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abstract
aim: To update activities of the Canterbury Charity Hospital (CCH) and its Trust over the eight-year period 2013 to end of 
2020, following previous reports in 2010 and 2013.
method: CCH continued to provide free secondary elective healthcare services to some patients in the Canterbury 
Distinct Health Board (CDHB) region who were unable to access healthcare they needed through public hospitals and 
were unable to pay for private care. CCH’s services were supplied by a large volunteer workforce, supported by a skel-
eton staff, and were financed solely by charitable giving. Changes occurred periodically in the quantity and nature of 
regional unmet healthcare need, largely due to changes in services provided by the CDHB. In order to accommodate 
these changes, major structural and infrastructural developments were necessitated at CCH.
results: Many healthcare services at CCH remained the same as before this period but new changes occurred there as 
a result of: (i) establishment of a flexible sigmoidoscopy day clinic for the management of fresh rectal bleeding in those 
under 50 years of age; (ii) requirement for a sudden increase in counselling services immediately after the terror attacks 
at Christchurch mosques; (iii) expansion of the Dental and Oral Surgery Service; and (iv) interruption of CCH service pro-
vision by the COVID-19 pandemic.
conclusions: CCH continued to fill some of the regional unmet elective healthcare need. This is, however, a national 
problem as attested by the presence of a charity hospital in Auckland and another being planned for Invercargill. Hope-
fully present and future governments will appreciate that free universal access to secondary elective healthcare is not 
only a humane imperative, but also a sound economic investment.

It is now generally accepted that there is a large 
amount of unmet healthcare need in Aotearoa 
New Zealand. This unmet need often goes 

unrecognised and is not only due to inadequate 
accessibility to, and quality of, healthcare services 
but also to much wider problems of poverty, col-
onisation, racial discrimination and other aspects 
of socio-economic deprivation.1,2 Regarding sec-
ondary elective healthcare, many younger people 
are unable to access care for non-life threatening 
problems such as groin hernias that affect their 
ability to work, and many older people cannot 
have care such as cataract surgery that allows 
them to function socially and independently.

As described in more detail elsewhere,3,4 fol-
lowing the failed New Zealand Health Reforms of 
the 1990s, the Canterbury Charity Hospital Trust 
(CCHT) was formed in 2004. The objective of this 

charity was to meet some of the increases in this 
unmet healthcare need for the people of Canter-
bury District Health Board (CDHB) region. The 
vision of the CCHT was: (i) to provide free sec-
ondary elective healthcare for some of those who 
were refused care in the public health system, did 
not have medical insurance (personal or through 
the national Accident Compensation Corporation 
scheme) and could not afford private healthcare; 
(ii) for the care to be provided by a largely vol-
unteer workforce; and (iii) for the charity to be 
funded solely by public charitable giving.5 The 
objective and vision have not changed.

To meet the vision of the CCHT, an old family 
villa was purchased in the Bishopdale area of 
Christchurch in 2005 (Building One; Figure 1) and, 
with major funding from the Ron Ball Charitable 
Trust and public donations, converted into a mod-
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ern day hospital, the Canterbury Charity Hospital 
(CCH), with facilities for contemporary medical, 
surgical and other health services. The clinical 
services provided by the CCH changed with time, 
in an attempt keep in step with the areas of clin-
ical need that were not adequately addressed by 
the local public healthcare system. At the time of 
the Christchurch earthquakes, a large counselling 
service was started; in 2011 the adjacent property 
was purchased (Building Two; Figure 1) to accom-
modate the counselling and to allow the introduc-
tion of a dental and an endoscopy service.

The CCH has been well received by the general 
public. It has never been short of people willing 
to work in Medical, Nursing, Technical, Admin-
istrative and as other volunteers. These people 
have been managed and supported by a small 
skeleton staff of employees. It has never taken 
government contracts or been paid for any of its 
services. Generous funding has always come from 
the general public, local community groups and 
numerous individual philanthropic organisations 
and individuals. 

METHODS

Chronology of main events
The main clinical planning, developments, 

structural and infrastructural changes, and fund-
raising events during the eight-year period from 
the beginning of 2013 to the end of 2020 are listed 
in the timeline (Table 1). 

Between May and November 2016, the CCHT 
Board was increased from four to six members. 
From then, the board comprised: a general sur-
geon; an adolescent health physician; a lawyer; a 
businessperson; a retired anaesthetist; and a col-
orectal surgeon. CCHT has always had an indepen-
dent Clinical Board, which has remained at arm’s 
length from the Trustee Board. Its membership 
remained diverse, consisting of: the CCHT execu-
tive officer; two GPs, a dentist; a retired anaesthe-
tist; a clinical psychologist; a senior nurse; a Māori 
advisor and an Anglican vicar. It has given advice 
on clinical issues such as eligibility of patients for 
treatment, changes to service provision, research 
and credentialing approvals. Incident reporting 
and all complaints were also heard by the Clinical 
Board for both their advice and decisions.

Staff employee numbers changed very little 
(Table 2). Spontaneous volunteer workers came 

Figure 1: Aerial photograph of Canterbury Charity Hospital Trust properties 2020.

Corner of Harewood Road and Leacroft Street, Christchurch—CCHT properties encircled in red.
Building One (Ron Ball House, 349 Harewood Road)—Main operating theatre and recovery ward, clinical examination  
rooms and offices.
Building Two (Patsy Mauger House, 351 Harewood Road—Endoscopy unit, counselling rooms, lecture/staff room and offices.
Building Three (Warner Mauger House, 353 Harewood Road)—Twin oral surgery units, community room,  
and administration offices.
Buildings Four and Five (66b Leacroft Street and 355 Harwood Road)—both for future developments.
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Table 1.  Chronology of some main events.

February 2013 CCHT received Vice-regal patronage from Governor-General Sir Jerry Mateparae

February 2013 Celebrity Fundraising Visit—Sir Cliff Richard

March 2013 Celebrity Fundraising Visit—Kevin Milne

May 2015
Major donations from Mauger Charitable Foundation allowed purchase of: (i) Building Four 
(Figure 1) for future development; and (ii) Building Three (see below)

July 2015
Official opening of Building One (Ron Ball House; Figure 1) recovery room extension, the-
atre upgrade and alterations by Sir Jerry Mateparae

November 2015 Commencement of Vascular Venous Surgical Service

May 2016
Purchase of Building Three (Warner Mauger House; Figure 1) for expansion of Dental & Oral 
Health Services

May 2016
Reintroduction of Ophthalmic Services in conjunction with a private provider Christchurch 
Eye Surgery

May 2016
Decision to increase board of Trustees to six members. Full board complete by November 
with three new members

February 2017
Building Three opened with twin Oral Surgery units. Officially opened by Sir Jerry Matepa-
rae. Oral Surgery moved from Building Two (Patsy Mauger House)

July 2017
Collaborative FS rectal bleeding service commenced with CDHB and initially with St 
Georges Hospital; also CRC screening for 59 year olds from low decile areas*

November 2017 Celebrity Fundraising Visit—Chris Harris, Richie McCaw and Fergie McCormick

February 2018 Burnham Camp Army Dental Surgery Unit started helping CCHT provide services

February 2018 CCHT awarded Community of the Year at New Zealander of the Year Awards

December 2018 Urology Services commenced

March 2019
Major expansion of Counselling Services with additional volunteer counsellors immedi-
ately following the Christchurch terror attacks

March 2019 Upgrade of dental X-ray facility with the installation of an OPG machine

May 2019
Purchase of 355 Harewood Road completed (Building Five; Figure 1) as provision for future 
development

November 2019 Celebrity Fundraising Visit—Shaun Wallace (Dark Destroyer)

Nov/Dec 2019 Assistance started for the development of the Southland Charity Hospital Trust

December 2019 Educational videos for patients on what endoscopies are like—with Jason Gunn

2012 to 2019 incl. Ongoing studies into long-term psychological effects of Canterbury earthquakes
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March 2020
COVID-19 pandemic lockdown started. CDHB & CCH staff made preparations for possible 
use of CCH as small isolation unit or overflow ICU. Planning done to expand Endoscopy 
Unit and bring up to GESA Standards6

May 2020 CCH not required for use by CDHB; services returned as alert levels reduced 

July 2020 Major donation from Reid estate

July 2020
Presentation at Alternative Aotearoa Conference on work of CCHT to address health 
inequiy7 

November 2020
Renovations of Endoscopy Unit (Building Two) complete; normal Endoscopy Services 
resumed

November 2020
Breast Milk Service started. Run and supported by Rotary; Information Technology support 
provided by CCHT

FS: flexible sigmoidoscopy; CRC: colorectal cancer; *to be reported separately; OPG: Orthopantomogram X-ray ma-
chine; GESA: Gastroenterology Society of Australia. 

Table 1 (continued):  Chronology of some main events.

Table 2:  Numbers of volunteers and employees active each year by the end of 2020.

Staff

2005 
to 
2012 
incl.

2013 2014 2015 2016 2017 2018 2019 2020

Nurses 73 57 42 41 39 36 47 29 48

Anaesthetists 24 16 18 14 12 11 7 5 4

Physicians 11 0 0 0 0 0 0 1 0

Surgical Specialists 34 21 24 20 19 28 19 22 21

Dentists/Dental  
Assistants

34/26 29/22 12/14 11/13 11/12 31/12 13/11 11/12 18/6

Counsellors/ 
Psychologists

58 7 5 4 5 5 31 32 6

Technicians 12 5 5 5 4 4 5 3 3

Non-medical 86 27 58 52 52 49 68 57 46

Part time employees 2 3 3 3 4 4 3 2 3

Full time employees 4 1 1 1 1 1 1 2 2
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from a pool, which averaged about 280 people 
over the eight-year period. Their individual work 
commitments at CCH varied greatly. Some worked 
there every week and others only several times a 
year. The staff comprised: a full-time executive 
officer, and senior nurse; two part-time nurse spe-
cialists; and a part-time fundraising person.

The CCH facilities and services were exten-
sively developed during the eight-year period 
to meet the changing and increasing unmet sec-
ondary elective healthcare needs of the CDHB 
region (Table 1). In 2015, the operating theatre 
and post-operative recovery room in Building One 
were comprehensively upgraded and expanded. 
In 2016, an adjacent property (Building Four; Fig-
ure 1) was purchased for future development. 
Another adjacent property (Building Three; Fig-
ure 1) was purchased, extensively renovated and 
opened in 2017 with twin oral surgical units. Den-
tal and oral surgery was then moved there from 
Building Two. 

Finances
The part-time fundraiser and a small support 

committee of volunteers organised a programme 
of annual and special fundraising activities. These 
included: regular appeals in local media, sometimes 
enhanced by publicised visits to CCH by national 
and international celebrities; lectures to commu-
nity groups; an annual dinner and other commu-
nity events; donations from charitable trusts; and 
applications to philanthropic trusts. Other fund-
ing sources included bequests and returns from 
investments.

The influence of social media and the phasing 
out of cheques by the major banks, meant there 
were some changes in the sources of funding for the 
CCHT. However, much funding still came from mid-
dle-aged and elderly members of the community, 
and the rates of charitable donations did not change 
significantly. As a result of the CCHT Board, Manage-
ment’s careful financial stewardship, and the rela-
tively small staff budget, the average proportional 
expenditure over the eight-years period for patient 
treatment and running costs was 89% of budget, 
with only 7% for fundraising and 4% for fixed costs.

Relationships with local healthcare 
organisations

Based on CCHT’s general utilitarian philosophy 
and specific role to address as much of the unmet 

need as possible, it endeavoured to foster and 
strengthen working relationships with other local 
healthcare providers. To these ends, it had a Mem-
orandum of Understanding with the CDHB since 
2008. It also shared ownership of some surgical 
equipment as follows: orthopaedic equipment 
with Southern Cross Hospital; gynaecology equip-
ment with Christchurch Women’s Hospital; and 
eye equipment with Christchurch Eye Surgery, 
Papanui.

RESULTS
Clinical throughput 

The types of clinical services and the numbers 
of cases assessed and treated at CCH changed over 
the eight-year period (Table 3). The onsite services 
included: General Surgery, Audiology (facilities 
only provided by CCHT), Orthopaedics, Urology, 
Gynaecology & Family Planning, Dentistry, Oral 
Surgery, Vascular Surgery, Lower Gastrointesti-
nal (GI) Endoscopy, Counselling and Dietician Ser-
vices. The offsite services included Ophthalmic 
Surgery, and Dermatology. Dermatology open-day 
clinics were run on a Saturday in 2017, 2018 and 
2019 at CCH. At these members of the public were 
able to have skin lesions assessed by specialist der-
matologists and any suspicious lesions were auto-
matically accepted for treatment by the CDHB. 
Unfortunately, COVID-19 restrictions prevented the 
possibility of holding such a clinic in 2020.

What services CCH offered at any particular 
time was largely dictated by changes made by 
the CDHB to which services it was providing, and 
by what workforce and physical resources were 
available to CCH to fill the emergent deficiencies. 
For example, CCH started an elective groin her-
nia repair service when it opened in 2007, as such 
surgery was not routinely offered by the CDHB. 
However, the CDHB then restarted doing such sur-
geries in late 2016, with many of the cases done 
under contracts with private healthcare provid-
ers, so CCH stopped providing this routine service. 

Most patients were referred directly to CCH by 
their GPs when the service was not available through 
the CDHB. In these circumstances, GPs were usually 
advised to do so through their computerised patient 
management system (called Health Pathways by the 
CDHB). For some CCH clinical services, however, 
other specific referral processes were in place (vide 
infra).



Ne
w

 Z
ea

la
nd

 M
ed

ica
l J

ou
rn

al
 

Te
 a

ra
 ti

ka
 o

 te
 h

au
or

a 
ha

po
ri

20
22

 A
pr

 1
; 1

35
(1

55
2)

. I
SS

N 
11

75
-8

71
6

w
w

w
.n

zm
a.

or
g.

nz
/jo

ur
na

l 
©

NZ
M

A 

dr
af

t
42

Ta
bl

e 
3:

 N
um

be
rs

 o
f i

nt
er

ve
nt

io
ns

 a
nd

 o
ut

pa
ti

en
t v

is
it

s.

N
um

be
rs

 o
f

in
te

rv
en

ti
on

s

by
 sp

ec
ia

lt
y

20
05

–2
01

2 
in

cl
.

20
13

20
14

20
15

20
16

20
17

20
18

20
19

20
20

Ca
te

go
ry

 
to

ta
ls

(a
ll 

ye
ar

s)

Co
un

se
lli

ng
17

84
38

8
46

2
33

7
40

1
33

5
16

3
10

39
25

6
51

65

De
nt

al
28

5
48

7
32

8
27

0
41

1
41

8
47

5
60

3
33

8
36

15

Gy
na

ec
ol

og
y

20
5

99
95

12
0

99
10

1
10

0
64

36
91

9

En
do

sc
op

y
17

35
27

36
31

33
5

43
4

42
6

27
4

16
15

Ge
ne

ra
l S

ur
ge

ry
86

8
20

2
15

0
14

1
13

8
61

51
36

38
16

85

O
rt

ho
pa

ed
ic

16
6

41
80

11
6

44
26

43
24

10
55

0

Ur
ol

og
y

36
20

31
17

6
0

8
21

8
14

7

Au
di

ol
og

y
0

0
31

11
8

98
12

5
11

4
11

4
15

4
75

4

O
ph

th
al

m
ic

54
0

1
6

8
10

9
5

1
94

Va
sc

ul
ar

36
0

0
8

19
31

0
7

0
10

1

De
rm

at
ol

og
y

8
0

0
0

0
17

9
26

5
11

4
0

56
6

In
te

rv
en

ti
on

 to
ta

ls
 

34
59

12
72

12
05

11
69

12
55

16
21

16
62

24
53

11
15

15
21

1

In
iti

al
 co

ns
ul

ta
tio

ns
15

64
35

1
36

4
33

4
27

0
15

6
14

0
13

6
14

8
34

63

O
ut

pa
tie

nt
s—

ot
he

r
10

02
21

9
29

0
39

0
28

4
15

3
21

0
27

4
18

4
30

06

O
ut

pa
ti

en
t t

ot
al

s 
25

66
57

0
65

4
72

4
55

4
30

9
35

0
41

0
33

2
64

69

Us
er

 to
ta

ls
—

ca
se

s 

pl
us

 o
ut

pa
tie

nt
s

60
25

18
42

18
59

18
93

18
09

19
30

20
12

28
63

14
47

21
68

0



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2022 Apr 1; 135(1552). ISSN 1175-8716
www.nzma.org.nz/journal ©NZMA 

article 43

Patient numbers and profiles
During the eight-year period (Table 3), there 

were 3,903 outpatient appointments and 11,752 
interventions performed for patients (39.78% 
male, 57.36% female, 2.86% unspecified; mean 
age of 54.0 years, range <1–97 years; n=8,520). Eth-
nicity proportions were as follows: African 0.45%; 
Asian 3.10%; Australian 0.07%; NZ Māori 10.20%; 
Pākehā/NZ European 78.24%; Pasifika peoples 
4.84%; South American 0.84%; Middle East 0.97%; 
Other 1.29%.

Clinical outcomes
CCH always invited all forms of, and routes for, 

comments about its clinical services. In partic-
ular, all patients were invited to take part in an 
anonymous satisfaction survey, but few took the 
opportunity to do so. The survey asked six ques-
tions on satisfaction with specific peri-consul-
tation /interventional instances of care, and one 
question on overall satisfaction with patient expe-
riences at CCH. Responses were registered on a 
five-point Likert scale of 1 (poor) to 5 (excellent). 
A random sample of 77 survey responses, taken 
from the period 2017 to 2020, showed scores of 
4 and 5 by 11.36% and 88.20%, respectively for 
specific instances of care, and 3.90% and 96.10%, 
respectively for overall satisfaction (n=77). All sig-
nificant issues raised in the surveys or by other 
routes were addressed immediately or, if neces-
sary, brought to the attention of the Clinical Board.

During the eight-year period there were very 
few peri-procedural or 30-day complications. One 
operative case was terminated at the beginning of 
surgery because of a patient ventilatory problem—
recovery was complete. Post-operatively, there was 
one wound infection (Grade II) and there were three 
cases with pain management issues (Grade I).8

Specific clinical services
Endoscopy Service

Since the CCH opened in 2007, local GPs 
referred cases of outlet-type rectal bleeding and 
other anorectal symptoms for management. In 
order to fully investigate these cases, a second 
operating theatre equipped for lower GI endos-
copy was added in Building Two in July 2012, and 
has been mainly used for this purpose since then.

In May 2017, CCHT was approached by CDHB 
and requested, along with St Georges Hospital 
Christchurch, to help by providing a flexible sig-
moidoscopy (FS) service for the management of 
patients less than 50 years of age with outlet-type 
rectal bleeding. The reasons for this request were: 

(i) emerging national and international data 
showing an appreciable increase in the incidence 
of colorectal cancer (CRC) in such young patients;9 
and (ii) CDHB did not have the capacity to investi-
gate these patients with endoscopy. 

The service was started at CCH in July 2017, 
and St Georges Hospital helped with provision of 
the service for the first 10 months. Patients were 
referred from the CDHB and from local GPs via 
Health Pathways. After a one-day bowel prepa-
ration, patients underwent un-sedated FS and 
were discharged immediately afterwards. By the 
end of 2020, 759 patients (381 male, 374 female, 
4 not specified; mean age of 36.64 years, ranging 
15–79 years) had a FS (32 at St Georges Hospital; 
727 at CCH), performed by 15 volunteer endosco-
pists. Among the findings were eight patients with 
CRCs and 212 with colorectal polyps; 74 of the lat-
ter had tubular adenomas or serrated polyps and 
required appropriate follow-up. Were it not for this 
rectal bleeding service, diagnoses of some of these 
colorectal pathologies would have been unduly 
delayed with serious prognostic consequences.                                                                                                                                    
Patients with CRC and serious colorectal pathology 
were referred back to CDHB; those with haemor-
rhoids and other benign causes for rectal bleeding 
were treated at CCH. In the absence of any relevant 
national or international guidelines, it was debat-
able which patients required a follow-up comple-
tion colonoscopy. Some local endoscopists thought 
the findings of advanced polyps or serrated lesions 
were necessary to merit such follow-up;10 others 
thought the presence of any colorectal polyps was 
sufficient cause. To resolve this issue, advice was 
sought from a group of international experts. Rec-
ommendations for criteria for completion colonos-
copy were formulated and published11 and have 
since been implemented as the minimum required 
standards at CCH. 

During the described eight-year period at CCH, 
a colonoscopy service was provided. This was for 
patients who had a previous FS at the CCH, with 
findings that indicated the need for completion 
colonoscopy, and those that had been declined by 
the CDHB for symptomatic investigation, as they 
did not meet the prioritisation threshold. Patients 
were referred on to CDHB after colonoscopy if: (i) 
their pathological findings indicated the need for 
inclusion in a regular surveillance programme; or 
(ii) there was significant pathology needing treat-
ment beyond what CCH could offer, such as large 
lesions needing endoscopic mucosal resection or 
operative surgical treatment.  The quality of the 
colonoscopy service at CCH from 1 October 2016 
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to 31 September 2017 was independently audited. 
The findings were that this service was safe and 
complied with the accepted quality indicators.12

FS is a quick, relatively safe and economic inves-
tigation. It is, however, uncomfortable for some 
patients. For this reason, modifications were tried 
in pre-procedure patient information systems and 
intra-procedural processes, with the objective of 
improving the experience for everyone having 
lower GI endoscopies. The whole Endoscopy Unit 
was upgrade in 2020 to improve the patient facili-
ties and to comply with new GESA guideline stan-
dard for endoscope cleaning and storage, which 
came into effect in February 2022.6

Dental and Oral Surgical Service
There was a high demand for the Dental Ser-

vices provided at the CCH, with the number of 
people needing dental treatment increasing all the 
time. There are subsidies and grants available from 
Work and Income New Zealand (WINZ) for emer-
gency care and relief of pain for low-income adults 
to allow them to be treated in the community by 
both private dentists and the Dental Department of 
Christchurch Hospital. However, this WINZ benefit 
did not cover the cost of routine dental care.  

Since June 2012, CCH has offered treatment for 
the WINZ beneficiaries who have been referred 
from local dentists and who might not have oth-
erwise been able to access necessary dental care. 
These people could no longer be treated at the 
Dental Department of Christchurch Hospital for 
routine dental care because of changes to the cri-
teria for admission. The treatment needed could 
be complex and difficult, and the patients them-
selves often presented with complicated medical, 
psychiatric and social issues. They were a vulner-
able population group, with great needs for treat-
ment that were financially out of their reach.

During the eight-year period, dental surgeons 
and assistants volunteered their time and exper-
tise, providing a total of 3,833 dental treatments 
at an average of 2.5 service sessions a week. The 
dentists offered a single course of treatment for 
adult WINZ beneficiaries (who had exhausted 
their annual $300 WINZ dental grant) to get 
them “dentally fit”. Treatments offered included 
check-ups, cleans and periodontal treatment, 
extractions, root canal treatment on front teeth 
and fillings. Complex oral surgery extractions 
were done using intravenous sedation. More 
recently nitrous oxide sedation was introduced, 
making routine dentistry much easier for many 
of the patients who suffered from anxiety and had 

a deep fear of dental treatment. The efficiency of 
the dental service was significantly improved by 
the purchase and installation of an Orthopanto-
mogram X-ray machine in March 2019.

Between 2013 and 2019, nine dental technicians 
from three companies staffed a denture clinic at 
CCH once a fortnight. Here, they provided full and 
partial dentures to those in need. The denture ser-
vice was suspended in 2020 as a result of the COVID-
19 pandemic.

Counselling—Terror attacks
Around the time of the Canterbury earthquakes 

on 22 February 2011, CCH started a free counsel-
ling service for self-referred people and those 
referred by healthcare, social and care workers. 
This service continued afterwards but slowly 
reduced with time in numbers of referrals.  As a 
consequence of the previously established local 
counselling networks and the nimble way CCHT 
was accustomed to reacting to change, in March 
2019, following the terrorist attacks at the Christ-
church mosques, the CCH was able to immediately 
ramp up its counselling service. This offered help 
to victims, their families and others who felt they 
needed support dealing with the mental and psy-
chological impact of the shootings—it involved an 
extra 13 counsellors. While little is known about 
the effectiveness of therapeutic interventions in 
the recovery phase of disasters, it is recognised 
that, although immediate support is very import-
ant, it also allows for people experiencing more 
extreme reactions to be quickly identified, assessed 
and referred for further assistance as required. 

There were 999 appointments for counselling 
between 15 March and September 2019. Most 
were terror- attack-related but, as all counselling 
records are strictly confidential, the total numbers 
of counselling sessions could not be classified by 
reason for referral, types of counselling received 
or of what methods were used.

Effect of COVID-19 pandemic
The COVID-19 pandemic started in New Zea-

land with the first case on 28 February 2020. The 
pandemic had a serious impact in reducing the 
volume of work that could be done at CCH during 
the extended periods during which the hospital 
was unable to open. At the time of the initial lock-
down period on 15 March, CCHT management 
started consulting with CDHB and followed Minis-
try of Health (MoH) advice as indicated.

Discussions were held with CDHB. It was sug-
gested that, if the pandemic accelerated rapidly, 
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CCHT might be used as either a small isolation 
unit or as an overflow unit for cases needing 
ventilation. An assessment was made of the 
equipment and facilities at CCH, including the 
number of patient ventilators. A non-DHB hospi-
tals COVID-19 reaction group was set up. This was 
coordinated by the CDHB and met on the internet 
(Zoom) most days of the week during the Level 
4 lockdown to discuss plans, exchange ideas and 
update everyone with events. As the pandemic 
did not escalate, CCH remained in lockdown until 
MoH recommendations changed to Level 2 on 13 
May 2020. Then CCH gradually returned to nor-
mal levels of clinical activity but implemented 
precautions as outlined by the MoH for general 
situations and by the Dental Council of New Zea-
land, in regard to Dental and Oral Surgery.

Clinical research
During the eight-year period, CCHT undertook 

and published some original clinical research. 
One important component was a research proj-
ect to assess the efficacy of the counselling service 
offered to the Christchurch earthquake victims in 
2011. During 2017–2020, a randomised sub-sam-
ple of 60 (15% male, 85% female; mean age of 
53.67 years, SD=15.5, ranging 14–91 years) from 
the 858 patients who had attended the counselling 
service between 2011–2012, were contacted and 
interviewed to ascertain how helpful the counsel-
ling had been. The number of sessions attended 
ranged from 1–20 (mean=3.28) with anxiety, low 
mood, sleep disturbance, earthquake trauma, 
stress and difficulties coping as the main present-
ing problems. While a small number were dissat-
isfied with the number of sessions offered, and 

not having a choice in the gender of their counsel-
lor, the large majority found the counselling very 
helpful. 

The Short Form 36 Health survey (SF-36) was 
used to assess the patients’ psychological wellbe-
ing at the time of interview.13 Table 4 shows the 
CCH sub-sample SF-36 subscale scores were con-
siderably lower than the SF-36 participant scores 
in the 2006/07 New Zealand Health Survey. This 
suggests the patients attending the CCH Counsel-
ling Service were significantly less well than the 
general population at the 95% confidence level. 
These findings are supported in the study by Spit-
tlehouse et al (2014),14 where it was found that 212 
participants, aged between 45–54 years and liv-
ing in post-earthquake Christchurch, also had sig-
nificantly lower scores on the mental health and 
wellbeing scales of SF-36 compared to 2006/07 
national data. 

CCHT staff and volunteers undertook and pub-
lished other clinical research including: a survey 
of outcomes for open mesh repair of inguinal her-
nia at CCH;16 a pilot study of methods to assess 
unmet secondary healthcare needs in New Zea-
land;17 and a report on Southern DHB’s colonos-
copy service.18 They also published on a number 
of healthcare issues including: the importance of 
measuring unmet healthcare need;19,20 variation in 
policies for management of inguinal hernias;21,22 
adequacy of public healthcare funding;23,23 phy-
sician advocacy in the twenty-first century;25 
the code of rights and bowel cancer screening;26 
enhanced bowel screening by FS;27 effects of Neo-
liberalism on healthcare;28 towards a better world 
after COVID-19;29 and adequacy of publicly funded 
colonoscopy services in New Zealand.30

Table 4: Comparing CCHT SF36 subscale scores with the New Zealand Health Survey.

New Zealand Health Survey 2006–0715 CCHT Sample 2011–2012

Scale scores Mean SD 95% CI Mean Mean SD 95% CI Mean

Emotional limitations 93.7 15.0 93.3–94.1 58.63 44.00 47.26-70.00

Energy fatigue-vitality 64.0 18.4 63.4–64.4 48.67 20.06 43.83–53.85

Mental health– emotional 
wellbeing

82.2 13.2 81.9–82.7 71.65 19.99 61.32–71.65

(Frieling et al, 2013, Table 4, 28)15 
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CONCLUSIONS
It became clear at the time of the Health Reforms 

of the 1990s, that there was a large amount of 
chronic unmet need for secondary elective health-
care in Aotearoa New Zealand. This was estimated 
to be about 9% in the adult population,17,31 and was 
undoubtedly higher in Māori and Pasifika commu-
nities, and those living in poverty. The CCHT has 
done extensive research on this subject and made 
numerous public calls for the quantity and nature 
of the unmet secondary elective healthcare need 
to be estimated repeatedly, independently and 
transparently, using validated population survey 
techniques.7,32 However, until recently, succes-
sive governments and public health officials have 
shown little interest in measuring the size of this 
problem or doing anything substantial to address 
it. The CCHT was formed with the specific intent of 
offering as much help to as many of these people as 
possible to reduce their unmet healthcare needs.

During the eight-year history of the CCHT 
described in this article, secondary elective ser-
vices provided by the CDHB changed periodi-
cally with time. The CCHT attempted to respond 
to these changes by trying to fill the moving gap 
between what the public and private healthcare 
systems provided. Although CCHT could never 
address all the unmet need, it was successful in 
providing quite large numbers of interventions 
across a diverse range of services, thanks to the 
unfailing generosity of the Canterbury public and 
the army of hospital volunteers that worked so 
tirelessly. 

The main changes to the services offered by CCHT 
since the end of 2012 were: the sudden increased 
need for counselling after the Christchurch terror 

attacks; the expansion of the dental and oral sur-
gery service; and the increased endoscopy ser-
vice. Most of the other services remained largely 
unchanged but some, such as general surgery 
reduced as CDHB reintroduced some elective ser-
vices. The largest overall influence on the activ-
ities of the CCHT was, however, the COVID-19 
pandemic, which unfortunately led to periods of 
closure or reduced services.

One area of improvement was better coop-
eration between CCHT and CDHB. This was par-
ticularly evident in the direct patient referrals 
from the latter to the FS rectal bleeding service 
run by the former. There was also cooperation 
in the organisation of dermatology days by the 
two organisations. Many possibilities remain, 
however, for greater future cooperation between 
them, particularly regarding the use of CCHT facil-
ities, for example, for elective day surgery for low-
risk general surgery cases.

The large amount of unmet secondary elective 
healthcare is not only a Canterbury problem, but 
actually a national one. This is attested by the fact 
there has been an Auckland Regional Charity Hos-
pital since 2009, and planning started for a South-
land Charity Hospital in Invercargill in 2019. 
These developments resulted from the human-
itarian actions of local communities reacting 
to the unmet healthcare needs of their fellow 
citizens. It is earnestly to be hoped that present 
and future governments awaken to the fact that 
investment in health is not only a characteristic 
of a properly functioning society, but it has also 
been shown to be extremely economically advan-
tageous.33 If they do not do so, the likely long- 
term consequence will be “a charity hospital in 
every town”.34 

Canterbury Charity Hospital: www.charityhospital.org.nz
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