
Legislative Framework for Health and Disability Services in New Zealand.1

1

The report is available at the Ministry of Health’s website, www.moh.govt.nz.
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1.8

The Minister asked the Review Group to identify what would:
t improve performance and quality in health and disability services;
t improve the health system’s capacity to deliver services; and
t increase spending to support frontline care by reducing back-oﬃce costs.

1.9

The Review Group reported that:
Unless we change the way services are provided, it will become increasingly
diﬃcult to meet public expectations for improved service within a sustainable
funding growth path.

1.10

Simply put, as a country, we would not be able to aﬀord New Zealanders’ future
health needs if nothing changed. The Treasury’s 2013 report on long-term
government ﬁnances showed that health care spending is projected to grow from
6.8% of Gross Domestic Product in 2010 to 10.8% in 2060.2

1.11

The Review Group’s report highlighted many opportunities to:
t reduce costs by reducing fragmentation and duplication of services (which had
arisen because of having 20 autonomous DHBs);
t reduce variations in the quality of care and access to elective (planned) surgery
between DHBs and within regions;
t reduce the risk of some “vulnerable services” collapsing;3 and
t prevent local interests of individual DHBs taking inappropriate priority over
regional or national planning.

1.12

The Review Group proposed changes to:
t encourage changes in culture and ways of working in DHBs, including better
integrating primary care and hospital-based care; and
t introduce national support structures to help reduce waste, improve safety and
quality, and enhance clinical and ﬁnancial viability.

1.13

In response, the New Zealand Public Health and Disability Act 2000 was amended,
and new planning regulations came into force on 1 June 2011. Among the Review
Group’s recommendations that were put in place were:
t setting up the National Health Board (NHB), supported by specialist advisory
committees to deal with matters such as workforce, information services, and
capital investment;
t requiring DHBs to plan sub-regionally or regionally;

2

The Treasury (2013), Aﬀording Our Future: Statement on New Zealand’s Long-term Fiscal Position, available at the
Treasury’s website, www.treasury.govt.nz.

3

Usually, services are vulnerable because of not having enough specialist staﬀ. However, services can be
vulnerable because of circumstances, such as many staﬀ retiring over a short time, being in an isolated area, and
overall skill shortages.
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t DHBs putting in place the governance and support arrangements to deliver
those plans; and
t the Minister acquiring the power to direct DHBs on matters to do with
delivering regional services.
1.14

The Review Group found a strong consensus in the health sector about making
the DHB model work better. Regional services planning was introduced into a
complex system as an alternative to structural change for the 20 DHBs. Funding
and governance arrangements were kept much as before, which oﬀered stability
to the sector. The Review Group saw advantages, in that DHBs could get regional
planning under way immediately, without losing time and eﬀort that might
otherwise have gone into restructuring.

1.15

However, the Review Group was not certain that the changes it recommended
would take the sector “far and fast enough”. Based on a Review Group
recommendation, Cabinet agreed to a review of the DHB model within three
years. This would assess:
… whether more fundamental reform will be needed to create strong enough
incentives for eﬃciency and to enable the sector to lift its performance within a
more sustainable growth track.

Intended eﬀects of regional services planning
1.16

Regional services planning requires DHBs to work together, and with other health
providers, in a more integrated way. The regional services plans outline how DHBs
will plan, fund, and deliver services regionally to:
t reduce service vulnerability;
t reduce cost; and
t improve quality of care.

1.17

The Ministry’s guidance is that it is up to DHBs to plan services, but, in doing so,
they must consider what services are appropriate and ﬁnancially sustainable for
the size of the region’s population.
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How regional planning works in the health sector
1.18

The NHB is responsible for:
t funding and monitoring DHBs and overseeing their planning (such as annual
funding and planning rounds, including regional services planning);
t bringing together various aspects of the health delivery system (information
technology, facilities, planning) so that they work together in a way that will
meet health service needs;
t providing guidance on which services should be planned, funded, and provided
nationally, regionally, and locally, and how that should change over time; and
t ensuring that regional services planning is in line with decisions about capital
investment and workforce capacity.

1.19

The NHB is supported by a dedicated business unit within the Ministry. In this
report, we refer to the Ministry unless we speciﬁcally mean the NHB.

1.20

Specialist committees support the NHB. In this report, we refer to:
t the Capital Investment Committee (CIC), for capital investment decisionmaking;
t the National Health Information Technology Board (NHITB), for information
technology investment; and
t Health Workforce New Zealand (HWNZ), for health workforce planning.

1.21

We also refer to Health Beneﬁts Limited (HBL). This is a Crown company set up
to work with the health system to achieve $700 million of savings in its ﬁrst ﬁve
years by reducing administration and support costs.

National Health Board regional services planning guidance
1.22

The Review Group’s report in 2009 was followed by the Health Sector Framework
2010.4 This contains an outline of the intended legislative and regulatory changes
following on from the Review Group’s report. The framework envisages that the
Ministry will prepare resources (such as planning templates and guidelines) to
help DHBs reduce the costs of planning, and to better integrate health planning at
diﬀerent levels of the health sector.

1.23

The Ministry has taken an evolutionary approach to introducing regional
services planning since the New Zealand Public Health and Disability (Planning)
Regulations 2011 came into eﬀect on 1 June 2011. The Ministry publishes an
annual guidance document to guide DHBs on the minimum content of regional
services plans, based on the regulations. The guidance is detailed, and regions are
able to include more information if they wish.

4

The Health Sector Framework is available at www.nationalhealthboard.govt.nz.
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1.24

The Ministry did not issue regional services planning guidance in 2011/12 as part
of the overall planning pack for DHBs.5 Instead, guidance was given:
t in a letter;
t by way of conversations with DHBs; and
t through aspects of the operational policy framework document (a set of
business rules and policy guidelines by which all DHBs must work).

1.25

The ﬁrst regional services plans were prepared in 2011/12. That year was seen as
a “transitional year”, given that the regulations requiring regional services plans
came into eﬀect only a few weeks before the start of 2011/12. The Review Group’s
report and subsequent Cabinet papers saw a focus on planning and funding
vulnerable services as a priority for the content of the ﬁrst-year regional services
plans, and this was reﬂected in the Ministry’s requirements.

1.26

The Ministry identiﬁed 2012/13 as a “step increase” year, and 2013/14 as a
“comprehensive and detailed” year for regional services planning.

1.27

The Ministry chose to have this phased approach, because not all DHBs and
regions were ready to work consistently at a regional level. Some DHBs had
worked well at a regional level before the introduction of regional services plans.
However, the Review Group had found that the improvements arising from the
natural evolution of regional collaboration were slow and uneven, and considered
that regional services plans would be the way to lock in and accelerate progress.

1.28

The Ministry monitors aspects of performance against the regional services
plans four times a year. It selects topics to discuss further and gives comments in
writing (a letter and a dashboard report) and has telephone discussions or faceto-face meetings with lead regional DHB chief executives. The Ministry can take a
more challenging approach if it considers progress to be slow.

How we carried out our audit
1.29

We carried out our audit by looking at regional services planning in the South
Island and Northern regions. We chose these two regions because:
t they have diﬀerent characteristics and face diﬀerent challenges, so looking
at these two regions would give us a clear sense of whether the system for
planning was ﬂexible enough to encompass these diﬀerences; and
t the Ministry told us that most of the medium-term health capital investment
in buildings would take place in those regions.

5

The DHBs’ ﬁnancial year runs from 1 July to 30 June.
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1.30

We collected our evidence in three ways:
t We interviewed 90 people from DHBs, regional organisations, the CIC, the
Ministry, and the DHB shared-services organisation.
t We reviewed more than 550 documents and analysed ﬁnancial information
that the Ministry provided to us.
t We audited patient records in four DHBs. We did this to test the quality of the
raw data available from DHBs’ information systems. Looking at the way data
was recorded, collected, and collated enabled us to see how easy it was to get
good quality information to inform planning. We chose a new measure (see
paragraphs 5.17-5.22) because we were interested in seeing what data was like
without signiﬁcant, and targeted, additional investment of cost and time.

1.31

It would not have been cost-eﬀective to audit every workstream in the regional
services plans. Instead, we looked broadly at regional services planning and then
at the workstreams relating to capital investment decisions for buildings and
cancer treatment.

1.32

Using capital effectively and efficiently is important, especially when large
amounts of money are involved. Our investigation into capital focused mainly on
investment in buildings. This is because:
t investment in buildings has long-term ramiﬁcations for health services;
t capital funding is constrained because the Government aims to return to
budget surplus in 2014/15 and beyond (so it is more important than ever to
prioritise investment); and
t borrowing to fund capital projects already contributes to some DHBs’ deﬁcits.

1.33

We chose cancer treatment because it is a service of great importance to New
Zealanders. Cancer is the leading cause of early death in New Zealand. In 2009,
more than 20,800 people were diagnosed with cancer in New Zealand and 8437
people died of the disease. Shorter waits for cancer treatment has been a health

target for the period that regional services planning has been in place. Regional
cancer-services networks were set up in 2006 and 2007. They lead service
improvement and planning, support the achievement of health targets and policy
priorities, and link to national and regional governance structures. We discuss
these networks more fully in Part 4.
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What we expected to ﬁnd
1.34

This is the third year of regional services planning, with two years of plans
delivered and the third year’s plans agreed. Given the Ministry’s intention to ramp
up efforts in years two and three (see paragraph 1.26), we expected to find:
t evidence that the plans were achieving their intended eﬀects, as deﬁned in
the guidance supplied by the Ministry (these eﬀects include improvements
in resilience and quality of service, and reduced costs, as well as changes in
behaviour in DHBs);
t that the Ministry was able to show how eﬀective regional services plans had
been in contributing to lifting performance in the health and disability sector;
t that regional services plans are used to help make capital investment decisions
for buildings; and
t that relevant and good quality information is used when planning regional
services.

1.35

During this audit, we looked hard to ﬁnd out whether regional service planning
was leading to changes, or something else. This meant that we looked for
evidence, causes, and eﬀect of change.

What we did not audit
1.36

Our audit focused on administrative planning. We did not audit clinical decisionmaking or clinical safety. Where we discuss improvements in quality of care, it is
about improvements as described by DHBs. We did not test these with patients or
service users.

Structure of this report
1.37

In Part 2, we discuss our ﬁndings on whether regional services planning is
increasing collaborative working between the organisations, networks, and
workstreams that make up the health delivery system.

1.38

In Part 3, we discuss our ﬁndings on whether regional services plans guide capital
investment decisions in the health sector.

1.39

In Part 4, we look at what introducing regional services planning has done to
regional cancer-services networks – a long-established workstream with its own
funding and lines of accountability.

1.40

In Part 5, we discuss our ﬁndings about the availability and reliability of good
quality data and information used in regional services planning.
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1.41

In Part 6, we look at how the Ministry has led and guided the process of regional
services planning.

1.42

In Part 7, we discuss our ﬁndings on whether the Ministry knows if regional
services planning is delivering the intended eﬀects successfully.

Part 2
Are district health boards planning,
funding, and delivering services together?
2.1

In this Part, we discuss our findings about whether regional services planning
is, as intended, increasing collaborative working between the organisations,
networks, and workstreams that make up public health and disability services. We
discuss:
t the extent to which organisations are planning together;
t whether resources are in place to fund those regional services plans; and
t whether changes in service delivery are happening because of regional services
planning.

2.2

Although the extent of collaborative working had increased, it was not yet
business as usual in some regional activities. Those we spoke to about what
drives collaborative working cited factors such as the strength and duration of
previous relationships, commitment and dedication, trust, ﬁnancial incentives,
good leadership – and sometimes crisis. Some saw regional services planning
requirements as the “glue to make things stick”. Others viewed it as an
administrative procedure not linked to accountabilities.

Planning together
2.3

The Review Group envisaged that some long-term planning would inform
whether services should be provided at local, sub-regional, or regional level.
Although it is not a speciﬁc requirement of regional services plans, we expected to
see evidence of those decisions having been made by year three, together with a
supporting narrative of the rationale and the beneﬁts to be gained.

2.4

We expected that reviews of models of care would be well under way as a
forerunner to changes. Canterbury DHB is well advanced in this, with more than
480 care and clinical pathways set up in the Canterbury sub-region. The Midland
region has a “map of medicine” project under way to prepare clinical pathways
starting in primary care. All regions were taking part in this sort of activity to some
extent.

2.5

We visited the Northern region and the South Island region and reviewed the
regional services plans of all four regions. All four regions had changed how they
made decisions to take account of regional services planning. Figure 2 describes
the approach taken by the South Island region.
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Figure 2
South Island Alliance model of governance
In the South Island, an alliance framework has been adopted to put regional services
planning into eﬀect. The region chose the alliance approach because it had learned that
the approach could enable complex services to be put into eﬀect quickly without having to
disrupt organisational structures. The South Island DHBs felt that such a framework was
needed to work out where regional priorities should be placed, because the South Island
DHBs are dispersed and are at diﬀerent stages of integration.
The South Island Alliance is governed by an Alliance Board and is led by a Leadership Team.
A set of core principles based on “best for patients; best for system” guides the Alliance.
The Alliance’s Strategic Planning and Integration Team provides a strategic and integrated
view to the Alliance’s approach to putting regional planning into eﬀect. Clinical leadership
is represented in the Service Level Alliances, or workstreams. The Service Level Alliances
support the planning and funding functions of the DHBs. The Programme Oﬃce, which is
hosted by Canterbury DHB, provides support for regional activities. All DHBs contribute their
skills, expertise, and resources as required. The Alliance arrangement has allowed the South
Island DHBs to have collective ownership of risks and outcomes, joint decision-making, and
an open approach to sharing information. The region reports that this has led to more trust
among the region’s DHBs.
In 2012, the Alliance evaluated how eﬀective it was. The results show that, although
most agree on the need for a common and complementary capacity for the region, roles
and responsibilities could be better understood. It is important that the region prepares
an overall outcomes framework to ensure that the Alliance is meeting its purpose. We
understand that this work is under way.

2.6

We found the speed of change to be quicker where:
t There were already positive and trusting relationships. Sometimes, this was the
result of having worked together in the past to solve a shared problem. Where
this had happened, people reported that the region spoke with “one voice”.
t Relationships were relaxed and more informal – for example, people picking
up the phone rather than setting up a meeting, and chief executives having a
pragmatic leadership style.
t The DHBs in a region are geographically close to one another − it was easier to
discuss collaborating on services in a large metropolitan area than in a region
with two major centres of population.
t Historical levels of capital investment in buildings had been high. In areas with
buildings in poor condition, there was a tendency to be more parochial. This
was because there was a greater pressure to put the local population ﬁrst.
t There was a clear understanding, based on sound evidence from clinicians, of
where it made sense to collaborate regionally, sub-regionally, or locally.
t There was clear ownership and leadership of the regional services plan within
the region.
t There was active clinical leadership from chief medical oﬃcers and other clinicians
on regional governance groups and at the head of service and clinical networks.
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t Regional chairpersons, chief executives, and chief ﬁnancial oﬃcers met
regularly, gave time to strategic and operational thinking, and had ways to
resolve disputes. Face-to-face meetings were easier in the metropolitan areas
than elsewhere.
2.7

Some of the problems we found were:
t Planning took place in isolation – with people not talking to one another about
connections between plans. For example, in one region, the cancer-services
network was not taking part in discussions about information systems and the
network’s activities were poorly represented in the draft regional services plan.
t Regional services planning was not being considered as “business as usual”.
Evidence of this was that some elements of regional plans were little more
than an aggregation of items from individual DHB plans. Regions told us that
incentives to plan together were sometimes not strong enough.
t Meetings of decision-makers were rare or irregular.
t It was rare for primary health organisations to be involved in regional services
planning discussions, and even more so for private sector providers. This can
mean that the regional services plans are too focused on hospital activity,
when new models of care need a wider variety of settings and providers.
t There was a lack of measurable targets and some long time frames for action.

Allocating resources to deliver regional services
2.8

We expected that DHBs would identify areas of joint investment in services.
Good progress had been made in administrative, planning, and other back-office
functions. As we noted in paragraph 1.8, the Review Group considered how to
reduce back-office costs to increase spending on frontline care. We found that:
t all regions have put resources into regional support arrangements for joint
planning, monitoring, and information systems;
t one DHB was sharing with other DHBs a patient administration system that it
had paid for;
t one region centralised buying to replace expensive equipment throughout the
region, and the region’s DHBs were jointly investing in radiology services;
t three regions have each agreed to pool their information technology capacity
and management arrangements;
t regional investment in information technology is happening, in line with
NHITB priority programmes such as patient administration systems, imaging,
and e-referrals; and
t DHBs are all required to use some national services and contracts led by HBL.
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2.9

To test whether the beneﬁts were being redirected to the front line, we asked the
regional oﬃces for details of their costs, compared to the previous arrangements,
but net of any savings arising from regional services planning. We were told that
this information was not available, so we were unable to assess whether the
intended eﬀects were being realised.

2.10

We saw limited evidence of DHBs and others funding services together. Some
alternatives to pooling money were in place, such as sharing staﬀ or initiating
service-level agreements between DHBs or between DHBs and other agencies
(where a service is provided in return for a payment).

2.11

A successful initiative was the pooling of money for bariatric (weight loss) surgery.
Each region had pooled the money available, and had devised jointly agreed
criteria to ensure equity of access.

2.12

The most significant barriers to funding together were expressed as:
t DHBs prioritise spending on their local population. They are not always able to
meet local demand and had to balance the books – so regional funding would
not be a priority, nor would paying for a regional facility from just one host DHB.
t Outside the metropolitan areas, moving people (and their caregivers) or clinical
teams around is more diﬃcult, and conﬂicts with initiatives for care to be more
convenient.
t Inter-district ﬂows are the default way that money follows patients around the
health system, irrespective of where the patients are treated. However, interdistrict ﬂows can be a barrier in several ways. For example, a DHB in ﬁnancial
deﬁcit may want to retain patients (as a way of keeping money assigned to a
patient within their DHB). This can undermine regional approaches to elective
surgery, which aim to ensure that hospital operating theatres throughout the
region are used eﬃciently to treat more people sooner.

Changes in how services are delivered because of regional
services planning
2.13

We looked at two aspects of service delivery – access and patient ﬂows.

Access
2.14

We expected to see that work was taking place to agree regional thresholds for
patients’ access to services. We expected this agreement to be followed by a
common set of clinical protocols. Having the agreed thresholds and protocols
would make it easier for patients to travel between points in the health system,
irrespective of where they live in a region. The thresholds and protocols are
important for ensuring equitable access to health care.
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2.15

We saw clear evidence of regional approaches to cancer services where regional
planning was already routine before the introduction of regional services planning
(see Part 4).

2.16

Apart from cancer services, those we spoke to provided limited evidence of using
or preparing regional thresholds and protocols. Canterbury and West Coast DHBs
are working closely on a model of care that increases sharing of resources. The
Central region is working on a single service for orthopaedics. This could mean one
sub-regional or regional waiting list, or that patients can travel to other hospitals,
to get a better match between resources and demand. The South Island region is
beginning to draw up service agreements through its alliance framework.

2.17

We saw a few other examples of regional access during our ﬁeldwork and during
consultation about this report. Some of the basic building blocks needed to
support regional service delivery have been slow to develop.

2.18

However, some projects under way will help to support better access (see
paragraph 7.30). As pathways and thresholds become more standardised
throughout regions, it should be easier to build good systems to manage patient
access and information.

Patient ﬂows
2.19

We looked into the pattern of inter-district ﬂows of patients.

2.20

Regional services planning envisages that people go to large tertiary hospitals for
complex care and to smaller district hospitals for less complex needs. The aim of
this approach is two-fold:
t to make district hospitals more sustainable by carrying out uncomplicated,
planned surgery – such as hernia repairs – for patients who live outside the
district as well as local people; and
t to help ensure that medical and surgical staﬀ at large hospitals preserve their
specialist competencies – by making sure that staﬀ see enough patients with
complex needs.

2.21

Because funding follows the patient to where they receive treatment, this should
remove one of the barriers to working regionally. In our view, if nothing had
changed in the inter-district ﬂow data, it would suggest regional services planning
was having little, if any, eﬀect.

2.22

We expected that, after putting regional services plans into eﬀect, the Ministry
would track the proportion of patients accessing regional resources outside their
home DHB.
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2.23

We analysed some data about inter-district ﬂows, which indicated that patient
ﬂows to tertiary hospitals were increasing, but ﬂows away from them were not.
This information was not easily accessible, so we concluded that the Ministry was
not tracking regional ﬂows.

2.24

However, we found out that the Ministry was comprehensively monitoring, and
doing some good quality analysis, of patient activity to ensure that DHBs met the
national target for elective surgery. This information contains details of patient
ﬂows within, and outside, each region. The Ministry uses this information to work
out whether regionally agreed targets for the number of operations are being
delivered. It would seem to be relatively straightforward to modify this analysis
to include a section on how patient ﬂows change over time. There is further
potential to enrich this picture, by capturing information about patient ﬂows
that do not depend on the default way of moving money around – for example,
by monitoring new models of care such as telehealth and community outreach
clinics.

2.25

In Part 3 and Part 4, we look at the speciﬁc eﬀects of regional services planning on
two workstreams – capital investment and cancer treatment.

Part 3
Is regional services planning inﬂuencing
capital investment?
3.1

In this Part, we discuss our findings about whether regional services plans
guide capital investment decisions in the health sector as intended. We discuss
whether:
t regions are reaching consensus on capital asset needs and prioritising
resources, based on regional ways of working;
t connections between regional services planning and capital investment are
clear;
t the approvals procedure is becoming more eﬃcient; and
t enough people with the right skills are available to produce and approve
high-quality business cases for capital investment that meet the needs of all
decision-makers.

3.2

Capital investment in buildings based on regional services planning is at an early
stage. Regional capital committees (RCCs) are being set up to guide regional
capital investment. RCCs are beginning to understand the full range of assets held
throughout their region, but the links to capital planning are not yet clear.

Using regional ways of working to reach consensus about
capital asset needs and prioritising resources
3.3

Regions have put in place RCCs, which allow DHBs to explore opportunities and
priorities for capital investment regionally. Much eﬀort is going into creating
organisational and governance approaches to support this planning.

3.4

Regions are starting to have discussions (through RCCs) about which capital
projects are worthwhile. Some DHB projects have been in the pipeline for up to
10 years, long before the introduction of regional services plans. It is unsurprising
that these projects appear to lack a regional perspective.

3.5

There are big demands on capital for major repairs to buildings that are beyond
their economic life, to meet seismic standards, and to upgrade them to support
modern standards of care. There are tensions between getting on with these
repairs and waiting to decide the best use of assets arising from new ways of
working (based on clinical pathways and new models of care).

3.6

There is some joint planning of projects needing capital investment. For example,
West Coast and Canterbury DHBs worked together on the proposal for Grey
Hospital development. However, RCCs are not yet inﬂuencing or setting priorities
for major investment in buildings based on regional services planning. The
Ministry and one of the regions conﬁrmed that the ﬁrst year’s focus on vulnerable
services in regional services plans had a limited eﬀect on “bricks and mortar”.
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3.7

National capital funding that cuts across regions complicates the process of
making decisions. Paediatrics, cancer, information technology – and, more
recently, HBL’s eﬃciency projects – all place demands on capital funding. The
Health Sector Forum heard concerns that DHBs could not aﬀord their share
of capital needed for all these projects and initiatives. The NHITB and HBL are
investigating ways to spread the upfront investment. The eﬀects of the national
initiatives are not always fully reﬂected in regional plans. For example, one
region had only around two-thirds of the information required for NHITB capital
investments in its regional plan. This meant that the national picture could not be
drawn.

3.8

Cabinet sets a “capital envelope” for the health and disability sector from which
the Minister and the Minister of Finance can approve funding. Further funding is
possible if a case for it is made to Cabinet, as in the Canterbury hospitals rebuild.
Within that framework, each DHB works to its “aﬀordability” amount for capital
projects – that is, the amount of money it has to spend or can aﬀord to borrow.

3.9

In 2012, each region was asked to agree a list of intended capital spending for the
next 10 years, based on a notional budget for each region. This was CIC’s attempt
to require DHBs within regions to prioritise. Each region attended a CIC meeting
to discuss priorities. The way that those regional spending intentions were agreed
does not clearly identify what was omitted or scaled back because of the notional
budgetary constraint. Therefore, it is not clear whether regions are making
diﬃcult decisions about the future of some of their buildings or challenging
traditional models of care.

3.10

Occasionally, the regions have agreed their collective priority (for example, setting
up the Taharoto mental health facility in the Northern region). However, the
regional lists of intended capital spending generally lack a regional prioritisation
or focus. Instead, regional lists look more like a summation of the separate DHB
plans.

3.11

Therefore, spending intentions do not yet reﬂect how regional collaboration on
new ways of delivering services might aﬀect the need for new or redeveloped
buildings.

Connecting regional services planning and capital investment
3.12

Capital expenditure planning is often taking place before service planning. Some
elements of capital planning are done nationally (for example, by HBL and NHITB),
and others locally (through DHBs). Regional services planning sits between
the two. This means capital planning is a mix of top-down, bottom-up, and
somewhere in the middle – all at the same time.
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3.13

It is forecast that HBL projects will eventually save money, but there are some
short-term capital implications. The improvement projects led by NHITB also have
signiﬁcant capital requirements, and should support service improvements and
new ways of working. A DHB asset plan is “bottom up” and inﬂuenced by clearly
identiﬁed changes in service delivery. Regional services planning takes place in the
“middle” – and it is here that investment decisions on capital should ﬂow from
wider changes in service delivery in the medium and long term. It is worth noting
that the regions lack budgets of their own, but need to agree priorities within the
overall limits of what DHBs can aﬀord and the overall capital envelope.

3.14

Few projects have been approved recently, so it is diﬃcult to see a strong
connection between regional services plans and capital investment. We recognise
that the Canterbury earthquakes meant that the period was not typical. The
money needed for the rebuild of Canterbury hospitals meant little could be
committed for anything else in the last few years.

3.15

Each region will tend to focus on its priorities, but there is also a need to agree
national priorities. The CIC is the specialist committee that advises the Minister.
The CIC’s main role is to approve health capital funding for all projects that cost
more than $10 million, irrespective of the source of funding.

3.16

The CIC placed other projects on a slower track until it became clear how much
money was going to be needed for the Canterbury hospitals rebuild. Most of the
other projects that have advanced have been for buildings that provide district
services. These projects include new mental health facilities at Hawkes Bay and
Taharoto and the Kaikōura family health centre.

3.17

The plans for Grey Hospital had a distinctly sub-regional ﬂavour, where West
Coast and Canterbury DHBs jointly worked on proposals. Exploration of new ways
of delivering services, such as telemedicine and shared clinical teams, is under
way. This aims to reduce West Coast DHB’s risk of isolation and clinical instability,
one of the intended eﬀects of regional services planning.

Getting a more eﬀective procedure for approvals
3.18

National decision-making on capital investment linked to regional planning is
becoming more eﬀective. However, progress on a National Asset Management
Plan has been slow, making it diﬃcult for the CIC to prioritise spending.

3.19

The CIC is helping to ensure that regional opportunities get consideration in new
approvals for capital. Before it gives consent for a DHB to prepare a full business
case, the CIC considers the DHB’s outline proposals. If these proposals lack an
expected regional perspective, or consideration of how information technology
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and new ways of working could lead to changes in requirements, the CIC does
not give its support. For example, the CIC asked Nelson-Marlborough DHB to
include more on regional working in its recent proposal for surgical beds. Likewise,
Canterbury DHB had to include more details on information technology and
workforce changes. If DHBs do not co-operate when appropriate, they will not get
CIC support to get the capital they want.
3.20

At the time of our audit, the CIC was trying to devise a National Asset
Management Plan, but there were gaps in the base information from DHBs
and private health care providers. This means that the CIC has to make some
assumptions that are not based on solid data when working out future needs.
The information used for budgetary purposes is an aggregated list of what capital
DHBs would spend if they had the money in the next 10 years. That was not
enough detail to support the CIC to set priorities.

3.21

A ﬁrst attempt at a National Asset Management Plan has been in draft form
since 2012, and the Ministry told us an annual update was now part of its work
plan. More recently, the CIC asked for help from the Ministry in interpreting the
information in the National Asset Management Plan. Work is under way on
producing a dashboard report for each DHB, and for each region, to help in the
discussion of DHB intentions in November 2013. The CIC has reported some
diﬃculty with trying to agree a long-term capital plan and setting priorities for
investment without a long-term service plan for health. For the 2012/13 budget, it
evaluated proposals based on a set of assessment criteria to agree a prioritised list.

3.22

The Ministry has told the CIC that there is no appetite for a long-term health
sector plan. Without a national level plan, at the time of our audit, the CIC was
still deciding how best to help DHBs to prioritise.

Capacity and capability to produce and approve highquality business cases to meet decision-makers’ needs
3.23

In our view, internal capacity and capability within the health sector to put
together high-quality business cases is not improving. The needs of decisionmakers are not always well met.

3.24

Guidance on producing business cases follows industry best practice − it is by
necessity complicated and rigorous. Although some DHBs reported that they
found it demanding, others valued the challenge it brought to their beliefs and
assumptions.
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3.25

Meeting the needs of all agencies involved in preparing and approving business
cases is diﬃcult. This is because, within the health sector, there are too few people
who have the necessary skills for writing business cases. Neither DHBs nor the
Ministry have in-depth expertise to project manage large-scale business cases for
building projects. This means that they rely heavily on consultants, advisors, and
experts.

3.26

On one large project, a lot of duplicated eﬀort could have been avoided if all those
with national governance oversight, and the DHB in question, had negotiated
an agreed set of requirements for the project. The Ministry learned from this,
and tried out a partnership group aimed at improving transparency, providing
earlier advice, support, and more rigour in analysing alternatives. West Coast DHB
proposals for improvements to Grey and Buller hospitals involved staﬀ from the
Treasury, the DHBs, and the Ministry. This approach has the potential to reduce
spending on advisors.

3.27

The quality of business cases that the CIC receives is variable, which suggests that
consultant involvement does not guarantee a robust analysis of all the options.
Consultants can act only on the brief they are given, and may not be up to date
with expectations about changing models of care. However, peer review by
clinicians from another region has sometimes been used to good eﬀect.

3.28

RCC chairpersons, DHB chairpersons, and other board members might not be able
to analyse critically the business cases that they see. They all need to be “smart
buyers”, supported by appropriate expertise. A lack of suitable analytical skills
could result in poor decisions about capital investment and waste and poor use of
funding and resources.

3.29

Almost everyone we spoke to mentioned a nationwide lack of people with skills
in preparing core business cases and managing and governing projects. This
contributed to the delays in preparing good business cases. However, there are
varying views about what core capacity is necessary, and where that should be
located. Additionally, the unpredictable availability of capital funding makes it
diﬃcult to set up core capacity.

3.30

Project management has been a problem. The Ministry made some changes to
guidance by learning from other projects. It is tightening up on “scope creep”
– projects slipping by small amounts but eventually including far more than
originally agreed. It has targeted long project time frames and budgetary inﬂation.
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3.31

In December 2012, the Minister and the Minister of Finance commissioned a
working group to look at all aspects of capital planning in health. The scope of the
group’s work includes ﬁnancing, decision-making, project management expertise,
and asset management skills. This should go some way to addressing the matters
raised in this report. However, the review could take some time to ﬁnish, and it
could take even longer for its recommendations to be acted on.
Recommendation 1
We recommend that the Ministry of Health and district health boards work
together to achieve good governance of capital investment, by ensuring that
decision-makers can:
tHFUTUSBUFHJDBEWJDFBUBOFBSMZTUBHFPODBQJUBMQSPKFDUTBOE
tHFUTVQQPSUBUDSVDJBMEFDJTJPOQPJOUT

Part 4
Is regional services planning integrated
with regional cancer-services planning?
4.1

In this Part, we look at what the introduction of regional services planning has
meant to regional cancer-services networks – a long-established workstream,
with its own regional funding and lines of accountability.

4.2

The planning for cancer services is contributing to achieving the intended eﬀects
of regional services planning. This is partly because regional planning for cancer
treatment has been working successfully since well before regional services
planning was set up.

Regional networks to treat cancer
4.3

Regional networks to treat cancer were set up in 2006 and 2007. The networks
have separate funding dedicated to achieving their co-ordination and
improvement functions throughout the health sector as a whole, not just with
DHBs. They also get dedicated funding to carry out projects that are in line with
the national cancer work plan. The strong relationship between the networks
and the Ministry is characterised by regular communication, clear lines of
responsibility, and a co-operative working relationship. This is an important
contributor to having eﬀective cancer-services networks.

4.4

The regional cancer-services networks lead service improvement and planning,
support the achievement of health targets and policy priorities, and link
to national and regional governance structures. The networks’ governance
arrangements were expected to be in line with regional services planning before
July 2012. At the time of our ﬁeldwork (early 2013), this had been done in the
Northern region, but not in the South Island.

4.5

In the South Island, we saw the potential for inconsistency between regional
services planning and how regional cancer-service planning works. For example,
separate accountability and governance for cancer-services planning was
apparent. By contrast, integrating the Northern regional cancer-services network
into regional services planning avoided these problems.

4.6

The problems in the South Island reinforced a message repeated to us − that setting
up successful relationships is an important part of improving regional service
delivery, whether through regional services planning or some other mechanism.

4.7

In our view, the regional cancer-services networks and DHBs are planning for
cancer services in a way that is in line with the intended eﬀects of regional
services planning. Examples include devising consistent clinical protocols for
access to services and increasing use of multidisciplinary meetings to decide on
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treatment for patients suspected of having cancer.6 Multidisciplinary meetings are
known to improve the survival rates of patients, and using these meetings more is
part of the national cancer work plan.
4.8

Although these eﬀorts contribute to achieving the intended eﬀects of regional
services planning, in our view, they did not happen because of regional services
planning. Instead, these eﬀorts are part of a workstream that was set up and put
in place well before the introduction of regional services planning.

Integrating regional information services and information
technology
4.9

Information technology is crucial for the regional delivery of services and
improving the quality of care. It enables changes in working practices and the use
of buildings. We expected that the information technology workstream would use
regional clinical priorities as the basis of work priorities. We found that, although
information technology initiatives are under way to improve regional delivery of
cancer services, there are diﬃculties. In the South Island and Northern regions,
these diﬃculties are mostly to do with integrating cancer-services network
information technology requirements with regional information technology work.

4.10

The cancer-services network staﬀ and regional information technology staﬀ spoke
of problems with setting priorities and a lack of communication. Cancer-services
networks had information technology projects outside the regional information
technology workstream. Cancer-services network staﬀ and regional information
staﬀ told us that the problems would be addressed by having one system. The
Ministry later told us that it expected there would be a national contract by 2014,
although consultation had not started. This highlights the potential for discord
when accountability is divided and communication is lacking.

Data for planning
4.11

To help prepare good-quality plans for cancer services, the cancer-services
networks have put a lot of eﬀort into collecting and analysing data and carrying
out research to set up a good information base. Our audit conﬁrmed problems
with data completeness in some DHBs. In Part 5, we discuss those problems.

Progress
4.12

Regional services planning and cancer-services planning are becoming more in
line. Getting them in line is relatively straightforward because these two types of
planning have similar intentions.

6

A multidisciplinary team meeting is a deliberate, regular, face-to-face (or videoconference) meeting involving a
range of health professionals with expertise in a range of diﬀerent specialties to discuss the options for patients’
treatment in real time.

Part 4

Is regional services planning integrated with regional cancer-services planning?

31

4.13

Within regional services plans generally, the cancer workstream is more in
line with the intended eﬀects of regional services planning than other clinical
workstreams. Many measures focus on quality of care. However, the cancerservices sections of the regional services plans say nothing about the eﬀect on
costs. This means that we could not see evidence of any plans for reducing costs
or getting greater eﬃciency for the same money.

Part 5
Is good quality data and information
enabling regional services planning?
5.1

In this Part, we look at whether regional services plans are based on good quality
data and analysis. A lack of robust data leads to imprecision and inaccuracy. This,
in turn, can lead to false assumptions, followed by poor decision-making.

5.2

Our research revealed that there are concerns about health data throughout
the health system. Although we did not carry out a system-wide review of data,
we found problems where we did look. Based on our limited testing, we share
the concerns raised with us by people in the health and disability sector. These
concerns were mostly about completeness of data, information technology
systems, coding errors, and timeliness.

Why good quality data and information is important
5.3

Good quality data beneﬁts patients, for example, in diagnosis, treatment, and
learning from what works and what does not. The aggregation of patient and
service data supports improvement in performance, service delivery, and planning.
As funding and accountability systems become more complicated, the demand
for good quality information – based on valid and reliable data – increases. Good
quality data and information provides users and decision-makers with assurances
about eﬀectiveness, eﬃciency, and economy.

What we knew and what we did
5.4

The Review Group’s report noted that the health sector has a history of poor
execution of information technology projects. Because of this, many information
systems are incomplete and inconsistent. This limits their usefulness to
support clinical workstreams. Some DHBs are using old and outdated patient
management systems. Some DHBs have been unable to access information
systems in their regions. The uneven progress has resulted in disjointed
systems that contribute to poor-quality data and information. There is a lack of
information connectedness between DHBs and the primary and private health
sectors.

5.5

In our early ﬁeldwork, people from the Ministry, regional agencies, and DHBs told
us that it was challenging to get good quality data to support planning. Except
for some national data, there is little conﬁdence, generally, in the quality of data.
In some instances, this meant staﬀ had to rely more on their experience than the
available data.
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5.6

We tested the quality of data by:
t auditing patient records in four DHBs.
t looking at two samples of data and information used to support capital
planning; and
t reviewing one region’s information strategies.

5.7

We audited patient records in four DHBs to test the quality of the raw data
available from DHB information systems. Looking at the way source data was
recorded, collected, and collated allowed us to see how easy it was to get good
quality information to inform planning. We chose a new measure because we
were interested in seeing what data was like without signiﬁcant, and targeted,
further investment of cost and time.

What our work revealed about data quality
5.8

There are recognised flaws in the quality of health-related data when it comes to
measuring the quality of the nation’s health services. The New Zealand Health
Quality and Safety Commission states that:
The availability of data is our biggest challenge, in particular the balance
between imperfect but readily available data and high-quality, very speciﬁc data
which is diﬃcult to collect.

5.9

People in DHBs and regional networks who work with the data available to
support regional services planning do not trust its quality. This is because there
are signiﬁcant gaps and limitations in the data. This could limit how eﬀectively
regional services are planned.

Our concerns about the quality of data and information
5.10

We found a variety of problems in the samples of data we tested. These problems
included:
t discrepancies between source data and reported data;
t a lack of understanding, leading to diﬀerent interpretations of what should
reasonably be recorded;7
t not enough training or support for those responsible for collecting the data
and reporting on the indicators;
t underestimating the time required to get data deﬁnitions right, even if the
clinical events seemed relatively straightforward; and
t people having to collect data manually because it was too diﬃcult to get data
from the oﬃcial computer systems.

7

The lack of understanding covered many aspects, such as what the data was supposed to show, exactly what
data needed to be collected and recorded, and for what reasons.

Part 5

Is good quality data and information enabling regional services planning?

35

5.11

During our fieldwork, we found a widespread awareness of data quality problems
and many reasons contributing to those problems, including:
t completeness of data – for example, in one instance, up to 20% of records
could have incomplete data, with one or two incomplete ﬁelds in about 15%
of cases and wrong data in about 5% (this was attributed to busy staﬀ being
under pressure);
t information technology systems – including old and unreliable systems that
did not talk to each other;
t coding errors – mistakes in coding data or poor record-keeping making the
coding task more diﬃcult;
t inpatient referrals, where it was more diﬃcult to ﬁnd out the date of the ﬁrst
specialist appointment or assessment;
t some referrals that came in from the private sector were missing information
or diﬃcult to ﬁnd; and
t timeliness – in many instances, there was a direct trade-oﬀ between the speed
of data being available and its quality.

5.12

We observed the eﬀects of system limitations faced by some of the DHBs. For
instance, in one DHB, the system could only show information about individual
appointments for a patient rather than their whole period of care. Staﬀ had to
access many systems to pull the appropriate data together. In another DHB, some
staﬀ could not get information because it was held oﬄine.

5.13

We identiﬁed problems other than clinical data. For example, we reviewed an
early CIC attempt to pull together information for a national asset management
plan. We found problems with common deﬁnitions and gaps in data. That early
CIC attempt was based on assumptions of no changes in where services were
located or the way they were delivered, because of a lack of information. The
private sector’s capacity for delivery had to be estimated, because private sector
providers do not always give data to the Ministry.

5.14

Based on that ﬁnding, we looked into one region’s early planning for Assessment,
Treatment, and Rehabilitation (AT&R). We chose this because the capital
requirements already feature in outline plans for spending. In the region, four
DHBs had begun looking at what inpatient beds they needed for AT&R. An ageing
population is the main reason given to justify more beds, but working out exactly
how many more beds causes some diﬃculties.

5.15

The diﬃculties arise because each DHB uses diﬀerent deﬁnitions of AT&R. Each
DHB uses the beds diﬀerently. Diﬀerent DHBs use diﬀerent methods to predict
how many beds are needed. As a result, there are diﬀering assumptions about
how patients move across DHB boundaries for care. This could lead to double
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counting. All of this has a major eﬀect on capital planning, because DHBs could be
understating or overstating their requirements.
5.16

One of the regional information strategies notes concerns that population health
data available to the health sector is poor quality, fragmented, and difficult to get.
The strategy says:
Individual practitioners can, after major eﬀort, collect and report on some of the
population health information some of the time, but none can take a district
wide or regional comprehensive and aggregated view of population health
status, trends and determinants of ill health and wellness.

Faster Cancer Treatment indicators
5.17

The Ministry is preparing Faster Cancer Treatment (FCT) indicators, which are
important new measures for tracking how quickly cancer patients get treatment.
Until now, it has been diﬃcult to measure how long it takes for patients to see a
specialist from the time their doctor suspects they have cancer and refers them to
a specialist, to the start of their ﬁrst cancer treatment. There has been no national
approach to collecting this information, and DHBs have been collecting and
reporting data in diﬀerent ways. The lack of consistent information has made it
diﬃcult to identify where improvements can be made. Decision-makers do not yet
rely on the indicators.

5.18

We chose to examine these new measures because we wanted to test the quality
of “readily available” data in DHBs’ systems. To help to inform the development
of the FCT indicators, we looked at whether the information was relevant,
understandable, comparable, and reliable.

5.19

The reason for the FCT indicators is highly relevant. The Ministry’s website
(www.health.govt.nz) states:
Cancer is a major health issue for New Zealanders. One in three New Zealanders
will have some experience of cancer, either personally or through a relative or
friend. Cancer is the country’s leading cause of death (28.9 per cent) and a major
cause of hospitalisation. Improving the timeliness of access to services for cancer
patients is important. If it takes too long for a patient with suspected cancer to
receive treatment this may aﬀect their outcome and cause unnecessary stress for
them and their families and whānau.

5.20

The guidance on FCT indicators was diﬃcult to understand, with complicated and
ambiguous deﬁnitions. Each of the four DHBs whose patient records we audited
had interpreted the deﬁnitions diﬀerently.
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5.21

We found various “teething issues” with reliability. Information about cancer
treatment timeliness was not comparable, because individual DHBs “started and
stopped the clock” at diﬀerent points. There were many copies of guidance in
circulation, between and within DHBs. We found discrepancies in, and missing,
data. Some DHBs had to access many separate in-house information systems
to extract data, but did not always have access to the electronic and paper
information systems that they needed to verify dates.

5.22

Making the measures more reliable before they could be used as indicators has
taken time. A description of the FCT indicators was released in December 2011.
More guidance followed in March and October 2012. The Ministry told us that
its analysis of the ﬁrst collection of FCT data from DHBs in mid-2013 showed
problems with data quality. This means that the Ministry will need to increase
support to those putting the indicators into eﬀect.

Improving data quality
5.23

For information technology to improve service delivery, agreed approaches to
clinical and administrative procedures must be in place ﬁrst. Progress putting
information technology projects into eﬀect is mixed but improving.

5.24

Before regional services planning was introduced, each DHB invested in its own
information technology systems. This unco-ordinated investment was sometimes
not enough. Now, investing in regional information technology systems means
that the quality of data available is improving. However, good information
technology systems are only part of the solution. Human action – or inaction –
caused many of the factors aﬀecting data quality that we identiﬁed. However, a
good information technology system can ensure that some of these errors are
prevented, by ensuring that expected entries are well deﬁned and that reporting
happens quickly on what appear to be outliers.

5.25

Information needs to be sought after, valued, and in regular use if accuracy is to
improve. In our view, when practitioners stop using data, there is no urgency to
get it right – and the people producing it might not know it is wrong. We heard
about other eﬀorts to improve the accuracy of data, but most of these were timeconsuming attempts to “clean up” poor data for use.

5.26

Regional collaboration on information technology projects is improving under
regional services planning. The NHITB is showing clear leadership about the
direction for information technology investment in the health sector. It has a
national plan and a clear set of priorities that have remained stable. This gives
more certainty to the sector. The NHITB is aware that it makes demands on a
limited pool of money, and that it needs to be clear about how it decides to do
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things. It is working with DHBs to help with prioritising and to build capability to
carry out information technology projects. At the same time, the NHITB shows a
determination to keep people focused on what is important.
Recommendation 2
We recommend that the Ministry of Health and district health boards work
together to improve the quality of data for planning and reporting, by exploring
whether our overall ﬁndings on data quality apply to other information collected
to inform decision-making.
Recommendation 3
We recommend that the Ministry of Health and district health boards work
together to report on how they will improve the quality of data used for planning
and reporting.
Recommendation 4
We recommend that the Ministry of Health reﬁne the guidance on Faster Cancer
Treatment indicators to remove ambiguity about the deﬁnitions.
Recommendation 5
We recommend that the Ministry of Health and district health boards discuss
and agree how to apply the deﬁnitions of the Faster Cancer Treatment indicators
consistently, so that indicators are comparable between district health boards.

Part 6
Is the Ministry of Health’s leadership and
guidance enabling regional services planning?
6.1

Good leadership and guidance are important if regional services planning is to
be eﬀective and eﬃcient. In this Part, we look at the Ministry’s leadership and
guidance of the regional services planning process.

6.2

Regions expressed dissatisfaction with aspects of the NHB’s leadership, most
speciﬁcally about it not setting a longer-term, strategic view. In our view, the
Ministry’s regional services planning guidance has not yet signiﬁcantly increased
the integration of health service planning at diﬀerent levels of the health sector,
although relationships have improved. The guidance is not in line enough with
other DHB and regional planning activities, and is too detailed and prescriptive.

Ministry guidance and the intended eﬀects of regional
services planning
6.3

The Ministry is the main authority providing guidance and leadership when it
comes to regional services planning.

6.4

The senior people we spoke to in the health system identified several problems
with how the Ministry leads regional services planning through the guidance
provided, including:
t not enough attention being given to deﬁning the national, regional, and local
components of the health system; and
t a lack of a strong strategic focus on the whole health system.

6.5

These wider problems were identiﬁed in the Performance Improvement
Framework review of the Ministry of Health in 2012.8 The Ministry has worked
to address these concerns, in terms of its organisational development and the
way in which it engages with the health sector more widely. There have been
improvements in setting up opportunities for better engagement, such as the
Health Sector Forum of senior leaders and face-to-face meetings about strategic
priorities with DHB chief executives and chairpersons. However, senior managers
still voicing concerns in early 2013 would suggest that there remains some way
to go.

6.6

The problem we heard most about was that the Ministry was over-prescriptive
when it was unnecessary, and did not give enough detail when detail was needed.
This is a diﬃcult balance for the Ministry to get right, but it is an important aspect
to address because the Ministry is the health sector leader. The Ministry told us
that the level of prescription was needed to improve consistency where regional
collaboration had been less advanced in the past. Our evaluation of the plans and
our ﬁeldwork indicate that the approach has ensured compliance with a standard.

8

State Services Commission, the Treasury, and the Department of the Prime Minister and Cabinet (2012), Formal
Review of Manatū Hauroa the Ministry of Health (the Ministry), available at www.ssc.govt.nz.
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However, the regions that had advanced beyond that standard were probably the
most frustrated by the level of prescription.
6.7

Our evidence shows that many people think that the Ministry’s regional services
planning guidance is not forward-focused, strategic, or clear enough about future
national health services and needs. Some of the people we spoke to expected a
long-term health sector plan from the Ministry. Such a plan was referred to in
the Health Sector Framework 2010 document, and the Ministry had said it was
working on preparing such a plan until June 2011. About then, it seems a decision
was made that the plan was no longer useful, but we could not ﬁnd evidence of
where that decision was taken or who was consulted. This lack of clarity could
have contributed to the comments we received about how eﬀective the NHB’s
leadership has been.

6.8

The Ministry’s regional services planning guidance requires regional services plans
to address the need for:
t local, regional, and national services;
t co-ordinating those services eﬀectively and eﬃciently; and
t the best possible arrangement of health services for delivering services
eﬀectively and eﬃciently.

6.9

The Ministry has stated that the intended outcomes of regional services planning
are improved quality of care, reduced service vulnerability, and lower costs.

6.10

The Ministry’s regional services planning guidance is not in keeping with these
intended outcomes of regional services planning. We do understand that the
guidance is driven by the planning regulations. However, we also understand
that a regulatory approach was taken to enable changes to be made, if necessary,
without having to change primary legislation.

6.11

The Ministry publishes a DHB planning pack every year. The pack contains
guidance for regional services plans and district annual plans. The guidance is
followed soon after by a letter from the Minister setting out his expectations
for the next 12 months. Regional services plans and district annual plans are
submitted within a few weeks of each other. In practice, DHBs have a short
time to prepare and complete their regional services plan and their annual
plan, including getting the contributions of the regional networks. The Minister
approves the plans at the same time, as long as they are satisfactory.

6.12

We understand that the regional services plan should be signiﬁcantly more
strategic and long term, whereas DHB plans reﬂect the operational requirements
falling within that year. However, the regional services plans are also required to
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have an implementation plan, mostly to hold regions accountable for progress.
The regional services plans only reﬂect part of the DHBs’ regional activities.
Despite this, many of the regional services plans exceed 150 pages when all the
prescribed content and discretionary content is included.
6.13

Other problems with the guidance are that it:
t says little about the intended eﬀects of regional services planning other than
cost eﬀects; and
t does not pay enough heed to the scale and speed of change needed to move to
regional services that are clinically and ﬁnancially sustainable.

6.14

In our view, the Ministry cannot show that regional services planning guidance
has reduced the administrative costs of planning, although we acknowledge that
DHBs no longer need to submit district strategic plans. We cannot see that the
Ministry has signiﬁcantly increased the integration of health service planning
at diﬀerent levels of the health sector. However, we acknowledge that the
requirement to carry out regional services planning has increased communication
within and between DHBs,
t with some improvement in relationships reported.

6.15

The detail that the Ministry’s regional services planning guidance and time frames
require means that DHBs might focus on complying with each of the extensive
requirements rather than working with other DHBs to plan how a region will
deliver services. The Ministry recognises this risk, and has increased the amount,
and nature, of engagement it has with regions during the planning cycle.
Recommendation 6
We recommend that the Ministry of Health and district health boards work
together to review, amend, and improve the timing and content of the Ministry’s
regional services planning guidance for district health boards so that the
guidance is:
t QSPWJEFEXJUIJOBUJNFGSBNFUIBUFOBCMFTSFHJPOBMTFSWJDFTQMBOTUPJOGPSN
PUIFSQMBOTUIBUEJTUSJDUIFBMUICPBSETOFFEUPQSFQBSFBOE
t NPSFJOMJOFXJUIUIFJOUFOEFEFýFDUTPGSFHJPOBMTFSWJDFTQMBOOJOH

Part 7
Is regional services planning delivering the
intended eﬀects?
7.1

In this Part, we discuss our ﬁndings about how well the Ministry knows whether
regional services planning has been successful in delivering the intended eﬀects.

7.2

The descriptions of the intended effects have moved somewhat over time.
However, to recap, they are to secure future improvements in clinical and financial
sustainability by focusing on:
t making vulnerable services more resilient;
t reductions in cost by service, compared with previous trends; and
t improving quality of patient care.

7.3

Three years on, the Ministry does not know whether regional service planning is
working as intended. This is because:
t the Ministry’s evolutionary approach to regional services planning will take
longer to show results;
t the Ministry did not deﬁne the desired beneﬁts expected from regional services
planning in a measurable way (either quantitatively or qualitatively), outside
the back-oﬃce work;
t the Ministry does not monitor clinical and ﬁnancial sustainability through
regional services plans (instead, the Ministry monitors sustainability through
other operational plans, activities to achieve the aims of those plans, and
performance towards some national targets); and
t there is little evidence of measurable change in clinical and ﬁnancial
sustainability – this is partly because the ﬁrst regional services plans had no
baselines to compare with.

The evolutionary and regulatory approaches
7.4

The Ministry’s monitoring of regional services plans has changed since 2011.
However, the Ministry’s monitoring remains focused on activities, rather than
the intended eﬀects or outcomes of regional services planning. This means that
it is diﬃcult to ﬁnd evidence of the extent to which regional services planning is
helping to improve performance in the health and disability sector.

7.5

Figure 3 shows the main steps in the evolutionary approach the Ministry has
taken to putting regional services planning into eﬀect, and compares it to the
approach implied by the Review Group’s report, amendments to the Act, the
regulations, and the Ministry’s written guidance.
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Figure 3
Putting regional services planning into eﬀect
National Health Board evolutionary approach
Year 1

2011

2016

Establish
relationships

Jointly agree
which services
should be
regional

Delivering
outcomes

Working
together and
introducing
consequences
and incentives

Create a
common
agenda

Set up
structures to
administer

Year 3

Year 2

Delivery of
outputs cancer/
cardiovascular
elective surgery

Develop the
plan

Work on inputs
such as joint
positions

Involve
clinicians in
planning

Implementation envisaged by Ministerial Review Group/Act/Regulations

2011

Year 1
Regional
Services Plans

Year 2
Regional
Services Plans
“Step change”

Year 3
Regional
Services Plans
“Comprehensive
and detailed”

Year 3
“Benefits” realised
in full or review
if far and fast
enough

2014

All plans to include performance measures and full costs

7.6

The main diﬀerence between the approaches is the stage at which it will be
possible to see measurable changes resulting from regional services planning. The
evolutionary approach will see full measurement of outcomes by June 2016 in
three services, whereas the regulatory approach anticipated full beneﬁts by June
2014.

7.7

The Ministry considers that progress on regional collaboration within the ﬁrst
few years was in line with expectations. It considers that the Review Group’s
expectation of full beneﬁts emerging in about three years was too optimistic. The
NHB saw the building of relationships created during planning as being more
important than the speciﬁc content of the plans. The Ministry points to creating
the right foundations to support links between regions, including building
capacity and capability. It took a deliberately slower path to putting regional
services plans into eﬀect in full, to ensure consistency of approach, and to secure
the involvement of clinicians.

7.8

Although we do not disagree with the importance of these elements, we were
looking for more objective evidence, even if that was qualitative rather than
quantitative. In 2013, the Prime Minister’s Chief Science Advisor stated that

Part 7

Is regional services planning delivering the intended eﬀects?

45

“without objective evidence, the options and the implications of various policy
initiatives cannot be measured”.9 He went on to say that, without objective
evidence, judgement is often based on opinion or belief. He recommended
planned evaluation to ensure that the desired eﬀects of the policy are being
realised, especially where complexity makes forming policy particularly
challenging.
7.9

Without evaluation, we cannot say whether the Ministry’s leadership is taking
the health sector far or fast enough. In the remainder of this Part, we discuss the
problems we had in trying to locate measurable results for the intended eﬀects.

Vulnerable services and clinical sustainability
7.10

We expected to see evidence in regional services plans that regions were setting
up sustainable solutions to strengthen vulnerable services. We expected to see
that vulnerable services had been deﬁned and identiﬁed. We then expected to see
plans addressing those services. One expected outcome was that services that
needed to be planned and funded nationally or regionally were identiﬁed.

7.11

DHBs are not required to use the Ministry’s deﬁnition of vulnerable services.
The four 2013/14 regional services plans address vulnerable services diﬀerently
and have done so in each of the three rounds of regional services planning. The
regional services plans for 2013/14 show some evidence that the Northern,
Midland, and Central regions remain focused on clinical services that they
consider vulnerable. The Midland region has a focus on information technology as
a vulnerable service. The South Island region identiﬁes the workforce in general as
being vulnerable.

7.12

The Ministry’s guidance for 2013/14 focuses on future ﬁnancial and clinical
viability of a safe, quality public health and disability service, rather than
vulnerable services speciﬁcally. Noting that DHBs “have responded quickly to
identify service vulnerabilities”, the guidance mentions vulnerable services only as
a subset of mental health services.

7.13

This mirrors what we found in our ﬁeldwork and analysis of documents. The
Ministry and the regions had moved on to thinking about vulnerable services as
part of their “whole of system” approach to improve quality. This follows the New
Zealand “Triple Aim” objectives (see Figure 4).10

9

Gluckman, P. (2013), The Role of Evidence in Policy Formation and Implementation, Oﬃce of the Prime Minister’s
Science Advisory Committee, available at www.pmcsa.org.nz.

10 The United States Institute for Healthcare Improvement prepared the Triple Aim Initiative framework. The
Ministry of Health is a partner in the Initiative.

Part 7

Is regional services planning delivering the intended eﬀects?

46

DI

VI

DU
AL

fet
y, a
IN

sa
ty,

s

Im

ion

lat

pro
ve
d

pu

po

qu

all

N

ali

for

TI O
LA

Quality
improvement

ity

PU

qu

PO

de

nd

an

ex
p

lth

ea

eri
e

dh

nc

eo

fc

ve
pro
Im

are

Figure 4
New Zealand Triple Aim Initiative objectives

SYSTEM
Best value for public health system resources
Sources: United States Institute for Healthcare Improvement Triple Aim Initiative, Ministry of Health

7.14

We found some good examples of a sustained focus on a vulnerable service,
such as the Central region’s continued work to strengthen its Women’s Health
Service. However, the approach to identifying and monitoring vulnerable services
was so variable that we could not verify whether the Minister’s intention of
strengthening vulnerable services had been met.

7.15

Where regions include a reference to vulnerable services, the Ministry will
provide feedback through monitoring. However, if a regional services plan is
silent on vulnerable services, the Ministry does not challenge this. We could not
consistently track reduction in the vulnerability of services in the 2012/13 plans or
the 2013/14 plans.

7.16

Regions told us that services become vulnerable or are no longer vulnerable for
many reasons. Although we understand this comment, we would expect to see
a narrative on services that have moved in or out of vulnerability. This could be in
the regional services plans or a regional risk register, if more appropriate. Although
we make no speciﬁc recommendation, we encourage the Ministry to consider
whether it has made enough progress in identifying those services that need to be
planned nationally and regionally.
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The changing rate of increase in health spending
7.17

We expected to find that regions were reducing the rate of increase in costs of
health and disability services, compared with previous trends. We also expected
that chief financial officers would be:
t aware and have evidence of this intended eﬀect; and
t able to identify cost-beneﬁts from delivering services regionally.

7.18

We were not looking exclusively for absolute cost reductions, although we
thought we might have seen some of this − for example, as procurement savings
ﬁltered down into service delivery.

7.19

During our ﬁeldwork, we asked for examples of this intended eﬀect. We were
given just one example arising from a regional services planning initiative (see
Figure 5). The Ministry, regional oﬃces, and DHBs were unable to provide other
examples.
Figure 5
The Northern region’s First Do No Harm programme
The Northern region launched the First Do No Harm programme in December 2011. Putting
this programme into eﬀect successfully is one of the main goals of the Northern Regional
Health plan. The First Do No Harm website states that there is clear evidence that certain
interventions, if systematically applied, will improve patient safety, reduce costs, and save
patient lives. A study carried out in 2009 of hospital discharges in Otago in 1998 found
that 12.9% had adverse events. Of those, 15% were permanent or fatal and 33% were
signiﬁcantly avoidable. At an average cost of $13,000 for each adverse event, the cost of
preventable events is estimated to be $573 million a year.
First Do No Harm focuses on reducing harm from falls and pressure injuries in hospitals and
residential aged care, reducing health-care-associated infections in acute care, improving
medication safety, and improving safety during case transitions. The programme is planned,
funded, and delivered through the Northern DHB support agency, working with primary
health care as well as DHBs and aged residential care. The agency is in turn funded by
contributions from the four DHBs.
The Northern region has clear targets related to improving quality of care and “return on
investment”. The region has calculated that, if it met the targets for the project (reducing
harm and, therefore, improving quality of care), it would see a 1% reduction in expenditure
in the four Northern region DHBs, “which would result in a payback of around 250% on the
$0.9 million budget in 2012/13”.

Did First Do No Harm contribute to the intended eﬀects of regional services
planning?
Plan, fund, deliver

;

Quality of care

;

Reduce costs

;

Measure outcomes

;
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7.20

We saw no Ministry monitoring of changes in cost by service arising from regional
services plans. DHB ﬁnancial break-even is an objective (and measure) in the
regional services planning guidance and is monitored through DHB annual
plans. The Ministry told us that, because the starting point of DHBs for regional
collaboration was so uneven, it was unrealistic to expect the ﬁrst regional services
plans to include a full range of quantitative measures, such as costs. However,
the planning regulations required the plans to be fully costed from the start. This
“implementation lag” is why we have had diﬃculty ﬁnding evidence that the
intended eﬀects had happened.

7.21

Some quantiﬁed savings are forecast in back-oﬃce support services, such as
banking services, insurance, and information systems.11 These ﬂow from the
work of HBL. HBL reaches agreement with each DHB on the costs and beneﬁts
expected from HBL initiatives. By July 2013, HBL was reporting achievement of
$213.4 million of savings in the ﬁrst three years. The reporting of savings is based
on (unaudited) returns that DHBs submit to HBL. We say more on this in Health
sector: Results of the 2011/12 audits.12

7.22

In addition to the HBL savings, regional shared services agencies also use joint
procurement and supply to drive down costs. Examples include joint purchasing
of expensive radiology and information technology systems and equipment.

7.23

The Ministry and DHBs gave us the following main reasons for the lack of
information on costs in health and disability services in regional services plans:
t It is diﬃcult to attribute changes in costs to any one thing, including regional
services planning.
t It is too early to see cost savings from regional services plans.
t It is too diﬃcult to get the data from information systems.
t Costs are increasing as more interventions take place.
t Although costs are actually increasing, productivity or throughput is increasing
for the same resources (the Ministry and the DHBs did not provide any
evidence of increasing productivity).

Improving patient care
7.24

We expected to see evidence of improvements in the quality of care that could be
attributed to regional services planning. As quality can be interpreted diﬀerently,
we looked speciﬁcally at improvements in timeliness and equity of access. We use
equity of access to describe how people are able to access services, irrespective
of where they live in the region. We did not audit clinical safety because the

11 We say more about how HBL has set up collective insurance arrangements in our June 2013 report, Insuring
public assets, available at www.oag.govt.nz.
12 Controller and Auditor-General (2013), Health sector: Results of the 2011/12 audits, available at www.oag.govt.nz.

Part 7

Is regional services planning delivering the intended eﬀects?

49

work of the Health Quality and Safety Commission was outside the scope of our
performance audit. The Health Quality and Safety Commission works with the
health sector, with the overriding aim of reducing preventable harm to patients
and service users.
7.25

On timeliness, we looked for quantitative evidence of performance improvement
from one year to the next. For example, we looked for increases in numbers or
percentages of patients receiving timely, high-quality treatment. We did ﬁnd some
examples of changed targets in initiatives that had been running for some years
(in workstreams such as cancer services, cardiac services, and stroke services). For
example, the Northern region action plan for cardiovascular disease set a target
of 90% of outpatient coronary angiograms to be seen within three months in
2013/14. This was up 5% on the previous year’s achievement. However, we saw
few measures outside well-established workstreams.

7.26

On equity of access, we found few examples of initiatives outside the cancer
services workstream. For instance, we saw little evidence of new regional clinical
protocols that would increase equity of access to care.

7.27

Where improvements were being achieved, they were often the result of other
nationally led initiatives, many of which had further funding attached, such as:
t the Better, Sooner, More Convenient policy aimed at treating people more
quickly and closer to home − this includes integrated health centres, intended
to provide a full range of services, including specialist assessments by general
practitioners, minor surgery, walk-in access, chronic care, increased nursing,
and selected social services;
t targets to increase the number of elective operations, with ﬁnancial incentives
for those DHBs that meet them;
t further resources for older people, speciﬁcally for dementia;
t Better Public Services initiatives, particularly for vulnerable children; and
t the Maternity Quality Initiative.

7.28

This is not an exhaustive list, but gives a ﬂavour of the complicated policy
landscape within health and disability services. This reﬂects the Review Group’s
observation that “funding for new national initiatives also tends to be ‘layered’
on top of existing DHB activity”. It also shows that there are few, direct incentives
linked to regional services planning.

7.29

We tested our ﬁndings about equity of access with staﬀ from regional oﬃces, the
Ministry, and DHB senior managers. Almost all said that it was too early to see
evidence of regional services planning having a positive eﬀect on quality of care.
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7.30

We heard a lot about work in progress, particularly on information technology
systems, that would help to speed up access to services, and between points in
the health and disability system. These included:
t GP2GP ﬁle transfer – so that medical records move swiftly between general
practices if a patient changes their general practitioner (about 820 general
practices are using this technology);
t maternity clinical information system – due to be phased in towards the end
of 2013;
t patient portals, due by 2014, which enable patients, as well as those involved in
their care, to see their medical records; and
t the national shared-care planning programme.

7.31

Many of these initiatives are relatively new or not put into eﬀect fully. A recent
evaluation found that the national shared-care planning programme had been
slow to take oﬀ. The evaluation highlighted factors beyond the information
technology systems, such as workforce development, getting appropriate funding,
and understanding the patient’s point of view. However, some clear beneﬁts are
possible, and some earlier changes, such as making referrals electronically, are
becoming well established.

7.32

Regions had some good ideas about how improvements in performance could
be recorded more systematically for a range of initiatives and plans. Clinical
leadership of networks is starting to lead to a more evidenced-based approach to
auditing for improved outcomes. A common comment from many senior staﬀ was
that they would like the plans to evolve to have a longer-term view with fewer
mandatory priorities. We consider that this is a good time for the Ministry and the
regions to consider how they can show progress. In 2016, we will return to the
topic of regional services planning.
Recommendation 7
We recommend that the Ministry of Health and district health boards work
together to prepare an evaluation framework and use it to work out whether
regional services planning is having the intended eﬀects.
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