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1 EXECUTIVE SUMMARY 
 

 
 
This Statement of Intent (SOI) outlines to Parliament and the general public the performance that 
Otago District Health Board (ODHB) will deliver during 2009/10 and contains non-financial and 
financial forecast information for 2010/11 and 2011/121. This document sets out our objectives 
and provides an overview of some of the services we deliver along with the performance targets 
we have set for ourselves for the period ahead. Due to the range of services delivered and 
funded by our DHB, we have selected key priority areas for discussion in our SOI. The rationale 
for selecting and included these priority areas will be explained in later sections.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
1
 To meet the requirements of section (s) 39 of the New Zealand Public Health and Disability Act 2000 and s 139 (1) of the Crown 

Entities Act 2004. 

 
_______________________    ________________________ 
Errol Millar      Susie Johnstone 
Board Chair      Board Deputy Chair 
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2 Context 
 

 

2.1 Population 

This section describes our DHB‟s external environment, including our geographical location and 
our population profile.  
 
Key statistics include: 
   

 The Otago usually resident population in the 2006 census was 179,388 people 2 

 4.45% of the national population live in Otago 

 33.4% of the population lives outside Dunedin in rural and provincial centres 

 The Otago population is projected to increase by 4.0% by 2021 

 
Otago Population Statistics 
 

Territorial Local Authority Population  % of DHB pop. 

Waitaki District 20,220 11.3% 

Central Otago District 16,647 9.3% 

Queenstown-Lakes District * 7,008 3.9% 

Dunedin City 118,677 66.1% 

Clutha District 16,836 9.4% 

Otago DHB 179,388   

* The Queenstown Lakes TLA is split between Otago and Southland DHBs – 
Queenstown/Wakatipu is in the Southland DHB region and Wanaka is in the Otago DHB 
region. 

 
 
Otago Ethnic Profile – how people identified themselves in the 2006 Census  
 

Territorial 

Local Authority European Mäori Pacific Asian Other 

Waitaki District 16,551 81.9% 1,089 5.4% 219 1.1% 354 1.8% 2,607 12.9% 

Central Otago 13,116 78.8% 1,161 7.0% 96 0.6% 168 1.0% 2,694 16.2% 

Queenstown-

Lakes * 5,159 73.6% 387 5.5% 48 0.7% 311 4.4% 1,042 14.9% 

Dunedin City 90,471 76.2% 7,362 6.2% 2,535 2.1% 6,129 5.2% 16,467 13.9% 

Clutha District 13,161 78.2% 1,482 8.8% 135 0.8% 126 0.7% 2,685 15.9% 

Otago DHB 138,458 77.2% 11,481 6.4% 3,033 1.7% 7,088 4.0% 25,495 14.2% 

People may identify with more than one ethnic group; therefore the totals may be greater than the total population. 

 

                                                 
2
 2006 Census – www.stats.govt.nz 

http://www.stats.govt.nz/
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2.2 Health Profile 

Otago DHB‟s health profile is gained through a comprehensive Health Needs Assessment (HNA) 

3 that describes our population and their health status. The understanding of our population‟s 
health and disability status prevalent in our district, in conjunction with public consultation ensure 
that ODHB will select long-term strategic outcomes to meet the health needs of our population. 
Our local strategic priorities are based on a health needs assessment (HNA) of our communities 
and in conjunction with public consultation and conversations with key stakeholders. Our current 
District Strategic Plan (DSP) was developed in 2005 and responds to the New Zealand Public 
Health and Disability Act 2000 (the NZPHD Act) and addresses local needs and priorities.  
 
The Otago DHB population, compared to the New Zealand population overall, is somewhat 
disadvantaged demographically and socio-economically.  The following health and healthcare 
issues stand out: 
 
Poorer Measures in the Otago DHB than in New Zealand, Overall 
Smoking: There are more smoking-attributable hospital admissions in the Otago DHB than on 
average for New Zealand but about the same smoking prevalence. 
Cardiovascular Disease: There are more deaths in the Otago DHB from cardiovascular disease 
than for New Zealand overall, disease prevalence is similar, and hospitalisations are lower. 
Self-inflicted Injuries: There are more deaths and hospital admissions in the Otago DHB than 
expected. 
 
Better or Similar Measures in the Otago DHB than in New Zealand, Overall 
Access to Health Services: There is better access to most types of health professional. 
Cancer: Better than other regions. 
Physical Activity: Similar to other regions. 
Diabetes: Similar to other regions. 
Chronic Respiratory Disease: Similar to other regions. Lower hospital admission rates for 
asthma. 

 
Measures that may be important but data are insufficient to assess in the Otago DHB 
Mental Health: Te Rau Hinengaro provides prevalence of mental health disease but there is 
lower use of mental health services, especially community-based services. 
Mäori Health: The small numbers of Mäori in the Otago DHB make estimates imprecise.  The 
following results may be due to this imprecision: 

 Better outcomes on hearing failure at 5 years among Otago DHB Mäori 

 Diabetes – poorer health to start with but greater improvements through the Get Checked 
programme than for non-Mäori in the Otago DHB 

 More lung cancer in male Mäori in the Otago DHB 

 Less breast cancer among female Mäori in the Otago DHB 

 Lower asthma admission rates for Mäori children in the Otago DHB 

 Higher suicide rates for Mäori than non-Mäori in the Otago DHB. 
 
 
 
 
 
 
 
 

                                                 
3
 More information on our HNA (Health Profile) can be accessed our HNA on our website at www.otagodhb.govt.nz  

http://www.otagodhb.govt.nz/
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2.3 Provider profile 

The DHB is responsible for planning, undertaking service contracting, monitoring and evaluation 
of service delivery, including audits for the following services: 
 

 Primary care 

 Hospital and specialist services 

 Mental health services 

 Support services for people with disability (including aged residential services)  

 Māori health 

 Pacific health. 
 
In funding these services, ODHB will strive to maintain and improve the health of the people in 
our region within the funding allocated. The DHB receives funding from the government for most 
Personal Health, Mental Health, Māori Health and Over-65s‟ Services in line with a national 
Service Coverage Schedule. Funding for Public Health and Under-65s‟ Disability Support 
Services is not made through the DHB, but directly from the Ministry of Health to the 
organisations that provide those services. 
 
ODHB delivers hospital services from its base hospitals in Dunedin (Dunedin Public Hospital and 
Wakari). It also funds entities that provide services from the Oamaru, Balclutha and Dunstan 
Hospitals. 
 
A range of services are provided from Dunedin Hospital including: 
 

 Tertiary and secondary level medical and surgical services 

 Outpatient clinics 

 Day procedures 

 24-hour emergency care 

 Laboratory 

 Medical imaging diagnostics 

 Specialist paediatric services 

 Maternity 

 Rehabilitation 

 Inpatient and community based mental health services.  
 
 
Community and domiciliary services are also provided from these facilities, including: 
 

 Allied Health services (occupational therapy, physiotherapy, speech language therapy, 
child development service, orthotics,) 

 Patient Nurse Educators (Cardiac, Diabetes, Respiratory, Smokefree Support, Dietitians, 
Breast Care) 

 District nursing services 

 School dental services 

 Well Child services (vision/hearing technicians, public health nurses) 

 Chaplaincy 

 Social work 

 Meals on wheels 
 

2.4 DHB Functions and Structure 

The activities of our DHB are structured into three groups: 
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 Governance 

 Planning and Funding 

 Provision of Services 

 
The governance structure for DHBs is set out in NZPHD Act 2000. The Board consists of eleven 
members and they have overall responsibility for the operation of the DHB.  Seven of the 
members are elected as part of the three-yearly local body election process and up to four are 
appointed by the Minister of Health. 
 
The Board can delegate matters to the Chief Executive Officer of the DHB. There are a number 
of sub committees to the Board and these are made up of Board members, DHB staff and 
community representatives. Three of these committees are requirements of the NZPHD Act 
2000; that is they are statutory committees. The Board is required to publish when and where it, 
or any of its subcommittees, are meeting.  
 
Hospital Advisory Committee (HAC) 
The HAC is a statutory committee covering hospital(s) within our DHB. The HAC monitors the 
financial and operational performance of the hospitals and assesses strategic issues relating to 
the provision of hospital services.  
 
Community and Public Health Advisory Committee (CPHAC) 
The role of the CPHAC, which is also a statutory committee, is to provide the Board with advice 
on the health and disability needs of our region‟s population. The CPHAC reports on anything 
significant that may affect our population‟s health and it also advises the board on which issues 
are most important.  
 
The CPHAC advises the Board on how services funded and/or provided by the DHB, and how 
the DHB‟s policies, will impact on our population. The CPHAC also analyses relevant reports and 
makes recommendations to the Board. The CPHAC makes sure that any advice it provides the 
Board is consistent with the national strategies and government policy.  
 
Disability Support Advisory Committee (DSAC)  
The role of the DSAC, another statutory committee, is to tell the Board about the needs of the 
people with disabilities in our region and prioritise the use of the money provided for those with a 
disability. The committee makes sure that the services provided or funded, and the policies 
adopted, promote the inclusion and participation of people with disabilities in our society, to 
maximise their independence.  

 
The Board also has the following committees: 

 Audit, Finance and Risk Management (AFRM) Committee 
 
Members of the public are welcome to observe most of the meetings of the groups mentioned 
above. The meetings are held monthly. Details of the meetings (such as agenda, minutes, 
membership of the committee, people who attended a meeting) are publicly available through the 
DHB‟s website.  
 
Occasionally these groups may need to have discussions of a confidential nature in a public 
excluded meeting as allowed for in the NZPHD Act 2000. 



Otago District Health Board - Statement of Intent 2009/10  8 

 

3 Outcomes Framework 
 

3.1 Government Priorities 

 
The Minister of Health‟s annual „Letter of 
Expectations‟ is sent to all DHBs and identifies the 
Minister‟s specific expectations and priorities for 
the coming year. These expectations, in addition to 
national health and disability strategies4 and our 
strategic priorities (set out in the DSP), enables our 
DHB to plan and prioritise activity for 2009/10.   
 
A set of national Health Targets have been 
identified to focus the efforts of DHBs and make 
more rapid progress against key national priorities.  
Some of these Health Targets are included within 
the selection of service performance measures in 
this SOI and are also clearly identified in our 
District Annual Plan (DAP) 2009/10 (section 3.6).  
 
Our SOI aligns with national and Government 
priorities. These priorities are closely aligned with 
our vision and long term strategy to improve the 
health and well-being of our community. 

 

3.2 DHB Vision and Values 

 
Vision 

 

Working together to promote 

Wellness and Independence 

Values 

Integrity 

Being honest and treating all people with respect 

and dignity, valuing individual and cultural 

differences and diversity 

Professionalism 
Acting with integrity and embracing the highest 

ethical standards and excellence 

Innovation 
Constantly seeking and striving for new ideas 

and solutions 

Teamwork 
Achieving success by working together and 

valuing each other’s skills and contributions 

Responsibility 

Using and developing our capabilities to achieve 

outstanding results and taking accountability for 

our individual and collective actions 

                                                 
4
 Available from the Ministry of Health website, www.moh.govt.nz  

Health Targets 
SHORTER STAYS IN EMERGENCY 

DEPARTMENTS 
IMPROVED ACCESS TO SURGERY 

SHORTER WAITS FR CANCER 
TREATMENT 

INCREASED IMMUNISATION 
BETTER HELP FOR SMOLERS TO QUIT 

BETTER DIABETES AND 
CARDIOVASCULAR SERVICES 

Ministers Priorities 

INCREASE ELECTIVE VOLUMES YEAR 
ON YEAR 

IMPROVE EMERGENCY DEPARTMENT 
WAITING TIMES 

IMPROVE CANCER TREATMENT WAITING 
TIMES 

IMPROVE CLINICAL STAFF RETENTION 

FOSTER CLINICAL LEADERSHIP 

 

http://www.moh.govt.nz/
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3.3 Outcomes 

Based on Government priorities and local health needs our DHB seeks to achieve the following 
outcomes: 

 To improve, promote and protect the health of people and communities by focusing on 
the 13 priority areas of the New Zealand Health Strategy 

 To ensure older people are supported to maintain optimal health, function and 
independence by focusing on the 8 objectives of the Health of the Older Persons Strategy 
and principles contained in the Positive Ageing Strategy 

 To reduce health inequalities by ensuring accessible and appropriate services for all New 
Zealanders, including Māori, Pacific peoples and groups of people with lower 
socioeconomic status 

 To improve the integration of health services, especially primary and secondary health 
services. 

 
These outcomes are consistent with the purposes of the Crown Entities Act 2004 (CE Act 2004) 
and, the New Zealand Public Health and Disability (the NZPHD) Act 2000. 
 
The 13 priority areas of the NZ Health Strategy (reduce smoking, improve nutrition, reduce 
obesity, increase physical activity, reduce suicides and suicide attempts, minimise harm from 
alcohol and drugs, reduce incidence of cancer, reduce incidence of cardiovascular disease, 
reduce incidence of diabetes, improve oral health, reduce violence, improve status of those with 
severe mental health illnesses and ensure access to child health and immunisation) have been 
selected according to the degree (in the short to medium term) they can influence: 
 

 Contribute to important overarching Government initiatives such as reducing inequalities 

 Improve the overall health status of the population 

 Engage the health sector and enhance the focus on outcomes, specifically preventive 
services 

 Engage other sectors, reflecting the scope for national and local intersectoral action 

 Encompass all groups within society (such as age groups) 

 Ensure continuity with significant existing policy and programme initiatives. 
 

3.4 Key Mechanisms for Intervention  

Our DHB: 

 FUNDS health and disability services through the contracts we have with providers 

 PROVIDES hospital and specialist services that covers medical and surgical services, 
mental health, older person‟s health and some domiciliary services 

 PROMOTES community health and wellbeing through health promotion, health education 
and population health programmes. 

 
To ensure our interventions are relevant to our communities, coordinated and ensure best value 
for money, before making funding, provider or promotion decisions we: 

 PLAN in consultation with key stakeholders (Iwi, PHOs and NGOs) and our community, 
the strategic direction for health and disability services within our district5 

 PLAN in collaboration with other DHBs, regional and national work. 

                                                 
5
 For more information on our strategic direction, you can view our District Strategic Plan (DSP) on our website www.ODHB.govt.nz 

 

http://www.sdhb.govt.nz/
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3.5 Intervention Logic 

To demonstrate why we believe the interventions we have chosen above will achieve the 
outcomes that Government and our communities have selected, we use the following 
intervention logic model. 
 

Activities

Initiatives

Projects

Inputs 
(resources 

and 

capability)

Outputs 
(services provided 

to others)

V Government 

Priorities

V Minister’s 

Expectations

V DSP Strategic 

Goals

V Improved 

population 

health

V Reduced 

inequalities

DHB Intervention Logic 

If we invest in And undertake Then we will produce That wil achieve And will contribute to

DHB enablers 
V Products

V Actions

V Deliverables 

Output Classes 
V Public Health Services

V Primary & Community Services

V Hospital Services

V Support Services

DHB Programmes 
V Products

V Actions

V Deliverables 

Grouped into
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4 Output Classes, Outputs and Priorities 
 

 

4.1 General  

Our DHB ensures the promotion, provision, monitoring and evaluation of health and disability 
support services in line with national health and disability strategies and local population health 
needs. The role of a DHB is complex and covers the key areas; planning, funding, promotion and 
providing.     
 
The services provided by our DHB are many and varied. The DHB‟s planning and funding role is 
responsible for planning, promoting and undertaking service contracting with organisations 
including our own hospital and domiciliary services. However, we do not deliver all services 
ourselves within our own hospitals. ODHB also contracts services from other providers, including 
other DHBs who often provide more specialist services. Some services are funded and 
contracted directly by the Ministry of Health for example breast and cervical screening as well as 
the provision of disability support services for people aged less than 65 years.  
 
The role of our DHB covers most of the health and disability services provided in our district. In 
this section we detail our agreed priority areas. The areas of focus are based on the directions 
identified in our DSP and on findings from our HNA.  
 
Other services not mentioned in any detail will continue to be planned, funded and provided to a 
high standard. Although these services do not have outcomes attributed to them and may not be 
included in the outputs as part of section 4, we report quarterly to the Ministry of Health on our 
performance in these services. The quarterly reporting, either through the reporting against 
Indicators of DHB Performance or through the Hospital Benchmark Information ensures that our 
progress in these services is documented and improvements are tracked; these reports can be 
accessed on the Ministry of Health website (www.moh.govt.nz).  
 

4.2 Output Classes 

There are four output classes that are applicable to all DHBs:   
 

 Public Health Services 

 Primary and Community Services 

 Hospital Services 

 Support Services. 
 
Within these classes our DHB has prioritised a number of outputs. How these outputs contribute 
to our intermediate outcomes are detailed below on an output class by output class basis. One of 
the functions of this SOI, and in particular the Statements of Forecast Service Performance is to 
show how the DHB will evaluate and assess what services and products we deliver to others in 
2009/10. For each output class there are agreed (from 2010/11) national performance measures 
and targets of the desired outcomes and objectives6. These measures and targets will be subject 
to an annual audit by auditors appointed by the Office of the Auditor General. The performance 
measures chosen are not a comprehensive list and do not cover all of the activity of the DHB, but 
they do reflect a picture of our activity against local and national strategies and priorities. Where 
possible, we have included past performance (baseline data) along with each performance target 
to give context of what we are trying to achieve and to better evaluate our performance. 
 

                                                 
6
 As stated in the CE Act 2004 (s 142 (1)) 

http://www.moh.govt.nz/
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4.3 Statement of Forecast Service Performance 

 
The following table demonstrates the linkage between the outcomes, the output classes and outputs. 
For each of the outputs, a series of measures and inputs are identified and are described in the 
forecast statements of service performance detailed under each output class. A number of the outputs 
contribute to multiple outcomes. 
 

Outcomes Output Classes Outputs 
To improve, promote and protect 
the health of people and 
communities by focusing on the 
13 priority areas of the New 
Zealand Health Strategy 
 

Public Health Services 
 
 

Health Promotion  

Health Protection 

Population Screening 

Immunisation / Child & Youth 
Services 

Well Child Services 

Primary and Community Services Chronic Conditions Management 

Mental Health Services 

Oral Health Services / Child & 
Youth Services 

PHO Services 

Hospital Services Elective Services 

Acute and Emergency Services 

Chronic Conditions Management 

Outpatient Services 

Diagnostic Services 

To ensure older people are 
supported to maintain optimal 
health, function and 
independence by focusing on the 
8 objectives of the Health of the 
Older Persons Strategy and 
principles contained in the 
Positive Ageing Strategy 
 

Primary and Community Services Community Care Coordination 

Chronic Conditions Management 

Hospital Services Assessment, Treatment and 
Rehabilitation Services 

Support Services Home Based Support Services 

Residential Care Services 

Day Care & Respite Services 

Palliative Care Services 

To reduce health inequalities by 
ensuring accessible and 
appropriate services for all New 
Zealanders, including Māori, 
Pacific peoples and groups of 
people with lower socioeconomic 
status 

Public Health Services 
 

Health Needs Assessment 

Population Screening 

Primary and Community Services PHO Services 

Maori Health 

Pacific Health 

To improve the integration of 
health services, especially 
primary and secondary health 
services 
 

Primary and Community Services Health Integration Plan 

Avoidable Hospital Admissions 

After Hours Care 

Community Care Coordination 

Hospital Services Regional Clinical Services 

Workforce Planning 

Information Systems Plan 

Quality Initiatives 

Support Services Needs Assessment and Service 
Coordination 
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4.4 Public Health Services 

 
Public health services are the domain of many organisations across the region, namely: 
 

 Ministry of Health, principally as a funder of public health services, and also a regulator 
and planner  

 Public Health South (part of the Otago DHB provider-arm), as a provider of services  

 District Health Boards, in both funding and provision  

 Primary Health Organisations, mainly in the area of provision of primary health care 
services, but with some public health functions  

 A significant array of private and non-government organisations, including Maori and 
Pacific providers  

 Regional Sports Trusts  

 Local and regional government. 
 
The following diagram demonstrates how public health services contribute to improved overall 
health status which is one of the main outcomes sought by the DHB. 
 
 
 

What Impact 

are we having?

What Outcome

 is needed?

What Services 

are we 

providing?

How do we 

organise to 

achieve these 

results

Well Child 

Services 

Health

 Promotion

Health 

Protection

Infectious & 

environmental 

health risks 

managed

Improved Population Health Status

( through prevention, detection & informed communities)

Nutrition and Physical Activity Programme

Health Determinants Programme 

(Fluoridation, tobacco control, Family Violence)

Eligible 

population 

screened

Population 

Screening 

Eligible population  immunised

B4 School checks completed
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Statement of Forecast Service Performance for Public Health Services 

Public Health Services Output Class  
 

This section outlines the Public Health services we intend to deliver to our population.  
 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Health Promotion Services Reducing Smoking 

 

Initiation of health promotion initiatives and 
targeted personal health initiatives to reduce 
tobacco consumption, reduce smoking 
prevalence, reduce inequalities in health 
outcomes and reduce the smoking prevalence 
amongst Maori to at least non-Maori rates and 
to reduce exposure to second hand smoke) 

“Never smokers” 
measured by % of 
year 10 students is 
currently 58.4% 

Increase the 
prevalence of “never 
smokers” among 
year 10 students by 
3%. 

Target 60% Target 65% 

 

Hospitalised 
smokers are 
provided with advice 
and help to quit. 

[Health Target] 

DHB Hospitals - 
80% by end June 
2010. 

 
DHB Hospitals - 
90% by end June 
2011. 

 
Maintain at 90% 

[Health Target] 

PHO‟s – No target 
in 09/10 

 
PHO referrals, 
similar target to 
hospitals to be set 

 
PHO referrals, 
similar target to 
hospitals to be set 

Healthy Eating Healthy Action 

 

The goal of healthy eating, healthy action 
(HEHA) is to improving nutrition, reduce 
obesity and to increase physical activity. 

 

This objective is viewed as ultimately 
improving health outcomes and contributes to 
avoiding the development of chronic 
conditions. It also assists with reducing 
disparities in health indicators. 

 

 

 

72% are eating 
recommended 
vegetables 
 
(from NZ Health 
Survey) 

Increase proportion 
of adults (15+) 
eating 3 or more 
servings of 
vegetables per day 

At least 74% At least 75% 

58% are eating 
recommended fruit 
 
(from NZ Health 
Survey) 
 
 
 
 
 

Increase proportion 
of adults (15+) 
eating 2 or more 
servings of fruit per 
day 

At least 60% At least 62% 
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Statement of Forecast Service Performance for Public Health Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Health Protection Services Drinking Water Grading 

All registered supplies serving a population 
greater than 500 are required to be graded at 
least once every three years. 

10% for populations 

greater than 500 are 
graded. 

 

All remaining 
ungraded water 
supplies for 
populations greater 
than 500 are 
graded.  

33% of supplies are 
re-graded. 

33% of supplies are 
re-graded. 

Reducing Family Violence 

Violence is recognised as a key public health 
issue. Child abuse, sexual violence, family 
violence, school bullying and elder abuse are 
all preventable forms of harm and social 
disruption. To reduce violence in those areas, 
health professionals and providers require 
protocols and training to allow them to 
recognise and respond to the family violence 
and abuse.  

Implementation of 
the MoH  Family 
Violence 
implementation 
programme 

Reach 75% on MoH 
audit 

Achieve 80% Maintain 80% 

Food Complaints 

Information about food complaints received by 
Public Health South are required to be entered 
on to the NZ Food Safety Authority Information 
Leader Database within two working days. 

4 working days 4 working days 3 working days 2 working days 

Population Screening 
Services 

B4 Schools Checks Programme 

(This is the percentage of eligible children who 
receive the B4 school check programme) 

Programme and 
funding made 
available during 
2008/09. 

Report on actual 
performance, 
targets yet to be set 

Report on actual 
performance, 
targets yet to be set 

Report on actual 
performance, 
targets yet to be set 

Breast Screening Programme 

(A two yearly cycle of screening for eligible 
women is undertaken, this measures is the 
proportion of screened women compared to 
the total eligible) 

 

 
 
78% of eligible 
women have been 
screened 

 
 
Maintain 78% 
screening rate 
noting that 
contractual target is 
71% 

 
 
Contractual target 
not set yet 

 
 
Contractual target 
not set yet 

New Born Hearing Screening Programme funding 
to be made 
available from July 
2009 

Programme 
developed and 
implemented 

Targets to be set  Targets to be set  
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Statement of Forecast Service Performance for Public Health Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Immunisation / Child & 
Youth Services 
 
Many indicators of child health 
show that New Zealand has a 
low international ranking of 
child health (for example, high 
rates of unintentional injury). 
Vaccine-preventable diseases 
are an important cause of 
morbidity and mortality for all 
communities. 

 

National Immunisation Register 

(This is the percentage of 2 year old children 
who have been fully immunised, national 
target is 95%) 

 

 
Total, 92% 
For Maori, 89% 
For Pacific, 90% 

[Health Target] 

 
Total target is 92% 
Maori target is 91% 

 
 
Total target is 93% 
Maori target is 92% 

 
 
Total target is 95% 
Maori target is 93% 

HPV Immunisation Programme 

(This is the % of year 8 girls who have 
completed the HPV immunisation) 

(This is the % of girls born between 1990 and 
1991 who have completed the HPV 
immunisation) 

(This is the % of girls born between 1992 and 
1996 who have completed the HPV 
immunisation) 

HPV (Human Papillomavirus) immunisation 
seeks to reduce the incidence of cervical 
cancer and genital warts amongst the young 
female population. 

 
 
Programme and 
funding only made 
available during 
2008/09. 

 
 
60% 
 
 
60% 
 
 
 
This group not 
targeted in 09/10 
 
 

 
 
80% 
 
 
70% 
 
 
 
75% 

 
 
90% 
 
 
75% 
 
 
 
85% 

Health Needs Assessment 
(HNA) 

Update and completion of a 
comprehensive HNA profile 

The HNA is a technical report that uses both 
qualitative and quantitative health statistics to 
provide an overall assessment and health 
profile of the DHBs population. From the 
findings the DHB is able to set strategies 
based on health needs identified from the 
study. 

HNA completed 
2005 

2008 Plan update 
completed (every 
three years) 

Not Applicable Not Applicable 

Well Child Services Breastfeeding 

(This measure aims to improve he % of infants 
exclusively and fully breastfeed) 

At 6 Weeks – 73% 
At 3 Months – 60% 
At 6 Months – 34% 

At 6 Weeks – 75% 
At 3 Months – 62% 
At 6 Months – 35% 

At 6 Weeks – 77% 
At 3 Months – 64% 
At 6 Months – 36% 

At 6 Weeks – 79% 
At 3 Months – 66% 
At 6 Months – 37% 
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4.5 Primary and Community Services 

 
A strong primary health care system (as outlined in the Primary Health Care Strategy) is central 
to improving New Zealanders‟ overall health, and to reducing health inequalities between 
different groups. Primary health care is delivered close to communities with their participation and 
is a key to improving and maintaining health through programmes to promote health, prevent 
disease and provide early diagnosis and treatment of illnesses to prevent complications 
developing. New Zealand is experiencing a growing prevalence of long-term conditions including 
diabetes and cardiovascular disease. Some groups of New Zealanders suffer from these 
conditions more than others, for example, Māori and Pacific people, older people and those on 
lower incomes. Long-term conditions require an increased focus across the primary/secondary 
interface to ensure that they are recognised early and managed effectively. 
 
The three key goals from the national Primary Health Care Strategy are: 

 Transparent national priorities – DHBs, Primary Health Organisations (PHO) and the 
Ministry focused on national health priorities and working collaboratively to improve sector 
performance 

 Collective stewardship and governance – Communities and PHOs engaged to identify 
population needs and target responses consistent with national priorities 

 Enhanced delivery – A continuum of accessible services focused on reducing the 
incidence and impact of chronic conditions. 

 
ODHB is focusing on the above three goals by: 

 Employing GP liaison positions to aid integration of primary and secondary services 

 Engaging in joint projects between the DHB and PHO‟s such as nurse led clinics (e.g. the 
wound care service working across primary and secondary), joint nursing review and the 
primary mental health brief intervention service 

 Having a regional Primary Care Advisor role as part of the Regional Executive 
Management team with this role liaising regularly with the PHOs across Otago and 
Southland and with other primary providers 

 
The outcomes sought and impacts through primary health are shown in the diagram below. 
 

What Impact 

are we having?

What Outcome

 is needed?

What Services 

are we 

providing?

How do we 

organise to 

achieve these 

results

Population 

Screening 

Capitated 

Primary Care 

Services

Chronic Condition 

Management 

Services

( physical & mental 

health)

Eligible 

population 

screened

Improved  

Long Term 

Condition 

support

Access to 24/7 

first point of 

contact 

services

Healthy  Population able to care for themselves

( through prevention, early detection, early treatment  & 

supported self management)

Primary Care capacity & capability development

Devolvement of appropriate services from Secondary to 

Primary care

S.I. Regional DHB collaborative planning & service delivery
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Statement of Forecast Service Performance for Primary & Community Services 

Primary & Community Services Output Class  
 

This section outlines the Primary and Community services we intend to deliver to our population. Some of these services are provided by us while 
others are funded by us through a range of contracts and provided by PHOs and other NGOs. These services include personal health services, 
mental health services, Maori and Pacific health services and disability support services. 
 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Chronic Conditions 
Management 
 
Chronic disease comprises 
the major health burden for 
New Zealand now and into 
the foreseeable future.  
This group of conditions is 
the leading cause of 
morbidity in New Zealand, 
and disproportionately 
affects Māori and Pacific 
peoples. As the population 
ages, and lifestyles 
change, these conditions 
are likely to increase 
significantly.  
 
Diabetes is estimated to 
cause about 1200 deaths 
per year, and diabetic 
complications (such as 
heart disease, blindness 
and kidney failure) are 
major contributors to the 
burden of disability 
experienced by people 
from middle age, 
especially in Māori and 
Pacific communities. 

Diabetes Detection and follow-up 
(portion of those on the diabetes register with type 
I & II diabetes that access the free annual check-
up) 

 
 
 
Diabetes Management 
(portion of those on the diabetes register that 
have good diabetes management - HBA1c = 8.0% 

or less) 

 
 
 
(Diabetes is important as a major and increasing 
cause of disability and premature death. Good 
performance on identifying and registering people 
with diabetes is important in reducing inequalities 
in health outcomes between population groups.  
This indicator provides a measure of access to 
good quality care, and it is also a good indicator of 
the responsiveness of a health service for people 
in most need).  
 

 

Actual 2008 
Total Target, 50% 
For Maori 49% 
For Pacific 69% 
For all others 50% 
 
 
 
Actual 2008 
Total 77% 
For Maori 63% 
For Pacific 60% 
For all others 78% 
 
 
 

[Health Target] 

 
Target for 2009 
Total target,  60% 
For Maori, 54% 
For Pacific, 70% 
For all others, 60% 
 
[Health Target] 

Target for 2009 
Total target, 79% 
For Maori, 66% 
For Pacific, 63% 
For all others, 80% 
 
 
 

 
 
Total target,  62% 
For Maori,  57% 
For Pacific, 70% 
For all others, 61% 
 
 
 
Total target, 80% 
For Maori,  68% 
For Pacific, 65% 
For all others, 80% 
 
 
 

 
 
Total target,  64% 
For Maori,  60% 
For Pacific, 70% 
For all others, 63% 
 
 
 
Total target, 80% 
For Maori,  70% 
For Pacific, 65% 
For all others, 80% 
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Statement of Forecast Service Performance for Primary & Community Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Chronic Conditions 
Management 
 
 
Cardiovascular disease is 
the leading cause of death 
(accounting for about 40 
percent of deaths) and 
morbidity in New Zealand. 
 

Early detection of those at 
risk and early intervention 
through primary care are 
two of the key approaches 
to controlling 
cardiovascular disease. 

Cardiovascular Disease Risk Detection 
(Proportion of priority groups who have had their 
five-year absolute CVD risk recorded in the last 
five years) 
 
 

Cardiovascular Disease Risk Management 
(Proportion of persons where CVD risk >15% 
have been prescribed statins) 

 
 
 
Cardiovascular Disease Rehabilitation 
(Portion of people who have suffered acute 
coronary syndrome who have attended a cardiac 
rehabilitation outpatient programme) 

 
Total 72% 
For Maori, 60% 
For Pacific, n/a 
For all others, 63% 
 
 
This measure is 
new for 2009/10 
 
 
 
 
 
 
This measure is 
new for 2009/10 
Currently 39% 

[Health Target] 

Total Target, 75% 
For Maori, 63% 
For Pacific, n/a 
For all others, 65% 
 
 
No target, 
implementation phase 
 
 
 
 
 
 
No target, 
implementation phase 

 
Total Target, 78% 
For Maori, 65% 
For Pacific, n/a 
For all others, 70% 
 
 
This measure is to 
be captured within 
the PHO 
performance 
programme and 
targets agreed 

 
Total Target, 80% 
For Maori, 68% 
For Pacific, n/a 
For all others, 75% 
 
 
This measure is to 
be captured within 
the PHO 
performance 
programme and 
targets agreed 
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Statement of Forecast Service Performance for Primary & Community Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Mental Health Services 
 
(Improving the health 
status of people with 
serious mental illness is 
one of the 13 New Zealand 
Health Strategy population 
health objectives). 
 
The World Health 
Organisation estimates that 
3% of the NZ population have 
a serious mental health illness 
(contact with service longer 
than 2 years). 

Access to Services 
(This is the average portion of people seen 
quarterly by mental health services as a % of the 
DHB population) 

 
 
The measure targets improved access, as 
sufficient access to services will lead to 
improvements in quality of outcomes 

As of Dec 2008: 
 
Total 
Age 0-19, 2.50% 
Age 20-64, 2.96% 
Age 65+, 0.65% 
 
Maori 
Age 0-19, 2.66% 
Age 20-64, 4.72% 
Age 65+, 1.13% 
 

 
 
DHB Total Access: 
Age 0-19, 2.8% 
Age 20-64, 3% 
Age 65+, No target 
 
DHB Maori Access: 
Age 0-19, 2.9% 
Age 20-64, 4.5% 
Age 65+, No target 
 

 
 
DHB Total Access: 
Age 0-19, 3% 
Age 20-64, 3.5% 
Age 65+, No target 
 
DHB Maori Access: 
Age 0-19, 3% 
Age 20-64, 4.5% 
Age 65+, No target 
 

 
 
DHB Total Access: 
Age 0-19, 3% 
Age 20-64, 3.5% 
Age 65+, No target 
 
DHB Maori Access: 
Age 0-19, 3% 
Age 20-64, 4.5% 
Age 65+, No target 
 

Crisis Prevention / Resiliency Planning 
(This measure is the % of people with enduring 
mental health illness that have an up to date crisis 
prevention / relapse plan) 
 
 
Crisis prevention/resiliency planning has been 
shown to be a key component of service delivery 
that allows the medium to longer impacts of a 
serious mental illness to be minimised.  Effective 
prevention planning can be expected to contribute 
materially to improved outcomes for services.  
 
Relapse prevention plan identifies the bio-
psychosocial needs and early warning signs for 
the services user and their families.  The plan 
identifies what the service users can do for 
themselves and what the service will do to support 
the service users. Ideally, the plan will be 
developed with involvement between the 
clinicians, service users and their significant 
others. The plan represents an agreement and 
ownership between parities 

20 year old plus 
(excluding those 
with addictions 
only) – currently 
83% 
 
20 year old plus 
(addictions only) – 
currently 60% 
 
Child & youth – 
currently 58% 

20 year old plus 
(excluding those with 
addictions only) – 
target is 90% 
 
20 year old plus 
(addictions only) – 
target is 90% 
 
Child & youth – target 
is 90% 

20 year old plus 
(excluding those 
with addictions 
only) – target is 
90% 
 
20 year old plus 
(addictions only) – 
target is 90% 
 
Child & youth – 
target is 90% 

20 year old plus 
(excluding those 
with addictions 
only) – target is 
90% 
 
20 year old plus 
(addictions only) – 
target is 90% 
 
Child & youth – 
target is 90% 

 
 
 
 



Otago District Health Board - Statement of Intent 2009/10  21 

Statement of Forecast Service Performance for Primary & Community Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Oral Health Services / 
Child & Youth Services 
 
(“Good oral health for life” 
is the key Ministry of 
Health document 
published in Aug 2006. 
The vision is for an 
environment that promotes 
oral health whether 
through fluoridated water, 
healthy diet or publicly 
funded services by multi-
disciplinary teams). 

Tooth Decay 
(This measure is the mean number of decayed, 
missing and filled teeth for school children 
screened) 

Fluoridated: 
Total,  1.6 
For Maori, 2.3 
Other, 1.5 
 
Non-Fluoridated: 
Total, 1.9 
For Maori, 2.6 
Other, 1.8 
 

Fluoridated: 
Total,  1.6 
 
 
 
Non-Fluoridated: 
Total, 1.9 
 

Fluoridated: 
Total,  1.6 
 
 
 
Non-Fluoridated: 
Total, 1.9 
 

Fluoridated: 
Total,  1.6 
 
 
 
Non-Fluoridated: 
Total, 1.9 
 

Number of Fillings 
(This measure is the % of caries free (no fillings) 
year eight school children) 

Fluoridated 
Total, 40.5% 
For Maori, 30.4% 
Pacific, 28.5% 
 
Non-Fluoridated: 
Total, 35.8% 
For Maori, 26.4% 
Pacific, 37.5% 
 

Fluoridated 
Total, 44% 
 
 
 
Non-Fluoridated: 
Total, 36% 
 

Fluoridated 
Total, 45% 
 
 
 
Non-Fluoridated: 
Total, 37% 
 

Fluoridated 
Total, 45% 
 
 
 
Non-Fluoridated: 
Total, 37% 
 

Access to publicly funded dental services 
(This measure is the % of adolescent (13-18) 
children who access the adolescent dental 
service) 

 
(This measure is the number of school children 
enrolled into the school dental service) 

2006 – 85.15% 
2007 – 79.60% 
2008 – 77.2% 
(Denominator of 
10,850) 
 
 
24,662 

Greater than 70% 
 
 
 
 
 
 
24,027 

Greater than 75% 
 
 
 
 
 
 
24,027 

Greater than 79% 
 
 
 
 
 
 
24,027 
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Statement of Forecast Service Performance for Primary & Community Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Avoidable Hospital 
Admissions 
 
 
(Ambulatory sensitive 
hospital admissions are 
usually unplanned 
admissions that are 
potentially preventable by 
appropriate health services 
delivered in community 
settings, including through 
primary health care. They 
provide an indication of 
access to, and the 
effectiveness of, primary 
health care, as well as 
management of the 
interface between the 
primary and secondary 
health sectors). 

 

Ambulatory Sensitive Admissions 
(This measure is the % of avoidable admissions 
compared against the total number of hospital 
admissions) 
 
 
If there is good access to effective primary health 
care for all population groups, then it is 
reasonable to expect that there will be lower 
levels of ambulatory sensitive hospital 
admissions.  This indicator will highlight disparities 
between different population groups that will 
assist with DHB planning to reduce disparities. 
 
Expected improvement will be in ranges where: 
Baseline                             Improvement Required 
>30% above national rate   7.5 – 10% reduction 
20-30% above                     4.0 – 7.4% reduction 
10-20% above                     2 – 3.9% reduction 
5% below – 10% above       1 – 1.9% reduction 
<95% of national rate           remain at level 

Measured in age 
bands: 
 
0-4 to facilitate 
intervention for 
children 
 
45-64 to facilitate 
intervention for 
chronic diseases 
 
0-74 to align with 
international 
reporting of this 
health statistic 
 
The current 
baseline measures 
are: 
 
0-4, at national rate 
45-64, at national 
rate 
0-74, at national 
rate 

 
 
 
0-4, Remain at or 
below current level 
 
 
45-64, Remain at or 
below current level 
 
 
0-74, Remain at or 
below current level 

 
 
 
0-4, Remain at or 
below current level 
 
 
45-64, Remain at 
or below current 
level 
 
0-74, Remain at or 
below current level 

 
 
 
0-4, Remain at or 
below current level 
 
 
45-64, Remain at 
or below current 
level 
 
0-74, Remain at or 
below current level 

Health Integration Plan 
 
This plan seeks to improve 
patient continuity of care 
between community and 
hospital services. 
Community service 
providers will continue to 
play an increasingly 
important role in 
maintenance of health and 
wellness. 

Hospital Capacity Review 
(This seeks to complete a predictive bed model 
based on projected population demographics) 
 

Current bed 
numbers in 
hospitals 

Complete technical 
work for the bed 
model and consult 
with current providers 

Implementation 
phase 

Implementation 
phase 

Models of Care 
(This seeks to define what models of care will be 
used for patient care in the community settings to 
support the creation of IFHS (see below) 

 

Existing models of 
care 

Develop and agree 
new models through 
a consultative 
working party 

Implementation 
phase 

Implementation 
phase 

Integrated Family Health Centres 
(IFHSôs will be established via PHOôs for 
multidisciplinary teams of  health workers) 
 

No baseline, but 
some medical 
centres 
(Mornington) 
similar to IFHS 
concept 
 

Define the concept 
and identify willing 
parties to plan the 
IFHS 

Implementation 
phase 

Implementation 
phase 
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Statement of Forecast Service Performance for Primary & Community Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

PHO Services 
 
 
Improving access to 
appropriate primary health 
care services, especially 
for those groups with the 
poorest health status, is a 
key aim of the Primary 
Health Care Strategy.   
 
The DHB aim for PHOs is 
to develop a focus on 
evidence-based practice 
and quality improvement, 
better involvement of 
patients in its care, multi-
disciplinary approaches, 
and improved care co-
ordination.   
 
These are the sorts of 
capabilities and shifts in 
service delivery, which 
PHOs need to achieve to 
realise significant health 
improvements and 
significant reductions in 
health inequalities for their 
enrolled population 
 

Enrolled Population Base 
(This measure is the % of enrolled patients in 
PHOs from the DHB population base) 

 

For all PHOs, the 
enrolment rates at 
March 2009: 
 
93.2% 
 

For all PHOs, the 
target enrolment rates 
is: 
 
94% 

Not set yet Not set yet 

Care Plus Enrolment Rates 
(This ratio measures the number of patients 
enrolled in the Care Plus programme against the 
expected number of eligible patients) 
 
Care Plus has been designed to give PHOs extra 
funding to provide additional services to improve 
care for individuals with known high health needs.   

 

For all PHOs, the 
enrolment rates at 
July 2008: 
Well Dunedin 90% 
Otago Southern 
83% 
Rural Otago 74% 
Taieri & Strath 
Taieri, 52% 
 
 

For all PHOs, the 
target enrolment rates 
are: 
Well Dunedin 92% 
Otago Southern 86% 
Rural Otago 77% 
Taieri & Strath Taieri, 
58% 
 
 
 

Not set yet Not set yet 

High Needs Access Rates 
(This indicator measures the ratio of high needs 
patients for GP and Nurse consultations 
compared to access ratios for those with better 
health status, the ratio should always be higher 
than one ï one meaning same access) 

 

The ratio for GP & 
Nurse consultations 
at December 2008: 
Well Dunedin, 1.14 
Mornington, 1.13 
Otago Sth, 1.16 
Rural Otago, 1.05 
Taieri / ST, 1.03 
 

Ratio targets are: 
 
 
Well Dunedin, 1.15 
Mornington, 1.15 
Otago Sth, 1.16 
Rural Otago, 1.06 
Taieri / ST, 1.05 
 

Not set yet Not set yet 

Services to Improve Access 
(This measure is to ensure funding given to PHOs 
is fully utilised on approved specific initiatives) 
 
SIA programmes have targeted funding designed 
to improve and increase access to services and 
reduce inequalities. 

 

Well Dunedin, 
$378,000 
Mornington, 88,000 
Otago Sth, $56,000 
Rural Otago, 
$95,000 
Taieri & Strath 
Taieri, $35,000 
 

Well Dunedin, 
$384,000 
Mornington, $96,000 
Otago Sth, $68,000 
Rural Otago, $99,000 
Taieri & Strath Taieri, 
$36,000 
 

Indicative +2% Indicative +2% 

General Practitioner Coverage 
(Workforce difficulties are significant for the health 
sector and GP coverage is increasingly difficult, 
the desired ratio from NZRCGP is for a 1/1200 
ratio. The DHB and PHOs are active in seeking 
the recruitment and retention of GPs) 

1 FTE GP to 1,100 
enrolled patients 
across the DHB 
region 

Not worse than 
1/1200 ratio overall 
but noting disparity 
between areas within 
region 

Not worse than 
1/1200 ratio overall 
but noting disparity 
between areas 
within region 

Not worse than 
1/1200 ratio overall 
but noting disparity 
between areas 
within region 
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Statement of Forecast Service Performance for Primary & Community Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Community Case 
Coordination 

Community Care Coordination 
(This measure is that all referrals are assessed, 
triaged and allocated to providers within 2 hours 
of receipt in the centre) 
 
A one-point of access for the assessment, triage 
and allocation of referrals for community based 
treatment and support. Access to community 
based treatment and support is by way of a 
coordinated package of care based on assessed 
need. Often referrals for community support are 
unclear as to services required, and often for 
incorrect services rather than services actually 
required 

 

 
Current average 
turn around time is 
2.5 hours  
  
 

 
100% of referrals are 
allocated within 2 
hours 

 
100% of referrals 
are allocated within 
2 hours 

 
100% of referrals 
are allocated within 
2 hours 

Maori Health Services Maori Health Planning 
Maori Health statistics generally demonstrate 
poorer health than non-Maori. There is a need to 
develop realistic and specific quantitative targets. 
A clear implementation plan combined with a 
specific evaluation framework and an inclusive 
approach to implementation are key elements of a 
required Maori Health plan for the region. 

 

No baseline Complete Maori 
Health Needs 
Assessment 

Completion of a 
Maori Health Plan 

Measures to be set 
following HNA and 
plan completion 
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4.6 Hospital Services  

 
At Dunedin Public and Wakari hospitals, on average each year, there are 37,000 emergency 
department attendances, 110,000 outpatient clinic appointments, 31,000 allied health 
(physiotherapy, occupational therapy, speech language etc) appointments, 10,000 theatre 
operations, 2,000 births, 40,000 inpatient admissions and 56,000 district nursing visits. 
 

4.6.1 Acute services 

 
Acute services are for illnesses that have an abrupt onset. It is usually of short duration, rapidly 
progressive, and in need of urgent care. The DHB ensures it has sufficient core capacity to 
manage acute inpatient events and emergency department attendances. 

 

4.6.2 Elective Services  

Elective services (booked surgery) are for patients who do not require immediate hospital 
treatment.  
 
Our DHB is committed to meeting the government‟s expectations around elective services, 
particularly the key principles underlying the electives system: 
 

 clarity – where patients know whether or not they will receive publicly funded services 

 timeliness – where services can be delivered within the available capacity, patients 
receive them in a timely manner; and 

 fairness – ensuring that the resources available are directed to those most in need. 
 
A key priority for the Government is reducing waiting times for elective hospital surgery and 
treatment. Appropriate access to elective services is highly valued by the public and therefore 
important for ensuring confidence in the public health system generally. 
  
Providing elective surgery to patients who have the greatest ability to benefit from treatment also 
helps to improve health outcomes and reduce health disparities for all New Zealanders including 
Māori and Pacific peoples. 
 
In managing Elective Services our DHB will focus on the following areas: 
 

Patient Flow Management – Our DHB will comply with required standards on Elective Services 
Patient Flow Indicators (ESPIs), which demonstrate that the DHB is managing patients in 
accordance with the three principles (clarity, timeliness and fairness), matching their 
commitments to capacity, and meeting the 6 month timeframe for provision of assessment and 
treatment (first specialist assessment).   

Level of Service – Our DHB will ensure that the hospital(s) provide the amount of elective 
operations, procedures and assessments agreed to in our District Annual Plan.  We will review 
the key operations we perform to ensure we are delivering the right level of service for the people 
in/our region.   We will demonstrate innovative strategies, or alternative delivery options aimed at 
increasing elective capacity, including initiatives across the primary/ secondary interface.  

Order of Service – Our DHB is committed to making sure that patients are assessed and 
prioritised for surgery on a consistent basis, and that they then receive surgery according to the 
priority they were given. 
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The following diagram demonstrates how hospital services contribute to improved overall health 
status which is one of the main outcomes sought by the DHB. 
 
 

What Impact 

are we having?

What Outcome

 is needed?

What Services 

are we 

providing?

How do we 

organise to 

achieve these 

results

Acute Care
(includes Emergency 

Department & Mental 

Health)

Elective

 Services

Maternity 

Services

People receive 

timely access to  

emergency & 

acute care 

treatment that 

they need

Women have 

increased access 

to post natal 

support

More people 

receive better, 

sooner,  more 

convenient  

Elective 

Services 

Hospital Specialist  health care needs are met

(Including diagnosis,l treatment, Management, support &  

rehabilitation)

South Island DHBs Regional Electives Plan

Development of Single Wait Lists

Acute Services Redesign

South Island Regional Health Services Plan
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Statement of Forecast Service Performance for Hospital Services 

Hospital Services Output Class  
 

This section outlines the hospital-based services we intend to deliver to our population. It also outlines those hospital services we intend to fund 
others to provide for our population. Hospital services include all personal health services, mental health services, Maori health services, services for 
older people and disability support services provided through Otago DHB‟s hospital provider and through other DHBs via interdistrict flows (IDFs). 
 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Elective Surgical 
Services 

Increasing Elective Volumes 

(This is one of the Ministers priorities, that elective 
volumes increase year on year and is measured 
as a % increase on the agreed base volume) 

Base volume is 
6,197 discharges or 
7,974 case weights 
 
 

[Health Target] 

An increase of  
712 discharges 
(+11%) 
or 1,327 case weights 
(+17%) 

+ 3% over 09/10 + 3% over 10/11 

Waiting Times for Treatment 

(This is ESPI-5 and measures the number of 
patients given a commitment to treat and the time 
taken to be treated) 

At February 2009, 
190 patients were 
waiting longer than 
six-months 

That across all 
specialities, patients 
do not wait longer 
than 6 months once a 
commitment to 
treatment has been 
given. This is 
measured monthly. 

Less than 6 months 
wait from 
commitment to 
treat. 

Less than 6 months 
wait from 
commitment to 
treat. 

Acute Services Reduce Emergency Department Waiting 
Times 

(ED attendances are triaged according to need, 
and time is measured between admittance and 
treatment) 

Triage 1 = immediate, Triage 2 = within 10 
minutes, Triage 3 = within 30 minutes, Triage 4 = 
1 hour, Triage 5 = 2 hours 

2008/09 - 6 month 
average times: 
 
Triage 1, 100% 
 
Triage 2, 56% 
 
Triage 3, 41% 
 
Triage 4, 43% 
 
Triage 5, 77% 

 
 
 
Triage 1 , 100% 
 
Triage 2, 60% 
 
Triage 3, 60% 
 
Triage 4, 70% 
 
Triage 5, 70% 

 
 
 
Triage 1 , 100% 
 
Triage 2, 60% 
 
Triage 3, 60% 
 
Triage 4, 70% 
 
Triage 5, 70% 

 
 
 
Triage 1 , 100% 
 
Triage 2, 60% 
 
Triage 3, 60% 
 
Triage 4, 70% 
 
Triage 5, 70% 

Reduce time spent waiting in Emergency 
Department   

(95% of patients will be admitted, discharged or 
transferred from an Emergency Department within 
six hours) 

 
 
 
76% 

[Health Target] 

 
 
80% 

 
 
 
90% 

 
 
 
95% 
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Statement of Forecast Service Performance for Hospital Services 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Chronic Conditions 
Management 
 
(Specialist cancer 
treatment and symptom 
control is essential in 
reducing the impact of 
cancer.  Inclusion of this 
measure also supports 
Implementation of the New 
Zealand Cancer Control 
Strategy and the New 
Zealand Health Strategy 
population priority of 
reducing the incidence and 
impact of cancer). 

 

Reducing Waiting times for Referral to 
Cancer Services 
(Measures the number of days from referral into 
service to the first specialist assessment) 
 
 
 
 
 
 
 
 

Reducing Waiting Times for Cancer 
Treatment 
(Measures waiting times in weeks between first 
specialist assessment and the start of radiation 
oncology or chemotherapy treatment) 

Medical Oncology 
at Dec 2008: 
Urgent, 0 days  
Semi, 10 days 
Haematology at 
Dec 2008: 
Urgent, 1 days 
Semi, 10 days 
Radiation Oncology 
at Dec 2008 
Urgent, 0 days 
Semi, 0 days 
 
 
 
Radiation – 
currently between 
0-2 weeks 
 
Chemotherapy 
Currently between 
0-2 weeks 

For all categories the 
targeted waiting times 
are: 
 
Urgent, 7 days 
Semi urgent, 28 days 
 
 
 
 
 
 
 
 
[Health Target] 

Less than 6 weeks 
 
 
 
Less than 6 weeks 

Maintain wait times 
at not less than 
national guidelines 
 
 
 
 
 
 
 
 
 
 
 
 
Less than 4 weeks 
by Dec 2010 
 
 
Less than 4 weeks 
by Dec 2010 
 

Maintain wait times 
at not less than 
national guidelines 
 
 
 
 
 
 
 
 
 
 
 
 
Less than 4 weeks  
 
 
 
Less than 4 weeks  
 

Outpatient Services 
 
(These services are aimed 
at assessing patients in a 
timely manner so that 
conditions do not 
unnecessarily worsen. 
Also by ensuring patients 
attend and can access the 
services, it assists the 
objective to reduce 
inequalities and improve 
overall health status). 

Waiting Times to First Specialist Assessment 

(This is one of the main elective service 
performance indicators (ESPI-2) and measures 
the time between referral and first specialist 
assessment) 

 
 
4% waiting longer 
than 6 months 

 
That across all 
specialities, patients 
do not wait longer 
than 6 months. This is 
measured monthly 

 
Less than 6 
months 

 
Less than 6 
months 

Improving Access to Services by reducing 
non attendance 

 (This measure aims to reduce ñdid not attendò 
(DNA) rates for patients referred to outpatient 
appointments and calculates the % of people with 
appointments who do not attend the clinic) 

2007/08: 6.5% 
(June 2008) 
2008/09: 7.3% 
(March 2009) 

The target is to 
achieve a less than 
5% average DNA 
rate across all 
outpatient clinics. 

Less than 5% 
DNA rate. 

Less than 5% 
DNA rate. 
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Statement of Forecast Service Performance for Hospital Services 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Diagnostic Services 
 
Access to early diagnostic 
services is important for 
early detection of 
conditions. 
 
Category A is for urgent 
requests, category B is 
semi urgent and category 
C is routine requests. 

CT Scanning waiting times 

(This measure tracks the waiting time between 
referral for a CT (Computed Tomography) scan 
and the actual scan being provided. It is 
measured by severity of the category of referral) 

Cat A: 2 Weeks 
Cat B: 2-3 Weeks 
Cat C: 5 Weeks 

Not worse than: 
Cat A: Same Day 
Cat B: 2-3 Weeks 
Cat C: 6-8 Weeks 

Not worse than: 
Cat A: Same Day 
Cat B: 2-3 Weeks 
Cat C: 6-8 Weeks 

Not worse than: 
Cat A: Same Day 
Cat B: 2-3 Weeks 
Cat C: 6-8 Weeks 

MRI scanning waiting times 

(This measure tracks the waiting time between 
referral for a MRI (Magnetic Resonance Imaging) 
scan and the actual scan being provided. It is 
measured by severity of the category of referral) 

These scans are typically used for neurological, 
musculoskeletal, cardiovascular and cancer 
imaging. 

Cat A: 1-2 Days 
Cat B: 4-6 Weeks 
Cat C: 20-25 
Weeks 

Cat A: 1 Week 
Cat B: 4 Weeks 
Cat C: 16 Weeks 

Cat A: 1 Week 
Cat B: 4 Weeks 
Cat C: 16 Weeks 

Cat A: 1 Week 
Cat B: 4 Weeks 
Cat C: 16 Weeks 

Laboratory Test Turnaround times 

(This measure tracks the waiting time in hours 
between lab test ordering and return within the 
hospital environment) 

 

Biochemistry (Gen) 
< 24 
Immunology <48 
Haematology <24 
Cytology < 72 
Histology <72 
Microbiology 
(Swabs) < 72 

Biochemistry (Gen) < 
24 
Immunology <48 
Haematology <24 
Cytology < 72 
Histology <72 
Microbiology (Swabs) 
< 72 

Maintain at 09/10 
targets 

Maintain at 09/10 
targets 

Assessment, Treatment 
and Rehabilitation 
Services 

Rehabilitation Service  

(This measure tracks the waiting time between 
receipt of referral for transfer for rehabilitation and 
actual date of transfer.) 

 

 
Current average is 
2 days 

 
90% of referrals will 
transfer within 1 day 
of acceptance to 
service 

 
90% of referrals will 
transfer within 1 
day of acceptance 
to service 

 
90% of referrals will 
transfer within 1 
day of acceptance 
to service 

Mental Health of Older People and Dementia 
Service 

(This measure tracks the waiting time between 
receipt of referral for transfer for MHOP and 
dementia services and actual date of transfer) 

 
Current average is 
2-3 days 

 
90% of referrals will 
transfer within 1 day 
of acceptance to 
service 

 
90% of referrals will 
transfer within 1 
day of acceptance 
to service 

 
90% of referrals will 
transfer within 1 
day of acceptance 
to service 
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Statement of Forecast Service Performance for Hospital Services 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Regional Clinical 
Services 

Regional Clinical Services is a regional clinical 
networking strategy that aims to ensure 
sustainable service provision. 

 

Clinical networks are a collaborative means of 
providing services in regions which comprise 
more than one DHB and large disparate 
geography. 

 

Oncology Services 
are provided 
regionally. 
 
CEO, Finance, IT, 
Procurement, 
Planning & 
Funding, HR, 
payroll are all 
provided regionally. 

Identify and agreed 
two further clinical 
services to provide on 
a regional basis with 
implementation 
commenced. 

Yet to be set. Yet to be set. 

Quality Initiatives Readmission Rate 

(This measure is for an acute admission to the 
same department within 30 days of discharge, 
excluding Medical Oncology, Haematology and 
Radiation Oncology. Excludes self discharge.) 

Feb 2008: 4.1% 
Feb 2009: 3.4% 

Target rate less than 
is 4.5% 

Target rate less 
than is 4.5% 

Target rate less 
than is 4.5% 

Unplanned returns to Intensive Care Unit 

(This measures the number of unplanned 
readmissions to the ICU within 72 hours). 
 

2008/09: 10 (to 
Feb) 

Target is 0 Target is 0 Target is 0 

Complaints Resolved in Working days 

(This measure tracks the number of formal written 
and verbal complaints resolved within 15 working 
days) 

Currently achieving 
15 day average 

Target is 100% within 
15 days 

Target is 100% 
within 15 days 

Target is 100% 
within 15 days 

Overall Inpatient Satisfaction 

(This measure records by survey the responses 
that rate areas of service as either good or very 
good) 

92.6% Q2 2008/09 Target is 90% Target is 90% Target is 90% 
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Statement of Forecast Service Performance for Hospital Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Workforce Planning 
 
The overarching human 
resources goal of the DHB is 
to assist services through the 
development of workforce 
capacity and capability and 
associated infrastructure. 

Working Environment 

Objective is to cultivate and promote a 
positive, safe and healthy working 
environment. 

 

 

 

Retention is one tangible measure of the 
environment, this measure is the number of 
employees who cease employment due to 
voluntary resignation as a % of total 
employees 

 
 
 
 
 
 
 
 
 
 
 
 
2008/09, 1.12% Feb 

 Target is to have 
new ODHB vision 
and values 
embedded 

 
 
 
 
 
 
 
Target is 1.2% 

 Target is to have 
workplace culture 
information 
gained and used 
to drive retention 
enhancement 
programme 

 Target is to have 
“strong” employee 
engagement 
survey results 

 Target is to have 
a regional 
(ODHB/SDHB) 
approach to 
health and safety 
in place 

Workforce Development 

Development of the workforce is important for 
continuous quality improvement, retention and 
employee satisfaction. 

 

No baseline.  Target is to have 
the clinical 
governance 
training 
programme 
completed 

 Target is to have 
incubator (health 
careers) pilot 
programme in 
place 

 Target is to have 
community 
engagement 
completed to 
identify primary 
workforce 
development 
needs 

 Target is to have 
the management 
and leadership 
development 
programme 
implemented 

 Target is to have 
the ODHB/SDHB 
workforce 
development 
strategy and the 
learning and 
development 
programme 
agreed and 
implemented 
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Statement of Forecast Service Performance for Hospital Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Workforce planning 
(Continued) 

Recruitment 

Objective is to create a recruitment 
infrastructure that enables and supports a 
proactive approach that increases efficiency of 
process, more effective selection outcomes 
and enhanced budget control. 

 

 

No baseline.  Target is to select 
one advertising 
agency across 
ODHB & SDHB 

 Target is to 
establish a 
centralised 
recruitment 
process for 
selected areas of 
the business 

 Target is to have 
brand 
management and 
recruitment 
marketing 
strategies 
developed and 
implemented 

 Target is to have 
an e-recruitment 
systems / 
platform 
implemented 

 Target is to have 
a formal 
employee referral 
programme in 
place 

 Target is have a 
fully implemented 
centralised 
recruitment 
process across 
ODHB/SDHB 

 Target is to have 
external and 
internal talent 
pools in place and 
contributing to 
recruitment 
activity 

Information Systems Plan Regional IT Integration 

Objective is to standardise data flows between 
systems reducing duplicate effort and reducing 
risk to records through accurate and auditable 
information. 

Multiple systems 
using various 
interface engines 
and some not. 

To develop a 
business rules 
integration layer 
across the core 
systems to 
standardise data 
transfers. 

Implement selected 
solution. 

No target. 

Patient Management System Integration 

Objective is to consolidate configuration and 
standardise process using iPM (isoft Patient 
Management System) across all the regions 
hospitals. This will enable truly regional 
services such as Oncology to manage patient 
information in a single instance. 

Each DHB has the 
same iPM but 
different versions 
and standalone 
installations. 

Commence scoping 
of this project and 
deliver an 
implementation plan 
by June 2010. 

Implement single 
instance of iPM 
across Otago and 
Otago DHB 
provider-arms. 

Commence scoping 
of rural hospitals 
into this solution. 
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4.7 Support Services 

 
Otago DHB‟s aim is to have a fully inclusive community, where people are supported to live with 
independence and can participate in their communities.   

 
The following diagrams show the services we provide, the impacts we are having and the 
outcomes sought. 

 
 
 
 

What Impact 

are we having?

What Outcome

 is needed?

What Services 

are we 

providing?

How do we 

organise to 

achieve these 

results

Home Based 

Support Services

Aged Residential 

Care Services

Day Care 

& 

Respite Services

Eligible 

Population 

supported to 

maintain 

functional 

independence

Eligible 

Population 

supported in 

day 

programmes & 

respite services

Patients have 

higher quality & 

safer 

Residential 

Care

The older population are supported to maintain 

optimal  health, function & independence

Improve supervision of quality & nursing in Aged Residential Care 

Services

Alignment of dedicated local respite services to the national 

approach

Improve targeting of Restorative model for Home Based Support 

Services

Eligible 

Population 

receive timely, 

tailored palliative 

care

Palliative Care 

Services
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Statement of Forecast Service Performance for Support Services 

Support Services Output Class  
 

This section outlines the support services we intend to deliver to our population. Each aggregate includes people with long-term disabilities; people 
with mental health problems and people who have age-related disabilities. 
 
The DHB significantly over provides services in the following areas compared to national averages. For financial sustainability it is important to 
reduce services in certain areas. Part of the ageing in place strategy however is to have good levels of domiciliary based support services and the 
DHB is targeting above national average levels of service for home based personal care support services. 
 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Home Based Support 
Services 

Household Management Services 

These services relate to cleaning and general 
household assistance 

315,000 (hours 
per annum) 

Reduction of 
100,000 hours per 
annum 

Further reduction 
of 10,000 hours 
per annum 

No targets as 
should be at 
national averages 

Personal Care 

These services relate to assistance with daily 
living such as showering assistance and are an 
important component to support the desired 
outcome of aged people maintaining 
independence and well being 

201,000 (hours 
per annum) 

Reduction of 3,000 
hours per annum 

Further reduction 
of 1,000 hours 
per annum 

Target is 14 
hours per month 
per client, which 
is higher than 
national 
averages. 

Day Care & Respite 
Services 

Carer Support Services 

Carer support is an arrangement whereby the full-
time caregiver of a person with a disability can 
access short term relief from their caring role.  

19,500 (days per 
annum) 

Reduction of 4,000 
days per annum 

Further reduction 
of 2,500 days per 
annum 

Maintain at 
national averages 

Respite Care Services 

Respite care generally involves an older person 
leaving the home in which they are normally 
resident to take up a temporary stay of a few days 
in a resthome. Such a break may be to give a 
fulltime caregiver some relief from the caring role 
but more commonly to give an older person who 
lives alone an opportunity to benefit from being 
cared for by others for a short period.  

5,500 (days per 
annum) 

Reduction of 1,500 
days per annum 

Further reduction 
of 850 per annum 

Maintain at 
national averages 
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Statement of Forecast Service Performance for Support Services (continued) 

Outputs Measures Base-line 2009-10 2010-11 2011-12 

Residential Care 
Services 

Rest Home Level Residential Care 

Out of home, long term residential care. 

 

291,500 (bed-
days pa) 

Reduction of 
27,375 bed days 
per annum 

Further reduction 
of 27,375 bed 
days per annum 

Further reduction 
of 27,375 bed 
days per annum 

Hospital Level Residential Care 

Out of home long term hospital level care. 

 

160,000 (bed-
days pa) 

Growth at not more 
than growth in 
number of people 
aged 75+ 

Growth at not 
more than growth 
in number of 
people aged 75+ 

Growth at not 
more than growth 
in number of 
people aged 75+ 

Needs Assessment & 
Service Coordination 

Needs Assessment Service 

 

Service by which older people access DSS 
through a process of needs assessment and 
allocation of services (service coordination). 

6700 approx 
clients 

80% of clients will 
have been 
reassessed after 12 
months of previous 
assessment. 

90% of clients will 
have been 
reassessed after 
12 months of 
previous 
assessment. 

100% of clients 
will have been 
reassessed after 
12 months of 
previous 
assessment. 
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4.8 Financial Performance 

4.8.1 Financial Statements 

 
The prospective financial statements contained in this section comply with Financial Reporting 
Standard (FRS)-42. These statements have been issued for the purpose of providing a summary 
of financial information for the period covered in this SOI. The financial information contained 
herein is to be consistent with the financial statements contained in the District Annual Plan 
(DAP). If the DAP is not approved by 30 June, then this SOI and the prospective financial 
statements may be updated to reflect the final approved DAP position. 
 
The prospective financial statements were issued on 6 May 2009 and authorised by the DHB 
Board. The authorising person is responsible for the prospective financial statements presented, 
including the appropriateness of the assumptions underlying the prospective financial 
statements. 
 
ODHB‟s key assumptions relating to the budgeted financial statements are listed below: 
 

 Wage growth is managed within the inflationary component of FFT 

 Salary step increases specified in national collectives are an additional cost to the 
inflationary wage growth above during 2009/10 but are assumed to be removed once 
existing MECAôs expire or managed within inflationary funding available 

 Funding is based on the Government Allocations under PBF 

 That the transitional funding pool reduce by $2 million in each of 2010/11 and 2011/12 

 That from 2010/11, the DHB receives further funding recognition of $1m where it provides 
elective services above its PBF level 

 That it successfully delivers its programme of financial efficiencies that total $6.3 million in 
the 2009/10 year 

 That further planned efficiencies amounting to $2.4 million are delivered in 2010/11 and a 
further $1 million in 2011/12 including a reduction in management / administration FTE in 
line with the Ministers expectations 

 Baseline capital expenditure affordability has been restricted to an approximate 
equivalent of free cash-flow generated by depreciation charges in 2009/10 but is 
increased in the out-years once the DHB is better placed to afford this investment 
following its efficiency programme in 2009/10 

 Capital expenditure and operating costs from the planned facilities compliance upgrade 
($23.6m of capital) have been factored across the three financial years commencing in 
February 2010 and that equivalent equity is provided from Government 

 Pharmaceutical growth is based on Pharmac forecasts and Ministerôs priority expenditure 
advice 

 The DHB has committed other expenditure based on the Ministers priorities as signaled in 
the letter of expectations 

 Health targets for elective services and the Orthopaedic initiatives volumes are included 

 No Asset Revaluation impacts are factored 

 Advance Funding will be retained 

 That the deficits relating to mental health across the three financial years are funded by 
way of equity injection from Government 

 

These assumptions contain risks and therefore the actual financial results may vary. The DHB 
faces considerable uncertainty with regards to future demand for services, that and uncertainties 
in wage growth assumptions make it possible that any variation in the actual financial results 
from these prospective financial statements may be significant. 
 
The following pages contain the financial statements. 
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 Consolidated Statement of Prospective 

Comprehensive Income  

 2007/08 

Actual 

$'000 

 2008/09 

Forecast 

$'000 

 2009/10

Plan

$'000 

 2010/11

Plan

$'000 

 2011/12

Plan

$'000 

 Revenue 495,015     510,157     532,219     546,586     561,351     

Personnel costs (181,178)    (189,969)    (199,287)    (205,300)    (211,305)    

Outsourced Services  (6,486)        (6,483)        (6,181)        (6,336)        (6,495)        

Clinical Supplies (44,038)      (46,519)      (47,373)      (48,558)      (49,772)      

Infrastructure & Non-Clinical Supplies (32,996)      (35,272)      (35,009)      (36,920)      (39,642)      

Finance Costs (3,282)        (3,320)        (3,256)        (3,124)        (2,993)        

Depreciation and Amortisation Costs (13,171)      (13,481)      (13,632)      (13,926)      (14,838)      

Personal Health  (138,602)    (144,434)    (151,839)    (154,706)    (158,679)    

Mental Health (15,372)      (15,020)      (15,552)      (15,955)      (16,376)      

Disability Support Services (64,491)      (67,274)      (66,054)      (66,437)      (67,186)      

Public Health (207)           9                -                 (0)               0                

Maori Health (1,018)        (1,006)        (1,011)        (1,036)        (1,062)        

Surplus / (Deficit) (5,827)        (12,613)      (6,975)        (5,712)        (6,996)         
 

Provider 

 2007/08 

Actual 

 2008/09 

Forecast 

 2009/10 

Plan 

 2010/11 

Plan 

 2011/12 

Plan 

Revenue 269,559     287,777     315,642     323,685     332,023     

Personnel costs (179,185)    (187,397)    (196,840)    (202,792)    (208,734)    

Outsourced Services (5,996)        (6,011)        (5,700)        (5,843)        (5,989)        

Clinical Supplies (44,038)      (46,519)      (47,368)      (48,553)      (49,767)      

Infrastructure & Non-Clinical Supplies (30,677)      (33,028)      (33,412)      (36,897)      (40,941)      

Finance Costs (3,282)        (3,320)        (3,256)        (3,124)        (2,993)        

Depreciation and Amortisation Costs (13,171)      (13,481)      (13,632)      (13,926)      (14,838)      

Internal Allocations (575)           -                 -                 

Surplus / (Deficit) (7,365)        (1,979)        15,434       12,550       8,761         

 Funder 

 2007/08 

Actual 

 2008/09 

Forecast 

 2009/10 

Plan 

 2010/11 

Plan 

 2011/12 

Plan 

Revenue 449,710     462,344     487,606     500,715     514,102     

Personal Health (316,088)    (333,285)    (365,562)    (373,769)    (383,218)    

Mental Health (50,794)      (53,401)      (56,806)      (58,241)      (59,719)      

Disability Support Services (77,296)      (80,586)      (82,321)      (83,111)      (84,277)      

Public Health (230)           (942)           (287)           (294)           (302)           

Maori Health (1,018)        (1,006)        (1,104)        (1,132)        (1,160)        

Other (2,202)        (3,712)        (4,000)        (2,500)        (1,500)        

Surplus / (Deficit) 2,081         (10,588)      (22,474)      (18,332)      (16,073)      

 Governance 

 2007/08 

Actual 

 2008/09 

Forecast 

 2009/10 

Plan 

 2010/11 

Plan 

 2011/12 

Plan 

 Revenue 3,685         5,243         4,594         3,100         2,100         

Personnel costs (1,993)        (2,572)        (2,447)        (2,508)        (2,571)        

 Outsourced Services  (491)           (472)           (481)           (493)           (506)           

 Clinical Supplies -                 -                 (5)               (5)               (5)               

 Infrastructure & Non-Clinical Supplies (2,319)        (2,244)        (1,596)        (23)             1,299         

Finance Costs -                 -                 -                 

Depreciation and Amortisation Costs -                 -                 -                 

 Internal Allocations 575            -                 -                 

Surplus / (Deficit) (543)           (46)             65              70              317             
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Consolidated Statement of Prospective Changes in 

Equity 

 2007/08 

Actual 

$'000 

 2008/09 

Forecast 

$'000 

 2009/10

Plan

$'000 

 2010/11

Plan

$'000 

 2011/12

Plan

$'000 

Total Equity at beginning of period 72,010       79,198       68,027       73,780       92,194       

Net result for the period-

Funder Services 2,081         (10,588)      (22,473)      (18,333)      (16,073)      

Net result for the period-

Provider services (7,365)        (1,979)        15,434       12,550       8,761         

Net result for the period-

Governance and Funding Administration (543)           (46)             65              70              317            

Revaluation of Fixed Assets 13,748       -                 -                 -                 -                 

Other movement (27)             149            -                 -                 -                 

Equity Repaid (Revaluation funding) (707)           (707)           (707)           (707)           (707)           

Equity Injections for Capital 6,435         17,833       14,338       

Equity Injections for Deficit -                 2,000         7,000         7,000         7,000         

Total Equity at end of Period 79,198       68,027       73,780       92,194       105,829     
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Consolidated Statement of Prospective Financial 

Position

 2007/08 

Actual 

 2008/09 

Forecast 

 2009/10 

Plan 

 2010/11 

Plan 

 2011/12 

Plan 

Current Assets:
 Cash & Bank Accounts 37,909       15,179       16,058       18,910       22,386       
 Prepayments 666            833            833            833            833            
Inventory 2,974         2,931         2,931         2,931         2,931         

Accounts Receivable 17,094       12,046       11,468       11,609       11,737       

Assets held for resale -                 -                 -                 

Total Current Assets 58,643       30,989       31,290       34,283       37,887       

Current Liabilities:

Bank overdraft and current debt (7,149)        (4,527)        (4,223)        (3,919)        (3,615)        

Creditors provisions and payables (65,861)      (61,398)      (62,565)      (64,500)      (67,001)      

Total Current Liabilities (73,010)      (65,925)      (66,788)      (68,419)      (70,616)      

Net Working Capital (14,367)      (34,936)      (35,498)      (34,136)      (32,729)      

Non Current Assets: 

Land , Buildings, Plant and Equipment 157,501     165,692     169,652     185,240     196,701     

Non Current Liabilities:

Long Term Debt (51,967)      (50,409)      (48,054)      (46,590)      (45,823)      

Other Liabilities (11,969)      (12,320)      (12,320)      (12,320)      (12,320)      

Net Equity 79,198       68,027       73,780       92,194       105,829     

Consolidated Statement of Prospective Cash Flows  2007/08 

Actual 

 2008/09 

Forecast 

 2009/10 

Plan 

 2010/11 

Plan 

 2011/12 

Plan 

Operating Cashflows

 Cash inflows from operating activities 495,629     515,763     531,281     545,022     559,797     

 Cash outflows from operating activities (478,800)    (517,607)    (524,313)    (536,453)    (551,024)    

Net cash inflows(outflows) from operating activities 16,829       (1,844)        6,968         8,569         8,773         

Investing Cashflows

 Cash inflows from investing activities 3,849         3,851         1,434         1,440         1,440         

 Cash outflows from investing activities (15,299)      (19,958)      (17,135)      (28,546)      (25,015)      

Net cash flows from investing activities (11,450)      (16,107)      (15,701)      (27,106)      (23,575)      

Financing Cashflows

Cash inflows from financing activities 3,505         2,000         13,435       24,833       21,338       

Cash outflows from financing activities (3,878)        (3,805)        (3,823)        (3,444)        (3,060)        

Net cashflows from financing activities (373)           (1,805)        9,612         21,389       18,278       

Net increase/(decrease) in cash held 5,006         (19,756)      879            2,852         3,476         

Add opening balance 29,929       34,935       15,179       16,058       18,910       

Closing cash balance 34,935       15,179       16,058       18,910       22,386       

Made up from:

 Balance Sheet operating (overdraft) Current Account  34,926       15,179       16,058       18,910       22,386       

 Balance sheet cash  9                -                 -                 

Closing cash balance 34,935       15,179       16,058       18,910       22,386        

4.8.2 Expenditure by Output Class 

 
The following table demonstrates expenditure by selected four output classes.  

 

Expenditure by Output Class

 2007/08 

Actual 

 2008/09 

Forecast 

 2009/10 

Plan 

 2010/11 

Plan 

 2011/12 

Plan 

Public Health (1,538)        (2,953)        (2,233)        (2,288)        (2,346)        

Primary & Community (158,327)    (165,686)    (175,429)    (178,736)    (183,226)    

Hospital Services (206,520)    (217,852)    (244,092)    (250,264)    (256,625)    

Support Services (79,042)      (82,729)      (84,326)      (85,259)      (86,478)      

Total Funder Expenditure (Excl Gov Costs) (445,427)    (469,220)    (506,080)    (516,547)    (528,675)     
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4.8.3 Capital Expenditure 

 
Capital expenditure is additional to normal capital maintenance costs that are reflected in the 
operating costs of the DHB.  
 
The DHB faces ongoing difficulties in funding capital expenditure. With the operating deficits, the 
planned levels of capital expenditure will require additional equity support from the Crown. In 
particular the need to upgrade the Dunedin Public Hospital is imperative. 
  
Capital Expenditure is shown in the following table: 

 
Capital Budget $'000 2008/09 2009/10 2010/11 2011/12

Forecast Plan Plan Plan

Buildings & Plant 4,796         4,000         4,000         4,000         

Clinical & Other Equipment 8,531         5,000         10,000       10,000       

Motor Vehicles -                 -                 -                 -                 

Information Technology (IT) 3,893         1,223         1,486         1,652         

IT - Patient Administration System (PAS) upgrade 2,433         -                 -                 -                 

IT - Business Intelligence Tools (PAS related) 305            477            214            48              

Total Baseline Capital Expenditure 19,958       10,700       15,700       15,700       

Lease Payments for Clinical Equipment 1,524         1,969         2,101         2,031         

Lease Payments for Information Technology Assets 1,312         1,300         1,300         1,300         

Total Baseline Capital and Leasing Expenditure 22,794       13,969       19,101       19,031       

Master Site Planning Redevelopment -                 5,869         10,333       7,438         

Oral Health Clinics & Equipment -                 566            2,513         1,877         

Total Capital Expenditure and Leasing Expenditure 22,794       20,404       31,947       28,346        
 

4.8.4 Disposal of Land 

 
ODHB will ensure that disposal of land transferred to, or vested in it pursuant to the Health 
Sector (Transfers) Act (1993) will be subject to approval by the Minister of Health.  The DHB will 
ensure that the relevant protection mechanisms that address the Crown‟s obligations under the 
Treaty of Waitangi and any processes relating to the Crown‟s good governance obligations in 
relation to Maori sites of significance and that the requirements of section 40 of the Public Works 
Act are addressed. Any such disposals are planned in accordance with (s42(2) of the NZPHD Act 
2000. 
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4.8.5 Accounting Policies 

 

Reporting Entity 

Otago District Health Board (Otago DHB) is a Health Board established by the New Zealand 
Public Health and Disabilities Act 2000. Otago DHB is a Crown entity in terms of the Crown 
Entities Act 2004, owned by the Crown and domiciled in New Zealand. 

Otago DHB is a reporting entity for the purposes of the New Zealand Public Health and Disability 
Act 2000, the Financial Reporting Act 1993, the Public Finance Act 1989 and the Crown Entities 
Act 2004. 

Otago DHB is a public benefit entity, as defined under NZIAS 1. 

Otago DHB‟s activities involve delivering health and disability services and mental health 
services in a variety of ways to the community.  

The accounting policies set out below have been applied consistently to all periods presented in 
these financial statements and in preparing an opening NZIFRS Statement of Financial Position 
at 1 July 2006 for the purposes of the transition to NZIFRS. 

Statement of compliance 

The financial statements have been prepared in accordance with Generally Accepted Accounting 
Practice in New Zealand (NZGAAP). They comply with New Zealand equivalents to International 
Financial Reporting Standards (NZIFRS), and other applicable Financial Reporting Standards, as 
appropriate for public benefit entities.  

Basis of preparation 

The financial statements are presented in New Zealand Dollars (NZD), rounded to the nearest 
thousand.  The financial statements are prepared on the historical cost basis except that the 
following assets and liabilities are stated at their fair value, financial instruments classified as 
available-for-sale, land and buildings and investment property, and certain borrowings. 

Non-current assets held for sale are stated at the lower of carrying amount and fair value less 
costs to sell. 

The preparation of financial statements in conformity with NZIFRSs requires management to 
make judgements, estimates and assumptions that affect the application of policies and reported 
amounts of assets and liabilities, income and expenses.  The estimates and associated 
assumptions are based on historical experience and various other factors that are believed to be 
reasonable under the circumstances, the results of which form the basis of making the 
judgements about carrying values of assets and liabilities that are not readily apparent from other 
sources.  Actual results may differ from these estimates. 

The estimates and underlying assumptions are reviewed on an ongoing basis.  Revisions to 
accounting estimates are recognised in the period in which the estimate is revised if the revision 
affects only that period, or in the period of the revision and future periods if the revision affects 
both current and future periods. 

Associates 

Associates are those entities in which Otago DHB has significant influence, but not control, over 
the financial and operating policies. 
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The financial statements include Otago DHB‟s share of the total recognised gains and losses of 
associates on an equity accounted basis, from the date that significant influence commences 
until the date that significant influence ceases. When Otago DHB‟s share of losses exceeds its 
interest in an associate, Otago DHB‟s carrying amount is reduced to nil and recognition of further 
losses is discontinued except to the extent that Otago DHB has incurred legal or constructive 
obligations or made payments on behalf of an associate. 

Foreign currency transactions 

Transactions in foreign currencies are translated at the foreign exchange rate ruling at the date of 
the transaction. Monetary assets and liabilities denominated in foreign currencies at the balance 
sheet date are translated to NZD at the foreign exchange rate ruling at that date. Foreign 
exchange differences arising on translation are recognised in the statement of financial 
performance. Non-monetary assets and liabilities that are measured in terms of historical cost in 
a foreign currency are translated using the exchange rate at the date of the transaction. Non-
monetary assets and liabilities denominated in foreign currencies that are stated at fair value are 
translated to NZD at foreign exchange rates ruling at the dates the fair value was determined. 

Budget figures 

The budget figures are those approved by the health board in its District Annual Plan and 
included in the Statement of Intent. The budget figures have been prepared in accordance with 
NZGAAP. They comply with NZIFRS and other applicable Financial Reporting Standards as 
appropriate for public benefit entities. Those standards are consistent with the accounting 
policies adopted by Otago DHB for the preparation of these financial statements. 

Property, plant and equipment 

Classes of property, plant and equipment 

The major classes of property, plant and equipment are as follows: 

 freehold land 

 freehold buildings 

 plant, equipment and fixture and fittings 

 computer equipment 

 vehicles 

 work in progress. 
 

Owned assets 

Except for land and buildings, items of property, plant and equipment are stated at cost, less 
accumulated depreciation and impairment losses.  The cost of self-constructed assets includes 
the cost of materials, direct labour, the initial estimate, where relevant, of the costs of dismantling 
and removing the items and restoring the site on which they are located, and an appropriate 
proportion of direct overheads. 

Land and buildings are revalued to fair value as determined by an independent registered valuer, 
with sufficient regularity to ensure the carrying amount is not materially different to fair value, and 
at least every five years. Any increase in value of a class of land and buildings is recognised 
directly to equity unless it offsets a previous decrease in value recognised in the statement of 
financial performance. Any decreases in value relating to a class of land and buildings are 
debited directly to the revaluation reserve, to the extent that they reverse previous surpluses and 
are otherwise recognised as an expense in the statement of financial performance. 

Additions to property, plant and equipment between valuations are recorded at cost. 

Where material parts of an item of property, plant and equipment have different useful lives, they 
are accounted for as separate components of property, plant and equipment. 
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Disposal of Property, Plant and Equipment 

Where an item of plant and equipment is disposed of, the gain or loss recognised in the 
statement of financial performance is calculated as the difference between the net sales price 
and the carrying amount of the asset. 

Any balance attributable to the disposed asset in the asset revaluation reserve is transferred to 
retained earnings 

Additions 

The cost of an item of property, plant and equipment is recognised as an asset if, and only if, it is 
probable that future economic benefits or service potential associated with the item will flow to 
Otago DHB and the cost of the item measured reliably. 

In most instances, an item of property, plant and equipment is recognised at its cost. Where an 
asset is acquired at no cost, or for nominal cost, it is recognised at fair value as at date of 
acquisition. 

Leased assets 

Leases where Otago DHB assumes substantially all the risks and rewards of ownership are 
classified as finance leases. The assets acquired by way of finance lease are stated at an 
amount equal to the lower of their fair value and the present value of the minimum lease 
payments at inception of the lease, less accumulated depreciation and impairment losses. 

Subsequent costs 

Subsequent costs are added to the carrying amount of an item of property, plant and equipment 
when that cost is incurred if it is probable that the service potential or future economic benefits 
embodied within the new item will flow to Otago DHB.  All other costs are recognised in the 
statement of financial performance as an expense as incurred. 

Depreciation 

Depreciation is provided on a straight line basis on all fixed assets other than freehold land, at 
rates which will write off the cost (or revaluation) of the assets to their estimated residual values 
over their useful lives. 

The useful lives and associated depreciation rates of major classes of assets have been 
estimated as follows: 

 
 Buildings 8 to 80 years (1.25 –12.5%) 

 Plant and equipment 5 to 15 years (6.5–20%) 

 Computer Equipment 3  years (33%) 

 Motor vehicles 5 years (20%) 

Capital work in progress is not depreciated. The total cost of a project is transferred to freehold 
buildings and/or plant and equipment on its completion and then depreciated. 

The residual value of assets is reassessed annually, and adjusted if applicable, at each financial 
year-end. 
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Intangible assets 

Intangible assets that are acquired by Otago DHB are stated at cost less accumulated 
amortisation and impairment losses. Intangible assets with finite lives are subsequently recorded 
at cost less any amortisation. 

Amortisation 

Amortisation is charged to the statement of financial performance on a straight-line basis 
over the estimated useful lives of intangible assets unless such lives are indefinite. 
Intangible assets with an indefinite useful life are tested for impairment at each balance 
sheet date. Other intangible assets are amortised from the date they are available for use. 
The estimated useful lives are as follows: 
 
Type of asset Estimated life Amortisation rate 

 Software 2 to 10 years 10 - 50% 
 

Investments 

Investments in debt and equity securities 

Financial instruments held for trading are classified as current assets and are stated at fair value, 
with any resultant gain or loss recognised in the statement of financial performance. 

Other financial instruments held by Otago DHB are classified as being available-for-sale and are 
stated at fair value, with any resultant gain or loss being recognised directly in equity, except for 
impairment losses and foreign exchange gains and losses. When these investments are 
derecognised, the cumulative gain or loss previously recognised directly in equity is recognised in 
the statement of financial performance. Where these investments are interest-bearing, interest 
calculated using the effective interest method is recognised in the statement of financial 
performance. 

Financial instruments classified as held for trading or available-for-sale investments are 
recognised / derecognised by Otago DHB on the date it commits to purchase / sell the 
investments. 

Trade and other receivables 

Trade and other receivables are initially recognised at fair value and subsequently stated at 
amortised cost less impairment losses. Bad debts are written off during the period in which they 
are identified. 

Inventories 

Inventories are stated at the lower of cost, on a first in first out basis and net realisable value.  
Net realisable value is the estimated selling price in the ordinary course of business, less the 
estimated costs of completion and selling expenses. 

Inventories held for distribution 

Inventories held for distribution are stated at the lower of cost and current replacement cost.  

Cash and cash equivalents 

Cash and cash equivalents comprises cash balances, call deposits and deposits with a maturity 
of no more than three months from the date of acquisition.  Bank overdrafts that are repayable on 
demand and form an integral part of Otago DHB‟s cash management are included as a 
component of cash and cash equivalents for the purpose of the statement of cash flows. 
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Impairment 

The carrying amounts of Otago DHB‟s assets other than investment property, inventories and 
inventories held for distribution are reviewed at each balance date to determine whether there is 
any indication of impairment.  If any such indication exists, the assets‟ recoverable amounts are 
estimated. 

For intangible assets that have an indefinite useful life and intangible assets that are not yet 
available for use, the recoverable amount is estimated at each balance sheet date and was 
estimated at the date of transition. 

If the estimated recoverable amount of an asset is less than its carrying amount, the asset is 
written down to its estimated recoverable amount and an impairment loss is recognised in the 
statement of financial performance. 

An impairment loss on property, plant and equipment revalued on a class of asset basis is 
recognised directly against any revaluation reserve in respect of the same class of asset to the 
extent that the impairment loss does not exceed the amount in the revaluation reserve for the 
same class of asset. 

When a decline in the fair value of an available-for-sale financial asset has been recognised 
directly in equity and there is objective evidence that the asset is impaired, the cumulative loss 
that had been recognised directly in equity is recognised in the statement of financial 
performance even though the financial asset has not been derecognised. The amount of the 
cumulative loss that is recognised in the statement of financial performance is the difference 
between the acquisition cost and current fair value, less any impairment loss on that financial 
asset previously recognised in the statement of financial performance. 

Calculation of recoverable amount 

The estimated recoverable amount of receivables carried at amortised cost is calculated as the 
present value of estimated future cash flows, discounted at their original effective interest rate.  
Receivables with a short duration are not discounted. 

Estimated recoverable amount of other assets is the greater of their fair value less costs to sell 
and value in use.  Value in use is calculated differently depending on whether an asset generates 
cash or not. For an asset that does not generate largely independent cash inflows, the 
recoverable amount is determined for the cash-generating unit to which the asset belongs. 

For non-cash generating assets that are not part of a cash generating unit value in use is based 
on depreciated replacement cost (DRC). For cash generating assets value in use is determined 
by estimating future cash flows from the use and ultimate disposal of the asset and discounting 
these to their present value using a discount rate that reflects current market rates and the risks 
specific to the asset.  

Impairment gains and losses, for items of property, plant and equipment that are revalued on a 
class of assets basis, are also recognised on a class basis. 

Reversals of impairment 

Impairment losses are reversed when there is a change in the estimates used to determine the 
recoverable amount. 

An impairment loss on an equity instrument investment classified as available-for-sale or on 
items of property, plant and equipment carried at fair value is reversed through the relevant 
reserve. All other impairment losses are reversed through the statement of financial performance. 
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An impairment loss is reversed only to the extent that the asset‟s carrying amount does not 
exceed the carrying amount that would have been determined, net of depreciation or 
amortisation, if no impairment loss had been recognised. 

Interest-bearing and Interest-free borrowings 

Interest-bearing and interest free borrowings are recognised initially at fair value less attributable 
transaction costs.  Subsequent to initial recognition, borrowings are stated at amortised cost with 
any difference between cost and redemption value being recognised in the statement of financial 
performance over the period of the borrowings on an effective interest basis. 

 

Employee benefits 

Defined contribution plans 

Obligations for contributions to defined contribution plans are recognised as an expense in 
the statement of financial performance as incurred. 

Long service leave, sabbatical leave and retirement gratuities 

Otago DHB‟s net obligation in respect of long service leave, sabbatical leave and retirement 
gratuities is the amount of future benefit that employees have earned in return for their service in 
the current and prior periods.  The obligation is calculated by Aon New Zealand Ltd, using 
accepted actuarial principles and complies with all requirements of NZ IAS. The discount rates 
adopted are in accordance with NZ IAS 19. 

Annual leave, conference leave, sick leave and medical education leave 

Annual leave, conference leave, sick leave and medical education leave are short-term 
obligations and are calculated on an actual basis at the amount Otago DHB expects to pay. 
Otago DHB accrues the obligation for paid absences when the obligation both relates to 
employees‟ past services and it accumulates. 

Provisions 

A provision is recognised when Otago DHB has a present legal or constructive obligation as a 
result of a past event, and it is probable that an outflow of economic benefits will be required to 
settle the obligation.  If the effect is material, provisions are determined by discounting the 
expected future cash flows at a rate that reflects current market rates and, where appropriate, the 
risks specific to the liability. 

Restructuring 

A provision for restructuring is recognised when Otago DHB has approved a detailed and formal 
restructuring plan, and the restructuring has either commenced or has been announced publicly. 
Future operating costs are not provided for. 

Onerous contracts 

A provision for onerous contracts is recognised when the expected benefits to be derived by 
Otago DHB from a contract are lower than the unavoidable cost of meeting its obligations under 
the contract. 

Trade and other payables 

Trade and other payables are stated at amortised cost using the effective interest rate. 

Insurance 

Accident Compensation Corporation Partnership Programme 
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Otago DHB belongs to the ACC Partnership Programme whereby Otago DHB accepts the 
management and financial responsibility of work related illnesses and accidents of employees. 
Under the ACC Partnership Programme Otago DHB is effectively providing accident insurance to 
employees and this is accounted for as an insurance contract. The value of this liability 
represents the expected future payments in relation to accidents and illnesses occurring up to the 
balance sheet date for which Otago DHB has responsibility under the terms of the Partnership 
Programme. 

The liability for claims reported prior to balance date has been determined by assuming that the 
future experience for each current claim is consistent with historical claim information since the 
commencement of the programme. The liability for injuries or illnesses that have occurred up to 
balance date, but not yet reported or not enough reported, has been determined by reference to 
historical information of the time it takes to report injury or illness. 

The value of the liability is measured at the present value of the future payments for which Otago 
DHB has responsibility using a risk free discount rate. The value of the liability includes a risk 
margin that represents the inherent uncertainty of the present value of the expected future 
payments. 

Revenue relating to service contracts 

Otago DHB is required to expend all monies appropriated within certain contracts during the year 
in which it is appropriated. Should this not be done, the contract may require repayment of the 
money or Otago DHB, with the agreement of the Ministry of Health, may be required to expend it 
on specific services in subsequent years. The amount unexpended is recognised as a liability. 

Income tax 

Otago DHB is a crown entity under the New Zealand Public Health and Disability Act 2000 and is 
exempt from income tax under section CW38 of the Income Tax Act 1994. 

Goods and services tax 

All amounts are shown exclusive of Goods and Services Tax (GST), except for receivables and 
payables that are stated inclusive of GST. Where GST is irrecoverable as an input tax, it is 
recognised as part of the related asset or expense. 

Revenue 

Crown funding 

The majority of revenue is provided through an appropriation in association with a Crown 
Funding Agreement. Revenue is recognised monthly in accordance with the Crown Funding 
Agreement payment schedule, which allocates the appropriation equally throughout the year. 

Goods sold and services rendered 

Revenue from goods sold is recognised when Otago DHB has transferred to the buyer the 
significant risks and rewards of ownership of the goods and Otago DHB does not retain either 
continuing managerial involvement to the degree usually associated with ownership nor effective 
control over the goods sold. 

Revenue from services is recognised, to the proportion that a transaction is complete, when it is 
probable that the payment associated with the transaction will flow to Otago DHB and that 
payment can be measured or estimated reliably, and to the extent that any obligations and all 
conditions have been satisfied by Otago DHB. 
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Expenses 

Operating lease payments 

Payments made under operating leases are recognised in the statement of financial performance 
on a straight-line basis over the term of the lease.  Lease incentives received are recognised in 
the statement of financial performance over the lease term as an integral part of the total lease 
expense. 

Finance lease payments 

Minimum lease payments are apportioned between the finance charge and the reduction of the 
outstanding liability.  The finance charge is allocated to each period during the lease term on an 
effective interest basis. 

Net financing costs 

Net financing costs comprise interest paid and payable on borrowings calculated using the 
effective interest rate method, interest received and receivable on funds invested calculated 
using the effective interest rate method, dividend income and gains and losses on hedging 
instruments that are recognised in the statement of financial performance. 

The interest expense component of finance lease payments is recognised in the statement of 
financial performance using the effective interest rate method. 

Non-current assets held for sale  

Immediately before classification as held for sale, the measurement of the assets (and all assets 
and liabilities in a disposal group) is brought up-to-date in accordance with applicable NZIFRSs. 
Then, on initial classification as held for sale, a non-current asset and/or a disposal group is 
recognised at the lower of its carrying amount and its fair value less costs to sell.  

Impairment losses on initial classification as held for sale are included in the statement of 
financial performance, even when the asset was previously revalued. The same applies to gains 
and losses on subsequent remeasurement. 

Custodial/Trust and Bequest Funds 

Donations and bequests to Otago DHB are recognized as revenue when control over assets is 
obtained. A liability, rather than revenue, is recognized where fulfilment of any restrictions 
attached to those assets is not probable. Those donations and bequests with restrictive 
conditions are appropriated from Retained Earnings to the Trust Funds component of Equity. 
When expenditure is subsequently incurred in respect of these funds it is recognised in the 
Statement of Financial Performance and an equivalent amount is transferred from the Trust 
Funds component of Equity to Retained Earnings. 

Financial Instruments 

The Otago DHB is party to financial instruments as part of its normal operations. Financial 
instruments are contracts which give rise to assets and liabilities or equity instruments in another 
equity. These financial instruments include bank accounts, short-term deposits, investments, 
interest rate swaps, debtors, creditors and loans. All financial instruments are recognised in the 
Statement of Financial Position and all revenues and expenses in relation to financial instruments 
are recognised in the Statement of Financial Performance. Except for those items covered by a 
separate accounting policy, all financial instruments are shown at their estimated fair value. 

Cost of Service Statements 

The cost of service statements, as reported in the Statement of Objectives and Service 
Performance, reports the net cost of services for the outputs of Otago DHB and are represented 
by the cost of providing the output less all the revenue that can be allocated to these activities. 
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Cost Allocation  

Otago DHB has arrived at the net cost of service for each significant activity using the cost 
allocation system outlined below. 

Cost Allocation Policy 

Direct costs are charged directly to output classes. Indirect costs are charged to output classes 
based on cost drivers and related activity/usage information. 

 

Criteria for Direct and Indirect Costs 

“Direct costs” are those costs directly attributable to an output class.  “Indirect costs” are those 
costs which cannot be identified in an economically feasible manner with a specific output class. 
Indirect costs are therefore charged to output classes in accordance with prescribed Hospital 
Costing Standards based upon cost drivers and related activity/usage information. 
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5 ORGANISATIONAL CAPABILITY 
 

 

5.1 Roles and Functions of the DHB  

The objectives and functions of DHBs are covered by sections 22 and 23 of the New Zealand 
Public Health and Disability Act 2000.  The DHB has three roles as defined in the NZPHD Act 
2000. These are: 
 

 Governance of the DHB and health services in the region 

 Funding of services 

 As a provider of services 
 
The Board (a mix of publicly elected and Government appointed members) has primary 
responsibility for developing policy and strategy, and the overall governance of the Provider and 
Funder Arms.  Three statutory committees support the Board: 
 

 Disability Support Advisory Committee (DSAC) 

 Community and Public Health Advisory Committee (CPHAC) 

 Hospital Advisory Committee (HAC) 
 
The Board also has the following committees: 
 

 Audit, Finance and Risk Management (AFRM) Committee 

 Iwi Governance Committee  
 
A single planning and funding team operates regionally across Otago and Southland. It is 
primarily responsible to determine need, to prioritise, to allocate funds and to contract with 
service providers to achieve the best possible health outcomes for the Otago and Southland 
population. 
 

 About 50% of funding is applied to traditional hospital and mental health services 

 About 50% of funding is distributed to a range of community-based health services, rural 
hospitals, dental practices, pharmacies, Primary Health Organisations (PHOs) and rest 
homes, etc.  

 
The provider arm of the DHB is primarily responsible for managing services based from the 
Dunedin Public Hospital and Wakari Hospital in Dunedin. More detail of the range of services is 
contained in section 2.3 of this SOI. 
 

5.2 Accountability 

The public are welcome to observe the meetings of the board and statutory committees.  The 
meetings are usually held monthly and details of the meetings (such as agendas, minutes, 
membership of the committee, people who attended a meeting) are publicly available on the 
DHB‟s website www.otagodhb.govt.nz. Occasionally these groups have discussions where it is 
best if the public does not attend, and this is allowed for in the NZPHD Act 2000. 
 

5.3 Reporting to the Minister  

 
During the year, the DHB expects to report to the Minister on the following matters: 

http://www.sdhb.govt.nz/
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 On potential service reconfigurations that may be necessary to achieve financial 
sustainability 

 The DHB also reports to the Minister (via the Ministry) for ad-hoc information requests, 
national data collections, hospital benchmarking indicators, indicators of DHB 
performance and the management / administration staffing cap 

 Report annually on the DHB plans and performance through the submission of the DAP, 
this SOI and the Annual Report 

 
We monitor and report our progress to the Minister of Health through a range of regular monthly 
and quarterly reports to the Minister‟s agent, the Ministry of Health. Financial reporting is 
provided monthly and accountability indicators are reported quarterly. 
 

5.4 National and Regional Collaboration, and cross- sector Collaboration  

Working collaboratively with others, both across the sector and with other health and social 
service providers is integral to the success of Otago DHB in achieving the goals set out in our 
DSP and DAP. We are committed to sharing resources with regional DHBs and providers as well 
as collaboration with the Ministry, DHBNZ7, NGOs8 and other service providers in order to achieve 
specific outcomes. 
 
Otago / Southland 
From the beginning of the agreement between Otago and Southland DHBs in December 2006, 
and the commencement of the virtual entity known as Southern Alliance in February 2007, it was 
planned that work would start immediately to bring together key functions of both DHBs in order 
to create shared service arrangements. These regional arrangements include Human Resources, 
Finance (including procurement), Information Systems (IS) and Planning and Funding. 
 
Now with the successful completion of phase one activity, the DHBs are progressing with 
regional clinical services. To date the Oncology Service is provided on a regional basis with a 
number of other specialities supporting each other through informal collaboration. 
  
This next phase can be described as; 
 
Through Southern Alliance, Otago and Southland DHBs intend to plan and fund, purchase and 
deliver some health and disability services on a regional basis across Otago and Southland as if 
we are one DHB, to ensure health services are equitable, accessible, integrated and sustainable. 
 
Therefore, the primary focus of phase two is on regional clinical service planning and the change 
management processes required for implementing the agreed amendments to service 
purchasing and delivery arrangements across the combined districts that will arise from regional 
convergence. 
 
Regional 
In 2007/08 the South Island DHBs agreed to define regional service planning as collaboration at 
the strategic level in the context of their cooperative regional relationships. The purpose of this 
collaborative and cooperative relationship is to provide a regional overview of health care, and 
challenge the current service configuration to improve access, outcomes and sustainability. It 
allows six District Health Boards to forward plan and align their resources to meet the needs of 
their population and the wider combined region of the South Island. 
 
Regional service planning encompasses clinical and corporate support functions within the 
following parameters:  

                                                 
7
 DHBNZ (District Health Boards New Zealand) has the overall purpose of assisting DHBs in meeting their objectives and 

accountabilities to the Crown. 
8
 NGOs (Non-Governmental Organisations) for more information on NGOs go to http://www.moh.govt.nz/ngo  

http://www.moh.govt.nz/ngo


Otago District Health Board - Statement of Intent 2009/10  52 

 

 Major capital projects that have a potential regional service impact 

 New service configurations that have a regional impact 

 New health interventions and technology that have a regional impact 

 Standards and guidelines development 

 The development of systems and processes or products to address health needs 
 
South Island Health Service Planning has commenced under a formal project. For details please 
refer to appendix eight of the ODHB 2009/10 DAP which can be found our website. 
 
National 
Nineteen DHBs support District Health Boards New Zealand (DHBNZ) and our DHB will continue 
to actively participate in DHBNZ activities. DHBNZ‟s purpose is to support DHBs and provide co-
ordination of activity at the national level. DHBNZ maintains links with central shared support 
agencies and works to confirm sector priorities through the Health Sector work plan and the 
DHBNZ Annual Plan. DHBNZ is active in a range of areas including primary health, workforce 
development, industrial relations, funding and accountability, public health, service frameworks, 
pricing and prioritisation tools.  
 
Cross-Sector 
Section 4.3, 4.4 and 4.5 of our DAP describe key relationships in more detail. The more 
significant relationships that are part of delivering our intended outcomes involve: 
 

 University of Otago 

 ACC 

 Child Youth and Family (CYF) Services 

 NZ Police 

 Civil Defence 

 

5.5 Quality and Safety 

The Otago DHB Board recognises their responsibility to ensure quality and safety of services 
being delivered to the Otago community and to ensure that staff are practising in a safe 
environment.  Accordingly the Board has prioritised quality and safety as a key priority area in 
order to support the further development of a robust quality improvement culture across the 
organisation.  
 
The DHB also works with the Ministry of Health compliance unit to maintain certification 
standards for its facilities and services. This is becoming increasingly difficult in a number of 
areas within Dunedin Public Hospital where building facilities require significant upgrade. 
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5.6 Workforce Development and Organisational Health 

ODHB remains fully supportive of collaborative workforce activity through the Workforce Group, 
the workforce champions‟ network and the framework of the Future Workforce programme 
(including the workforce strategy groups) as part of developing an effective and coordinated 
approach to workforce development sector-wide. ODHB will also be progressing a number of 
local and sub-regional (Otago/Otago) initiatives based on the potential to add value, while 
recognising that investment in workforce development is inherently medium to longer term. 
 
ODHB has a variety of policies that relate to the “Good Employer” Framework promoted by the 
Human Rights Commission.  

 
Framework Area DHB Policy and Activity 

Leadership, Accountability and Culture. The Otago DHB‟s Clinical Governance Group 
and framework ensures management and clinical 
staff are involved in the quality and safety of 
services. The DHB‟s Executive Management 
Team promotes the organisation‟s Vision and 
Values and encourages staff‟s involvement in 
decision making which affects them, through 
formal change management protocols. 

Recruitment, Selection and Induction. A suite of Equal Employment Opportunity policies 
are complemented by an orientation programme 
for new staff. 

Employee Development, Promotion and Exit. The DHB has annual performance and 
development reviews for staff. Considerable 
funds are committed to staff education and 
development each year. The DHB promotes 
quality and innovation through workforce 
development, which includes having annual 
awards and scholarships. 

Flexibility and Work Design. The DHB has numerous part-time staff, some 
“job-shared” roles and tries to be flexible about 
staff‟s on-site and off-site commitments. The DHB 
had about 2,900 employees (2,424 full-time-
equivalents) during the 2009 financial year. 

Remuneration, Recognition and Conditions. The Otago DHB‟s Human Resources aims to 
contribute to the development of an organisation 
which shares common values and ensures staff 
are recognised and valued in ways meaningful to 
them, because that is key to recruiting and 
retaining a highly skilled workforce. 

Harassment and Bullying Prevention. The Otago DHB has a zero tolerance to 
harassment and bullying, supported by policies, 
which include a Code of Conduct. 

Safe and Healthy Environment. Dedicated Health and Safety staff take a 
proactive approach, through an accredited 
Accident Compensation Corporation partnership 
programme. A strong culture of workplace safety 
and consultation networks continue, including 
elected health and safety staff representatives 
being on committees throughout the DHB.  The 
Otago DHB continually seeks to improve its 
ability to understand, measure and prevent 
incidents. The DHB also has an independent 
contracted employee assistance programme 
supported by staff mentors and advisors if 
needed. 

 


