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What Drives Change?

• Escalating costs

• Decreasing demand / changing market

• Increasing demand

• Increasing competition

• New technology

• An external event (like, maybe, an earthquake?)



• Increasing demand and 
rising costs

– Aging population

– Aging workforce

• Difficult to access specialist 
services; long wait times

• Earthquakes!

– Diverse population

– Rebuild/construction

– Mental health
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Canterbury’s Story – The Way We Were



Respiratory

• A health system which encouraged people to go to hospital



Building a System-wide Vision

• Look at the data
– Forecasting and analysis

– What’s the problem?

• Engaging
– Conversations; brainstorming

– Building relationships

• Leadership

• Sharing the vision
– Draw the burning platform

– Making it better for ‘Agnes’

• Enable a new way of working –
alliancing and integration



Enabling Change

• A new way of decision making

You decide

We 
discuss, 
CDHB 

decides

CDHB/Minister 
decides

We 
discuss, 

you 
decide

We discuss,
we decide



Our Vision



•The development of services that support people/whānau to stay well and 
take increased responsibility for their own health and wellbeing.

People take greater responsibility for their own health

•The development of primary care and community services to support 
people/whānau in a community-based setting and provide a point of 
ongoing continuity, which for most people will be general practice.

People stay well in their own homes and communities

•The freeing-up of hospital based specialist resources to be responsive to 
episodic events and the provision of  complex care and support and 
specialist advice to primary care.

People receive timely and appropriate complex care

Three Strategic Goals



Outcomes



System-wide Results

• Acute medical admissions lowest of any large DHB (70% of national 

rate)

• Reduction in people living in aged residential care

– People receiving more home-based support means more people are 

supported to regain and retain their independence at home

• New technology 

• New models of care – Collaborative Care and IFHS

• New supported discharge programme – CREST

• Reduction in falls, and many more examples



Integrated Respiratory Services

• HealthPathways

• COPD Pathway
– Admission avoidance/reduction

– Case finding and sentinel events

• Community Spirometry

• Community Sleep Assessment

• Pulmonary Rehabilitation 

• Links with other services
– Acute Demand

– Collaborative Care

– Integrated Family Health services







Working with Ambulance



COPD Statistics 



Community Spirometry Tests
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• >6,234 spirometry tests done in the community since 2009



Community Sleep Assessments

• >5,435 sleep assessments done in the community since 2009
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Pulmonary Rehabilitation

• 9 programmes run in 2014-15 at 7 different community 
venues including rural 

• >3,000 referrals to Pulmonary Rehabilitation since 2010

• 95% referrals now coming from general practice

• Followed by community exercise programmes



A Case Study



Mrs S 

• Mrs S, 61 years old, lives with husband in temporary 
accommodation.

• Severe Chronic Obstructive Pulmonary Disease (COPD)

• Anxiety and panic attacks.

• Frequent admissions to hospital – six in six months.



The Issues

• No permanent housing post-earthquake

• Frequent panic-attacks related to dyspnoea resulting in 
ambulance call-out and admission to hospital.

• Intermittently relapsing into smoking



The Response

Person-centred Collaborative Care

• Flinders Care Plan – in partnership, identifies key issues and 
goals for self-management.

• Pulmonary Rehabilitation Programme – skills for self-
management, improved exercise tolerance. 

• Home visit from Community Respiratory Nurse and 
Physiotherapist – ‘real world’ care plan.



Collaborative Care

Primary Care

Secondary 
Care

Community 
& Social



Outcomes

• Mrs S is following her Care Plan and feels more in control of 
her anxiety – no recent panic attacks.

• Currently not smoking and husband is also trying to quit.

• Remains in unsuitable temporary housing, placed in top 
priority category with HNZ.

• One overnight admission to hospital in last 3 months.

• Next Steps:

– Support general practice to develop shared Acute Plan.

– Liaise with ambulance to identify strategies for Mrs S.

– Ongoing advocacy with housing organisations (Govt. and NGO) 
until resolved.



Ongoing Service Challenges

• Patient behaviour/anxiety

• Clinician behaviour – ED and on the ward(s)

• Linking across the system, e.g., ambulance accessing data

• Co-morbidities – bringing all the disease state activity 
together

• Social/welfare issues



Summary

• Define and share the vision

• Commitment to the agreed path

• Agree the quality framework including training

• Governance; stakeholder engagement including the funder(s)

• Consumer input every step

• Data to prove it’s working

• ‘Best for patient, best for system’ focus



www.ccn.health.nz

Thank you


