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A Executive Summary 
The South Island Alliance Leadership Team (ALT), comprising the Chief Executives of the five South Island 

District Health Boards (DHBs) commissioned a post-implementation review of the South Island 

Neurosurgery Service (SINS), which commenced in 2011.   

The review comprised: Professor Ian Civil, Director of Trauma Services Auckland DHB; Jennifer Brown, 

Neurosurgeon and Chair of the Managed Service Network Neurosurgery, Scotland; Denise Le Lievre, Nurse 

Unit Manager, Neurosurgery & Otorhinolaryngology Head & Neck Surgery Services, Auckland DHB and 

Janice Donaldson, Programme Manager, South Island Alliance Programme Office. 

The Terms of Reference for the review were twofold: 

a. To assess whether the implementation of the recommendations outlined in the Report of the South 

Island Neurosurgery Expert Panel, November 20101 had been effective 

 

b. To identify opportunities for service development that will ensure people in the South Island requiring 

neurosurgery have access to high quality, timely care in line with the South Island Alliance vision and 

desired outcomes. 

 

In March 2019 the review team spoke face to face with staff involved with neurosurgery services in 

Christchurch, Timaru, Dunedin, Wellington, Nelson and Auckland, and by videoconference, Southland and 

Scotland.  In total, 84 individuals were interviewed, some more than once where they held more than one 

role, in a process that took six full days.  There were some apologies where people were unavailable for 

various reasons. 

The review team organisation provided by the SINS team and the willingness shown by all those who were 

approached by the review team to discuss the issues honestly and openly was appreciated.  Each person’s 

response demonstrated engagement with the task and a willingness to assist the process.  The review team 

also read a considerable amount of documentation from the last decade. 

The 16 recommendations and five supplementary recommendations made by the Expert Panel in 2010 

were carefully considered by the review team.  The majority related to governance, system leadership and 

system coordination.  A number had been achieved at some point in the ensuing years, but from a practical 

perspective many of the issues identified by the previous Expert Panel review remain problematic.  

In reviewing neurosurgical services in the South Island, the review team formed the view, reinforced by 

some of the interviewees, that issues in relation to delivery of these services are not just issues in relation 

to the nodes outside Christchurch, nor indeed of the South Island as a whole.  From a perspective of the 

provision of neurosurgical services to a population, New Zealand is small, and the South Island of marginal 

size (at 1.03 million people, 23% of the New Zealand population of 4.75 million people).  In that context, as 

well as considering service delivery in the South Island, the review team is of the view that a national 

perspective should be taken. 

                                                             
1 The Expert Panel comprised Anne Kolbe, Chair, Glen McCulloch, David Russell.  They reported to the Acting 
Director General of Health in November 2010 



South Island Neurosurgery Post Implementation Review FINAL    Page 3 of 56 
 

From a SI perspective, while it is not appropriate to consider operative neurosurgical intervention outside 

Christchurch and Dunedin, effective outreach, including clinics for new and follow up patients, and clinical 

education should be provided in an appropriate form and frequency at each of the South Island DHBs. 

With regard to Dunedin, it is evident that maintenance of an acute roster independent of the Christchurch 

hub has been impossible without significant health and safety risks for both clinicians and patients over 

many periods during the last nine years.  A third appointee was due to start work later this year but the 

offer has been rescinded as the candidate is not registerable in New Zealand.  Further recruitment is 

required, with locum cover in the interim.  The review team is not confident that the staffing structure is 

any more durable that at any time in the previous three triennia. The review team is concerned that 

provision of a 24/7/365 service for an open-ended period until a third neurosurgeon is appointed and 

arrives, is inherently unsafe.  While at times it might be possible to provide a safe acute service in Dunedin, 

many aspects of the service (e.g. consultations for the emergency department) could be provided remotely 

and where rosters exceed safe levels acute services should defer to Christchurch (as they do already for 

intracranial haemorrhage secondary to aneurysms). 

The review team’s findings are summarised under six headings: 

System Leadership and Governance 
The Expert Panel report described setting up a governance board with very specific membership and terms 

of reference.  This was achieved in the period up until the end of 2012 when Professor Andrew Kaye 

resigned. Subsequently, in 2013 a transitional board was formed which managed the handover of 

governance responsibilities from the National Health Board (NHB) to the SINS Board constituted by the ALT 

from 1 April 2014.  Many of the SINS Board objectives were similar to those of the original board.  However, 

unlike the original board which reported to the NHB, the SINS Board reported to the DHB Executives, who 

in turn were part of the board. The original objectives of the SINS Board were to lead the business and 

clinical development of the service and have authority over appointments and reappointments. This did 

not occur and the failure to effectively develop a single service that would provide clinical care at two or 

more sites, inevitable. 

Statutory Issues and Reporting 

Despite meeting on a regular basis, the SINS Board’s time has been significantly consumed by discussions 

over surgical appointments which ultimately were decided by each of the DHBs, and sometimes in 

conjunction with the University of Otago.  As a result, a coherent reporting structure supported by the 

board did not develop.  Most relevant data reviewed by the review team was provided by clinicians or 

business departments of the various DHBs that the team visited. Clinicians described the difficulties and 

workload associated with providing suitable reports. 

Evaluation and Quality Assurance 

At each of the surgical units the nursing leadership was dedicated, constructive and innovative.  Allied 

health and technical services were willing and engaged, but usually not dedicated to neurosurgery.  Quality 

assurance by way of morbidity and mortality meetings are held in each of the units but concerns were 

raised about individual commitment to this process.  As described above, the various Boards’ attentions 

have focussed on surgical appointments and other resource issues.  Evaluations and quality assurance 

activities at a South Island-wide level were not apparent. 

System Coordination 
Despite the recommendation of the Expert Panel report that South Island neurosurgery be provided 

equitably to everyone regardless of geography, it was apparent that each DHB has different thresholds for 
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elective interventions. Understandably, these differences are driven by different availability of specialists, 

operating time and DHB resources. The concept that there be a single point of entry to a single South Island 

service was notably not achieved. 

Funding 
Funding for neurosurgical services resides within each DHB.  Without strong governance from the SINS 

Board it is inevitable that funding was directed primarily towards the needs of the relevant DHB without 

significant considerations of the wider South Island service. 

Strategic Planning 
Many of the recommendations of the Expert Panel report relating to forward planning of the South Island 

neurosurgical service were achieved, in particular, in relation to combined academic appointments and 

clinical neurosurgical appointments.  However, the review team was not convinced that these 

recommendations were necessarily constructive in relation to the delivery of clinical neurosurgical services 

and quite evidently, successful achievement was intermittent at best over the past nine years.
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B Recommendations Summary 
The review team considers the following recommendations will assist the development of the South Island 

Neurosurgery Service. 

1 National Clinical Network for Neurosurgery 
A national Clinical Network for Neurosurgery should be developed which has responsibility to: 

a. Define a New Zealand-wide structure for the delivery of neurosurgical care in New Zealand 

b. Establish a New Zealand neurosurgical database and reporting structure that provides appropriate 

information to plan the delivery of safe, high quality, neurosurgical care 

c. Develop consistent guidelines and plans for managing neurosurgical conditions in New Zealand 

d. Support the establishment of a national network that reports centrally and is responsible for planned 

consultant expansion to develop subspecialties in a collaborative manner 

e. Agree national service standards and pathways and audit them regularly 

f. Fund appropriate administrative and analytic support for the national audit process as a component 

of the national network 

g. Encourage collaborative working and operating between units where this enhances subspecialty 

development. 

2 South Island Neurosurgery Service Board 
a. The SINS Board should be reconstituted to include membership that is independent of the South Island 

DHBs 

b. The SINS Board terms of reference must clearly delineate its authority to lead the business, clinical 

development and appointments of neurosurgical staff in South Island DHBs and the SINS Board should 

assume this authority  

c. An independent clinical leader should be appointed from outside the South Island region (potentially 

from Capital & Coast DHB) 

d. An adequately resourced programme manager should be appointed, with a job description that allows 

strong direction of neurosurgical services within the region. 

3 International Medical Graduates 
Develop a structure to support monitoring and mentoring of international medical graduates in line with 

the requirements of the New Zealand Medical Council.  

4. Standardised Reporting Structure 
Establish a standardised reporting structure with 

a. Annual reporting of data for public access 

b. Quarterly reporting of data for internal use to assist with service planning and resource provision. 

5 Evaluation and Quality Assurance Framework 
a. Develop a quality plan for service development  

b. Publish an annual report reviewing successes and opportunity for improvement  

c. Maintain service credentialing as two, or ideally, one site 

d. Identify key performance measures to measure service delivery. including patient experience 

e. Maintain participation in the regional and national mortality and morbidity review processes, and 

implement findings and recommendations 
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f. Establish a common prioritisation and referral system  

g. Develop a sub group to include consumer representation, nursing and allied health  

h. Participate in a single clinical audit programme to measure against identified key performance 

indicators and facilitate healthcare planning for neuroscience patients & clinical research. 

6 On Call and Out of Hours 
a. On call duties should be no more than 1:3 even if this results in closure of a unit to acute referrals at 

times 

b. Any cases diverted to an alternative unit as a result of such closures should be audited 

c. A single point of contact for out of hours neurosurgical advice should be implemented, possibly using 

an electronic system. 

7 Teamwork 
Complaints about behaviours adversely affecting team working should be monitored. 

8 Follow up of Patients 
Patients and referrals potentially lost to follow up due to high staff turnover should be audited. 

9 Equity of Access and Outreach 
Both Christchurch and Dunedin units should increase efforts to improve equity of access through outreach. 

10 Accessible Electronic Records 
Case records and radiographic records should be accessible from any neurosurgical unit in the South Island 

or Capital & Coast DHB, or any outreach facility. 

11 Reporting of Funding Data 
Collect and regularly report accurate service funding data, create an annual budget and report against this 

to the SINS Board. 

12 Funding Mechanism 
Reassess the current funding model and determine the best model to allow provision of a South Island 

neurosurgical service without the current parochial interests inevitable in a DHB-based system. 

13 Recruitment 
a. Recruitment of clinical staff should prioritise clinical service needs and be uncoupled from university 

recruitment. 

b. Evaluate factors and potential barriers preventing recruitment of New Zealand trainees to 

neurosurgery and redress them 

c. Develop a structure to support monitoring and mentoring of international medical graduates in line 

with the requirements of the New Zealand Medical Council. 

 

The review team appreciated the opportunity to be involved in this process.  Thank you to the 

administrative teams who coordinated the review and interviews and provided invaluable support to the 

review team and interviewees at each site.  
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C Introduction 
The South Island Neurosurgery Service (SINS) was established in 2011 as an outcome of the Report of the 

South Island Neurosurgery Expert Panel, November 2010.   

The South Island has a population of 1.03 million people (23% of the New Zealand population), and five 

DHBs: Nelson Marlborough, West Coast, Canterbury, South Canterbury and Southern.  Canterbury DHB has 

48% of the SI population, and Southern DHB 28%.  Nelson Marlborough DHB receives most neurosurgery 

services from Capital & Coast DHB, based in Wellington. 

The Expert Panel report made sixteen recommendations and five additional recommendations.  The 

majority related to governance, system leadership and system coordination. 

From 2011-2014 the service was governed by an independent board and was operationally led by a clinical 

director and programme manager employed by the NHB, then a division of the MOH. 

In April 2014, after a transitional year, governance of the service transferred to the ALT, comprising the 

South Island Chief Executives.  An operational group was established in 2017 to provide oversight of day to 

day service arrangements. 

In 2019, the ALT commissioned a post-implementation review of the recommendations of the Expert Panel.  

The Terms of Reference for this review were twofold: 

a. To assess whether the implementation of the recommendations outlined in the Report of the South 

Island Neurosurgery Expert Panel, November 2010 had been effective,  and 

b. To identify opportunities for service development that will ensure people in the South Island requiring 

neurosurgery have access to high quality, timely care in line with the South Island Alliance vision and 

desired outcomes. 

The review team comprised: 

Professor Ian Civil 

Chair 

Director of Trauma Services 

General & Vascular Surgeon 

Clinical Leader, Major Trauma National 

Clinical Network 

Auckland DHB 

Jennifer Brown Neurosurgeon 

Chair, Managed Service Network, 

Neurosurgery, Scotland 

Queen Elizabeth University 

Hospital, Glasgow 

Denise Le Lievre Nurse Unit Manager, Neurosurgery & 
Otorhinolaryngology Head & Neck 
Surgery Services, Auckland DHB 

Auckland DHB 

Janice Donaldson Programme Manager South Island Alliance 

Programme Office 

 

The review team had the opportunity to talk face to face with staff involved with neurosurgery services in 

Christchurch, Timaru, Dunedin, Wellington, Nelson and Auckland, and by videoconference, to Southland 

and Scotland.  In total, 84 people were interviewed, some more than once in their different roles, in a 

process that took six full days. 
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The review team appreciated the organisation provided by the SINS team and the willingness shown by all 

those who were approached by the team to discuss the issues honestly and openly.  Each person’s response 

demonstrated engagement with the task and a willingness to assist the process.   

The structure of this report follows the terms of reference provided to the review team (Appendix 1). 

Firstly, the review team considered whether the recommendations from the 2010 Expert Panel (Appendix 

2) had been implemented effectively.  Secondly, the review team identified issues that formed the basis 

for service development opportunities to ensure people in the South Island requiring neurosurgery have 

access to high quality, timely care in line with the South Island Alliance vision and desired outcomes.  

Recommendations are made to the ALT so high quality, timely care in neurosurgery for the South Island 

population can be achieved. 
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D Effectiveness Assessment: 2010 Recommendations 

The terms of reference for the SINS Post Implementation Review, 2019, required the review team to assess 

whether the implementation of the recommendations contained in the Report of the South Island 

Neurosurgery Expert Panel November 2010, had been effective. 

The review team considered each of the recommendations and made its assessment about the 

effectiveness of their implementation. 

Recommendation 1   Not Implemented 
The South Island Neurosurgery Service is established as a regional, distributed service with nodes in 

Christchurch and Dunedin. 

The service has never functioned, or been funded, managed, or staffed on a ‘one service, two sites’ basis.  

Supportive links between clinical staff in surgery, nursing and allied health and technical services are 

rudimentary at best.  The Dunedin node was initially supported by then clinical leader, Martin McFarlane, 

who attended multidisciplinary meetings weekly and also provided the supervision required by the New 

Zealand Medical Council [NZMC].  This support has become much less regular since his retirement. 

Recommendation 2   Partially Implemented, No Longer Achieved 
An independent Governance Board is established and given the delegated authority and support to lead 

the business and clinical development of the Service for the benefit of all South Islanders.  This authority 

extends to all appointments and re-appointments of neurosurgeons and key clinical staff to the 

Christchurch and Dunedin nodes. 

Following the publication of the Expert Panel report a governance board was set up with the prescribed 

structure and terms of reference and this began the work described in the recommendation.  It was 

possible that the expectations embodied in the recommendation would have been realised in time.  

However, the original board ceased to function in December 2012 when Andrew Kaye resigned.  During 

the period from December 2012 until April 2014 there was a transition to a new SINS Board with 

accountability to the South Island Alliance rather than the NHB.  The new SINS Board had similar 

expectations to the previous Board but without the central funding that came to the original board. It was 

always likely therefore that both the independence and drivers for effective and well-resourced board 

functioning would be lacking.  

As of 2019 the present structure does not achieve the objectives outlined in this recommendation. 

Recommendation 3   Partially Implemented 
The Governance Board be Chaired by Professor Andrew Kaye with the following additional membership:  

 an independent neurosurgeon  

 the Chair of Southern DHB  

 the Chair of Canterbury DHB  

 an expert consumer advisor  

 One of the Chairs of Nelson Marlborough DHB, South Canterbury DHB and West Coast DHB, on an 

annual rotational basis  

 a senior University of Otago nominee  

 a South Island Iwi nominee.  
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The membership of the original board as described in terms of reference was largely in this format.  The 

terms of reference were reportedly approved at the January 2011 meeting but were not made available to 

this review team.  It is not clear whether there was ever a South Island iwi nominee.  No expert consumer 

advisor replaced David Russell. 

The terms of reference were reviewed in January 2012 with a recommendation that the existing DHB Chair 

was retained on the board, rather than this role rotating annually across the Chairs of Nelson Marlborough, 

South Canterbury and West Coast DHBs.  This was subsequently agreed by the South Island Chairs and the 

NHB.   

The current board membership is: 

Member Role Organisation 

Chris Fleming CEO, Chair SI ALT, Co-Chair Southern DHB 

David Meates CEO, Co-Chair Canterbury DHB 

Nicholas Finnis Clinical Leader, SINS; Clinical Director 

Neurosurgery 

Canterbury DHB 

Stephen Packer Clinical Lead, Surgical Services Southern DHB 

Greg Robertson Chief of Surgery Canterbury DHB 

Mark Thompson-Fawcett Surgeon, Associate Professor of Surgery University of Otago; 

Southern DHB 

Ahmad Taha Clinical Lead, Neurosurgery  Southern DHB 

Janine Cochrane General Manager, Surgical Services Southern DHB 

Pauline Clark General Manager, Christchurch Hospital Canterbury DHB 

Brad Aitcheson Service Manager Southern DHB 

Michael Awadalla Service Manager Canterbury DHB 

 

Keith Todd, Regional Programme Director, South Island Alliance Programme Office, acts as Facilitator for 

the SINS Board and the Operational Group. 

Recommendation 4   Partially Implemented 
The Governance Board have an initial term of three years, with review after two years.  

The original board was only functional until December 2012 so the full ramifications of this 

recommendation were never tested.   

The SINS Board members now appear to have indefinite terms, although terms of reference were not 

provided.  The current clinical leader wrote a governance responsibilities framework in 2014 (and for some 

time put together the agendas for meetings, gathered data, all the while requesting management support).  
Since March 2017 a co-chair model (Chief Executives of Southern and Canterbury DHBs) has been in place 

for the board.   

Recommendation 5   Implemented 
The Governance Board will be responsible to the National Health Board, through its National Director.  

This recommendation was fulfilled with regard to the initial board.  As outlined above however, the 

formation of the new SINS Board resulted in a different reporting structure to the South Island, rather than 

national agencies. 
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Recommendation 6   Implemented, No Longer Achieved 
The Governance Board be supported by a clinical director and a manager, both employed by the National 

Health Board, which will also provide administrative support to the Board.  

This structure was put in place for the original board.  When the responsibilities of the original governance 

board were transferred to the South Island Alliance there was some continuity with the NHB appointed 

programme manager continuing in her role, as did the clinical leader until his retirement at the end of 

2013.  While there has been a new appointment to the clinical leader role the independence inherent in 

the NHB-appointed board has decreased.  There has been no appointment to the programme manager 

role.  There was every reason to consider the original structure was valuable and relevant and subsequent 

structures are perceived by the stakeholders as less effective. 

Recommendation 7   Not Implemented 
The Governance Board publish a six‐monthly report. The report to be publicly available.  

The governance board published an annual report in March 2013 covering the years 2011-2012.  This report 

was descriptive of the clinical services and developments in neurosurgery that had occurred over the two-

year period.  There were a range of other documents containing data evident in the papers of the SINS 

Board subsequent to March 2013, but nothing resembling an overall board report containing activities, 

data, achievements and plans either six monthly, or annually. 

Recommendation 8   Partially Implemented 
The South Island Neurosurgery Service develops an academic neurosurgical component in Dunedin, 

supported by the University of Otago and comprising, as a minimum, an appointment at Professorial level, 

an appointment at Senior Lecturer level, and appropriate infrastructural support. 

A professor with an excellent academic record is in post, however he no longer contributes to clinical work 

and really cannot be considered a component of the clinical neurosurgical service.  The individual has the 

support of the university but neither party seems to take on board that the greatest clinical need is at the 

end of the clinical spectrum that is surgically non-complex and clinically urgent.  This type of work is socially 

disruptive for practitioners and their families and not the sort of subspecialised elective work that 

university appointees are often qualified to do and expect to be able to practice.  

Numerous other appointments at senior lecturer level have been made since the Expert Panel report but 

none were retained for more than a year or two.  It would appear that the idea that academics would be 

attracted and retained in clinical posts where high acuity, low complexity work represents the greatest 

service need was never realistic. 

Recommendation 9   Partially Implemented 
Urgent attention be given to building the Dunedin node, in association with the University of Otago.  

Urgent attention was given to recruitment at the Dunedin node following the Expert Panel report but the 

model has not proven to be robust, as outlined above.  The University of Otago has been very supportive 

on the one hand, but has competing interests in that a strong research profile measured in publications, 

grants, and the successful attraction and supervision of post-doctoral and graduate students (which are 

measures of academic success) are extremely difficult to reconcile with the clinical role required.   
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At times appointments seem to have taken place without participation of the SINS Board or its clinical 

leader.  At the same time recruitment and retention in Dunedin appear to have taken up a great deal of 

the effort and energy of the SINS Board, often to the exclusion of other strategic and governance planning. 

Recommendation 10 Not Implemented 
The South Island Neurosurgery Service is built to include seven, then eight neurosurgeons, with a minimum 

of three neurosurgeons in Dunedin. The numbers refer to people and not full time equivalent measures. 

Careful consideration be given to the prudent and integrated development of subspecialisation.  

At no time has a stable staffing of the Dunedin node with three neurosurgeons been achieved.  No 

subspecialty development is possible with the staffing levels achieved thus far and, even in Christchurch 

where there are five neurosurgical consultants in post, subspecialisation is in quite an early stage of 

evolution.  

Ten or more neurosurgeons are needed to allow two or three to specialise in each of paediatric, skull base, 

vascular, functional and spinal neurosurgery and to fully realise a subspecialised service.  This is a future 

trend in neurosurgery that cannot be ignored in planning the service.  Much of the subspecialty work can 

take place on a planned basis and these individuals could collaborate with surgeons in other units to form 

subspecialty teams.  There are healthy examples of shared operating, for example between Christchurch 

and Wellington, particularly in skull base surgery.  These illustrate the need to consider this issue at a 

national level.  Some subspecialties will clearly not be able to be offered at all five units and this decision 

has already been taken with respect to paediatric neurosurgery (Auckland and Christchurch) and is already 

foreseen in vascular neurosurgery. 

Recommendation 11 Implemented 
Employment arrangements to be with the resident DHBs, as outlined in Section 6.1 of this document.  

This recommendation has been met, though the question of whether a more closely integrated team could 

have been forged by having a single DHB employer for all members of the consultant team was often raised. 

Recommendation 12 Not Implemented 
The Service must ensure equitable patient access to neurosurgery by managing the available South Island‐

wide capacity. The Governance Board needs to develop a South Island‐wide service delivery plan, the key 

elements of which are a single point of entry, contracted volumes for first specialist assessments inpatient 

caseloads and, access to diagnostics such as MRI, neurophysiology and interventional neuro‐radiology. 

Other key factors are the availability of intensive care, high dependency unit and neuro‐rehabilitation beds.  

We heard no evidence of this integrated approach to capacity nor of a single point of entry for either acute 

or elective referrals being implemented.  We understand that single site referrals were discussed at the 

SINS Board and Operational Group but it was decided not to pursue this in order to optimise access locally 

for patients. Equity of access was then monitored by clinic attendance and surgery rates. Larger 

discrepancies between neurosurgery spine and orthopaedic spine than between spine services provided 

by the two neurosurgical Units were identified, and some meetings were held to try and achieved a single 

access criteria document but this process was not able to be concluded at the time. 

In Nelson Marlborough we heard that capacity for various services in Christchurch and Wellington often 

determined referral patterns, but this was not seen elsewhere.  There appeared to be different criteria for 

qualifying for spinal surgery in the different DHBs and access to investigations (e.g. MRI) varied between 
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the DHBs.  We heard of specific difficulties with theatre capacity in Christchurch with some cases being 

performed in the private hospital with DHB funding. 

Recommendation 13 Not Implemented 
The Service establish neurosurgical outreach services throughout the South Island as outlined in Section 

5.3 of this document.  

Periodic efforts at development of outreach clinics in Invercargill and Timaru have been made by 

consultants in Dunedin.  These have not been sustainable with the staffing numbers in place and we heard 

no evidence of outreach clinics from Christchurch.  West Coast patient numbers have been insufficient to 

warrant clinics.  Nelson Marlborough physicians reportedly prefer consultations by letter although Capital 

& Coast DHB has offered to deliver onsite clinics in Nelson.  Telemedicine was not described by either unit 

as a facility they used for outreach. 

Recommendation 14 Not Implemented 
The Governance Board be charged with developing a population-based funding model to ensure equitable 

access.  

A population-based funding model was discussed at two points.  Some work was undertaken to identify 

expenditure, and funding options.  The group charged with this work in 2013 recommended to ALT that 

there was no good reason to change from the current national funding model.  This recommendation was 

accepted by ALT. 

Funding for neurosurgical services resides within each DHB.  There is no financial reporting to the SINS 

Board.  Without strong governance from the SINS Board it is inevitable that funding was directed primarily 

towards the needs of the relevant DHB without significant considerations of the wider SI service. 

Recommendation 15 Not Implemented 
The Governance Board develop and utilise a combined clinical and corporate safety, risk management and 

quality improvement framework based on the “Plan, Do, Study, Act” (PDSA) cycle to drive the 

establishment and maintenance of a safe, quality, effective and resource efficient service.  

Everyone we interviewed cared very much about providing a quality service and achieving the best 

outcomes for their patients and families in the South Island.  However, formalised evaluations and quality 

assurance activities are not apparent in our interviews related to quality or strategic planning.  There is a 

regional service review of patient data, case mix, reported incidents, complaints, adverse events and issues 

raised in SINS meetings. 

SI DHBs have an incident reporting system: ‘Safety First’, and adverse event review processes.  

Recommendations and actions required are reviewed at the SINS Board level, if indicated.  An example is 

the development of a ‘New Surgeon Expectations’ document guide in the orientation and mandatory 

processes required.  This was a recommendation from a Southern DHB Serious Adverse Event.  

Recommendation 16 Not Implemented 
The Governance Board, in conjunction with the Medical Council of New Zealand and the Royal 

Australasian College of Surgeons, review the current processes for the assessment of international 

medical graduates for registration in the vocational scope of practice of neurosurgery and ensure they 

are robust, timely and practical.  



South Island Neurosurgery Post Implementation Review FINAL    Page 17 of 56 
 

The original board, and the subsequent SINS Board, appear silent on this issue, other than communications 

referred to in October 2012 and August 2013 minutes.  Indeed, the matter is one for the MCNZ as the 

registering body.  The MCNZ is responsible for registering international medical graduates in NZ and their 

processes are subject to review at their behest rather than as a result of discussions with DHBs or other 

agencies. 

Supplementary Recommendations 
In support of the above recommendations, the Expert Panel also made five supplementary 
recommendations.  

Data Set Partially implemented 
A data set be developed to monitor the clinical, administrative and financial success of the service and to 

support sound strategic planning.  

The data collected is primarily clinical and is labour intensive for consultants.  Since 2018, some of the data 

collection from national collections (first specialist assessment and discharge data) has been automated 

into an agreed data set.   

We did not see clinical or financial data being used to support strategic planning. 

Patient Recovery & Transport Services Partially Implemented 
Patient recovery and related patient transport services be reviewed across the South Island  

Significant changes in the organisation and crewing of air ambulance services have occurred since the 

Expert Panel report.  These are still in evolution and have largely been driven by regional and national 

services other than neurosurgery. 

Rehabilitation Services Partially Implemented 
Closer co‐ordination is developed between the two South Island rehabilitation services  

The rehabilitation units seem to have collegial relationships but do not deal with each other directly in 

their clinical practice.  Their co-ordination seems entirely independent. 

Review of Information Technology Systems Partially implemented 
The requirements of neurosurgery are linked into the current review of South Island information 

technology systems  

We heard that incompatible information technology systems were sometimes a barrier.  The PACS 

radiology viewing and reporting system can be viewed across all of the South Island DHBs but needs to be 

specifically sent to Capital & Coast DHB when consultation with surgeons there is requested.  Incompatible 

systems for clinical records appear to be a greater challenge.  Discharge details do not always reach general 

practices and community services. 

Review of the Panel Process Not Implemented 
A review of the process used by this Panel occurs in order to capture the generic lessons for the wider New 

Zealand health sector.  

We heard no evidence with respect to this recommendation. 
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E Service Improvement Opportunities 
The terms of reference asked the review team to identify opportunities for service improvement that will 

ensure people in the South Island requiring neurosurgery have access to high quality, timely care, in line 

with the South Island Alliance and desired outcomes. 

The review team considered the issues under six headings: 

1. System Leadership and Governance 

2. Statutory Issues and Reporting 

3. Evaluation and Quality Assurance 

4. System Coordination 

5. Funding 

6. Strategic Planning. 

Recommendations are made to aid service improvement. 

E1 System Leadership and Governance 
Essential to the function of any system for the delivery of health services is effective leadership and 

governance.  The health system in New Zealand is a complex matrix of providers (DHBs), networks (e.g. 

cardiac network and major trauma network) and services that provide clinical care.  Some of the services 

are provided at a national level (e.g. liver transplants) and others at regional or DHB level.  Each of these 

has leadership and governance activities and there is the potential for different groups to work at crossed 

purposes. 

It was the clear intention of the Expert Panel report that leadership and governance of neurosurgery in the 

South Island be disentangled from DHB governance and leadership and provided with an independent 

structure.  The reasons proposed for these recommendations were to provide equitable access to 

neurosurgical services for patients in the SI and to maximise the quality of those neurosurgical services 

bearing in mind the degree of subspecialisation possible within a catchment the size of the South Island. 

The Expert Panel report described setting up a governance board with very specific membership and terms 

of reference. It is apparent from the minutes that this was achieved in the period up until the end of 2012 

when Professor Andrew Kaye resigned.  Subsequently in 2014, after a transitional year, a new board (South 

Island Neurosurgical Service, SINS) was formed.  Many of the objectives of the SINS Board were similar to 

those of the original Board and membership included the Chief Executives of both Canterbury and Southern 

DHBs.  However, unlike the original board which reported to the NHB, the SINS Board reported to ALT 

whose executives in turn were part of the board.  The original objectives of the SINS Board were to lead 

the business and clinical development of the service and have authority over appointments and 

reappointments.  This did not occur and the failure to effectively develop a single service that would 

provide clinical care at two or more sites, inevitable. 

System leadership was initially provided by a nationally appointed clinical director and programme 

manager with national reporting lines.  This was subsequently replaced by a regionally appointed clinical 

leader and a facilitator with more administrative functions.  The reporting lines of the recent structure 

were internal, to the South Island Alliance.  Inevitably the ability of this structure to provide true leadership 

and governance has been compromised by resourcing and implicit conflicts of interest. 
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Clinical Leadership 
The Expert Panel report indicated there should be the appointment of a clinical leader for the South Island 

Neurosurgical Service and logically at the time this role was assumed by Martin Macfarlane.  As the senior 

neurosurgeon at Canterbury DHB he had the greatest knowledge of the history of neurosurgery in the 

South Island and expressed an interest in leading it towards the next phase.  His initial enthusiasm for the 

post was evident in the feedback received by the team both in regard to his activities within the Canterbury 

area and also with regard to his presence and outreach, particularly at Dunedin Hospital.  With three new 

appointments in Dunedin, none of whom was vocationally registered, weekly clinical input was initially 

required.  In 2013 however, Martin retired from clinical practice and from this role. Nicholas Finnis assumed 

the role in late 2013.  By this time, the Dunedin neurosurgeons had attained vocational registration and it 

was perceived such regular clinical input was no longer required.  He was, and is, the clinical director for 

the neurosurgery service in Christchurch and for that reason a logical successor to Martin.  However, he 

has a very busy clinical role in Christchurch in public and private, and the outreach presence has diminished. 

Both clinical leaders have suffered the inevitable conflict of interest relating to having overarching roles for 

neurosurgery in the South Island while at the same time being responsible for one of the key service 

elements.  Where the interests of the South Island as a whole are different from those of Christchurch, in 

particular, there are real issues that place the dual appointee in a difficult position for which there is no 

one answer. 

The end result of the appointments of clinical leader in the South Island has been both an inadequacy of 

resource (it is clearly difficult to spend enough time in the regions outside Christchurch while at the same 

time maintaining the leadership and clinical practice in Christchurch) and a challenge in maintaining 

impartiality, either in real terms or by perception. 

The clinical leadership of the South Island Neurosurgery Service would be better served by an appointee 

with knowledge of, and relevance to the South Island but not from either of the two services in Christchurch 

or Dunedin.  

Programme Management 
Effective programme management is an essential component of a well-functioning system, both from the 

perspective of the work that person does in their own right and the degree to which they can extend the 

activities of the clinical leader.  The first appointee to this role was Joy Farley and all the feedback to the 

review team received suggested she fulfilled this role in an exemplary way.  She continued on with the role 

until the service transitioned to the South Island Alliance in April 2014 and supported the new clinical leader 

when he came into the role.  There has not been a programme manager since her contract ended.  The 

facilitator role provided by the South Island Alliance Programme Office (SIAPO), although filled by a senior 

manager, is an administrative role, responsible for agendas, minutes and actions.  Stakeholders reported 

the lack of a programme manager role in the current SINS structure has led to a reduction in the drive and 

direction of the service.  Service Managers and General Managers have operational responsibility for 

Neurosurgery in their respective DHBs, but this does not equate to a shared responsibility for the service 

and outside the meeting structures there is limited contact.   

National Network 
Neurosurgery is a very small speciality with only 23 vocationally registered neurosurgeons in New Zealand 

(11 of whom were interviewed by the team as part of this review).  As such the maintenance of an 

equitable, high quality, appropriately subspecialised service is an issue for the whole country rather than 

just the South Island region.  The review team was made aware of the challenges in maintaining suitable 
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expertise in each of the four main hospitals where interviews were undertaken (Dunedin, Christchurch 

Wellington and Auckland).  Addressing the needs of neurosurgery in the South Island requires 

consideration of the wider New Zealand picture. 

It was appreciated by all that there was a considerable overlap in service with the central region in that 

Capital & Coast DHB provides services for Nelson Marlborough DHB because of its physical accessibility, 

has established links between the neurologists in the two districts.  The Capital & Coast DHB neurosurgical 

team is responsive when contacted by the Nelson-Marlborough DHB specialists and a good professional 

relationship is evident.  The Capital & Coast DHB neurosurgeons also work with the Canterbury 

neurosurgeons in regard to provision of service for certain subspecialty areas. 

While the provision of acute service needs to take into account time criticality as well as expertise, for 

elective services the question of expertise assumes a much greater significance.  In that regard the question 

of whether certain areas of clinical work should reside in all four health regions in New Zealand was 

seriously questioned. The review team is of the opinion that considering neurosurgery on less than a 

national basis severely compromises the potential outcomes and quality of care for patients. 

In some areas of clinical practice, other than neurosurgery, where the number of patients is relatively small 

and the potential for high quality care compromised by either the location where that care is provided or 

the expertise available to treat patients, a national network has been established.  National networks 

usually have a clinical leader and a programme manager and have objectives of developing and maintaining 

a national system, ensuring relevant data is available and reporting this in a usable format for the network 

members, and assisting the development and promulgation of standardised guidelines.  Using this 

approach achieves greater visibility of outcomes, and more equitable access to care and consistent 

outcomes are achieved.  For this reason, the South Island region should work with the MOH and national 

health leadership to create a national Clinical Network for Neurosurgery. 

E1 Recommendations 

National Clinical Network for Neurosurgery 

A national Clinical Network for Neurosurgery should be developed which has responsibility to: 

a. Define a New Zealand-wide structure for the delivery of neurosurgical care in New Zealand 

b. Establish a New Zealand neurosurgical database and reporting structure that provides appropriate 

information to plan the delivery of safe, high quality, neurosurgical care 

c. Develop consistent guidelines and plans for managing neurosurgical conditions in New Zealand. 

South Island Neurosurgery Service Board 

a. The SINS Board should be reconstituted to include membership that is independent of the South Island 

DHBs 

b. The SINS Board terms of reference must clearly delineate its authority to lead the business, clinical 

development and appointments of neurosurgical staff in South Island DHBs and the SINS Board should 

assume this authority  

c. An independent clinical leader should be appointed from outside the South Island region (potentially 

from Capital & Coast DHB) 
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d. An adequately resourced programme manager should be appointed, with a job description that allows 

strong direction of neurosurgical services within the region. 

E2 Statutory Issues and Reporting 
While the Expert Panel report suggested interaction with the Royal Australasian College of Surgeons (RACS) 

and the MCNZ to modify the accreditation process for international medical graduates (IMGs), this review 

team did not see a need or relevance to do that.  What this review team did appreciate was that, given the 

small number of neurosurgeons in the South Island, it was difficult to establish relationships and 

opportunities for newly recruited IMGs to meet the MCNZ requirements.  It would be helpful if recruitment 

of IMG neurosurgeons into NZ (which will inevitably be part of meeting workforce requirements nationally 

in the near future) was regarded as a national process and supervision arrangements developed using the 

entire national neurosurgical workforce.  

With regards to reporting, leadership and quality assurance require robust accurate data, both financial 

and clinical.  The structure for delivering a clinical activity necessitates a resourced function to provide that 

data and undertake the necessary analysis. 

Despite meeting on a regular basis, the SINS Board’s time has been significantly consumed by discussions 

over surgical appointments which ultimately were decided by each of the DHBs, or the University of Otago.   

As a result, a coherent reporting structure supported by the SINS Board did not develop.   

Most relevant data reviewed by this team was provided by clinicians or business departments of the various 

DHBs that the team visited.  Clinicians described the difficulties and workload associated providing suitable 

reports.  It is only since 2018 that the Canterbury DHB’s Decision Support has put together an agreed South 

Island data report from national collections.  The clinical leader still undertakes the data analysis. 

As indicated above, adequate resourced data collection and appropriate reporting is a necessary 

component of a well-functioning clinical service. 

E2 Recommendations 

International Medical Graduates 
Develop a structure to support monitoring and mentoring of international medical graduates in line with 

the requirements of the New Zealand Medical Council.  

Standardised Reporting Structure 
Establish a standardised reporting structure with 

a. Annual reporting of data for public access 

b. Quarterly reporting of data for internal use to assist with service planning and resource provision. 
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E3 Evaluation and Quality Assurance 
The Expert Panel report defined a safety, risk management and quality improvement framework for the 

SINS that would include the following domains: 

 Delivery across community and patient expectations 

 Clinical performance and development 

 Service performance and development, including teamwork and relationships 

 Research and innovation 

 Education 

 Business performance 

 Compliance & legislative requirements. 

Not all of these domains have been reported on consistently, or at all.  

The SINS Board, and since 2017, an operational group, were set up to implement recommendations to 

establish a unified service.  They each meet three monthly, with the operational group reporting to the 

board.  As described above, the board’s attention was focussed on surgical appointments and other 

resource issues.  Evaluations and quality assurance activities at a South Island-wide level were not 

apparent.  SINS operational meetings cover departmental updates (verbal), quarterly results (elective 

service performance indicator compliance, equity of access (first specialist assessments, surgery, follow 

ups) and updates on other outstanding actions. 

Clinical performance is reviewed in morbidity and mortality and audit meetings held quarterly via video 

conference.  There is also a well-established annual national meeting at one of the neurosurgery units.  All 

departments present results (surgeon, operation, complications) and case reviews.  This supports 

collegiality, professional development and bench marking.  However, there were some concerns raised to 

this review panel about individual commitment to this process. 

At each of the surgical units the nursing leadership was dedicated, constructive and innovative.  Allied 

health and technical staff were available to the service during week days, but not generally dedicated to 

neurosurgery. 

Canterbury and Southern DHBs use different audit programmes: Canterbury uses the SCOPE system and 

Neurosurgery Access data base and Southern uses the University of Otago Audit programme.  Audit data 

such as first specialist assessments (FSA), surgery, length of stay (LOS) and follow ups (FU) are also reviewed 

at the SINS Board meetings for equity of access and planning discussions, especially around 

subspecialisation interest.  

Credentialing of each neurosurgical service has occurred: Canterbury DHB in September 2018 and Southern 

DHB in March 2015.  There have been discussions about joint credentialing but the differences in site 

manpower was the reason this has not been pursued to date. 

Multidisciplinary meetings occur across both sites weekly with radiology and oncology.  In Southern DHB 

neurology is part of this meeting.  Patients are discussed and treatment plans are made.  Discussions with 

consultant colleagues from either DHB occur for advice and referral.   

Community Health Pathways (CHPs), a web-based information portal for supporting primary care clinicians, 

is established in across the South Island and includes some pathways for neurosurgery referrals.  South 

Canterbury and Southern DHBs have not localized their CHPs; Nelson Marlborough DHB has no 
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Neurosurgery HPs; Capital & Coast DHB may have them, but they are not visible.  Canterbury DHB has 

additional Neurosurgery pathways in its Hospital Health Pathways site.   

The South Island inpatient units have developed, and regularly update, local protocols/guidelines for the 

care and management of neurosurgical patients.   

Both units use the ‘New Zealand Early Warning Score Vital Sign Chart’ alongside the Glasgow Coma Scale 

for escalation of the deteriorating patient.  Both units have at least some outreach support from the 

Intensive Care Unit. 

 

The Southern DHB service has implemented the recommendations from the four serious adverse events 

that have occurred in their service.  The nursing service has developed an education and competency 

matrix to ensure appropriate knowledge and clinical standards for the care of neurosurgical patients, 

especially assessment and escalation. This was prompted by serious adverse events, and the change in 

ward configuration from Ward 5b to Pod B of the 54 bedded ‘3 Surgical’ ward (combined Neurosurgical, 

ORL, Orthopaedic ward).  The nursing service has also developed a ward round documentation template 

to ensure consistent communication, planning and documentation.   

Canterbury DHB had a serious adverse event in 2015 which aided improvements in patient transfers. 

Nursing on both sites has an orientation programme, neuro-specific study days and a nurse educator.  

E3 Recommendations 

Evaluation and Quality Assurance Framework 
a. Develop a quality plan for service development  

b. Publish an annual report reviewing successes and opportunity for improvement  

c. Maintain service credentialing as two, or ideally, one site 

d. Identify key performance measures to measure service delivery, including patient experience   

e. Maintain participation in the regional and national mortality and morbidity review processes, and 

implement findings and recommendations 

f. Establish a common prioritisation and referral system  

g. Develop a sub group to include consumer representation, nursing and allied health  

h. Participate in a single clinical audit programme to measure against identified key performance 

indicators and facilitate healthcare planning for neuroscience patients & clinical research.  
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E4 System Coordination 

The crucial issue that the Expert Panel report tried to address was the provision of an acute neurosurgical 

service for Southern DHB.  It was felt that maintaining the unit in Dunedin was the only way to provide 

adequate and timely access to an acute neurosurgical service in the Southern DHB region.  The challenge 

of staffing the unit 24/7/365 in spite of a population expected to generate an elective caseload suitable for 

1.5 to 2 FTE neurosurgeons was addressed by recruiting neurosurgeons to half time academic posts.   

A well-coordinated system should provide a consistent service to referring clinicians and high-quality care 

for patients without gaps in availability.  There should be sufficient consistency of approach and equipment 

to allow movement of staff between nodes for collaboration or occasional cross cover of duties.  Units 

within the system should agree on-referral processes including a common method for contacting the 

service for acute and elective referrals.  Critical Care units must be included as their availability is likely to 

be crucial in a transfer situation.  Common criteria for required clinical information and investigations 

should be set out as clinical pathways.  The process of pathway development is an opportunity to build an 

effective team within the specialty and open lines of communication with referring specialties. 

Different Thresholds for Intervention 
Despite the recommendation of the Expert Panel report that South Island neurosurgery be provided 

equitably to everyone regardless of geography, it was apparent that each DHB has different thresholds for 

elective interventions.  Understandably, these differences are driven by different availability of specialists, 

operating time and DHB resources.  The concept that there be a single point of entry to a single service was 

notably not achieved. 

There may be local differences in practice that are justified and the acute clinical decisions required are 

often sufficiently complex that it is neither possible nor desirable to completely outline detailed protocols 

for the various pathologies that can present to neurosurgical services acutely.  On the other hand, we heard 

suggestions that there was significant unexplained variation in treatment thresholds between the two 

neurosurgical units and between neurosurgery and orthopaedic spinal surgery.  A well-coordinated system 

should be able to audit this variability.   

Dunedin Staffing 
In the nine years following the Expert Panel report, the model for staffing the Dunedin unit has failed not 

so much to recruit but, more worryingly, to retain staff.  The failure to retain specialist neurosurgeons has 

resulted in an unsustainable on call roster in Dunedin with long stretches of 1:1 or 1:2 call routinely 

required.  This is exceptional in NZ and Australia.  The Surgical Workforce Census Report of the Royal 

Australasian College of Surgeons (2016) considered all surgical specialties and found that only 2% of 

surgeons undertake a 1:1 roster with a further 3.5% on a 1:2.  It is not specified whether this reflects service 

design or staffing vacancies nor is it specified which specialties are represented in these high frequency 

rosters.  It is not simply undesirable but unsafe for the employer, the surgeon and the patient to provide 

an acute service such as neurosurgery, with a need for immediate attendance at hospital for a proportion 

of cases, in this roster pattern.  We heard evidence of behaviours, and complaints about behaviours, that 

are a predictable result of unsustainable rostering. This suggests that gaps in coverage are currently 

avoided but at the expense of staff well-being.  We also heard that offers to accept diversion of acute 

referrals to Christchurch from time to time had been refused.  



South Island Neurosurgery Post Implementation Review FINAL    Page 25 of 56 
 

Air Ambulance 
Since 2011, air transport services have improved, and are being improved further, with greater availability 

of appropriately staffed fixed wing and helicopter transport.  These are used to transfer some categories 

of acute work to Christchurch, even when patients present at remote sites on the West Coast or in 

Invercargill.  Examples include head injury associated with multiple trauma and acute paediatric cases.  

Subarachnoid haemorrhage is also transferred to Christchurch in most instances.  Planned stroke 

thrombectomy services will also be delivered from Christchurch.  

These improvements offer the opportunity to try alternative strategies to avoid gaps in cover.  The current 

call roster in Dunedin should change and no surgeon should be on call for more than a week at a time.  A 

minimum of a week off call should pass before on call duties are resumed.  Where consultants are on call 

for more than two days at a time without neurosurgical registrar cover (i.e. routine weekend), a second 

consultant needs to be in town, and available in case of a need for an assistant, second theatre or relief 

following a prolonged series of cases in theatre.   

If a unit falls below a 1:3 roster, acute referrals should be diverted to the next closest unit during weeks 

that cannot be covered within the structure above.  This should be mandatory and not at the discretion of 

individuals.  A rolling audit of outcomes for patients who are diverted should be maintained.  Complaints 

reflecting behaviours that undermine effective team working should be monitored.  A unit that diverts 

acute cases during more than 30% of calendar weeks over the course of a year should be regarded as 

having an unsustainable roster and should cease to offer an acute neurosurgical service and offer elective 

surgery only with appropriate operating thresholds to manage potential complications. 

Patients, managers and clinicians in other specialties who clearly value a local acute neurosurgical service, 

but are perhaps unaware of its precariousness, would be made more aware of this if roster gaps requiring 

diversion were to occur.  If adopted, these standards would also broaden ownership and governance 

responsibility of a serious risk to patients and practitioners.  Currently this responsibility seems to sit largely 

with the Dunedin consultant neurosurgeons.   

The Society of British Neurosurgeons’ report Safe Neurosurgery 2000 recognised the tension between 

issues of access and the need for a critical mass to maintain a community of expertise within units.  

Any neurosurgical unit serving a population of more than 1 million should have sufficient workload to 

maintain expertise in all aspects of general neurosurgery including intracranial tumours, head injuries, 

spinal degenerative disease and cerebrovascular disease.  More specialised neuro-surgical work would 

normally need a larger population or inter- and intra-unit specialisation and referral. Equity of access 

suggests a maximum surface journey time of two hours to a neurosurgical unit.  This criterion indicates 

there may need to be a very small number of units serving populations less than 1 million. 

Though a minimum road journey of two hours would not be possible in New Zealand, air ambulance 

services are better developed here than in the United Kingdom and a maximum air journey time of two 

hours would be achievable.  It is also true that in stabilising, investigating, referring, preparing patients for 

transfer and transporting them to a neurosurgical unit, the journey itself is not always the rate limiting 

step.  The number of cases for whom the difference in air journey time to Christchurch versus Dunedin is 

of crucial prognostic importance would be expected to be very small.  Periods where acute referrals are 

diverted would provide an opportunity to audit this. 

The other relevant observation is that both Christchurch and Dunedin are small units by international 

standards and can only reach the critical mass described by functioning within a well-coordinated system.  
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Single Point of Access 
A single point of access for acute neurosurgical advice was recommended by the Expert Panel report.  We 

understand it was discussed at the SINS Board and operational group but was not pursued, in favour of 

optimising access locally for patients.  Equity of access across the South Island has been monitored by clinic 

attendance and surgery rates.  Nonetheless we believe there is an urgent need to develop a single point of 

access as part of cementing the single service model.  The need is particularly pressing for acute referrals. 

An electronic referral system that allows for clinical dialogue and allows this dialogue to be included within 

the patient’s case record would greatly facilitate this and would also help to manage less urgent out of 

hours’ enquiries.  

Although there are cases that present acutely deteriorating, and where time to surgical intervention is of 

great prognostic importance, there are many more calls about patients who require surgical intervention 

but in a time frame of up to about 24 hours, and many others for whom advice is needed but acute 

neurosurgical intervention is not.  An electronic system would serve the latter two groups well (and can be 

worked in with Critical Care unit bed availability).  Where these are in use, user satisfaction is generally 

high as the need to wait ‘on hold’ with hospital switchboards for each referral is circumvented. 

An electronic referral system would facilitate both routine referral and audit.  Traditional telephone and 

pager-based referral systems do not allow prioritisation of calls that arrive in close succession nor do they 

produce a record of referral information received or of advice to referrers that becomes incorporated in 

the permanent case record.  An electronic system allows the most urgent cases to be identified at a glance, 

creates a record for incorporation in clinical notes, allows for audit of variation from agreed pathways and 

could serve as a single point of contact that could allow a single individual to cover ‘first on call’ for both 

nodes.   

E4 Recommendations 

On Call and Out of Hours 
a. On call duties should be no more than 1:3 even if this results in closure of a unit to acute referrals at 

times 

b. Any cases diverted to an alternative unit as a result of such closures should be audited 

c. A single point of contact for out of hours neurosurgical advice should be implemented, possibly using 

an electronic system. 

Teamwork 
Complaints about behaviours adversely affecting team working should be monitored. 

Follow up of Patients 
Patients and referrals potentially lost to follow up due to high staff turnover should be audited. 

Equity of Access and Outreach 
Both Christchurch and Dunedin units should increase efforts to improve equity of access through outreach. 

Accessible Electronic Records 
Case records and radiographic records should be accessible from any neurosurgical unit in the South Island 

or Capital & Coast DHB, or any outreach facility. 
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E5 Funding 
The Expert Panel had viewed the reliance on inter-district flows (IDFs) as not providing the best signals to 

support clinicians and DHBs in making the right clinical decisions for patients: DHBs of Domicile might assert 

the IDF costs were too much; DHBs of Service might assert the national costweight price, and costweight 

revenue allocated to neurosurgery procedure codes, and thus revenue received, was insufficient compared 

to the actual costs of service delivery.  The Expert Panel heard that IDFs had a negative impact on co-

operation between DHBs.  The Expert Panel proposed a population-based funding arrangement that could 

be implemented in 2011/12, and a methodology by which this could occur.   

DHBs have recourse to an annual process, jointly undertaken with the MOH, to review the application of 

the population-based funding formula (PBFF), cost weight processes and identify whether adjusters should 

apply to recognise outlier costs of service provision.  Neurosurgery services qualify for additional funding 

under the tertiary adjuster (additional funding as a price premium on top of the PBFF that all DHBs pay to 

ensure that there is tertiary-level hospital capacity available for their populations).  Canterbury DHB 

receives a share of the tertiary adjuster; Southern DHB receives a partial share as it is not recognised as a 

full tertiary hospital. 

 

From 2011 – 2013 the programme manager provided papers to the SINS Board about potential options to 

develop a population-based funding model.   

In April 2012, the SINS Board received a paper which identified high level costings for the Christchurch and 

Dunedin sites.  The paper provided advice that neurosurgery did not have a funding problem that exceeded 

any other service with the pressure of ageing populations, decline of provinces, and growth in major 

metropolitan areas.  The paper also advised that the funding issues were different for the two sites for 

different reasons.   

In March 2013, ALT resolved to ask for a review of the tertiary adjuster to take account of service provision 

in Dunedin, and the different cost structure faced by Dunedin.   

In May 2013, ALT tasked one of their members to work with the SINS team, South Island Chief Financial 

Officers and the MOH to come up with a framework to address this recommendation.  Four options were 

discussed by this group before they reported back to the ALT: 

1. Status quo: casemix purchasing 

2. Programme approach based on funding: each DHB’s population based share, plus tertiary adjuster 

share, would be contributed 

3. Programme approach based on costs: each DHB would contribute based on costs 

4. Pragmatic approach: estimate the diseconomy and charge each SI DHB on a PBFF basis. 

The group found no compelling reason to move outside the existing national purchasing framework.  The 

SINS clinical leader confirmed that there were no issues around equitable access to the service that were 

created by funding inequity.  The group concluded that the clinical leader could ensure equity, by assuring 

the SINS Board that any issues arising from matters such as high cost of consumables had been dealt with 

as part of clinical governance of the service.  Transition costs associated with the transfer of the service to 

the South Island Alliance could be dealt with via usual mechanisms. 
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There was no other evidence presented to this panel of a population-based funding model for 

Neurosurgery having been progressed since 2013.   

At a national level, the joint MOH-DHB National Costing Collection and Pricing Programme (NCCP) 

continues to review casemix and non-casemix issues each year and to produce the DHB cost activity data 

cube and technical advice on the inter district flow (IDF) prices for hospital services.  Each year the NCCP 

seeks information on sector concerns about the adequacy of the weights used for inpatient casemix 

funding or issues with particular non-casemix purchase units.  No requests for Neurosurgery service costs 

to be considered have been received in at least the past five years.  There are no neurosurgical services 

that receive an additional national weighting as a result of the nationally agreed annual process.   

Funding for neurosurgical services continues to reside within each DHB.  The funding appears to be directed 

primarily towards the needs of the relevant DHB without significant considerations of the wider South 

Island service.  Revenue and expenditure are not reported to the SINS Board or the SINS Operational Group. 

The three funding organisations: Southern DHB, Canterbury DHB, and the University of Otago provided 

individual revenue and expenditure information to the review team.  The two DHBs did not use the same 

methodology to report revenue and expenditure.  However, both reported that expenditure exceeded 

revenue.  This was reported to be not uncommon for small subspecialist services, largely due to staffing 

costs, and some high cost consumables.  

Equitable funding options should be actively pursued by the SINS Board as part of its ongoing service review 

and improvement activities.  In particular, a programme approach as outlined above, should be 

reconsidered. 

The most useful short term achievement would be for finances to be transparently discussed by the SINS 

Board and Operational Group in their respective roles, and a joint budget created.  This is an important 

component to achieving a single service working together efficiently and effectively. 

E5 Recommendations 

Reporting of Funding Data 
Collect and regularly report accurate service funding data, create an annual budget and report against this 

to the SINS Board. 

Funding Mechanism 
Reassess the current funding model and determine the best model to allow provision of a South Island 

neurosurgical service without the current parochial interests inevitable in a DHB-based system. 
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E6 Strategic Planning 
Many of the recommendations of the Expert Panel report relating to forward planning of the South Island 

neurosurgical service were achieved in part or in full, in particular in relation to combined academic 

appointments and clinical neurosurgical appointments.  However, the team was not convinced that these 

recommendations were necessarily constructive in relation to the delivery of clinical neurosurgical services 

and quite evidently, successful achievement has been intermittent at best over the past nine years. 

Academic Neurosurgery 
A key element of the Expert Panel report related to the formation of a viable Dunedin neurosurgical unit 

with effective combination of clinical and academic roles, the latter being funded by the University of 

Otago.  However, this review team was not convinced that these recommendations were necessarily 

constructive in relation to the delivery of clinical neurosurgical services and quite evidently, successful 

achievement has been intermittent at best over the past nine years. 

The professor of neurosurgery, who now does not practice clinically in Dunedin, sees the future of 

neurosurgery as highly subspecialised but it is hard to reconcile this view with the goal of providing an 

acute neurosurgical service in Dunedin.  The ideal clinician for this unit is a versatile generalist, sufficiently 

experienced to function with minimal support from consultant colleagues yet content to practice at the 

simpler end of the spectrum most of the time. 

A further appointment of an associate professor about a year ago has attracted an individual with a track 

record of balancing a laboratory-based research practice with clinical work.  He seems to find the working 

environment acceptable as the conditions of work represent an improvement on his previous posts and he 

is supported in his laboratory work by a 0.6 full time equivalent (FTE) post-doctoral fellow, a 0.6 FTE 

research fellow and an international PhD student.  The clinical work, however, is not supported by junior 

staff and includes long periods of on call availability (often weeks at a time).  This is not sustainable in the 

medium to long term and cannot be a feature of the final service configuration. 

The senior lecturer post remains vacant as the preferred candidate proved unable to meet NZMC 

requirements.   

National Planning of Neurosurgery 
Rather than a single service delivered on two sites, as recommended by the Expert Panel report, we saw 

two small units with competing interests and witnessed evidence of a relationship marked by mistrust.  

Neurosurgery is a small specialty and by international standards, the South Island is a small population.   

Aspects of the New Zealand neurosurgical service would benefit hugely from planning at a national level.   

Another development since the Expert Panel report is an ongoing trend toward subspecialisation in 

neurosurgery and this must be planned nationally not just because of New Zealand’s small population but 

because of the small size of the specialty.  Low income countries typically have in the region of 0.3 

neurosurgeons per 100,000 population, with high income countries closer to 1 per 100,000.  New Zealand’s 

23 neurosurgeons represent approximately 0.46 per 100,000.  For reference, England has about 0.49, 

Australia about 0.55, Scotland 0.56 and Canada 0.9.  Though there are differences in service configuration 

in these jurisdictions and in particular, differences in the relative contribution of orthopaedics to the 

provision of spinal surgery, there is room for modest expansion in the New Zealand neurosurgical work 

force and there is an opportunity to plan this in a way that fosters co-operation between units.   
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Nonetheless, recruitment for expansion with increased subspecialisation may be challenging given a 

common training programme for Australia and New Zealand, with a significant earnings gap between the 

two countries favouring Australia.  There are currently no New Zealand trainees on the Australasian training 

scheme, and there has been none for several years.   

A national network that oversees neurosurgical service provision and reports centrally could provide the 

forum for planning with new appointments to be ratified by this body prior to advertisement.  A national 

level of organisation may help to improve relationships between Christchurch and Dunedin and create a 

more strongly aligned service.   

The goals of such a network would be to enhance professional culture, audit, governance, service planning 

and cooperation between units.  In a small specialty it is surprising that there are not closer links between 

all of the neurosurgical units even allowing for membership and links in larger Australasian professional 

groups.  The body could also offer a structure for monitoring of supervision of international medical 

graduates as they adjust to and gain credentials for practice in New Zealand. 

Development of pathways of care that promote equity of access and equity in the quality of service that 

patients receive throughout New Zealand would require professionally supported audit in the form of 

regularly paid sessions to clinical and management leads as well as to a data analyst and audit facilitators. 

The Managed Service Network (MSN) for Neurosurgery in Scotland is one such body and is well described 

on the website (http://www.msn-neuro.com) and briefly outlined in Appendix 5 of this report.  The 

challenges that the MSN was developed to address have many analogies in New Zealand and aspects of 

this structure could be adapted to New Zealand’s health care system. 

E6 Recommendations 

National Neurosurgery Network 
a. Support the establishment of a national network that reports centrally and is responsible for planned 

consultant expansion to develop subspecialties in a collaborative manner 

b. Agree national service standards and pathways and audit them regularly 

c. Fund appropriate administrative and analytic support for the national audit process as a component 

of the national network 

d. Encourage collaborative working and operating between units where this enhances subspecialty 

development. 

Recruitment 
d. Recruitment of clinical staff should prioritise clinical service needs and be uncoupled from university 

recruitment. 

e. Evaluate factors and potential barriers preventing recruitment of New Zealand trainees to 

neurosurgery and redress them 

f. Develop a structure to support monitoring and mentoring of international medical graduates in line 

with the requirements of the New Zealand Medical Council. 

http://www.msn-neuro.com/
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F Concluding Statements 
Provision of timely acute services and simultaneously high-quality elective subspecialty services is a 

challenge in small specialties in a low population, dispersed geography environment.  This challenge is 

faced by a number of specialties and where the potential acute demands are highly time critical, effective 

solutions are more difficult to develop.  That this is a challenge for neurosurgery in the South Island is 

evident by the number of reviews that have been done and the ongoing concerns in regard to service 

delivery and sustainability that have led to this review. 

All participants in this review genuinely were looking for a solution that provided the greatest benefit for 

the greatest number of patients, recognising that there was unlikely to be a solution that provided the best 

option for every circumstance.  Having said that, each person providing comments to the review team did 

so with a lens that reflected either their concerns about acute or elective conditions, their own location, 

the sustainability of the service, the overall clinical outcomes, or the costs associated with the delivery of 

the service. 

The review team attempted to look at the problems with each of these perspectives and provide advice to 

the SINS Board and ALT that will serve the people of the South Island with present or potential 

neurosurgical conditions in a way that provides the greatest good to the greatest number. 

The review team was grateful for all the advice and information it was provided and considered all the 

material that was available to it.  

The review team’s recommendations largely support the recommendations of the Expert Panel report from 

2010 but the team notes that many of those recommendations were not implemented or only partially 

implemented.  Where the review team varied from the Expert Panel recommendations was in relation to 

Recommendations 8 and 9.  These related to the development of an academic neurosurgical component 

in Dunedin and building the Dunedin node. 

While the review team is in no way against the development of academic neurosurgery in any of the New 

Zealand universities, it believes the use of appointees to academic roles in provision of clinical service of 

limited value, particular in a centre with a limited clinical load.  In this environment the optimal clinical 

expertise is very general and academic appointees a very likely to be subspecialised as has been the case 

in Dunedin.  Unlike the Expert Panel recommendations, this review team recommends that the academic 

appointments are uncoupled from the appointment process for neurosurgeons required to provide a 

general service. 

The Expert Panel report envisaged building the Dunedin node using a variety of means to enhance the 

clinical demands and create viable elective demands so that there would be the workload for the number 

of surgeons necessary to provide an acute service.  This approach runs the risk of creating inequity in access 

for patients in the South Island and causing perverse drivers which are not in the interest of high quality, 

cost effective care.  The review team observed that this strategy has not been effective and does not 

support it.  The neurosurgical services provided in Dunedin should be those which can be safely and 

sustainably provided not those predicated by a model that envisages all tertiary centres should be 

effectively equivalent regardless of size. In reviewing neurosurgical services in the South Island, the team 

formed the view, reinforced by some of the interviewees, that issues in relation to delivery of these services 

are not just issues in relation to the nodes outside Christchurch, nor indeed of the South Island as a whole.  

From a perspective of the provision of neurosurgical services to a population, New Zealand is small, and 
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the South Island of marginal size. In that context, as well as considering service delivery in the South Island, 

the team is of the view that a national perspective should be taken. 

From a South Island perspective, while it is not appropriate to consider operative neurosurgical 

intervention outside Christchurch and Dunedin, effective outreach, including clinics for new and follow up 

patients, and clinical education should be provided in an appropriate form and frequency at each of the 

South Island DHBs. 

With regard to Dunedin, it is evident that maintenance of an acute roster independent of the Christchurch 

hub has been impossible without significant health and safety risks for both clinicians and patients over 

many periods during the last 9 years.  The past history is a litany of unfulfilled expectations and early 

departures.  The team is not confident that the staffing structure is any more durable that at any time in 

the previous three triennia.  The team is similarly concerned that provision of a 24/7/365 service for a 

further undefined period, pending recruitment of a third neurosurgeon, and during which time locum cover 

will be required, is inherently unsafe.  While at times it might be possible to provide a safe acute service in 

Dunedin, many aspects of the service (e.g. consultations for the emergency department) could be provided 

remotely and where rosters exceed safe levels acute services should defer to Christchurch (as they do 

already for intracranial haemorrhage secondary to aneurysms).   

The review team is grateful for the support it received in undertaking this review and recognises that there 

will be a range of responses to its recommendations.  Notwithstanding varying responses, the team applied 

itself diligently to the task and appreciated the opportunity to meet and interact with clinicians and 

managers across the South Island and in Wellington and Auckland.  We hope our recommendations lead 

to improvements in the system of neurosurgical care, not only in the South Island, but over the whole of 

New Zealand. 
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Appendix 1: South Island Neurosurgery Service Post 
Implementation Review Terms of 
Reference 

The Review team was provided with the following Terms of Reference by the South Island Alliance 

Leadership Team who commissioned the Post Implementation Review. 

South Island Alliance Vision 
A connected and equitable South Island health and social system that supports all people to be well and 

healthy. 

Purpose 
The purpose of this post implementation review is for the South Island Alliance Leadership Team to receive 

expert advice in order to: 

a. assess whether the implementation of the recommendations outlined in the Report of the South Island 

Neurosurgery Expert Panel2, November 2010, has been effective 

b. identify opportunities for service improvement that will ensure people in the South Island requiring 

neurosurgery have access to high quality, timely care, in line with the South Island Alliance vision and 

desired outcomes.  

Background 
There have been a number of reviews of neurosurgery in the South Island.  In 2009, the South Island District 

Health Boards (DHBs) were unable to reach agreement about direction and asked the Director General of 

Health to convene an expert panel to provide recommendations that identified “the development pathway 

that would best meet the requirement for a sustainable, high quality neurosurgical service, with 

consideration of financial sustainability”.  The Report of the South Island Neurosurgery Expert Panel was 

released in November 2010.  The expert panel made 16 recommendations and five supporting 

recommendations.   

In line with these recommendations, the South Island Neurosurgery Service (SINS) was established. The 

National Health Board (then a division of the Ministry of Health) sponsored the service’s governance from 

2011-2014, and appointed a manager and clinical director for the service. 

On 1 April 2014, responsibility for SINS transferred to the South Island DHBs.  The Chief Executives, as the 

South Island Alliance Leadership Team (ALT), have oversight and accountability.  The SINS Board and, since 

February 2017, an Operational Group, provide strategic and operational direction for the service, reporting 

to ALT.    

                                                             
2 Anne Kolbe, Glenn McCulloch, David Russell. Report of the South Island Neurosurgery Expert Panel. 2010. 



South Island Neurosurgery Post Implementation Review FINAL    Page 34 of 56 
 

Scope 
The Review team will review the Report of the South Island Neurosurgery Expert Panel, supporting 

materials and recommendations relating to the implementation of the SINS model. 

Objectives 
The Review team is asked to: 

 consider the original report of the 2010 Expert Panel and associated documentation 

 note the guiding approach established by the 2010 Expert Panel (see below) 

 consider written material and interview relevant stakeholders 

 provide a draft report to interviewed stakeholders for fact checking 

 discuss the draft report with the SINS Board 

 deliver a final report for consideration by ALT that includes identification of opportunities for service 

improvement that will ensure people in the South Island requiring neurosurgery have access to high 

quality, timely care, in line with the South Island Alliance vision and desired outcomes. 

 

Guiding Approach for the 2010 Expert Panel 3: 
 Service to the community – in a relatively sparsely populated, geographically diverse island, how do 

we ensure safe access to a quality service for all South Islanders and what type of workforce, 

infrastructure and transport do we need to achieve that?  

 A sustainable configuration for the service, which identifies location/locations, addresses delivery of 

acute services, sub‐specialisation, linkages to other hospitals and health providers, provides adequate 

cover and staffing structures  

 Linkages to other specialties, medical schools, and to training programmes 

 Clinical leadership – How do we provide a clearly defined leadership structure in order to build the 

service, provide continuity and succession planning? (It should be noted that when the Panel refers 

to ‘clinicians’ it is referring to all disciplines, not only doctors.)  

 The leadership and operation of a South Island service including funding arrangements – This will 

include details such as its management, leadership and employment arrangement, as well as how 

such a service is governed to provide maximum representation and involvement from across the 

island and minimum opportunity for conflict. What funding arrangements are required for the service 

to be equitable, sustainable and minimise conflict between regions?  

 Implementation – The Panel needs to ensure that whatever its final recommendations are, they can 

be implemented and there is an understood timeframe for that to occur.  

  

                                                             
3 Page 3, Report of the South Island Neurosurgery Expert Panel. 2010. 
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Review team 

The Review team will be made up of a lead clinician, a neurosurgeon, a senior nurse and a senior 

manager. 

Professor Ian Civil, Chair Director of Trauma Services 
General & Vascular Surgeon 
Clinical Leader, National Major Trauma 
Network 

Auckland District Health Board 

Jennifer Brown Neurosurgeon 
Chair, Managed Service Network, 
Neurosurgery, Scotland 

Queen Elizabeth University 
Hospital, Glasgow 

Denise Le Lievre Nurse Unit Manager, Neurosurgery & 
Otorhinolaryngology Head & Neck 
Surgery Services, Auckland DHB 

Auckland District Health Board 

Janice Donaldson Programme Manager South Island Alliance 
Programme Office 

Review Output 
The Review team will prepare a report for the South Island ALT in line with the Purpose and Objectives 

outlined above.  The Review team will provide a draft report to all interviewees for fact checking and will 

liaise closely with the SINS Board in finalising the report. 

Facilitation and Administrative Support  
The South Island Alliance Programme Office will provide administrative assistance and office space when 

required.  

Timeframe 
The review process will commence in February 2019 and is expected to be completed by June 2019. 

Conflicts of Interest 
Any conflict of interest will be stated by the individual review team members at the time of appointment.  
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Appendix 2: South Island Neurosurgery Expert Panel, 
November 2010, Recommendations 

The Report of the South Island Neurosurgery Expert Panel 4 , 5 November 2010, made the following 
recommendations to the Acting Director General of Health for a safe, sustainable neurosurgical service for 
the people of the South Island:  

1.  The South Island Neurosurgery Service is established as a regional, distributed service with nodes in 
Christchurch and Dunedin.  

2.  An independent Governance Board is established and given the delegated authority and support to 
lead the business and clinical development of the Service for the benefit of all South Islanders. This 
authority extends to all appointments and re‐appointments of neurosurgeons and key clinical staff to 
the Christchurch and Dunedin nodes5.  

3.  The Governance Board be Chaired by Professor Andrew Kaye with the following additional 
membership:  

 an independent neurosurgeon  

 the Chair of Southern DHB  

 the Chair of Canterbury DHB  

 an expert consumer advisor  

 one of the Chairs of Nelson Marlborough DHB, South Canterbury DHB and West Coast DHB, on 
an annual rotational basis  

 a senior University of Otago nominee  

 a South Island Iwi nominee.  

4.  The Governance Board have an initial term of three years, with review after two years.  

5.  The Governance Board will be responsible to the National Health Board, through its National Director.  

6.  The Governance Board be supported by a clinical director and a manager, both employed by the 
National Health Board, which will also provide administrative support to the Board.  

7.  The Governance Board publish a six‐monthly report. The report to be publicly available.  

8.  The South Island Neurosurgery Service develops an academic neurosurgical component in Dunedin, 
supported by the University of Otago and comprising, as a minimum, an appointment at Professorial 
level, an appointment at Senior Lecturer level, and appropriate infrastructural support.  

9.  Urgent attention be given to building the Dunedin node, in association with the University of Otago.  

10.  The South Island Neurosurgery Service is built to include seven, then eight neurosurgeons, with a 
minimum of three neurosurgeons in Dunedin. The numbers refer to people and not full time 
equivalent measures. Careful consideration be given to the prudent and integrated development of 
subspecialisation.  

                                                             
4 Anne Kolbe, Glenn McCulloch, David Russell. Report of the South Island Neurosurgery Expert Panel. 2010. 
5 Section 7 of the Report of the South Island Neurosurgery Expert Panel. 2010, pp 79-81 sets out the Governance 
arrangements which the panel expected to be implemented.  Terms of Reference are reported to have been signed off in 
January 2011, but there is no copy of these, nor are the agenda and minutes of that meeting available 
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11.  Employment arrangements to be with the resident DHBs, as outlined in Section 6.1 of this document. 

12.  The Service must ensure equitable patient access to neurosurgery by managing the available South 
Island‐wide capacity. The Governance Board needs to develop a South Island‐wide service delivery 
plan, the key elements of which are a single point of entry, contracted volumes for first specialist 
assessments inpatient caseloads and, access to diagnostics such as MRI, neurophysiology and 
interventional neuro‐radiology. Other key factors are the availability of intensive care, high 
dependency unit and neuro‐rehabilitation beds.  

13.  The Service establish neurosurgical outreach services throughout the South Island as outlined in 
Section 5.3 of this document.  The Panel recommends that the Governance Board give consideration 
to:  

 the appointment of an outreach coordinator for the South Island Neurosurgery Service  

 the development of quality measures and key performance indicators (KPIs) for the outreach 
service. The Board should be held responsible and accountable for ensuring equity of access to 
the outreach service and the for the implementation and maintenance of an integrated clinical 
and business quality improvement framework for the outreach programme  

 the role of telemedicine in the provision of outreach  

 In time the Governance Board may also wish to consider:  
 the provision of selected spinal surgery and peripheral nerve surgery as an outreach 

service in centres other than Christchurch and Dunedin. This should be planned in 
conjunction with local surgeons and in line with the RACS Position Statement on Outreach 
Surgery, June 2007, review date June 2010 

 acute outreach care in a very small number of emergency cases it may be appropriate to 
send a neurosurgeon with the retrieval team to a local hospital to provide “on the spot” 
acute neurosurgical intervention. This practice is occasionally used to benefit patients in 
the North Island. 

14.  The Governance Board be charged with developing a population based funding model to ensure 
equitable access.  

15.  The Governance Board develop and utilise a combined clinical and corporate safety, risk management 
and quality improvement framework based on the “Plan, Do, Study, Act” (PDSA) cycle to drive the 
establishment and maintenance of a safe, quality, effective and resource efficient service.  

16.  The Governance Board, in conjunction with the Medical Council of New Zealand and the Royal 
Australasian College of Surgeons, review the current processes for the assessment of international 
medical graduates for registration in the vocational scope of practice of neurosurgery and ensure they 
are robust, timely and practical.  

In support of the above recommendations, the Panel also recommended that:  

a) a data set be developed to monitor the clinical, administrative. and financial success of the service 
and to support sound strategic planning  

b) patient recovery and related patient transport services be reviewed across the South Island  

c) closer co‐ordination is developed between the two South Island rehabilitation services 

d) the requirements of neurosurgery are linked into the current review of South Island information 
technology systems  

e) a review of the process used by this Panel occurs in order to capture the generic lessons for the wider 
New Zealand health sector.  
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Appendix 3: Interviewees 
The following people participated in face to face, or videoconference, interviews with the review team. 

Name Surname  Position Organisation 

Pam Adams Acting Charge Nurse Manager, ICU SDHB 

Brad Aitcheson 

Surgical Services Service Manager; SINS Board 

and Operational Group 

SDHB 

Dion Astwood Clinical Director, Medicine SDHB 

Toni Auchinvole Clinical Director, Rehabilitation SDHB 

Michael Awadalla 

Service Manager; SINS Board and Operational 

Group 

CDHB 

Nick Baker Chief Medical Officer NMDHB 

Ann Bennett 

Associate Charge Nurse Manager, B Pod, 3 

Surgical 

SDHB 

Ram Bethanabatla Fellow SDHB 

Pragnesh Bhatt Neurosurgeon 

Aberdeen Royal 

Infirmary 

Philip Bird ENT Surgeon CDHB 

Ronald Boet Neurosurgeon CDHB 

David Bowie 

Intensive Care Specialist; Retrieval Team 

Coordinator 

CDHB 

Peter Bramley Chief Executive NMDHB 

Paul Brunton Pro Vice Chancellor, Health Sciences 

University of 

Otago 

Kate Burton Clinical Nurse Educator, 3 Surgical SDHB 

Robyn Carey Chief Medical Officer SCDHB 

Craig Carr Clinical Director, ICU/HDU SDHB 

Alan Carstens Orthopaedic Surgeon SDHB 

John  Chambers Emergency Department Specialist SDHB 

Kaye Cheetham 

Director of Allied Health, Strategy, Primary & 

Community  

SDHB 

Eng Chew Director Business Services MOH 

Pauline Clark 

General Manager, Christchurch Hospital; SINS 

Board and Operational Group 

CDHB 

Janine Cochrane 

General Manager, Surgical Services; SINS Board 

and Operational Group 

SDHB 

Wayne Collecutt Radiologist CDHB 

Nick Cutfield Clinical Director - Neurology SDHB 

Dirk de Ridder 

Neurological Foundation Professor of 

Neurosurgery  

University of 

Otago 

Claudio de Tommasi Neurosurgeon CDHB 

Simon Donlevy Service Manager, Medical SDHB 

Joy Farley Implementation Manager 2011-2014  

John Fink Clinical Director, Neurology CDHB 
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Name Surname  Position Organisation 

Nicholas Finnis 

Clinical Leader, SINS; SINS Board and 

Operational Group 

CDHB - 

Chris Fleming Chief Executive; Co-Chair SINS Board SDHB 

Richard French 

Anaesthetist; Service Improvement Clinical 

Director; Acting Chief Medical Officer 

CDHB 

Prosan Ghosh Medical Director, Southland SDHB 

Jayne Gibson Service Manager Orthopaedics CDHB 

Anne Greaney Duty Nurse Manager SCDHB 

Pamela Hale Physician NMDHB 

Martin Handley Registrar SDHB 

Courtney Harrex 

Associate Charge Nurse Manager, B Pod, 3 

Surgical 

SDHB 

Seton Henderson Clinical Director, ICU CDHB 

Peter Heppner 

Neurosurgeon; Neurological Society of 

Australasia Board member 

ADHB 

Matthew Hills Clinical Director, Medical  SCDHB 

Bruce Hodgson Orthopaedic Surgeon SDHB 

Mike Hunter Trauma Director, Surgeon, Intensivist SDHB 

Andy  Inder Manager, Community & Ambulance MOH 

Suzanne Jackson Neurosurgeon  CDHB 

Simon John Neurosurgeon CDHB 

Reuben Johnson Neurosurgeon CCDHB 

Sharon Jones Director of Nursing, Surgical  SDHB 

Dawn Kelly Relationship Manager, South Island DHBs MOH 

Andrew Laing Radiologist CDHB 

Lynda Laugesen Social Worker CDHB 

Andrew Law Paediatric Neurosurgeon ADHB  

Chris Liyanage Clinical Lead, Surgery NMDHB 

Steve Low Clinical Director, Surgical Systems NMDHB 

Jarek Maciacyk Neurosurgeon SDHB 

Lynda McCutcheon Chief Allied Health Scientific & Technical Officer SDHB 

Loretta McDonald Clinical Nurse Specialist, Neurosciences CDHB  

Tim McKay Deputy Chief Medical Officer SDHB 

David Meates Chief Executive; Co-Chair SINS Board CDHB 

Nigel Millar Chief Medical Officer SDHB 

Andrew Morgan Clinical Lead, ED, Wairau NMDHB 

Rupert Nelson Registrar SDHB 

Lexie O'Shea General Manager Clinical Services NMDHB 

Stephen Packer Director, Surgical Services; SINS Board SDHB 

Andrew Parker Neurosurgeon CCDHB 

Emily Richardson Registrar CDHB 

Graeme Roadley Clinical Director, Medical SCDHB 

Gregory Robertson Chief of Surgery; SINS Board CDHB 

Belinda Sansom Occupational Therapist CDHB 
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Name Surname  Position Organisation 

Adele Siave Speech Language Therapist CDHB 

Andy Simpson Chief Medical Officer MOH 

Jess Smaling Manager Electives & National Services MOH 

Ahmad Taha Neurosurgeon; SINS Board SDHB 

Barry Taylor Dean, School of Medicine; Paediatrician 

University of 

Otago; SDHB 

Sojie Tenebro Clinical Facilitator, 3 Surgical SDHB 

Mark 

Thompson-

Fawcett 

General Surgeon; Associate Professor of Surgery; 

SINS Board 

University of 

Otago; SDHB 

Keith Todd 

Regional Programme Director; SINS Board & 

Operational Group Facilitator 

SIAPO 

Nigel Trainor Chief Executive SCDHB  

Christopher Wakeman General Surgeon CDHB 

Terry Wall Charge Nurse Manager, 3 Surgical SDHB 

Ben Wilson Clinical Director Radiology SDHB 

Rosey Wilson Service Manager, Medical NMDHB 

Roel Yabyabin Charge Nurse Manager, Ward 27 CDHB 

 

Some interviewees were seen more than once, where they held clinical roles and roles associated with 

the SINS Board and/or Operational Group. 

Apologies were received from a number of people at each site, either because they were not available or 

because they felt that they did not work closely enough with the service to be able to comment. 

Others assisted the panel in providing information.  Thanks are owed to Quality & Safety departments at 

CDHB and SDHB; Decision Support CDHB; Analysts SDHB; Finance teams CDHB, SDHB, University of Otago. 

The panel was greatly assisted by the support provided to them in organising the meeting schedule and 

logistics at each site.  Thank you to these key people: 

Andrea Boyd Personal Assistant to General Manager SIAPO 

Janie Ellis Executive Assistant to Chief Executive SDHB 

Susan Fitzmaurice Executive Assistant to Chief Executive CDHB 

Kathy MacFarlane Personal Assistant CCDHB 

Shelly Pullar Executive Assistant to GM Surgical Services SDHB 

Sandi  Taege Team Leader Medical Secretaries Neurosurgery CDHB 

Aleisha Whitehead Administrator SIAPO 
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Appendix 4: South Island Neurosurgery Service Data Analysis Q1– Q2 2018 / 2019 
1) Selected Neurosurgery Discharges by Provider as of 14/2/19 

 

 

 

Discharges DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

DHB of Service Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB 135 131 127 122 515 138 147 131 141 557 128 104 232 1304

Southern DHB 81 78 65 77 301 75 73 71 70 289 81 91 172 762

Capital and Coast DHB 19 15 10 21 65 24 12 11 13 60 18 20 38 163

Grand Total 235 224 202 220 881 237 232 213 224 906 227 215 442 2229
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2a) Selected Neurosurgery Discharges by Provider and Major Groups as of 14/2/19 
 

 

 

Discharges DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

DHB of Service Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB 135 131 127 122 515 138 147 131 141 557 128 104 232 1304

Cranial  cranial procedures 82 75 70 67 294 65 70 61 81 277 75 51 126 697

Cranial  Vent shunt 4 1 2 1 8 5 7 7 5 24 6 4 10 42

Cranial Pituitary procedures 8 5 2 7 22 5 5 1 5 16 2 3 5 43

P/N 4 3 3 5 15 8 10 6 3 27 6 6 12 54

Spinal  spinal procedures 15 22 13 6 56 27 28 24 18 97 16 8 24 177

Spinal spinal fusion 15 12 25 26 78 20 10 22 19 71 12 18 30 179

Acute para/Quadriplegia with or without procedure 2 1 1 1 5 2 1 3 1 2 3 11

Other - Non ops 5 8 8 9 30 6 12 8 8 34 8 8 16 80

Other - ops 4 3 7 5 1 2 8 2 4 6 21

Southern DHB 81 78 65 77 301 75 73 71 70 289 81 91 172 762

Cranial  cranial procedures 42 41 37 39 159 39 38 38 40 155 41 49 90 404

Cranial  Vent shunt 7 5 10 5 27 3 8 9 8 28 7 5 12 67

Cranial Pituitary procedures 5 5 3 13 2 1 3 1 7 2 6 8 28

P/N 3 5 5 5 18 3 1 4 5 13 2 1 3 34

Spinal  spinal procedures 12 12 4 8 36 8 11 8 7 34 18 19 37 107

Spinal spinal fusion 6 6 5 10 27 13 10 6 5 34 6 5 11 72

Acute para/Quadriplegia with or without procedure 1 1 2 1 3 4

Other - Non ops 5 4 1 6 16 4 3 2 2 11 5 4 9 36

Other - ops 1 2 1 4 1 1 1 1 4 2 2 10

Capital and Coast DHB 19 15 10 21 65 24 12 11 13 60 18 20 38 163

Cranial  cranial procedures 15 14 6 18 53 22 10 3 10 45 15 18 33 131

Cranial Pituitary procedures 1 1 1 3 2 1 1 4 1 1 2 9

P/N 1 2 3 1 2 3 6

Spinal  spinal procedures 2 1 3 1 1 4

Other - Non ops 1 1 2 5 1 6 2 1 3 11

Other - ops 1 1 1 1 2

Grand Total 235 224 202 220 881 237 232 213 224 906 227 215 442 2229
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2b) Selected Neurosurgery Discharges by Major Groups and Provider as of 14/2/19 

 

Discharges DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

Major Group Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Cranial  cranial procedures 139 130 113 124 506 126 118 102 131 477 131 118 249 1232

Canterbury DHB 82 75 70 67 294 65 70 61 81 277 75 51 126 697

Southern DHB 42 41 37 39 159 39 38 38 40 155 41 49 90 404

Capital and Coast DHB 15 14 6 18 53 22 10 3 10 45 15 18 33 131

Cranial  Vent shunt 11 6 12 6 35 8 15 16 13 52 13 9 22 109

Canterbury DHB 4 1 2 1 8 5 7 7 5 24 6 4 10 42

Southern DHB 7 5 10 5 27 3 8 9 8 28 7 5 12 67

Cranial Pituitary procedures 14 10 3 11 38 9 7 5 6 27 5 10 15 80

Canterbury DHB 8 5 2 7 22 5 5 1 5 16 2 3 5 43

Southern DHB 5 5 3 13 2 1 3 1 7 2 6 8 28

Capital and Coast DHB 1 1 1 3 2 1 1 4 1 1 2 9

P/N 8 8 10 10 36 11 12 12 8 43 8 7 15 94

Canterbury DHB 4 3 3 5 15 8 10 6 3 27 6 6 12 54

Southern DHB 3 5 5 5 18 3 1 4 5 13 2 1 3 34

Capital and Coast DHB 1 2 3 1 2 3 6

Spinal  spinal procedures 29 34 17 15 95 35 39 32 26 132 34 27 61 288

Canterbury DHB 15 22 13 6 56 27 28 24 18 97 16 8 24 177

Southern DHB 12 12 4 8 36 8 11 8 7 34 18 19 37 107

Capital and Coast DHB 2 1 3 1 1 4

Spinal spinal fusion 21 18 30 36 105 33 20 28 24 105 18 23 41 251

Canterbury DHB 15 12 25 26 78 20 10 22 19 71 12 18 30 179

Southern DHB 6 6 5 10 27 13 10 6 5 34 6 5 11 72

Acute para/Quadriplegia with or without procedure 2 1 2 1 6 4 1 1 6 1 2 3 15

Canterbury DHB 2 1 1 1 5 2 1 3 1 2 3 11

Southern DHB 1 1 2 1 3 4

Other - Non ops 10 12 10 16 48 10 15 15 11 51 15 13 28 127

Canterbury DHB 5 8 8 9 30 6 12 8 8 34 8 8 16 80

Southern DHB 5 4 1 6 16 4 3 2 2 11 5 4 9 36

Capital and Coast DHB 1 1 2 5 1 6 2 1 3 11

Other - ops 1 5 5 1 12 1 6 2 4 13 2 6 8 33

Canterbury DHB 4 3 7 5 1 2 8 2 4 6 21

Southern DHB 1 2 1 4 1 1 1 1 4 2 2 10

Capital and Coast DHB 1 1 1 1 2

Grand Total 235 224 202 220 881 237 232 213 224 906 227 215 442 2229
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3) Selected Neurosurgery Discharges by Admission type and Provider and DHB of patient as of 14/2/19 

 

Discharges DischargeFinYr

Admission Type 2016/17 2017/18 2018/19 Grand Total

Acute

Canterbury DHB 230 229 84 543

Canterbury 193 191 71 455

Nelson Marlborough 5 6 11

Overseas 5 2 3 10

South Canterbury 12 14 4 30

Southern 11 6 1 18

West Coast 4 10 5 19

Southern DHB 79 101 49 229

Canterbury 2 1 2 5

Overseas 2 5 4 11

South Canterbury 6 1 7

Southern 75 89 42 206

Capital and Coast DHB 31 24 21 76

Nelson Marlborough 31 24 21 76

Elective / Arranged

Canterbury DHB 285 328 148 761

Canterbury 200 220 102 522

Nelson Marlborough 25 30 10 65

Overseas 7 16 5 28

South Canterbury 18 18 13 49

Southern 18 24 10 52

West Coast 17 20 8 45

Southern DHB 222 188 123 533

Canterbury 5 1 6

Nelson Marlborough 1 1

Overseas 1 1

South Canterbury 41 36 25 102

Southern 175 149 98 422

West Coast 1 1

Capital and Coast DHB 34 36 17 87

Nelson Marlborough 34 36 17 87

Grand Total 881 906 442 2229
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4) Selected Neurosurgery Discharges by Admission type and DHB of patient and Provider as of 14/2/19 

 

Discharges DischargeFinYr

Admission Type 2016/17 2017/18 2018/19 Grand Total

Acute

Canterbury 195 192 73 460

Canterbury DHB 193 191 71 455

Southern DHB 2 1 2 5

Nelson Marlborough 36 30 21 87

Canterbury DHB 5 6 11

Capital and Coast DHB 31 24 21 76

Overseas 7 7 7 21

Canterbury DHB 5 2 3 10

Southern DHB 2 5 4 11

South Canterbury 12 20 5 37

Canterbury DHB 12 14 4 30

Southern DHB 6 1 7

Southern 86 95 43 224

Canterbury DHB 11 6 1 18

Southern DHB 75 89 42 206

West Coast 4 10 5 19

Canterbury DHB 4 10 5 19

Elective / Arranged

Canterbury 205 221 102 528

Canterbury DHB 200 220 102 522

Southern DHB 5 1 6

Nelson Marlborough 59 67 27 153

Canterbury DHB 25 30 10 65

Capital and Coast DHB 34 36 17 87

Southern DHB 1 1

Overseas 8 16 5 29

Canterbury DHB 7 16 5 28

Southern DHB 1 1

South Canterbury 59 54 38 151

Canterbury DHB 18 18 13 49

Southern DHB 41 36 25 102

Southern 193 173 108 474

Canterbury DHB 18 24 10 52

Southern DHB 175 149 98 422

West Coast 17 21 8 46

Canterbury DHB 17 20 8 45

Southern DHB 1 1

Grand Total 881 906 442 2229
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5) Selected Paediatrics Neurosurgery Discharges by Provider as of 14/2/19 

 

 

6) Average Length of Stay (days) for Selected Neurosurgery Discharges by Provider as of 14/2/19 

 

 

 

 

 

 

 

Age group Paeds under 18

Discharges DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

DHB of Service Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB 13 7 6 6 32 3 10 6 5 24 11 8 19 75

Southern DHB 1 1 2 2 1 3 3 2 5 10

Capital and Coast DHB 1 1 2 1 1 3

Grand Total 13 9 7 7 36 3 12 7 5 27 15 10 25 88

ALOS DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

DHB of Service Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB 6.5 6.8 6.0 6.5 6.5 5.9 6.8 5.7 6.6 6.3 6.3 4.9 5.7 6.2

Southern DHB 4.9 4.2 4.7 6.5 5.1 7.3 7.0 7.8 7.8 7.5 5.2 7.6 6.5 6.3

Capital and Coast DHB 8.0 9.5 7.5 5.7 7.5 7.2 4.3 4.5 4.8 5.6 5.8 5.4 5.6 6.4

Grand Total 6.1 6.1 5.7 6.5 6.1 6.5 6.8 6.3 6.9 6.6 5.9 6.1 6.0 6.3



South Island Neurosurgery Post Implementation Review FINAL    Page 47 of 56 
 

7a) Neurosurgery and Orthopaedic Selected Discharges with a spinal groupings by Provider and Health Specialty as of 22/1/19 

 

 

Discharges DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

DHB of Service Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB 61 74 71 80 286 74 74 63 62 273 58 55 113 672

Neurosurgery 21 23 18 12 74 27 29 30 21 107 27 19 46 227

Spine fusion 1 4 5 3 2 7 3 15 2 4 6 26

Spine Other 8 10 3 1 22 8 7 7 7 29 11 3 14 65

Spine Procedures 13 12 11 11 47 16 20 16 11 63 14 12 26 136

Orthopaedic Surgery 40 51 53 68 212 47 45 33 41 166 31 36 67 445

Spine fusion 19 16 30 48 113 23 24 16 18 81 19 20 39 233

Spine Other 1 4 1 6 2 2 4 1 1 11

Spine Procedures 20 31 23 19 93 22 21 17 21 81 11 16 27 201

Southern DHB 35 32 33 50 150 39 49 33 41 162 42 44 86 398

Neurosurgery 17 13 11 19 60 24 25 11 11 71 20 23 43 174

Spine fusion 4 2 4 8 18 10 4 1 3 18 2 4 6 42

Spine Other 2 4 1 7 2 5 3 10 3 5 8 25

Spine Procedures 11 7 7 10 35 12 16 7 8 43 15 14 29 107

Orthopaedic Surgery 18 19 22 31 90 15 24 22 30 91 22 21 43 224

Spine fusion 10 8 12 14 44 9 15 14 20 58 15 9 24 126

Spine Other 1 1 2 1 3 1 1 5

Spine Procedures 8 11 10 16 45 6 9 6 9 30 7 11 18 93

Capital and Coast DHB 2 1 3 1 1 1 1 5

Neurosurgery 2 2 2

Spine Procedures 2 2 2

Orthopaedic Surgery 1 1 1 1 1 1 3

Spine fusion 1 1 1 1 2

Spine Procedures 1 1 1

Grand Total 98 106 104 131 439 114 123 96 103 436 100 100 200 1075
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7b) Neurosurgery and Orthopaedic Selected Discharges with a spinal detail by Provider and Health Specialty as of 22/1/19 

 

 

 

Discharges DischargeFinYrQtr

2016/17

2016/17 

Total 2017/18

2017/18 

Total 2018/19

2018/19 

Total Grand Total

DHB of Service Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB 61 74 71 80 286 74 74 63 62 273 58 55 113 672

CSF shunt 1 2 1 1 5 2 1 3 2 2 10

Open reduction fixation fracture spine 1 1 2 6 10 1 4 1 3 9 5 2 7 26

Spinal arthroplasty 1 1 1 1 2 3

Spinal decompression 25 33 26 24 108 28 34 28 25 115 21 24 45 268

Spinal fusion 18 16 32 42 108 25 22 22 18 87 16 22 38 233

Spinal lesion resection / other intradural 6 9 6 5 26 6 6 3 4 19 1 2 3 48

Spinal manipulation 1 1 2 2 1 3 5

Spinal stimulator / infusion pump 6 10 2 18 6 6 6 7 25 9 2 11 54

Spine Miscellaneous 2 1 3 1 1 2 1 1 2 7

Vertebral column resection 2 1 2 1 6 4 1 2 2 9 2 1 3 18

Southern DHB 35 32 33 50 150 39 49 33 41 162 42 44 86 398

CSF shunt 1 1 2 1 5 2 8 3 5 8 18

Open reduction fixation fracture spine 2 1 1 4 4 4 8 3 3 15

Spinal arthroplasty 1 1 2 2 2 4

Spinal decompression 13 15 15 21 64 14 18 9 12 53 15 16 31 148

Spinal fusion 12 10 15 21 58 19 19 11 19 68 14 13 27 153

Spinal lesion resection / other intradural 5 3 2 3 13 3 6 3 2 14 7 6 13 40

Spinal manipulation 1 1 1

Spinal stimulator / infusion pump 1 3 4 1 1 5

Spine Miscellaneous 1 1 3 1 4 1 1 6

Vertebral column resection 1 1 1 1 1 3 6 1 1 8

Capital and Coast DHB 2 1 3 1 1 1 1 5

Spinal decompression 1 1 1 1 2

Spinal fusion 1 1 1 1 2

Spinal lesion resection / other intradural 1 1 1

Grand Total 98 106 104 131 439 114 123 96 103 436 100 100 200 1075
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8a) Neurology Outpatients FSA and Follow-up attendances by Purchase Unit as of as of 14/2/19 

 

 

 

 

 

 

 

 

 

 

 

Attendances fin_year_no

Discharge 

Quarter

2017 2017 Total 2018 2018 Total 2019 2019 Total Grand Total

DHB of Service pu description Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB Neurosurgery - Subsequent attendance 182 156 132 150 620 151 141 65 124 481 121 127 248 1349

Surgical Non Contact - Subsequent attendance 62 65 65 79 271 93 81 68 67 309 92 82 174 754

Neurosurgery - 1st attendance 70 64 57 58 249 70 56 27 54 207 55 64 119 575

Surgical Non Contact - 1st attendance 28 24 32 44 128 28 19 14 15 76 20 26 46 250

Canterbury DHB Total 342 309 286 331 1268 342 297 174 260 1073 288 299 587 2928

Southern DHB Neurosurgery - Subsequent attendance 85 83 46 84 298 48 55 79 80 262 60 71 131 691

Neurosurgery - 1st attendance 48 49 43 39 179 46 37 35 30 148 25 25 50 377

Southern DHB Total 133 132 89 123 477 94 92 114 110 410 85 96 181 1068

Capital and Coast DHB Neurosurgery - Subsequent attendance 8 5 16 11 40 9 14 7 5 35 5 6 11 86

Neurosurgery - 1st attendance 4 2 2 2 10 3 3 3 2 11 7 6 13 34

Capital and Coast DHB Total 12 7 18 13 50 12 17 10 7 46 12 12 24 120

Grand Total 487 448 393 467 1795 448 406 298 377 1529 385 407 792 4116
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8b) Neurology Outpatients FSA and Follow-up attendances by Purchase Unit and the DHB of the patient as of as of 14/2/19 

 

Attendances fin_year

Discharge 

Quarter

2017 2017 Total 2018 2018 Total 2019 2019 Total Grand Total
DHB of Service DHB of Domicile pu description Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Canterbury DHB Auckland Surgical Non Contact - Subsequent attendance 1 1 1
Bay of Plenty Surgical Non Contact - 1st attendace 1 1 1
Canterbury Neurosurgery - Subsequent attendance 157 132 109 129 527 133 124 58 111 426 111 110 221 1174

Surgical Non Contact - Subsequent attendance 42 44 49 55 190 64 57 47 42 210 53 57 110 510
Neurosurgery - 1st attendance 57 50 44 46 197 58 49 23 49 179 47 52 99 475
Surgical Non Contact - 1st attendace 18 18 27 33 96 20 11 9 11 51 17 18 35 182

Capital and Coast Surgical Non Contact - Subsequent attendance 1 1 2 2
Neurosurgery - Subsequent attendance 1 1 2 2
Neurosurgery - 1st attendance 1 1 1
Surgical Non Contact - 1st attendace 1 1 1

Hawkes Bay Surgical Non Contact - Subsequent attendance 1 1 1
Hutt Valley Surgical Non Contact - Subsequent attendance 1 1 1

Surgical Non Contact - 1st attendace 1 1 1

Neurosurgery - 1st attendance 1 1 1

Neurosurgery - Subsequent attendance 1 1 1

MidCentral Surgical Non Contact - Subsequent attendance 1 1 1

Nelson Marlborough Surgical Non Contact - Subsequent attendance 7 10 4 7 28 11 7 3 5 26 10 7 17 71

Neurosurgery - Subsequent attendance 8 10 7 10 35 5 4 2 11 2 9 11 57

Neurosurgery - 1st attendance 4 5 8 3 20 3 2 2 7 3 4 7 34

Surgical Non Contact - 1st attendace 5 1 3 5 14 2 3 1 6 1 1 2 22

Northland Surgical Non Contact - Subsequent attendance 1 1 1

Neurosurgery - 1st attendance 1 1 1

Overseas Surgical Non Contact - Subsequent attendance 2 2 1 1 3

Neurosurgery - Subsequent attendance 1 1 2 2

Neurosurgery - 1st attendance 1 1 1

South Canterbury Surgical Non Contact - Subsequent attendance 6 7 4 9 26 8 10 7 9 34 10 7 17 77

Neurosurgery - Subsequent attendance 5 7 8 7 27 3 6 4 3 16 1 4 5 48

Neurosurgery - 1st attendance 3 3 2 1 9 2 3 5 1 4 5 19

Surgical Non Contact - 1st attendace 1 1 1 1 4 1 1 2 6

Southern Surgical Non Contact - Subsequent attendance 3 5 3 11 2 4 6 6 18 8 5 13 42

Surgical Non Contact - 1st attendace 2 3 3 8 1 1 1 1 4 1 5 6 18

Neurosurgery - Subsequent attendance 2 3 4 2 11 2 1 1 4 1 1 16

Neurosurgery - 1st attendance 2 2 2 2 8 1 2 2 1 6 1 1 15

Taranaki Surgical Non Contact - 1st attendace 1 1 1

Waikato Surgical Non Contact - Subsequent attendance 1 1 1

Neurosurgery - 1st attendance 1 1 1

Waitemata Surgical Non Contact - Subsequent attendance 1 1 1 1 2

West Coast Neurosurgery - Subsequent attendance 8 3 4 2 17 8 5 3 6 22 6 4 10 49

Surgical Non Contact - Subsequent attendance 3 2 1 3 9 5 3 5 4 17 10 5 15 41

Neurosurgery - 1st attendance 4 4 4 12 5 2 2 9 3 3 6 27

Surgical Non Contact - 1st attendace 2 1 1 1 5 4 3 3 1 11 1 1 17

Whanganui Surgical Non Contact - 1st attendace 1 1 1

Canterbury DHB Total 342 309 286 331 1268 342 297 174 260 1073 288 299 587 2928

Grand Total 342 309 286 331 1268 342 297 174 260 1073 288 299 587 2928
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Attendances fin_year

Discharge 

Quarter

2017 2017 Total 2018 2018 Total 2019 2019 Total Grand Total
DHB of Service DHB of Domicile pu description Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2 Qtr-3 Qtr-4 Qtr-1 Qtr-2

Southern DHB Auckland Neurosurgery - Subsequent attendance 1 1 1
Bay of Plenty Neurosurgery - Subsequent attendance 1 1 1
Canterbury Neurosurgery - 1st attendance 1 1 1
Hutt Valley Neurosurgery - 1st attendance 1 1 1
MidCentral Neurosurgery - 1st attendance 1 1 1
Overseas Neurosurgery - Subsequent attendance 1 1 1

Neurosurgery - 1st attendance 1 1 1
South Canterbury Neurosurgery - 1st attendance 1 1 1 1 2

Neurosurgery - Subsequent attendance 1 1 1
Southern Neurosurgery - Subsequent attendance 84 83 44 84 295 47 55 79 80 261 60 71 131 687

Neurosurgery - 1st attendance 47 47 42 39 175 46 35 35 30 146 25 25 50 371
Southern DHB Total 133 132 89 123 477 94 92 114 110 410 85 96 181 1068

Capital and Coast DHBNelson Marlborough Neurosurgery - Subsequent attendance 8 5 16 11 40 9 14 7 5 35 5 6 11 86

Neurosurgery - 1st attendance 4 2 2 2 10 3 3 3 2 11 7 6 13 34

Capital and Coast DHB Total 12 7 18 13 50 12 17 10 7 46 12 12 24 120

Grand Total 145 139 107 136 527 106 109 124 117 456 97 108 205 1188
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Data Analysis (provided by Nick Finnis, Clinical Director) 

Inpatient Discharges 

Discharge Rates for Region / 10,000 Population 

 Elective Acute All 

CDHB 2.26 1.30 3.56 

SDHB 3.89 1.63 5.51 

Summary 
Admission rates lower CDHB than SDHB 

SDHB elective higher than CDHB 

Discharges by Subspecialty 

Neurosurgery service Cranial v Spinal operation rates 

 Cranial Spinal 

CDHB 71% 29% 

SDHB 69% 31% 

Summary 
Similar cranial:spinal surgery rates 

Regional intervention rates (neurosurgery)/10,000 population 

 Cranial Spinal 

CDHB 2.12 0.89 

SDHB 3.49 1.54 

Summary 
Lower intervention rates CDHB 

Paediatric discharges (under 18 years old) 

Percentage paediatric admissions: 

CDHB  8.1 % 

SDHB  2.5 % 

Summary 
Data reflects paediatric service at CDHB 

Spinal procedures by specialty 

Percentage Spine Surgery done by Specialty (public) 

 NS OS 

CDHB 40.0% 60.0% 

SDHB 49.5% 50.5% 

Summary 
Equal spine surgery in public done by neurosurgery in SDHB 
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Intervention rates regional (per 10,000) 

 NS OS Total 

CDHB 0.70 1.00 1.74 

SDHB 1.30 1.31 2.60 

Summary 
Higher spinal intervention rate SDHB 

Outpatient attendances 

Clinic access per 10,000 population 

 FSA Follow Up Non Contact Total 

CDHB 1.8 3.8 3.3 8.9 

SDHB 1.4 3.7 N/A 5.1 

Summary 
Higher patient clinic FSA and F/U at CDHB 

Domicile by facility – inpatient acute / elective admissions 

Nelson Marlborough discharges 

 Acute Arranged Total 

CDHB 0 (0%) 10 (100%) 10 (100%) 

CCDHB 25 (58%) 18 (42%) 43 (100%) 

Total 25 28 53 

    

CDHB 0 (0%) 10 (36%) 10 (19%) 

CCDHB 25 (100%) 18 (64%) 43 (81%) 

Total 25 (100%) 28 (100%) 53 (100%) 

Summary 
 Of 53 neurosurgical patients from NMDHB 43 (81%) go to CCDHB and therefore lost to SINS. From 

previous Table 2, 37 of these are cranial cases 

 Of the 25 acute NMDHB patients 25 (100%) go to CCDHB 

 Of the 10 cases to CDHB 100% are arranged, and of the 43 to CCDHB 18 (42%) are arranged. 

South Canterbury discharges 

 Acute Arranged Total 

CDHB 4 (24%) 13 (76%) 17 (100%) 

SDHB 1 (4%) 27 (96%) 28 (100%) 

Total 5 40 45 

    

CDHB 4 (80%) 13 (33%) 17 (38%) 

SDHB 1 (10%)  27 (67%) 28 (62%) 

Total 5 (100%) 40 (100%) 45(100%) 

Summary 
 Of 45 neurosurgery cases there are fewer to CDHB (38%) than SDHB (62%) 

 Of the 5 acute cases most (4 or 80%) go to CDHB 

 Of 40 arranged cases most (27 or 67%) go to SDHB 
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 Note Timaru neurosurgery clinic serviced from Dunedin node. 

Population data based on MoH figures 2016/2017 
Canterbury  543,820 

Southern  319,200 

Nelson Marlborough 147,210 

South Canterbury   59,210 

West Coast    33,190 

 

Total for CDHB and SDHB adjusted for 

50% South Canterbury to SDHB and 50% to CDHB 

50% NMDHB to CDHB 

Final regional population for referral to respective neurosurgery services 

CDHB 660,220 

SDHB 348,805 
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Appendix 5: Managed Service Network,     
Neurosurgery, Scotland 

Scotland, which has a similar sized population to New Zealand, and a similarly geographically dispersed 

population, instituted a Managed Service Network for Neurosurgery some years ago.  The information here 

provides an overview of the network, as a useful contribution to discussions. 

Budget 
£307, 000/year.  This does not fund service provision which is paid for by NHS Boards. 

Posts 
National Network Manager (Band 8a) 

National Clinical Coordinator (Band 7) 

Audit Facilitators (Band 5, x 2 full time & 2 part time) 

Project Support Officer (Band 4) 

National Clinical Director (currently 1 session (=4 hours) per week)  

eHealth Lead (1 consultant session/week) 

Research Lead (1 consultant session/week) 

Chair (Senior Clinical Manager or CEO, not from one of the four provider boards, 1 session per week) 

Board members:  National Clinical Director, Chair and National Network Manager 

Neurologist, neuroanaesthetist, public health consultant, neuro rehabilitation consultant 

Nursing, AHP 

Senior manager from each centre 

Clinical Lead from each centre 

3rd sector reps x 2 (currently Spinal Bifida and Hydrocephalus Scotland and Parkinson’s UK) 

Other reps:  National Services Scotland, ideally would like Scottish Ambulance Service and GP 

Statistical Analyst from Information and Statistics Division and Paediatric Advisory Group Chair co-opted 

onto Board as needed. 

Meetings 
Board x 4/year 

Paediatric Advisory Group x 3/year (includes parent representatives x2) 

Research Collaborative x 2/year 

National Consultants’ Committee Meeting x 1/year 

Neurosurgical Voices Groups in each centre (patient support groups in each centre).  Sometimes meetings 

are condition-focused e.g. cauda equina, sometimes more general.  These are run by the National Clinical 

Coordinator.  It is one way to identify patient representatives that think more broadly than their own 

experience or condition and can represent others. 

Responsibilities 
National Audit  

Routine rolling programme, plan is to bench-mark vs NHS England (Named consultant mortality, national 

pathways for index conditions, Paediatric activity, various ‘sprint audits’) 

Consultant Appointments 

All new posts ratified by Board prior to advert, NCD sits on all appointments committees 
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National Services 
Board must agree before any neurosurgical group applies for National Service Designation (top-sliced 

funding for a service focused on a single condition of group of related conditions to be provided on a ‘once 

for Scotland’ basis e.g. DBS for movement disorder, paediatric epilepsy, craniofacial surgery etc.).  National 

Clinical Director sits on regular review boards for these services.  National Services have been a very 

contentious area.  

Clinical Governance 
Responsibility for Clinical Governance sits with Provider Boards but MSN is responsible for ensuring that 

systems are in place and comparable between units. 

National Procurement 
Economy of scale to get best prices from commercial suppliers 

NCD and NNM have also become involved in trying to sort out various crises over time (HDU staffing 

problem, supporting process in response to Significant Clinical Events, service moves, etc.} 

Reporting 
MSN was initially a direct report to the Cabinet Secretary for Health but now reports to the Chief Medical 

Officer for Scotland – Chair, National Clinical Director and National Network Manager meet her once a year.  

Annual Report also goes to the National Specialist Services Committee (all Board CEOs sit on this body). 

Challenges 
This is a dispersed team and there has often been poor engagement from consultants.  Units where a 

difficult problem has been solved recently see an upsurge in engagement.  The ‘fire-fighting’ role is perhaps 

more valued than the work of routine rolling audit.  Nursing staffing is challenging in all units and release 

of staff for meetings and education has been disappointing at times.  It doesn’t solve funding shortages or 

staff shortages that are part of a national scarcity. 

Gains 
All consultants know each other better than previously.  Good levels of professional respect and 

communication, lower levels of ‘professional parochialism’.  Paediatrics lags behind and a rather more 

negative type of competition between units reflects a combination of youthful enthusiasm and a 

challenging ‘numbers game’ in which both units and individual consultants are near the margins.  National 

Audit system with trusted data.  Good opportunity for escalation of systematic problems. 

 


