
DAVID MEATES: MAKING INTEGRATED CARE WORK IN CANTERBURY, NEW ZEALAND 
 
Nicholas Timmins: What's been happening in Canterbury? 
 
David Meates: Well back in 2007, there was a growing realisation that Canterbury health 
system couldn’t keep functioning the way that it was, if it was going to meet the needs and the 
challenges of the future. And the beginning part of that was starting to say, so what does the 
future look like if we carry on doing what we’re doing, so we could make it real for people to 
actually get a sense of ... if we carried on with what we were doing, we'd have to build another 
hospital the same size as the current Christchurch hospital, which is about 500 or 600 beds, 
another 2000 h-care beds and about another 20% GPs.  
 
And a bit of a sense of actually even if we had the resources, the reality of being able to do 
that... 
 
NT: You mean you wouldn't have been able to find the staff? 
 
DM: Couldn’t find the staff, even if we found the money. 
 
NT: So what then happened? 
 
DM: Part of that is the perennial question, so how do you make it real? How do you turn it into 
a burning platform that’s not just rhetoric from government or health organisations really 
trying to twist your arm to believe in something that doesn’t sound that real. So we began a 
journey that was called 2020, which was about using different mediums to bring to life the 
burning platform and making it really real for people, in terms of, ah, this is a problem that 
collectively we need to solve, and we need to do things very differently. And getting to that 
point was the beginning part of a significant shift in mindset. 
 
NT: And how did you go about that? 
 
DM: We used a lot of external industries, organisations like Air New Zealand, some of the retail 
sectors, some of the leading sports franchises in the country, in terms of starting to find 
languages that could transcend a lot of the historical language that we've used.  
 
So we created a mechanism internally, using those organisations to help create an event that 
gave a sense of what the future could be. And then underpinning that was Accelerate, a 
programme that was about experiential leadership development, that had people going out to 
sectors, and learning how they've dealt with issues and how that might be reflected back into a 
health environment.  
 
NT: And a lot of this was using LEAN and six sigma? 
 
DM: Based on a lot of the methodology of lean and six sigma, but also starting to introduce 
people to things like chaos theory, what does system design look like? And what does systems 
thinking look and feel like, so that to get a sense of the whole, and that's where the benefit of 
lean thinking comes in, it's got a place. 
 
NT: Normally if you talk to doctors about lean, they say, well, patients aren't cars or 
baked beans, how does this apply to patients? 
 
DM: The trick is converting a different language from a different sector into one that works for 
health care. The health language that we've used is patients' time. How do we value the 
patients' time? And within that the biggest stage we've got in health is patients' time. Because 
we've cunningly designed waiting into every part of the system we've got, and we have people 
bouncing from one part of the health system to another. Being able to use that language of 
wastage and patients' time, was the enabler, we can learn from others. 
 



NT: So it was almost a backwards round discovery, if you stop wasting the patients' 
time, you stop wasting the staff's time as well, the thing gets more efficient? 
 
DM: ... Yep, and actually we find we've got enough resource to do just about everything we 
need to do. 
 
NT: At the same time one thing that's impressed me down here is that you've got this 
slogan, one system, one budget, when in reality, there's not one system, one budget, 
do you have the advantage of funding both health and social care, you've got general 
practice out there separately, you contract for an awful lot of your community 
nursing, labs, radiology, and there's at least two public funds, and there's a lot of co-
payments. So in a sense it's not the system... 
 
DM: In reality it's not, but until people feel they're part of one system, why would I change 
what I'm doing? Why would I change, or interact? So by creating a sense of belonging under 
that one system, the reality is you've still only got one dollar that you can spend anywhere in 
the system, so getting people to understand there's no sense in bouncing people round from 
one place to another, because we're shooting ourselves collectively in the foot. 
 
NT: So you persuade people there is only one system, one budget, you can only 
spend the dollar once. But how do you keep that going? Because a lot of health care 
organisations have sent their leaders off to do courses in lean, done it once and said 
that's the job done.  
 
DM: I think the worse thing we can ever do is actually creating a course and doing it as a one-
off, or on just a short term basis. What we've invested in long term, is sustained leadership 
development, and a range of events that continue to make this real for people. So for the 
Accelerate programme we've had about a thousand staff through that, and those are very 
interactive, where people are exposed to lean thinking, chaos theory, other industries, and 
also they have to deliver a major project as a result of that. 
 
NT: And by a major project, you mean they've got to come up with an idea of 
changing the way something works for the better? 
 
DM: They've got to make a change that's going to make it better for the patient, or better for 
the system, and the language is quite deliberate with that. We've also had programmes like 
participate, which is almost like a night school programme, which is out of people's own time, 
about a twelve hour programme. And we've now had about a thousand people through that as 
well, with another 1200 people who will go through that over the next one to two years.  
 
NT: Right, so to give a sense of proportion, you directly employ around 9,000 people 
with another 
 
DM: So we employ ... 
 
NT: With another 9,000 you work with? 
 
DM: So we employ directly about 9,000 people, so just through accelerate, if you take 18,000 
people that work in the Canterbury health system and primary care, h-care and the private 
sector, we've had about 1,000 out of the 18,000 in total that have been there. But we've also 
used other vehicles like the showcase. Back in 2009, an interactive experience, set up in a 
warehouse that was really about where we are now and what the future might look like. And 
we had about 2,000 people through that, and we've just recently created a new version of the 
showcase, with about 3,500 people through in the last six to seven weeks. 
 
 
 
 



NT: Right. So this is almost creating a social movement to change the way the thing 
works 
 
DM: Unless you believe that you can make a difference, why would you? And if it's not part of 
the ongoing fabric or DNA of the health system here, then it will wither and die. So one of the 
things we've been deliberate, relentless, about is this is not a commitment that we’re going to 
do this today but not tomorrow, or when we’re under fiscal pressures it’s something that we 
drop. This is probably the last thing that we'll drop with anything we do. 
 
NT: Right. And what's been the result of all this? Can you give me some examples of 
things that have changed in the way you do things? 
 
DM: A lot of things have changed radically. I think the biggest part is re-engaging and re-
professionalising those that work in health, that sense of pride, that we can do, that we are 
architects of the health system. And if I put my discretionary effort in today, I'll change 
something for tomorrow. And that's probably been one of the most powerful things that we've 
been able to bring to life. That's also enabled a sense of the single system and one budget. So 
what we've done is stopped, or removed, a lot of the barriers between primary care, secondary 
care, so the debates and arguments are not now about funding or contracts, they're about how 
do we make this better for the patient? And actually how do we reduce time? So that's the 
fundamental part of anything we do, there's no underpinning that. And through to the past 
twelve months, we're managing 24,000 people in a community setting through our demand 
management programme. At most other places in the country, they'd have ended up in 
hospital. Now, someone would say that's a result of the earthquakes that we've had, but we 
were managing about 14,500 people through the demand management system before the 
earthquake. We've got a number of things, like the lowest acute medical admitting rates, low 
read mission rates and low lengths of stays, and again by themselves, against old historical 
metrics, they are pretty good for a hospital. But one of the challenges that it's also throwing 
up is, how do you record that or measure that on the basis of a whole system? And how do 
you tie those together in a meaningful way? Actually based on these metrics, this is an 
absolute improvement on outcome. A lot of what we're able to do now, based on historical 
metrics, suggests something, and I guess that's part of our next challenge of how we turn that 
into really reflecting and bringing to life the full metrics of a new system. 
 
NT: Right. We'll come back to both those points actually. From an outsider coming in 
to look at this, there's been an enormous number of initiatives, more acronyms than 
I can cope with. Acute demand, crest, which is pulling people out the back, new 
health pathways, you've changed the way radiology works. An outsider might say it 
feels like iniatiative-itus ... An enormous amount of things have been changing at 
once. How do you know which is actually having the biggest impact on what you're 
doing? 
 
DM: We can't.  But one of the things in changing a system, if we just focus on one thing, we 
disengage the rest of the health system. We've been really deliberate, we want to engage the 
whole system, and within that we've had to become comfortable with lots more things 
happening at the same time. But that's also been a really important part of actually I can 
make a difference, me as a health professional reengaging, because I think I can make a 
different tomorrow. And, while some would look at that and say, I can't get my head around 
the number of initiatives, we would see that as one of the real strengths. But what we do have 
to do is pull some of that back in, because you do end up with a bit of duplication. But actually 
that's okay. That's all part of wanting everyone involved, not just the areas we've decided are 
the most important, let’s focus on that and do that well. Because if we just fix single, isolated 
bits, we don't really move the system on. 
 
NT: Right.  
 
DM: We just make a tiny bit a wee bit better. But actually if it's not tied in with the whole 
system, we've not made the system better.  
 



NT: If this is going to be a continuing programme, how badly do you think better 
measures are needed, of integrated care and its quality? 
 
DM: Fundamental. But there's also the interesting dialogue that we do need to agree what 
integration means. And if you were to step back and say, what are the real metrics that are 
meaningful, rather than recreating a whole load of other measures, and I think that's part of 
the journey we're needing to go on, but it's a really essential part, because until we can learn 
to do that, integration will always have different connotations, different meanings, for people. 
And some of those will be good, and some of those not so good. 
 
NT: The earthquake was of course a devastating event, and it's difficult for people 
from the outside to understand that it still has a huge ongoing impact two years on. 
I've heard some people in New Zealand say you've only been able to do what you've 
done because of the earthquake, faced with a crisis, the system - rather than falling 
over - did respond. And it's clear that the earthquake speeded up some of the things 
you were doing, electronic records, you expanded your acute demand programme 
and various other things. But was it the earthquake? 
 
DM: No. The health system in Canterbury should have imploded with the impact of the 
earthquake. Overnight we lost 650 h-care beds, 105 acute inpatient beds, we already had the 
lowest acute admitting rates in the country and we were stretched for capacity then... And 
over 12,500 hospital rooms that were damaged to varying degrees. If you looked at that 
totally, we should have ground to a standstill. We didn't because the system in Canterbury was 
working in a particular way before the earthquake. And what it enabled it to do was to respond 
and change to a different set of external influencers or challenges, in this case an earthquake. 
What the earthquake has done, has accelerated, is a number of the changes that we were 
planning to do over the next four or five years. And just about every single one of those has 
now happened. So the benefit of the earthquake was speeding up the direction of travel that 
we were already on, but none of that could have happened without the investment and the 
foundations that were already in place. 
 
NT: It's clear you've made a lot of progress, but there must have been difficulties on 
the way, things that didn't go so well? 
 
DM: It's been really challenging. It's interesting to look at doing things differently, and building 
capability and capacity within. It sometimes does rub up against one of the national 
imperatives and drivers that may not necessarily match with the needs of a particular 
community. And it's a sense of stepping back and thinking how do you meet the future?  
 
NT: So, if you were, for want of a better way of describing it, Mrs. smith sitting in the 
Canterbury health system, what is better now than was the case five or six years 
ago?  
 
DM: In terms of the health pathways component, I'll use that as an example, regardless of 
where you're going to go in primary care in Canterbury, you're going to receive the same care, 
treatment and timeliness. And you're more likely to get access to the care you need in the 
right time and the right place. Post-earthquake, with the Crest programme, being discharged 
from hospital, having a nurse or care worker meeting you at home, and through an outcomes-
based framework for your rehabilitation at home, has been one of the most widely talked 
about things in our elderly community. I don't think we had any sense of them taking 
ownership to the extent they have, of a health desert framework that has totally met their 
needs. And I think that's the one thing that has often been reflected back, particularly from 
our elderly community is, we've actually got a health system that's responding to our needs. 
But more importantly we feel like we're part of that, because we've been asked to be part of 
the design and the ongoing improvements sitting around it.  
 
 
 
 



NT: Right, and is there more to do? 
 
DM: The more we've begun to understand, and improve the interactions between the primary 
and secondary sector, the more you realise how we've got a long, long way to go. And while, 
in some instances, we're probably further ahead - in a number of areas around integration 
components, if that's further ahead, the opportunity to really make a difference to our 
community is vast. 
 
NT: So you think this is sustainable? 
 
DM: I think the sustainability is building in. There's a number of things that, no matter what 
happened now, the system wouldn't go backwards. There are some other areas where it's still 
very fragile and we could lose some of the gains and benefits if we don't continue to water and 
tend to those programmes. And we've also got to be really clear that we don't become 
introspective, that we continue to be looking externally whether that's in New Zealand or that's 
overseas to what are the things that we can continue to learn from? Not necessarily picking up 
and dumping into Canterbury, but actually understanding why things work in particular ways, 
and how might that be translated into the Canterbury health system. 
 
NT: There are many ways people seek to improve public services generally, and 
health in particular, would it be fair to say the main thing that's happened here has 
been building the capacity inside, and outside, the organisation, in other parts of the 
health system to get professionals themselves to introduce change, has that been 
the key thing that you've been doing? 
 
DM: It has been. To get sustained change, it can't be done to. You've actually got to get those 
that work in the system, and in this case in the Canterbury health system, believing they can 
make a difference, that they can really shape and redesign the way they're doing things. And 
to have ... targets (yes, they have a place) ... but if that's the only thing you're responding to, 
you're going to miss the point. And it will get in the way of integrating systems because the 
focus is always on single silo parts of a health system. The importance of building the 
capability, the importance of long term investment in building that capability is really essential. 
And it also builds that sense of connection, that sense of pride, that sense of can do, that 
sense of actually there's nothing we can't do. We may not know the answer, we may not have 
the solution, but actually we know the problem, and collectively, we'll get our heads round that 
one way or another using lots of different in points to help our other journey. I think one of the 
most fundamental parts of sustaining or changing systems you've got to have at internal 
belief; belief in itself is not enough, you've also got to have the tools, and also you've got to 
have the resources and the investment that is sitting alongside to see it truly come to life. 
 
NT: And in getting these changes to happen how crucial is primary care been and 
how crucial has the way it's been linked into the system been? 
 
DM: Really fundamental, one of the strengths that we've built off in Canterbury is a long 
history of organised general practice. But, as with anything, you get parts, whether it be 
primary care, or general practice, or hospitals, parts of the system that get out of balance, you 
end up with conflict. And in terms of getting that sense of equal partners that where you turn 
the real power of organised primary care into a major, major part and stakeholder of how 
hospitals are operating. And likewise hospitals feeling they're part of, and have a sense of 
ownership of, primary care. It's very rare now that we do not have people from both parts of 
that. Whether it’s general practice or a hospital that are not part of actually co-designing 
whatever they're doing, one of the biggest disablers in our health system - and it took us a 
wee while to get our head around it - was price volume schedules. Inadvertently it keeps on 
banging into people's heads; if you do one more unit of activity you tie that to a unit of 
resource. If you do one less, somehow someone will take that away. And so that drives a lot of 
perverse behaviours, because the only way to get more resource, or to justify that, you need 
to do more of something. And that might not be... 
 
 



NT: In fact you might want people to do less of something... 
 
DM: In many cases you want them to do less. So part of the framework is we've changed the 
language in terms of not ever talking about funding or contracts with any conversations that 
are had, what's right for the patient and then how are we going to fund that? And by doing 
that it’s taken the win/loss situation away from any debate or conversation. 
 
NT: When people talk about integrated care around the world, a number of them 
have the belief that doing integrated care will actually shrink the hospital. Now that's 
not happened in Christchurch. You did lose some beds from the earthquake, it's 
important to acknowledge that, but it hasn't shrunk the hospital. You're going to 
build a new one, which will, indeed, be a bit bigger than the one you've got. Does 
that mean this isn't working? 
 
DM: There are probably two ways to look at that. One in terms of I think it's a fatal flaw of 
people continuing to think you shrink the size of hospitals; you can change the demand curve. 
We should not be building bigger and bigger hospitals - and I'm really passionate and clear 
about that. You can change the demand curve; in fact you don't need bigger hospitals. On the 
flip side of that, we are building a new hospital with a small number of new beds, but most of 
that is actually reflecting some demographics particularly in the elderly, but also in the basis 
that we've started off with an incredibly low hospital admission rate in comparison to the rest 
of the country. Now within that we're going to be building about 200 less beds than what we 
would have done if we'd continued what we were doing back in 2007-2008. And that's an 
example of how we've changed the way the demand curve is, so were building 200 less beds, 
but we are recognising that we've got a rapidly ageing population that's got some different 
characteristics, that we're needing to ensure that we've got a capacity that's right sized for a 
system. 
 
NT: Coming from the UK, one apparent advantage you have is that you fund both 
health and social care from the board. How heftily has that been, in being able to 
produce that spectrum of integrated care? 
 
DM: I think really, really important, the more silo funding or contractual relationships, the 
more you're bedding in disintegrated, non-integrated care. By being the sole planner and 
finder of a system the ability to have parties working in a different way, and then to look at 
where the resourcing goes, enables us to incentivise the areas that need to be incentivised and 
also to free up resourcing where it doesn't need to be spent. If you're having to rely on 
multiple, different interactions to deal with that, the likelihood of ever overcoming those 
interactions is pretty small. And in many health systems we spend so much time at those 
interfaces battling, because it’s your problem, or someone else's issue, and if only they 
behaved differently, then life would be cool. And in this situation here, it's actually, it's our 
problem, and we have nowhere else to go other than looking at ourselves as to why this is not 
working. 


