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Executive Summary 

The purpose of the Taranaki Palliative Care Plan is to develop a systematic and informed approach to 

the provision and funding of palliative care services in our district.  The plan is intended to prepare 

our services to meet the identified need for palliative care in the future. 

 Palliative care is an approach which aims to optimise a person’s  quality of life until death by 

addressing the person’s physical, psychosocial, spiritual and cultural needs; and supporting  their  

family, whanau, and other caregivers where needed.   

Our population is aging, with a growing number of older people living longer with chronic conditions.  

In addition to people with cancer who have been the traditional users of palliative care services, this 

group of older people could also benefit from palliative care.  This is contributing to a growing 

demand for palliative care services. 

 This plan was developed using a consultation approach, which included   both consumers and 

providers, to identify strengths and gaps in existing services.  The plan seeks to build on existing 

services to meet future need.  Key to achieving this is the development of the competency and 

capability of generalist/primary palliative care providers to care for those at end of life whose needs 

are non-complex.  These providers will be supported by Specialist Palliative Care Services, who will 

also provide care for those with complex needs. 

Formal partnerships between specialist and primary palliative care providers are required to clarify 

roles and responsibilities.  There is also a need to include evaluation of improved access and 

effectiveness from the perspective of patients, families and whanau.  Effective planning for palliative 

care must align with the development of primary care services, including the management of 

chronic/ long term conditions.  Whilst most people who will benefit from a palliative approach are 

older, the needs of children, young people and adults under the age of 65 must not be forgotten. 

Reorientation and greater integration of the current system will provide increasing opportunities for 

shared care and access to specialist services based on assessed need rather than diagnosis or 

geographical location.  Using this approach the majority of care would therefore be provided by the 

generalist/primary palliative care provider, with support from the specialist palliative care team. 

Developing the capacity of primary/generalist providers is therefore critical to achieving the vision of 

the Palliative Care Strategy.   

Key issues identified through consultation include limited afterhours GP access,  an absence of  

advance care planning, the lack of a palliative approach in hospital services , the need for support for 

carers, acknowledgement  that greater palliative care skills  are required  in aged care facilities and a 

growing need for education and training. 

The plan outlines seven strategies for the sustainable delivery of Palliative Care in Taranaki:  

1. Develop and Support Models of Care to Meet Population Need 

2. Workforce Development and Education 

3. Develop a Palliative Care Approach in TDHB Hospital and Specialist Services 

4. Implement Advance Care Planning 

5. Provide Support for Family/Whanau Carers 

6. Improve Access to Information for Providers and Consumers 

7. Measure Quality and Outcomes 
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Purpose 
The purpose of the Taranaki Palliative Care Plan is to develop a systematic and informed approach to 

the provision and funding of palliative care services through the implementation of the vision of the 

Palliative Care Strategy: 

“All people who are dying and their family/whanau who could benefit from palliative care have 

timely access to quality palliative care services that are culturally appropriate and provided in a co-

ordinated way.” 

The plan aims to support the building of a palliative care culture in which: 

• All providers, where necessary, adopt a palliative care approach 

• There are good linkages with and between palliative care service providers 

• People are aware of the palliative care services that are available in their communities 

Therefore the vision for the Taranaki Palliative Care Plan is: 

An integrated and co-ordinated palliative care service which provides all people with palliative care 

needs, their families and whanau, equitable access across Taranaki to an appropriate level and 

quality of palliative care services, provided in a culturally appropriate way. 

Project Approach 
A steering group (Appendix 1) was established to oversee the development of the draft plan, identify 

stakeholders for engagement and review the proposed actions. A comprehensive consultation was 

undertaken of providers, patients and potential consumers of care to inform the development of the 

plan, and provide an opportunity to engage the community in understanding what palliative care is, 

who provides it and who may benefit. 

Through the consultation process, a SWOT (strengths, weaknesses, opportunities and threats) 

analysis was undertaken to identify what was valued from current services provided, and identify 

issues and concerns to be addressed in the development of a palliative care plan. The summarised 

points from this SWOT analysis can be found in Appendix 5. 

Once the Draft Palliative Care Plan was finalised, a further community consultation was carried out 

which invited feedback on the Draft Plan itself. The consultation was undertaken from 14 January – 8 

February 2014, and the summary of this feedback is provided in Appendix 7. 
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Introduction 

What is palliative care? 

Palliative care is defined internationally by the World Health Organisation (2002) as: 

 “An approach that improves the quality of life of patients and their families facing the problems 

associated with life-limiting or life-threatening conditions, through the prevention and relief of 

suffering by means of early identification and impeccable assessment and treatment of pain and 

other problems, physical, psychosocial and spiritual. Palliative care: 

• provides relief from pain and other distressing symptoms; 

• affirms life and regards dying as a normal process; 

• intends neither to hasten nor postpone death; 

• integrates the psychological and spiritual aspects of patient care; 

• offers a support system to help patients live as actively as possible until death; 

• offers a support system to help the family cope during the patient’s illness and in their own 

bereavement; 

• uses a team approach to address the needs of patients and their families, including 

bereavement counselling, if indicated; 

• will enhance quality of life, and may also positively influence the course of illness; 

• is applicable early in the course of illness, in conjunction with other therapies that are 

intended to prolong life, such as chemotherapy or radiation therapy, and includes those 

investigations needed to better understand and manage distressing clinical complications.” 

A New Zealand specific definition of palliative care Palliative Care Subcommittee, NZ Cancer 

Treatment Working Party (2007) has been developed which defines palliative care as:  

Care for people of all ages with a life-limiting or life-threatening condition which aims to: 

1. Optimise an individual’s quality of life until death by addressing the person’s physical, 

psychosocial, spiritual and cultural needs. 

2. Support the individual’s family, whanau, and other caregivers where needed, through the 

illness and after death. 

Palliative care is provided according to an individual’s need, and may be suitable whether 

death is days, weeks, months or occasionally even years away. It may be suitable sometimes 

when treatments are being given aimed at improving quantity of life. 

It should be available wherever the person may be. 

It should be provided by all heath care professionals, supported where necessary, by 

specialist palliative care services. 

Palliative care should be provided in such a way as to meet the unique needs of individuals 

from particular communities or groups. These include Maori, children and young people, 

immigrants, refugees, and those in isolated communities. 

The New Zealand definition advocates that palliative care is best delivered through an integrated 

approach to care that recognises the roles and responsibilities of both palliative care generalists and 

specialists, in meeting palliative care need. This integrated model or framework of care delivery is 

essential for effective palliative care provision.  Further, the definition recommends that the 

patient’s primary care team will continue to provide continuity of care through illness; and 

depending on need, the involvement of specialist palliative care may be episodic or continuous. 
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Generalist palliative care is palliative care provided for those affected by life limiting illness as an 

integral part of standard clinical practice by any healthcare professional who is not part of a 

specialist palliative care team. It is provided in the community by general practice teams, Maori 

health providers, allied health teams, district nurses, and residential care staff etc. It is provided in 

hospitals by general ward staff, as well as disease specific teams – for instance oncology, respiratory, 

renal and cardiac teams. 

Specialist palliative care is palliative care provided by those who have undergone specific training 

and/or accreditation in palliative care/medicine, working in the context of an expert interdisciplinary 

team of palliative care health professionals. Specialist palliative care may be provided by hospice or 

hospital based palliative care services where patients have access to at least medical and nursing 

palliative care specialists. Specialist palliative care will be provided through accredited services (or 

organisations) that work exclusively in palliative care and meet specific palliative care standards as 

they are developed nationally. Specialist palliative care practice builds on the palliative care provided 

by generalist providers and reflects a higher level of expertise in complex symptom management, 

psychosocial support, grief and bereavement.  Specialist palliative care provision works in two ways: 

1. Directly – to provide direct management and support of patients and families/whānau 

where more complex palliative care need exceeds the resources of the generalist provider. 

Specialist palliative care involvement with any patient and the family/ whānau can be 

continuous or episodic depending on the changing need. Complex need in this context is 

defined as a level of need that exceeds the resources of the generalist team – this may be in 

any of the domains of care – physical, psychological, spiritual, etc. 

2. Indirectly – to provide advice, support, education and training of other health 

professionals and volunteers to support the generalist provision of palliative care provision. 

The New Zealand definition of palliative care advocates generalist and specialist services need to be 

part of an integrated framework of care provision which may be facilitated through local and 

regional networks, with defined formal linkages to key services including community primary care, 

local acute hospitals, regional cancer centres, and other regional palliative providers.  

Paediatric palliative care is recognised as different to adult palliative care.  The World Health 

Organisation (WHO) definition of palliative care for children defines paediatric palliative care as “a 

special, albeit closely related field to adult palliative care”. 

 WHO’s definition of palliative care appropriate for children and their families is as follows (the 

principles also apply to other paediatric chronic disorders): 

• Palliative care for children is the active total care of the child’s body, mind and spirit, and also 

involves support for the family. 

• It begins when illness is diagnosed, and continues regardless of whether or not a child receives 

treatment directed at the disease. 

• Health providers must evaluate and alleviate a child’s physical, psychosocial, and social distress. 

• Effective palliative care requires a broad multidisciplinary approach that includes the family and 

makes use of available community resources. It can be successfully implemented even if 

resources are limited. 

• It can be provided in tertiary care facilities, in community health centres and even in children’s 

homes. 
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The New Zealand definition supports the provision of specialist palliative care for children and young 

people in collaboration with formally trained or experienced paediatric health care professionals 

either community (e.g. GP, district nurse) or hospital based. The definition notes that in New 

Zealand, home is the preferred and usual location for palliative care for children and young people, 

however  recognises  that some children and young people spend long periods of time in tertiary 

hospitals (e.g. Starship Children’s Hospital) far from the primary care team. 

Why do we need a plan? 

District Health Boards are responsible under the New Zealand Public Health and Disability Act 2000 

to seek the optimum arrangement for the most effective and efficient delivery of health services in 

order to meet local and regional need.  Other objectives include promotion of integration of 

secondary and primary health services and the reduction of health disparities for Māori and other 

population groups.  This is in the context of a growing demand for services including palliative care, 

and current fiscal constraints which require District Health Board’s to live within their means. 

Palliative care is recognised by the World Health Organisation as an important public health issue 

because of worldwide population aging, the increasing number of older people in most societies, 

and insufficient attention to their complex needs as they live with and die from chronic debilitating 

conditions (WHO, 2011). The changing age demographic of the New Zealand population and changes 

in clinical practices which have influenced the trajectories of illness (Lynn and Adamson,  2003) has 

meant an increasing number of people living longer with chronic conditions who could also benefit 

from palliative care are contributing to the growing demand for palliative care services.  

Formal partnerships between specialist and primary palliative care providers are needed,   which 

include evaluation of improved access and effectiveness from the perspective of patients, families 

and whanau.  Effective planning for palliative care must align with the development of primary care 

services, including the management of chronic/ long term conditions.  Whilst most people who will 

benefit from a palliative approach are older, the needs of children, young people and adults under 

the age of 65 must not be forgotten. 

Flexible models of care are required to enable the range of needs (across the dimensions of physical, 

psychosocial, spiritual, cultural and family/whanau wellbeing)   to be met across care settings and 

geographical locations.  Reorientation and greater integration of the current system will provide 

increasing opportunities for shared care and access to specialist services based on assessed need 

rather than diagnosis or geographical location.  Action is necessary to change historical service 

delivery arrangements and funding models which perpetuate inequalities. 

A Palliative Care Plan (as outlined in the Cancer Control Strategy Action Plan 2005-2010) will provide 

direction to implement the Palliative Care Strategy (Ministry of Health, 2001) in Taranaki.   Key to 

achieving the vision of the Palliative Care Strategy and sustainably meeting the needs of our 

population is the development of the competency and capability of generalist/primary palliative care 

providers to care for those at end of life with non-complex needs, supported by Specialist Palliative 

Care Services. Specialist Palliative Care Services must focus their direct care on those with complex 

needs and provide support, advice and training to the generalist/primary palliative care providers in 

order to enable access to palliative care for all those who would benefit. This plan outlines the 

actions necessary to achieve this.  
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Background 

Palliative care services in Taranaki, in common with the rest of New Zealand, developed with local 

champions leading service and facility development.  Hospice services did not develop in the context 

of a differentiated specialist and generalist palliative care model recognised in today’s definitions, 

but focused on specialising in care of the dying. 

A dedicated palliative care service began in Taranaki with the establishment of Hospice Taranaki 

twenty years ago.  Operating initially as a community based service with a day care facility, a six bed 

inpatient unit was opened in 1996 in a ward at Taranaki Base Hospital.   In 2004 following significant 

fundraising, a purpose built six bed stand alone inpatient facility (Te Rangimarie Hospice) was 

opened on the site of the day care facility adjacent to Taranaki Base Hospital.   In 2012 construction 

is underway on a new wing incorporating a training suite.  This is in response to   the   growing role 

played by Hospice Taranaki,  as the specialist palliative care provider for the region,  in  educating 

other health care providers about the provision of  quality palliative care. 

The New Zealand Palliative Care Strategy (Ministry of Health, 2001) identified a set of essential 

services for dying people (including assessment, care co-ordination, clinical care and support) and 

recommended a flexible service configuration that builds on existing services, is aligned with the 

direction for primary care  and coordinates access to services via local and specialist palliative care. 

As a model, integrated care was promulgated for palliative care in both the Palliative Care Strategy 

(Ministry of Health, 2001) and the New Zealand Cancer Control Strategy (Ministry of Health, 2003).   

The Government initiative of Better, Sooner, More Convenient  (BSMC) requires District Health 

Boards to deliver seamless integrated care to patients closer to home with health providers working 

in collaborative partnerships, removing barriers and creating a continuous health service (Ministry of 

Health, 2011). Ham et al (2011) suggest barriers to implementation of integrated care include 

organisational complexity, divisions between GP’s and Specialists, perverse financial incentives and 

the absence of a single electronic medical record.  Critical success factors for a best practice 

integrated end of life care model have been identified as: universality, care coordination, assured 

access to a broad range of basic and advanced end of life service and end of life care regardless of 

setting (Canadian Hospice Palliative Care Association, 2010).  They recommend best practice 

includes common assessment tools, collaborative care plans, interdisciplinary teams, consistent care 

across settings and support for family caregivers - which they argue have been proven to improve 

patient and family satisfaction and reduce health care costs. 

Integrated care is core to Better, Sooner, More Convenient and can be achieved for palliative care in 

Taranaki by a combination of: 

• equipping generalist providers with increased knowledge and skills in a palliative approach 

• making  specialist assessment and coordination  available closer to the patient, including in 

rural areas 

• initiating and formalising partnerships with specialist and generalist palliative care providers 

• making clinical information  available across  settings 

With the predicted increase in demand and a limited specialist workforce, developing the capacity of 

primary/generalist providers is critical to achieving the vision of the Palliative Care Strategy.   
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Population profile 

The Taranaki District Health Board Annual Report 2010-2011 identifies that the population of 

Taranaki is 104,280.   At 68, 901 the majority of the population are resident in the New Plymouth 

District, with a further 26,487 people resident in the South Taranaki District and 8,892 in the 

Stratford District. The densely populated centres include New Plymouth City in North Taranaki, 

Stratford in Central Taranaki, and Hawera in South Taranaki. The rest of the population is scattered 

in and around small rural centres. 

 

 

 

 

 

 

 

 

Age Distribution 

The proportion of people over the age of 65 at 14.8% is higher than the national average of 12.3%, 

however only 4.7% of the Maori population resident in Taranaki are aged over 65 years (Census 

data, 2006). Whilst the total Taranaki population is ageing, the Maori population is very young.  

Maori under the age of 15 years comprise 35.9% of the Taranaki Maori population compared to 

21.8% of the New Zealand population. 
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 Age Structure of Taranaki DHB, 2010  

 Māori Population (Black line) and Total Taranaki Population (Gray Shadow)  

 Table sourced from Ratima and Jenkins, 2012  

 

Ethnic composition 

77% of people in Taranaki identify as European compared with 67.6 % for New Zealand as a whole.  

Maori make up 15.8% of the population compared with 14.6% for all of New Zealand, and account 

for 21.7% of the South Taranaki population.  Pacific people make up 1.3%, and 2.1% identify as 

Asian.  

 

 

(NZ Census, 2006) 
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Assessment of Need 

Over the last three years, a comprehensive assessment of the need for palliative care for New 

Zealand has been undertaken by the Palliative Care Council.  The assessment is based on a 

framework developed in the United Kingdom, with modifications to the methodology from an 

Australian model for estimating the palliative care population (Palliative Care Council, 2011).  For the 

first time, the number of people on a national and regional basis who might benefit from palliative 

care has been estimated. 

Phase one of this work (ibid) predicted the need for palliative care on a population basis using 

population demographic data and projections by age and ethnicity. The greatest users of palliative 

care are people over the age of sixty five. The estimated proportion of people over sixty five in New 

Zealand in 2006 was 12.2 percent and is predicted to increase to 19 percent by 2026.  The 

proportion of the population aged over 85 is predicted to increase from 1.4 percent in 2006 to 2.3 

percent in 2026.  For the Taranaki DHB region, the population of those aged over 60 is predicted to 

increase from 21,030 in 2006 (19.6 % of the total population of 107,440) to 33,300 in 2026 (30.3% of 

the projected population 109,980). 

Predicting how many people may need palliative care is an emerging area of study and is based on 

estimates. Palliative Care Australia (2003) suggest that for cancer patients, ninety percent of patients 

who die of cancer should be referred to a specialist palliative care service for assessment, seventy 

percent should receive ongoing consultancy (as short term or intermittent support) from a specialist 

palliative care service, and twenty percent of people whose needs are likely to be complex will 

require ongoing input from a specialist palliative care team.  For those with non-malignant disease, 

they suggest referral of fifty percent of patients for specialist assessment; thirty percent will require 

ongoing consultancy and ongoing care by the specialist palliative care team for ten percent of these 

patients. 

 

A

B

C Specialist 

palliative care

Primary palliative 

care with specialist 

support

Primary 

palliative 

care

Groups Level of need

 

% of all deaths 

 

12.3% 

 

 

39.8% 

 

 

 

41.1% 

 

6.5% palliative care not feasible 
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Model of palliative care need within a population of patients who have a life-limiting or life-

threatening condition (Palliative Care Council 2012, adapted from Palliative Care Australia, 2005) 

Using this approach which focuses on level on need rather than diagnosis or prognosis, the majority 

of care would therefore be provided by the generalist/primary palliative care provider, with support 

from the specialist palliative care team. 

Of significance for predicting palliative care need in the Taranaki district is the prevalence of 

conditions including cancer, cardio vascular disease (CVD) and renal disease for Maori.  Palliative 

care, which was once focussed on those dying of cancer, is now recognised to improve the quality of 

life of all those with life limiting conditions whose death can be anticipated within the year.   

Cancer remains the leading cause of death in New Zealand (Ministry of Health, 2011) and reducing 

the burden of cancer remains a health priority. A recent analysis of trends in cancer survival 

(Soeberg et al, 2012) demonstrates that while there have been improvements in cancer survival, 

Maori and those with low incomes have poorer survival than non-Maori and those with higher 

incomes.   

There is evidence to suggest deprivation is an important factor in determining palliative care 

resource needs (Palliative Care Council, 2011) and must be considered in efforts to allocate health 

resources and reduce inequality. 

This has particular relevance for the communities of South Taranaki who in 2006 (Census data) had a 

NZ Deprivation Index score of 6.7 compared to a score of 5.2 for the wider Taranaki Region. In 2006 

27% of people in South Taranaki were living in communities with a deprivation index of 9 or 10, 

compared to the rest of Taranaki who made up 10%.  The most deprived areas in South Taranaki 

include Kaponga, Waitotara, Patea, Waverley, Opunake and Manaia ( Jenkins and Simmons, 2011) 

 

Need for Inpatient Palliative Care Beds 

Phase Two of the National Health Needs Assessment for Palliative Care (Palliative Care Council, 

2012) has reviewed access to palliative care provide by specialist palliative care services and primary 

palliative care providers.  As there is no specific data collected currently by primary palliative care 

providers, a number of proxy measures were used, including information from General Practice, 

Aged Residential Care, Public Hospitals, District Nursing Services, Home Support Services and the 

National Liverpool Care Pathway for the Dying Patient (LCP) Office. 

The need for inpatient palliative care beds by DHB population was estimated in Phase Two to meet 

the predicted need for palliative care identified in phase one.  Phase Two indicates Taranaki does not 

need further specialist palliative care beds.  This contrasts with a number of other DHB regions who 

do not have sufficient specialist beds to meet current or predicted demand. 
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Strategies for sustainable palliative care 

Strategy One- Develop and Support Models of Care to Meet Population Need 

Meeting the increasing demand for palliative care requires a strategy which will optimise the skills of 

both specialist and primary/generalist palliative care providers.  A “right service, right time, right 

place” approach supported by ongoing competency development will maximise the skills of all 

providers and increase the opportunities for accessing palliative care. With the predicted increase in 

demand and a limited specialist workforce, developing the capacity of primary/generalist providers 

is critical to achieving the vision of the Palliative Care Strategy.   

The Ministry of Health has developed a Resource and Capability Framework for Integrated Adult 

Palliative Care Services to differentiate the levels of palliative care services using a role delineation 

approach (Ministry of Health, unpublished.)  The framework describes the relationships between 

generalist and specialist providers of palliative care and is primarily a tool for funders to support the 

purchase and delivery of appropriate services and assist in workforce development.Delineation of 

the roles in palliative care gives clarity to providers about which components of palliative care 

should be provided by whom (Palliative Care Council, 2012a). 

The differentiation between specialist and generalist palliative care was outlined in the Palliative 

Care Strategy (2001), however there has been little common understanding across New Zealand of 

what specialist palliative care is and what is generalist.While specialist palliative care providers may 

be able to define palliative care in accordance with the delineation between specialist and generalist 

providers, many generalist providers struggle to define palliative care (Gott et al, 2011). 

A Partnership Approach  

Building palliative care services exclusively around a specialist service can result in the deskilling of 

generalist providers such as general practitioners (GP’s) and district nurses (Clark and Neal, 1994).           

The sense this has occurred in Taranaki was identified on a number of occasions by a variety of 

providers in the consultation feedback.  The establishment of formal partnerships between specialist 

and generalist palliative care providers builds both confidence and skills of the generalists to reclaim 

end of life care as a key component of usual health care practice.  Increasing the palliative care 

competency of generalist providers raises the threshold for referral to specialist services for those 

whose needs exceed those of their generalist provider. 

A systematic literature review identified five key factors which could enhance partnership working 

between specialist and generalist palliative care providers: good communication between providers; 

opportunities for education; clear definition of roles and responsibilities; access to specialist 

palliative care; and coordinated and continuous support (Gardiner, Gott and Ingleton, 2012) 

The Palliative Care Partnership (see Appendix 6) is a New Zealand approach to partnership between 

specialist palliative care services and primary care.  External evaluation of the partnership model 

(McKinlay& Bain, 2007) recommended its adoption in other areas and this has been supported by 

both Hospice Taranaki and General Practitioners in local consultation.  Support is also indicated for 

the establishment of formal partnerships with non- palliative specialist services including paediatric 

services (already in place), dementia services and renal services. 
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General Practitioner (GP) Home Visits 

Barriers which impact on GP’s provision of palliative care as people approach the end of life include 

a lack of time and remuneration, lack of training, knowledge and resources and experience in 

palliative medicine; and an unwillingness to provide homecare and after hours visits.  However there 

is evidence that involvement of GP’s enable more terminally ill people to die at home as preferred 

by patients and their carers (Palliative Care Australia, 2010) 

Access to GP services after hours, and for patients unable to travel to the GP surgery was frequently 

identified as an issue.  Whilst the Midlands Regional Health Network (MRHN) has a scheme in place 

(see Generalist stocktake, Appendix 4 ) there was concern expressed that  GP’s are not always 

available, resulting in admission to the Emergency Department. Further, there is uncertainty around 

the continuation of the service as it has no specific DHB funding allocated and may be discontinued 

at the discretion of the MRHN.   

Care Coordination  

Specialist care coordination is identified in the Specialist Palliative Care Tier Two Service 

Specifications as an intrinsic part of specialist palliative care.   Care coordination is intended to 

include the facilitation of continuity of care and services; improve transfer of information, 

communication and liaison between care providers; implement advanced care planning and 

management in conjunction with the person, family and whānau and other health/support 

professionals; regularly review care provision through interdisciplinary team work; negotiate a 

transfer back to a person’s primary health care provider when the need for direct specialist palliative 

care involvement is assessed as no longer necessary and reduce inappropriate transfers (e.g. to 

hospital), and after hours emergency call.  Patients who receive their community nursing service 

from a provider other than Hospice Taranaki do not have access to this specialist service, nor to the 

same level of after hours care.  A review is needed to improve equity across Taranaki.  

Services for Maori 

“Illness, dying, death and grieving are a central part of Maori life” (Ngata, 2005) and cultural 

practices around death and dying must be considered in the development and delivery of palliative 

care services.  Maori led initiatives are recognised to increase Maori access and participation. 

Taranaki DHB is committed to Te Kawau Maro, the Taranaki Maori Health Strategy (TDHB, 2009) 

which advocates improving access and mainstream services and building Maori capacity to reduce 

health inequalities. 

 Health literacy describes how people access and understand health information and services 

needed to make appropriate health decisions (Ministry of Health, 2010).  Poor health literacy is 

recognised as a significant barrier to accessing health care and Maori have been identified as having 

low health literacy (ibid).  Around New Zealand palliative ‘navigator’ roles have been introduced to 

assist Maori to negotiate the health system and bridge the gap between the Maori view of the world 

and the predominantly western based medical approach. (See Appendix 4) 

 Kaiawhina are currently employed to work with whanau to help remove barriers that prevent access 

to help that is needed.  They are able to bring cultural expertise to work alongside clinicians and 

address the non-clinical but equally important concerns of whanau.   Consultation with Kaumatua 

and community based Kaiawhina around Taranaki indicated support for Kaiawhina to undertake 
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some training in palliative care to equip them to assist whanau to navigate and access available 

services. 

Services for Children and Young People 

TDHB Child Health Services and Hospice Taranaki have developed paediatric palliative care 

guidelines to support their partnership approach in the delivery of care to children, young people 

and their families/whanau.  These guidelines are one of a number of documents being considered to 

inform the implementation of the recently adopted national Guidance for Integrated Paediatric 

Palliative Care Services in New Zealand (2012).   

The national guidance identifies hospice services as a generalist provider of paediatric palliative care 

because they are traditionally focussed on care of adults.  The Starship Paediatric Palliative Care 

Team is recognised as the national specialist service and will work with the nurse co-coordinators 

and lead paediatricians (to be appointed) as proposed in the guidance, providing training and 

education.  Nurse Coordinator roles  will be a proportion of a full time equivalent and the national  

Clinical Lead for Paediatric Palliative Care has recommended investigation of regional opportunities 

for the development of this role in Taranaki (e.g. collaborate with Whanganui DHB) to ensure the 

role is sufficiently substantive to add value to service development and support. 

Consultation in Taranaki identified that the biggest gap in palliative services for children and young 

people and their families /whanau is access to grief and loss counselling and bereavement support 

which requires specific paediatric focussed expertise. 

Access to Home Support and Residential Care for Palliative Patients 

Feedback from a range of providers consulted identified that Hospice Taranaki provides a higher 

level of home support services (personal care and household help) for their patients compared to 

non-Hospice Taranaki patients with the same level of assessed need.  This is seen as inequitable and 

creates expectations which are unable to be fulfilled for patients if and when they exit the Hospice 

Taranaki service at six months.  At this point they are required to be referred to the Community 

Support Service (or Access Ability if they aged are under 65) who are responsible for access to long 

term home support services.  As most people who access palliative care are older, they or their 

spouse are often already known to the Community Support Service (CSS).  

 Separating the assessment of need from the coordination of services (which determines eligibility 

for the level of services) will minimise the inequity between Hospice Taranaki patients and those 

who would also benefit from a palliative approach, but do not need specialist services. All people 

referred to CSS who require services after six weeks are required to undergo an InterRAI assessment 

to put in place a plan of care which addresses current and future need for support services, including 

residential care as appropriate.   

For patients who require residential care, the consultation identified referrals from Hospice Taranaki 

for urgent entry to Hospital Level of Care are received late in the person’s care continuum.    Earlier 

referral would enable the development of a plan with a range of options including moving to the 

appropriate level of care when clinically indicated and remove the delay created by waiting for an 

InterRAI assessment.  The recent introduction of the Care Manager role by the CSS for patients with 

complex need will ensure continuity of care and timely information to prepare the patient and their 

family/whanau for entry to residential care.    
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Facilitating access to residential care is a core function of the Community Support Service rather 

than specialist palliative care services, and managing the funding for access to residential care is not 

commonly undertaken by other hospices in New Zealand.  Concern was expressed that acceptance 

to Hospice Taranaki services for people in need of hospital level of care can  be influenced  by the 

available funding stream  rather than need for specialist services. 

Actions to support implementation of this strategy  

1. Reorient  Specialist Palliative Care Services to focus on the provision of direct care for 

patients with needs beyond those able to be delivered by their primary palliative care 

providers (i.e. non specialist palliative care providers);  and education and support to these 

providers. 

2. Develop a formal partnership model/programme with General Practice teams to support the 

provision of primary palliative care and  prevent avoidable hospital admissions at end of life 

3. Develop Care Pathways between Hospice Taranaki as the specialist palliative care service 

and other specialist services (e.g. dementia, cardiac, respiratory and renal to improve access 

to specialist palliative care.  

4. Review the current model of specialist assessment of palliative need and care co-ordination. 

This includes assessment and care co-ordination for patients with complex needs who 

receive nursing services from district nursing services (Inglewood, Stratford, Opunake, 

Hawera, Patea, Mokau). 

5. Continue implementation of the Liverpool Care Pathway for the Dying in all aged residential 

care facilities (see Strategy Three) 

6. Develop Kaupapa Maori whanau centred primary palliative care options incorporating 

Kaiawhina/Navigator roles to increase access to services for Maori and enhance cultural 

appropriateness.  

7. Support the implementation of the Guidance for Integrated Paediatric Palliative Care 

Services in New Zealand (2012) to support these services in Taranaki.  

8. Investigate regional opportunities for collaboration in establishing the nurse co-ordinator 

role recommended in the Guidance for Integrated Paediatric Palliative Care Services in New 

Zealand (2012). 

9. Fund   access to Home Support Services and Hospital Level of Care for palliative patients via 

the Community Support Service. Hospice Taranaki continue to undertake the assessment for 

Home Support Services for up to six weeks. 

 

 

Strategy Two- Workforce Development and Education 

Palliative care workforce issues identified in the Palliative care Workforce Service Review (Health 

Workforce New Zealand, 2011)  included an aging workforce, recruitment and retention of palliative 

medicine specialists, a shortage of GP’s with an interest in palliative care, a shortage of nurses with 

specialist palliative care skill, confusion over advanced nursing practice in specialist palliative care 

and a need to define and develop the role of allied health professionals within the multidisciplinary 

team. 

 The need for more education to develop the competency and capability of generalist palliative care 

providers was identified by many providers during the consultation, with a particular focus on the 
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aged care sector.  Local access to palliative care education is limited in availability, and many 

generalist/primary providers indicated an interest in attending the Hospice New Zealand 

Fundamentals of Palliative Care training. While many providers indicate they would like to undertake 

training, there is no clear picture of what is required to meet the need. 

The opportunity to develop advanced practice roles for nurses (clinical nurse specialists and or nurse 

practitioners) was supported, with acknowledgement of the positive impact of existing roles (e.g. 

Older People’s Health, Cardiology) in meeting the needs of those with life limiting conditions.  The 

small specialist workforce will be unable to meet increasing demand for services without 

consideration of how to most effectively develop the workforce and utilise appropriately qualified 

staff. There are currently no mandated qualifications for Clinical Nurse Specialists however the 

National Professional Development Framework for Palliative Care Nursing in Aotearoa New Zealand 

(Ministry of Health, 2008) indicates nurses who practise in an advanced or extended role will be 

expected to gain additional experience and education at a Masters Level or equivalent. 

The development of the Resource and Capability Framework for Integrated Adult Palliative Care 

Services in New Zealand (Ministry of Health, unpublished) clarifies a nationally consistent approach 

to the composition and requirements of palliative care services as appropriate for the New Zealand 

context. It outlines services to be provided by specialist and palliative care providers, the staffing 

profile (including qualifications) and required service linkages. 

The majority of the aged care workforce is employed in roles variously identified as caregivers, 

health care assistants and support workers.  Access to palliative care training is variable, with no 

financial recognition and often the expectation to undertake to training on days off.  For caregivers 

there is little incentive to remain in the same position and develop palliative skills when other job 

opportunities pay at least the same wage without the emotional and physical burdens that 

accompany caring for those at the end of life.  

Building the Maori health and disability workforce is a priority for Taranaki DHB.  Whakatipuranga 

Rima Rau (WRR) is a Maori Health and Disability workforce development project which aims to 

increase the capacity and competency of the Maori Health and Disability workforce in Taranaki and 

includes initiatives such as funding support for Maori to undertake training.  Whanau Ora service 

provision has been identified as a high priority by the Maori community (Ratima and Jenkins, 2012).  

Consultation for this plan identified the Whanau Ora approach to contracting and service delivery as 

an opportunity to do things differently, with services built around the strengths and existing 

capability of Whanau and communities. 

Actions to support implementation of this strategy  

1. Expand the education team at Hospice Taranaki to increase the availability of the education 

programme for primary palliative care providers (which includes bereavement support), 

with information regarding upcoming courses published on the website. 

2. Undertake a Taranaki wide needs assessment for palliative care training and develop a 

training plan for primary palliative care providers. 

3. Taranaki DHB partner with Hospice Taranaki to lead the development of  advance practice 

nursing roles (e.g. Clinical Nurse Specialist, Nurse Practitioner) in palliative care, with a 

Taranaki wide  scope across providers. 
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4. Support education, professional development and qualifications for specialist palliative care 

staff in accordance with resource and capability requirements currently being finalised by 

the Ministry of Health and Hospice New Zealand. 

5. Incentivise participation through financial recognition in education programmes by 

unregulated workers employed  in the Aged Care Sector (facility and community based) 

6. Build Maori workforce capacity and capability in palliative care in collaboration with the 

Whakatipuranga Rima Rau (WRR) project to increase the Maori Health and Disability 

workforce in Taranaki, and aligned to a Whanau Ora approach.  

 

 

Strategy Three- Develop a Palliative Care Approach in TDHB Hospital and 

Specialist Services 

 

There is a need to ensure best practice palliative care occurs where death occurs.   Between 2003 

and 2007 34 % of all deaths in New Zealand took place in hospital (Palliative Care Council, 2011). In 

the year ending June 2011, 22% of deaths in Taranaki occurred in hospital.   

International research (Higginson and Sen-Gupta, 2000) has identified most people indicate a 

preference to die at home and this was supported by local consultation.  Limited social and family 

support can mean death at home is not always possible or seen as desirable for those who are 

reassured by the presence of medical expertise. The development of the new hospital wing with 

additional side rooms and en-suite bathrooms will vastly improve the physical surroundings, but 

does not assure a palliative approach.  

Barriers to providing palliative care for older people in acute hospitals have been identified as 

including a focus on acute or interventionist care, a lack of understanding of the benefits of palliative 

care for patients with non-malignant disease and the perception that older people are less requiring 

of palliative care because death is more expected than for a younger person (Gardiner et al ,2011) 

Specific roles for palliative care in the acute setting have been identified as:  assessment, symptom 

management and consultation; discharge planning for all palliative care patients; and education of 

health care providers throughout the hospital.  (Palliative care Australia, 2003) 

Hospice Taranaki currently provides a visiting service to Taranaki Base Hospital which is not 

formalised by agreement, memorandum of understanding or contract.  The draft Specialist Palliative 

Care Service Specifications require  that a hospital that does not have a specialist palliative care 

service, should have formal linkages to external specialist palliative care services. 

The consultation for this plan identified significant support from hospital staff to develop the service 

in terms of support and advice, rather than to necessarily require that patients be referred for 

acceptance by the hospice.  Referrals for palliative care were seen by a number of health 

professionals as a quick solution to empty beds, rather than a need for specialist palliative care 

services. 

Physician input recommended strengthening and formalising the existing service, and was 

supportive of a nurse led approach. A similar initiative is in place in Southland between Southern 

DHB and Hospice Southland. (Appendix 4) Suggestions for inpatient palliative care  included 

differentiating levels of care between those who would remain under their existing medical team 
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but with advice from specialist services, those who needed  discharge planning support and those 

who needed to be transferred as an inpatient to specialist palliative care services. 

Consultation with hospital staff found they are keen to enhance their skills in caring for people who 

are dying.  Nurses and junior doctors recognised the benefit of the introduction of the Liverpool Care 

Pathway for the Dying (LCP) to enable best practice palliative care in the last hours and days of life.   

Ellershaw (2011) identifies one of the most significant impacts of the LCP has been its influence at 

managerial, organisational and policy levels, to drive up the quality of care at the bedside. 

The LCP was developed as an integrated care pathway for the last hours or days of life based on care 

of the dying in the hospice setting, with the aim of transferring best practice to other settings.  It is 

designed to be used in the generic environment by generic staff but is best implemented with 

specialist palliative care support.  

End of life care pathways are included in the Draft Specialist Palliative Care service specifications in 

acknowledgement that they support best practice care of the dying, with the LCP being the Ministry 

of Health endorsed pathway.  

Actions to support implementation of this strategy  

1. TDHB to formally   contract the in-reach Palliative Care Services provided by Hospice 

Taranaki to Taranaki Base Hospital, and extend to Hawera Hospital, in alignment with the 

Draft Specialist Palliative Care Service Specifications. 

2. Establish the Palliative Care Clinical Nurse Specialist (CNS) role as a joint appointment 

(TDHB/Hospice Taranaki) role to provide the CNS with palliative medical specialist advice 

and professional support while promoting the hospital ownership of a palliative approach. 

3. The Palliative Care CNS to lead the implementation the Liverpool Care Pathway for Care of 

the Dying at Taranaki Base Hospital and Hawera Hospital. 

 

 

Strategy Four –Implement Advance Care Planning 

Advance Care Planning is a concept recognised as of growing importance in New Zealand and 

featured significantly in the consultation for the development of the plan.  It can be defined as  

“a process of discussion and shared planning for future health care that assists the individual 

to identify their personal beliefs and values and incorporate them into plans for their future 

health care” (Ministry of Health, 2011) 

 The number of people with life limiting conditions is increasing and improvements in technology 

have meant a greater range of options are available to treat people at the end of life.  Increasingly 

health professionals are acknowledging treatment options need to be considered in the context of 

patients own understanding of their current and likely future health and alongside patients personal 

values and cultural beliefs. In New Zealand, end of life costs in people with even poor prognosis are 

high. (Chan et al, 2011) identified people in the last year of life as having a high level of health care 

utilisation and that aggressive management in people with poor prognosis has been associated with 

more physical distress and worse overall quality of death as reported by the caregiver. They suggest 

it may be preferable to redirect the resources of interventions that have little or remote chance of 

benefit to provide better end of life care. 
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A New Zealand Advance Care Planning Co-operative was established in 2010 to establish a national 

collaborative approach to the implementation of advance care planning in New Zealand.  The 

approach   recognises the importance of engaging both health care providers and the wider 

community to bring about the cultural and behavioural changes needed and avoid over treating 

patients when they do not want it. The National Advance Care Planning Co-operative has developed 

a number of documents as a resource for people wanting to make an Advance Care Plan and a 

training package for health care providers.  

 

Action to support implementation of this strategy  

1. Establish a cross provider working party to lead the implementation of Advance Care 

Planning supported by formal training of health professionals in accordance with the 

National Advance Care Planning Co-operative recommendations. 

 

 

Strategy Five- Provide Support for Family/Whanau Carers 

The need for support and education for carers was a recurrent theme from consumers in the 

feedback.  A palliative approach recognises the importance of family/whanau carers and provides 

advice and support to them in addition to the patient.   As most people who would benefit from 

palliative care are older adults, their prime carer is often a spouse/partner who is also older and may 

have their own health concerns.   

Timely referral to services to support carers and planning of  care which recognises and supports end 

of life care requirements such as home based support services, carer support and respite care are 

necessary to ensure the carers are able to continue to provide care, be supported and have ready 

access to advice.   

Whanau/family are often very willing caregivers, but may not anticipate how long the period of care 

may be and how much it will require of them.  Issues of income support were raised, with a 

particular concern that in the end stages family members are willing to provide care, but must give 

up income, and sometimes employment, in order to do so.  

Actions to support implementation of this strategy  

1. Provide training and timely advice to carers to support their ability to deliver care to 

family/whanau members at the end of life. 

2. Provide access to a range of respite options (residential and at home) to assist carers to 

sustain their role caring for someone at the end of life. 

3. Provide information about access regarding  income support options 

4. Provide information about support groups for carers  

5. Provide access to bereavement support for carers, focussing specialist services on those with 

complicated grief. 
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Strategy Six- Improve Access to Information for Providers and Consumers 

Consultation with providers and consumers indicates a need to improve access to information about 

palliative care.  Consumers want to be able to find out what services are available and how to access 

them, and providers want access to information to support best practice and identify training 

opportunities.  Currently this information is difficult to access and there is no centralised source. 

Consumers requested information about palliative care be provided to community groups and  at 

marae.  Feedback was received that information needs to be provided via a range of media, 

including face to face opportunities. 

Actions to support implementation of this strategy  

1. Develop and promote the Hospice Taranaki Website as a key site for the region’s health 

professionals and consumers to access information about palliative care. 

2. Provide access to through the Hospice Taranaki and TDHB websites to evidence based 

palliative care guidelines to support primary palliative care providers. 

3. Develop a directory of services available to those with a palliative care need 

4. Develop culturally appropriate health information to build health literacy around palliative 

care and end of life care for Maori. 

 

Strategy Seven- Measure Quality and Outcomes 

Currently there is a lack of data collected on the provision of palliative care   needed to evaluate 

progress on realising the Palliative Care Strategy. The Palliative Care Council (2012a) has proposed 

an approach to measuring outcomes as a basis for monitoring and evaluating progress in palliative 

care.  The approach links strategic outcomes to the actions and activities of health providers and 

contributes to the development of continuous improvement.  Outputs (activities and services 

delivered) are differentiated from outcomes, which are the result of delivering the outputs.  Key 

components of the palliative care framework articulated by the Palliative Care Council are: 

• Sufficient capacity 

• Appropriate referrals 

• Continuity and coordination of carte 

• Best Practice is followed 

• Palliative care meets the needs of patient, family and whanau 

The palliative care outcomes framework provides an approach establish meaningful indicators to 

measure progress in achieving the vision of the Palliative Care Strategy, and recommends  all 

outcomes are measured thorough an inequalities ‘lens’ to address inequalities in a meaningful way.   

In support of the aim to improve the care for all who are dying, Hospice New Zealand has recently 

launched the Hospice New Zealand Standards for Palliative Care (Hospice New Zealand, 2012). These 

standards are intended to be applicable to all health services working with people who need a 

palliative approach and end of life care and include a quality review programme.   

Actions to support implementation of this strategy  

1. TDHB to monitor and evaluate data already collected by Hospice Taranaki including (but not 

limited to) referrals, geographic location, length of time as a patient of Hospice Taranaki 

Services, education delivered, staff training and qualifications and the proportion  of 
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patients dying placed on the LCP (Liverpool Care Pathway for the Dying).  Indicators to 

measure outputs and outcomes should be established. 

2. TDHB to establish  a set of indicators to measure and evaluate  primary palliative care 

activity: e.g.  number of Aged Residential Care Facilities who have implemented the LCP, 

proportion of dying  patients placed on the LCP,  number of hospital wards who have 

implemented the LCP, number of patients accessing funded palliative care home visits by 

territorial local authority district,  number of GP’s providing funded palliative care home 

visits, number of specialist palliative care assessments for patient’s whose care is provided 

by primary palliative care providers 

3. The Emergency Department (New Plymouth and Hawera sites) to undertake a regular audit 

cycle of the admission to the department of patients at the end of life to identify avoidable 

admissions and possible initiatives to prevent these.  

4. Hospice Taranaki to undertake self-review against the specialist level of the national Hospice 

New Zealand Standards for Palliative Care (2012).  
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Taranaki Palliative Care Implementation Plan 

 

Strategy Lead 

Responsibility 

Timeframe 

Strategy One : Develop and Support Models of Care to Meet Population Need 

1. Reorient Specialist Palliative Care Services to focus on the provision of direct care for patients with needs 

beyond those able to be delivered by their primary palliative care providers (i.e. non specialist palliative 

care providers);  and education and support to these providers. 

2. Review of Hospice Taranaki admission criteria. 

3. Develop Care Pathways between Hospice Taranaki as the specialist palliative care service and other 

specialist services (e.g. dementia, cardiac, respiratory and renal to improve access to specialist palliative 

care.  

4. Fund access to Home Support Services and Hospital Level of Care for palliative patients via the 

Community Support Service.  

5. Support the implementation of the Guidance for Integrated Paediatric Palliative Care Services in New 

Zealand (2012) to support these services in Taranaki.  

6. Investigate regional opportunities for collaboration in establishing the nurse co-ordinator role 

recommended in the Guidance for Integrated Paediatric Palliative Care Services in New Zealand (2012). 

7. Continue implementation of the Liverpool Care Pathway for the Dying in all aged residential care 

facilities (see Strategy Three) 

8. Develop a formal partnership model/programme with General Practice teams to support the provision 

of primary palliative care and  prevent avoidable hospital admissions at end of life (model currently 

under review by MHN) 

 

 

TDHB/Hospice 

Taranaki 

 

Hospice Taranaki 

 

 

TDHB/Hospice 

Taranaki 

 

 

TDHB  

 

 

TDHB  

 

TDHB 

 

 

Hospice Taranaki 

 

 

TDHB/MHN/NHC 

 

 

 

 

2013/14 

 

 

2013/14 

 

 

2013/14 

 

 

 

2013/14 

 

 

2013/14 

 

2014/15 

 

 

2014/15 

 

 

2014/15 
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9. Develop Kaupapa Maori whanau centred primary palliative care options incorporating 

Kaiawhina/Navigator roles to increase access to services for Maori and enhance cultural 

appropriateness. 

10. Review the current model of specialist assessment of palliative need and care co-ordination.  This 

includes assessment and care co-ordination for patients with complex needs who receive nursing 

services from district nursing services (Inglewood, Stratford, Opunake, Hawera, Patea, Mokau). 

 

Hospice Taranaki 

 

 

 

TDHB/Hospice 

Taranaki 

 

2014/15 

 

 

 

2015/16 

 

 

 

Strategy Two: Workforce Development and Education 

1. Undertake a Taranaki wide needs assessment for palliative care training and develop a training plan for 

primary palliative care providers. 

2. Expand the education team at Hospice Taranaki to increase the availability of the education programme 

for primary palliative care providers (which includes bereavement support) and allied health 

professionals with information regarding upcoming courses published on the website. 

3. Support education, professional development and qualifications for specialist palliative care staff in 

accordance with resource and capability requirements currently being finalised by the Ministry of Health 

and Hospice New Zealand. 

4. Build Maori workforce capacity and capability in palliative care in collaboration with the Whakatipuranga 

Rima Rau (WRR) project to increase the Maori Health and Disability workforce in Taranaki, and aligned to 

a Whanau Ora approach. 

5. Taranaki DHB partner with Hospice Taranaki to lead the development of  advance practice nursing roles 

(e.g. Clinical Nurse Specialist, Nurse Practitioner) in palliative care, with a Taranaki wide  scope across 

providers. 

6. Incentivise participation through financial recognition in education programmes by unregulated workers 

employed  in the Aged Care Sector (facility and community based) 

 

TDHB 

 

Hospice Taranaki 

 

 

TDHB/Hospice 

 

TDHB/Hospice 

Taranaki 

 

Hospice Taranaki 

 

TDHB 

 

2013/14 

 

2013/14 

 

 

2014/15 

 

2015/16 

 

 

2015/16 

 

2015/16 
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Strategy Three: Develop a Palliative Care Approach in TDHB Hospital and Specialist Services 

1. TDHB to formally contract the in-reach Palliative Care Services provided by Hospice Taranaki to Taranaki 

Base Hospital, and extend to Hawera Hospital, in alignment with the Draft Specialist Palliative Care 

Service Specifications. 

2. Establish the Palliative Care Clinical Nurse Specialist (CNS) role as a joint appointment (TDHB/Hospice 

Taranaki) role to provide the CNS with palliative medical specialist advice and professional support while 

promoting the hospital ownership of a palliative approach. 

3. The Palliative Care CNS to lead the implementation the Liverpool Care Pathway for Care of the Dying at 

Taranaki Base Hospital and Hawera Hospital. 

 

TDHB/Hospice 

Taranaki 

TDHB/Hospice 

Taranaki 

 

TDHB/Hospice 

Taranaki 

 

2013/14 

 

2014/15 

 

 

2015/16 

Strategy Four: Implement Advance Care Planning 

1. Establish a cross provider working party to lead the implementation of Advance Care Planning supported 

by formal training of health professionals in accordance with the National Advance Care Planning Co-

operative recommendations. 

 

TDHB 

 

2014/15 

Strategy Five: Provide Support for Family/Whanau Carers 

1. Provide training and timely advice to carers to support their ability to deliver care to family/whanau 

members at the end of life. 

2. Provide information about access regarding  income support options 

3. Provide information about support groups for carers  

4. Provide access to bereavement support for carers, focussing specialist services on those with 

complicated grief 

5. Provide access to a range of respite options (residential and at home) to assist carers to sustain their role 

caring for someone at the end of life. 

 

Hospice Taranaki 

 

Hospice Taranaki 

Hospice Taranaki 

TDHB 

TDHB/Hospice 

Taranaki 

 

2013/14 

 

2013/14 

2013/14 

2014/15 

2014/15 
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Strategy Six: Improve Access to Information for Providers and Consumers 

1. Develop and promote the Hospice Taranaki Website as a key site for the region’s health professionals 

and consumers to access information about palliative care. 

2. Provide access to through the Hospice Taranaki and TDHB websites to evidence based palliative care 

guidelines to support primary palliative care providers. 

3. Develop a directory of services available to those with a palliative care need (exploring potential 

opportunities to utilize the existing CCN Cancer Directory in the first instance) 

4. Develop culturally appropriate health information to build health literacy around palliative care and end 

of life care for Maori. 

 

Hospice Taranaki 

 

TDHB/Hospice 

Taranaki 

TDHB/Hospice 

Taranaki 

TDHB/Te Kawau 

Maro 

 

2013/14 

 

2014/15 

 

2014/15 

2015/16 

Strategy Seven: Measure Quality and Outcomes 

1. TDHB to monitor and evaluate data already collected by Hospice Taranaki including (but not limited to) 

referrals, geographic location, length of time as a patient of Hospice Taranaki Services, education 

delivered, staff training and qualifications and the proportion  of patients dying placed on the LCP 

Indicators to measure outputs and outcomes should be established. 

2. TDHB to establish a set of indicators to measure and evaluate primary palliative care activity: e.g.  

number of Aged Care Facilities who have implemented LCP, proportion of dying  patients placed on LCP,  

number of hospital wards who have implemented LCP, number of patients accessing funded palliative 

care home visits,  number of GP’s providing funded palliative care home visits, number of specialist 

palliative care assessments for patient’s whose care is provided by primary palliative care providers 

3. Hospice Taranaki to undertake self-review against the specialist level of the national Hospice New 

Zealand Standards for Palliative Care (2012).  

4. The Emergency Department (New Plymouth and Hawera sites) to undertake a regular audit cycle of the 

admission to the department of patients at the end of life to identify avoidable admissions and possible 

initiatives to prevent these.  

 

TDHB 

 

 

 

TDHB 

 

 

Hospice Taranaki 

 

TDHB 

 

2013/14 

 

 

 

2014/15 

 

 

2014/15 

 

2014/15 
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Appendix Two: Stakeholders Consulted 

Health Care Providers 

Name Role/Service Organisation/District 

Amanda Kiss Clinical Manager Midland Regional Health 

Network 

Deb Harding, Pat Bodger, Lyn 

Hoskin 
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Mary Bird Allied Health Support Manager TDHB 

Sue Barrett Rural Clinical Nurse Specialist Hawera Hospital 

Maria Mitchell  Community Nurse- South 

Taranaki 

Hospice Taranaki 

 

Nicola Tanner Nurse Manager Hawera Hospital 

Michelle Harris 

Claire Cotterill 

Jenny Gadd 

Alison Meerman 

District Nurse Hawera/Patea 

Taranaki Rest Home Liaison 

Meeting 

Nurse Managers Taranaki District 

Kevin Nielsen Chief Executive Hospice Taranaki 

 

Alice Doorbar Kaimahi Hauora- Maori Health 

Services 

TDHB 

Warren Nicholls Locality Manager National Hauora Coalition 

Gillian Campbell Clinical Service Manager-

Medical 

TDHB 

Lee McManus Clinical Service Manager- 

Surgical 

TDHB 

Heather Koch  

 

Suresh Joishy 

 

Marion Sephton 

Bronwyn Morgan 

Jenny Blyde 

Jeanette Benton 

Alison Roguski 

Director of Nursing and Support 

Services 

Medical Director 

 

Medical Officer 

Clinical Nurse Specialist  

Bereavement Team Leader 

Volunteer Services Manager 

Clinical Nurse Educator 

Hospice Taranaki 

Kay Abrahams 

 

Medical Officer- Cancer 

Services 

TDHB 

 

Vicky Lee 

Marianne Pike 

Katy O’Neill 

Andrea Rowe 

Allied Health Team Leaders: 

Physiotherapy 

Social Work 

Speech Language Therapy 

Occupational Therapy 

TDHB 

Sheree Jull 

Jan Wilkes 

Maryann Coulton 

Jenny Coulson 

Sonia O’Connell 

Sandy Hill 

District Nurse New Plymouth 
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Anne Graham Pharmacist Vivian Pharmacy 
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Raj Kumar 
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Vinu Abraham 
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Mere Brooks 

Lola Katene 

Manager 
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Board of Trustees- Hospice 
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 Hospice Taranaki 

Taranaki Ki Te Tonga Maori Health Provider 

Leadership  

South Taranaki 

Judy Drummond 

Theresa Needham 

Pip Harper 

Joanne Robinson 

 

District Nurse Stratford/Opunake 

Home Care Providers-  Taranaki 
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Appendix Three: Stocktake of Specialist Services- Hospice Taranaki 

Vision- 

Hospice philosophy of care is available for all dying patients and their families/whanau 

Mission 

To provide the best quality hospice palliative care to patients and families throughout the region. 

Admission Criteria-  

Patients eligible for services from Hospice Taranaki are required to: 

• Be resident in Taranaki, or a visitor already under the care of another New Zealand hospice 

• Have a progressive incurable disease (e.g. malignancy) or life limiting disease with no 

prospect of cure (e.g. cardiac failure, renal failure) 

• Have complex symptoms or psychosocial needs which exceed those provided by a generalist 

palliative care provider and warrants specialist palliative care input. 

• Agree to the referral if competent to do so (or an advocate for them agrees). 

The clinical indicators for acceptance by Hospice Taranaki are documented in the Admission Policy, 

and are based on the Gold Standards Framework Prognostic Indicator Guide.  The guide was 

developed in the United Kingdom to assist GP’s to identify patients who may be in their last year of 

life, and more recently to predict who may be in need of additional support.  

See goldstandardsframework.org.uk  

Whilst most care is provided for adults, a partnership arrangement is in place to work with the 

Taranaki DHB Paediatric Service to support children and young adults with a palliative diagnosis, and 

their families/whanau.   
SERVICES 

The following services are provided by Hospice Taranaki and are free to the patient and their 

family/whanau. 

Te Rangimarie in-patient unit  

Patients are admitted to the 6 bed inpatient unit for symptom control, respite care, end of life care, 

day case admissions for procedures, and in exceptional cases for complex discharge planning when 

transferred from a hospital ward with complex discharge needs. 

Care is provided by an interdisciplinary team of nurses, doctors, counsellors, chaplain, a social 

worker, physiotherapist and occupational therapist. 

After hours telephone support and advice for patients and health professionals is provided by the 

Registered Nurse on duty in the Inpatient Unit, who can contact the medical officer on call as 

required.  

Community Palliative Care Nursing Team 

The Community Palliative Care Nursing Team is available seven days per week, with a nurse on-call 

from 4 pm to 8 am to visit patients who need an urgent response. There is also one nurse rostered 

from 1.30-10pm on week days.  The New Plymouth based team cover the geographical region of 

New Plymouth, Waitara, Urenui North to Mount Messenger, around the Coast to Puniho and inland 

to Egmont Village.  The South Taranaki community palliative care nurses are based at Hawera 
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Hospital and cover urban Hawera, Manaia to Oeo, inland to Skeet Road and Maata and south to 

Manutahi.  

Hospice Taranaki Community Palliative Care Nurses provide both care co-ordination and hands on 

nursing, as the District Nursing Team does not provide care for patients under the care of Hospice 

Taranaki Community Palliative Care teams. 

The community team is able to facilitate access to equipment to assist the patient to be cared for at 

home, including commodes, lazy-boy chairs and beds. 

Medical 

The Medical Team provide specialist palliative care medical advice in the inpatient unit and for 

patients in the community.  Outpatient clinic appointments are available at Te Rangimarie and home 

visits are made as required in consultation with the community nurse and the patients GP. One 

medical officer is responsible for visiting South and Central Taranaki patients and travels south on a 

weekly basis liaising with their GP, District Nurses, Hawera Hospital and the Hawera based Hospice 

Taranaki Community Nurses. 

The Medical Team are available to provide advice to GP’s and hospital doctors after hours on a 

rostered basis and are accessed via the Inpatient Unit.  If necessary, they will visit the patient.  

The Medical Team undertake the assessment required to determine if Hospice Taranaki patients 

meet the clinical criteria for hospital level of care.   

Hospital Inpatient Service 

The Clinical Nurse Specialist visits Taranaki Base Hospital daily from Monday to Friday; seeing 

patients who are already under the care of Hospice Taranaki, taking referrals for new patients and 

providing information and advice to hospital staff.  If necessary, the CNS will arrange for a member 

of the medical team to visit the hospital.  Access to this service has previously always required a 

formal referral, however the liaison and advice aspect of the service is under development and does 

not now always require patients to become a registered Hospice Taranaki patient before advice is 

provided.  

Respite Care 

Respite care is available on a booked and acute basis to provide a break for carers; usually of a 

week’s duration.  Most respite is provided at Te Rangimarie, however when respite is needed and a 

bed is not available patients may be admitted to a rest home of their choice with whom Hospice 

Taranaki contracts to provide respite care.  

Night Nursing 

This service is available if the community palliative care nurse assesses it is required.  They will 

determine the level of care clinically indicated (i.e. Health care assistant or qualified staff) and 

Hospice Taranaki staff will be used if specialist care is required. 

Wellness clinic 

Nurse led wellness clinics are provided weekly at Te Rangimarie for patients who are well enough to 

visit the hospice, providing an introduction to the unit and encouraging the independence of the 

patients.  

Budget Holder for Hospital Level of Care and Home Support Services 

Hospice Taranaki holds the budget on behalf of Taranaki DHB for Hospice Taranaki patients who 

require hospital level of care in an Aged Residential Care Facility, who are not already resident in an 

Aged Care facility. Patients who meet these criteria are not required to undertake an InterRAI 
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assessment which is otherwise required for all people to determine their eligibility for residential 

care and home support services, and are not subject to asset and income testing as required by the 

Ministry of Health to ascertain their eligibility for a residential care subsidy.  Patients who are aged 

over 65 and who are considered to meet Rest Home eligibility criteria are required to be referred to 

the Community Support Service for assessment, and will be subject to income and asset testing. 

The Home Support Co-ordinator arranges personal care and household help for patients to a 

maximum of the equivalent of 56 days of care, which can be made up of hours and includes days  of 

respite care. Home support is provided predominantly by home care agencies that are contracted to 

Hospice Taranaki, and also by caregivers employed by Hospice Taranaki. On occasions, a carer 

requested by the patient or family/whanau may be contracted by Hospice Taranaki for the duration 

of the care required.  This may be for example a neighbour, and can be a way of obtaining care in 

rural communities where caregivers may not be readily available. 

Education Programme (including Link Nurse Programme and Support for Aged Care Facilities 

Hospice Taranaki employs two clinical nurse educators at a combined FTE of 1.3.  Their work 

includes running the education programme for Generalists (e.g.  General Practice Teams’, aged care 

facility staff) and facilitating the monthly Genesis Oncology Palliative Care Lecture series hosted via 

teleconference by Hospice Taranaki. 

The education programme includes the Hospice New Zealand (HNZ) Fundamentals of Palliative Care 

Programme targeted to aged care providers and the HNZ Syringe Driver Competency Programme   

which are offered in both north and south Taranaki.  The Fundamentals Programme is comprised of 

nine sessions: 

1. Essence of palliative care  

2. Ethical issues in palliative care  

3. Pain and symptom management  

4. Palliative care for people with chronic illness  

5. Palliative care for people with dementia  

6. Communication skills  

7. Last days of life  

8. Loss and grief  

9. Caring for ourselves  

The Clinical Nurse Educator is also introducing the Liverpool Care Pathway for the Dying (LCP) 

throughout Aged Residential Care Facilities in Taranaki who deliver hospital level of care.  The LCP is 

an integrated care pathway to deliver best palliative care practice in non-specialist palliative care 

settings in the last hours or days of life. This programme does not have dedicated DHB funding 

attached.  Implementation has occurred as the CNE is able to accommodate the preparation and 

training required by each site.  Implementation into facilities who provide only rest home level care 

is planned when implementation is completed for facilities that provide hospital level of care. To 

date, the LCP has been implemented in 6 facilities across Taranaki.  

An RN is employed in a 0.6 capacity to provide a visiting liaison service to Aged Care Facilities in 

north Taranaki, with this role undertaken in south Taranaki by the Community Palliative Care Nurses. 

This role is predominantly centred on assessing patients registered with the hospice service resident 

in Aged Residential Care Facilities. 
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Family Support 

The Counselling and Bereavement Team is comprised of 1.2 FTE counsellors and covers the region of 

Taranaki. 

Individual grief and bereavement counselling for patients and family members is provided at Te 

Rangimarie and in client’s homes.  Referrals are accepted for patients/family/whanau members 

whose only need for specialist palliative care services are those provided by the counsellors.  The 

team run Bereavement Group twice a year, and a Carers Group twice a year with groups run in both 

north and   south Taranaki. 

Children who require counselling services are referred to a specialist provider of children’s services.  

The Hospice has a Memorandum of Understanding with Family Works and Seasons, a grief and loss 

programme for children provided under the umbrella of the Bishop’s Action Foundation in Taranaki. 

The team is involved with the provision of grief and loss education and deliver the Loss and Grief and 

Caring for Ourselves sessions of the Hospice New Zealand Fundamentals of Palliative Care 

Programme.   

The Volunteer Bereavement Team managed by the Counselling and Bereavement Team Leader 

undertake follow up phone calls to the next of kin of patients who have died. 

Pastoral Care 

There is no contracted pastoral care service.  The hospital chaplaincy service visit, usually daily, and 

are available after hours as required.  Patient’s usual spiritual support providers are able to visit 

patients and families/whanau at Te Rangimarie.  A dedicated room is provided at Te Rangimarie for 

spiritual purposes.  

Patient Day Programme 

The Day Programme runs twice a week on Wednesday and Friday from 10am until 2 pm to provide 

support, socialisation with other patients who may share similar issues or concerns and 

opportunities to participate in activities; and to provide support and respite for carers. The 

programme has a social and recreational focus, rather than medical.  The Manager Volunteer 

Services coordinates the programme, supported by volunteers who participate in the programme 

and provide transport as required.  The programme includes outings for participants. 

Memorial Service 

A memorial service is held twice a year at the Base Hospital Chapel, with a get-together afterwards. 

The South Taranaki Committee of Hospice Taranaki run an annual memorial service. 

Biography service 

A biography service for patients is offered by a team of trained volunteers and co-ordinated by the 

Counselling and Bereavement Team Leader. 

Quality Improvement 

A quality improvement programme is in place co-ordinated by the Quality Coordinator who works 

0.5 FTE.  The programme includes client satisfaction surveys, regular review of policies and 

procedures, running focus groups and the co-ordination of New Zealand Health and Disability 

Services Standards Certification, EQuIP 4 Accreditation and implementation of the Hospice New 

Zealand Standards for Palliative Care. Hospice Taranaki currently holds four year certification and 

four year accreditation. 
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Staffing  

Medical Team 

Since 2011 the Medical Team has been led by the Medical Director who is an experienced Palliative 

Medicine Specialist and works full time.  As a doctor newly registered in New Zealand, he has 

provisional vocational registration with the New Zealand Medical Council as a Specialist in Palliative 

Medicine.  

1.4 FTE additional Medical Officers are employed made up of 4 doctors.  One, a former Medical 

Director of the Hospice is an accredited Palliative Medicine Specialist.  One has completed a PG 

Diploma in Palliative Care, another has commenced study towards this qualification this year, and 

the third  intends  to commence study next year. 

Nursing Team 

The Director of Nursing who has a Graduate Certificate in Hospice Palliative Care and PG Cert in 

Health Sciences leads the nursing team.  The nursing team based at Te Rangimarie is comprised of: 

 25 Registered Nurses working a total of 16 FTE 

4 Enrolled Nurses working a total of 3.3 FTE 

4 EN’s actual and 3.3 FTE 

5 Health Care Assistants  

Nurses work across inpatient and community areas.  In south Taranaki the nursing team is comprised 

of two registered nurses working a combined 1 FTE. 

Forty one percent of the nursing team have completed post graduate qualifications in palliative care 

(PG Cert or PG Dip) with one currently completing a master’s degree. Thirty four percent have 

commenced study but have not completed a qualification.  One registered nurse is currently 

studying towards a post graduate certificate and is due for completion in 2013.  The expectation of 

any nurse now employed by Hospice Taranaki is they will hold, or commence study towards a 

minimum of a PG Certificate in Palliative Care within two years of employment. 

Counsellors 

Two counsellors working a total of 1.2 FTE are employed. Both counsellors are members of the New 

Zealand Association of Counsellors.  The Team Leader holds a Diploma in Psychotherapy and has 

commenced study towards a PG Certificate in Palliative Care this year. 

Volunteer Services 

 The Manager of Volunteer Services manages approximately 120 volunteers involved in the delivery 

of services directly to patients. 

Social Work 

A social worker is employed 0.2 FTE and is a registered social worker. 

Physiotherapy and Occupational Therapy 

A registered physiotherapist and registered occupational therapist are contracted as required. 

Dietician and Speech Language Therapy 

The services of a dietician and speech language therapist are accessed via a referral to Taranaki 

District Health Board and are charged to Hospice Taranaki on a fee for service basis.  
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Appendix Four:  Stock take-Generalist/Primary Palliative Care Providers 

Note: This list is not exhaustive 

General Practice Teams 

There are 24 Practices in the New Plymouth territorial authority district, four practices in Stratford 

and 7 practices in South Taranaki; with 85 General Practitioners providing care in the Taranaki 

region.  Most practices are aligned with the Midland Regional Health Network (MRHN).  One 

independent practice is located in Hawera; two practices are affiliated with the National Hauora 

Coalition (one in New Plymouth and one in Hawera) and the Waverley practice is aligned with the 

Whanganui Primary Health Organisation. 

For palliative patients enrolled with the MRHN, a scheme exists for 12 funded GP home visits, 

including a visit to sign the death certificate.  Eligibility for funding for this scheme differs across the 

two former PHO’s which now comprise the MRHN, with patients from one PHO needing to be 

registered with Hospice Taranaki to be eligible, and the other requiring that they be referred to 

Hospice Taranaki when they would benefit from extra services available.   

 The intention of the scheme is to (a) relieve any potential financial burdens on the patient in the 

terminal phase of their illness and (b) allow the GP to receive reimbursement for loss of income 

whilst administering to a terminal patient.  For patients who require transfer to a rest home facility 

and palliative care visits have started in the home prior to the transfer to a rest home, the rest home 

visits can be claimed for by the GP to continue to deliver the service.   

Utilisation figures available from the MRHN for this service indicate a total 946 visits under this 

scheme for the period 2011/2012.  No information was available with regard to how many patients 

these visits represented, nor how many were resident in Aged Residential Care Facilities.  In order to 

be eligible for this funding, GP’s are required to give the patient a phone number where they can be 

contacted 24 hours a day.  If they are not able to provide 24 hour service they should arrange 

alternative GP cover and inform Hospice Taranaki of the patient details and covering GP details.  

Feedback has indicated this does not always occur. 

Information provided through the consultation indicated that practice nurses currently do not playa 

large role  in providing palliative care, however training sessions provided in collaboration with GP’s 

was welcomed.  Attendance at practice nurse forums for consultation purposes was not possible due 

to timing issues; however the practice nurses consulted indicated they found end of life care a 

rewarding aspect of their work.  Training opportunities for practice nurses are limited and are 

currently mostly accessed in evening sessions. 

After hours General Practice services are provided at Phoenix and Medicross Medical Centres in New 

Plymouth until 8pm each evening. 

Residential Aged Care Facilities 

Taranaki has 29 Aged Residential Care Facilities (RACF), providing a range of Hospital Level and Rest 

Home and Dementia level beds.  There are no contracted palliative beds in any aged care facility.  

 

 

 



Taranaki DHB - Draft Palliative Care Plan for Taranaki 2012                                                                                       40 

Territorial Authority 

District 

Number of Facilities Hospital Level Rest Home & Dementia 

Level 

New Plymouth 20 337 592 

Stratford 4 39 113 

South Taranaki 5 32 145 

 Source:  Ministry of Health website list of certified providers of hospital and rest home services 

 

Increasingly palliative and end of life care is recognised as   core business for aged care services 

(Australian Productivity Commission, 2011).  The National Palliative Care Health Needs 

Assessment(Palliative Care Council, 2011) found thirty one percent of all deaths in New Zealand 

between 2003 and 2007 occurred in residential care. A recent study in New Zealand (Connolly et al, 

in press) found there is a high rate of mortality for patients admitted to residential aged care, with 

those recently admitted having the shortest survival and in particular those admitted from an acute 

hospital.  This has implications for resourcing as most RCAF staff are caregivers rather than 

registered or enrolled nurses, and may not have the skills and experience to provide best practice 

end of life care.  The Liverpool Care Pathway for the Dying, a care pathway which supports best 

practice in the last hours and days of life, has been introduced to six RACF’s to date with positive 

feedback from RACF staff. 

Support is available to the RACF’s in the region from the Hospice Taranaki Link Nurse programme 

and visiting nursing staff and the TDHB Aged Residential Care Nurse Consultant   

District Nursing Services 

District Nursing (DN) services are provided by Taranaki DHB from bases in New Plymouth, Stratford 

and Hawera.  The New Plymouth DN service covers New Plymouth, Okato and Waitara, with 11 FTE 

made up of 16 staff members.  The New Plymouth team are not contracted to provide palliative care 

as this is done by the Hospice Taranaki Community Nursing Team, and no nurses in this team have 

post graduate qualifications in palliative care.   

The Stratford DN’s cover the Stratford and Opunake/Coastal Taranaki areas providing both general 

DN services and palliative nursing care.  The team is made up of 8 staff with 3 having obtained post 

graduate qualifications in palliative care.   

The Hawera based team cover the Hawera, Patea and Waverley areas. The south Taranaki Hospice 

Taranaki nurses are responsible for palliative nursing care in urban Hawera, Manaia to Oeo, inland to 

Skeet Road and Maata and south to Manutahi with the Hawera DN’s covering those patient s 

outside those areas including Patea and Waverley.  Patients from Waverley may choose to access 

their palliative care from Hospice Wanganui.  In this case they would access community nursing 

services from the Hospice Wanganui team.  The Hawera based DN team has 2.8 FTE and is made up 

of 5 staff, with two having post graduate qualifications in palliative care.   

Nursing services are also provided through contracted services in Inglewood, Urenui and Mokau 

although Urenui do not have a contract for palliative care.   

Home Based Support Services 

Home Based support services are provided to people in their own homes, primarily in the form of 

personal care and household management. Access to Home Based Support Services is provided by 

the Community Support Service following an assessment or for patients registered with by Hospice 
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Taranaki through assessment by the community nurse. Hospice Taranaki and Taranaki DHB hold 

contracts with a range of providers and patients and families/whanau can choose their provider. 

There is no specific training requirement regarding palliative care however the provider agencies 

indicate they tend to use their most experienced workers where possible for patients identified as 

palliative, and the agencies have indicated willingness for their workers to attend the Fundamentals 

of Palliative Care training provided by Hospice Taranaki.  

Home support providers are required to put in place an individualised service plan developed with 

the patient and their family/whanau within three weeks of commencement of service, a risk 

assessment and have a service agreement signed by the patient or family/whanau member for all 

clients.  Home support agencies provided feedback that if referrals for home support are received 

when the end of life is approaching, it can seem inappropriate timing to require this amount of 

paperwork for a distressed family/whanau for services that have already been identified by the 

assessor and will be in place for only a short period of time.   

Access to home based support services can be limited for patient’s living rurally as support workers 

may not be readily available. 

Pharmacy 

Vivian Pharmacy in New Plymouth has taken the lead in providing medications for palliative care in 

the community in Taranaki. They have a close relationship with Hospice Taranaki, visiting the 

inpatient unit weekly, and also make up preparations for other pharmacies by request (e.g. nasal 

sprays) as they hold the stock and have the experience.  Vivian Pharmacy prepares and dispenses 

syringes for subcutaneous infusions pumps around the region.  They identified it can be challenging 

to meet timelines for transport for areas outside New Plymouth, particularly north of Urenui, Patea 

and coastal areas.  Vivian Pharmacy  dispense between 200-250 syringes each month. 

Allied Health 

The Allied Health team at Taranaki DHB includes Physiotherapists, Speech Language Therapists, 

Social Workers, Dietitians and Occupational Therapists.  They do not have specific time dedicated to 

providing palliative care services but recognise they are often working with people in the last year of 

life.  Allied Health staff have limited access to palliative care training and education, with none 

holding post graduate palliative care qualifications.  They are keen for more opportunities, such as 

attending the Fundamentals of Palliative Care training offered by Hospice Taranaki.   

A disease specific group to support patients and their families with Motor Neurone disease is led by 

the Allied Health Team which includes the team members identified above, the Motor Neurone 

Disease Association Field Worker and involves the Hospice team in the later stages of illness.   

Emergency Department 

The Emergency Departments at Base Hospital in New Plymouth and Hawera Hospital are the main 

providers of After Hours medical service for Taranaki.  This results in the presentation of patients 

who are unable to afford the $150-$200 fee for an after-hours visit by a General Practitioner if they 

are not eligible for funded palliative care visits.  The Emergency Department is the default medical 

service for residents of residential care facilities when their GP’s are unable to visit them in a timely 

fashion. Admissions for patients who are approaching the end of life and have not had any advance 

care planning discussions are challenging when insufficient information is available regarding 

prognosis.  Staff  are required to assess patients and provide or refer them to the appropriate care 

destination for treatment.  Time constraints are an issue and staff may not be skilled in discussing 
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death and dying.  Both these issues limit opportunities to determine appropriate options with the 

patient and family/whanau even though it may be apparent the person may die during this 

admission to hospital. 

Needs Assessment Service Coordination (NASC) for people over 65 

The Community Support Service is part of the Older Peoples Health and Rehabilitation Service at 

Taranaki DHB and provides the NASC service for the region.  Their role is to assist people over the 

age of 65 with disabilities to find public, private, voluntary and community services that meet their 

needs. To be eligible for funded support services the person must have an aged-related disability 

which is likely to continue for a minimum of six month and results in a reduction of independent 

function to the extent that on-going support is required. 

 Every eligible person who wishes to receive disability support services funded by a District Health 

Board must have a needs assessment. The service uses the InterRAI assessment tools to assess a 

person's health and social needs and, from this, develops a care plan in partnership with the person 

and their family/whanau.  

If the person has complex needs they will be assigned a Care Manager who is a registered health 

practitioner e.g. a nurse or physiotherapist, who works alongside the person's GP and staff within 

Hospital and Specialist Services. 

Needs Assessment Service Coordination (NASC) for people under 65 

Access Ability is contracted to assess  people under 65  with long term conditions,  and long term 

physical, intellectual, sensory and age related disabilities.  A Hawera assessor is contracted to 

undertake the assessments for people under the age of 65 who may be eligible for funding from the 

Long Term Support for Chronic Health Conditions funding stream (previously known as the Interim 

Funding Pool).  Eligibility for this funding requires that the person is not eligible for Ministry of 

Health funded disability support services or DHB funded long term support services, and that they 

have one or more chronic health condition expected to continue for six months or more. 

Maori Providers 

Six full time Kaiawhina have been appointed to work in communities where access to services is 

difficult. The role of the Kaiawhina is to help whanau in the communities in which they live to 

navigate their way through the wide range of services which may be delivered by a wide range of 

providers.  Their function is to help remove barriers that prevent whanau from getting the help they 

need, across the lifespan from birth to death. 

A Whanau Cancer Navigation Service  Mate Pukupuku Tikangaa Iwi is provided by Tui Ora.  This is a 

free mobile service which visits patients at home and other settings such as Marae.  The service is 

comprised of a Registered Nurse with palliative experience and a Community Kaiawhina.  Most 

referrals are from primary care, with few from hospital services.  The service is able to provide 

clinical assessment, support, information and coordination. The navigation service follows the 

person through the continuum of care.  Patients referred to the service are often unaware of care 

available other than when they are in the dying phase. 

CanTeen  

A Taranaki based Youth worker for member services coordinates the provision of CanTeen support 

for 13 – 24 year olds living with cancer, and to their brothers and sisters.  When  in a palliative phase 

of illness the young person is supported with peer visits and visits from CanTeen who provide 
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distracting things to do such as scrapbooking kits, jewelry making or friendship bracelet making kits 

and so on; phone top ups; magazines & anything else that may make the young person more 

comfortable.  Attendance at CanTeen activities & workshops where the young person is able is 

encouraged to provide support.  

A  Palliative Grant  to assist  the young person to  achieve goals, see family, experience something 

fabulous, purchase something they’ve always wanted or create special memories in general to the 

value of $1000 can be made, and after death CanTeen attend the funeral, send flowers and provide 

a funeral grant to the value of $1000. 

Child Cancer Foundation (CCF)  

A Taranaki based Family Support Co-ordinator (FSC) co-ordinates the provision of holistic care of the 

child with cancer and the family (including Grandparents) with support continuing for as long as the 

family choose. The FSC provides practical and emotional support for the child and family along the 

cancer journey, which includes the palliative phase, complementing palliative care provided by the 

hospital and hospice. Families will transfer to the bereavement contact list after the child’s death.  

Contact is made with the family on the child's birthday and first anniversary of death and will 

continue in the most appropriate way for that family. CCF has a national annual memorial day and 

the local branch organises a memorial service.  

Financial assistance is available during the palliative stage such as petrol and grocery 

vouchers, phone cards, paying an important bill (e.g. phone bill or buying fire wood) and counselling 

(usually three sessions).  Scholarships are available to give a grieving sibling something special to do 

e.g. dancing lessons.   Bereavement grants of $1000 are paid to the family when the child dies; paid 

directly to the family or to the funeral director. The family are given the bereavement bead 

(butterfly) which is the final bead of courage and presented in a bereavement box with a candle and 

resources for the family. 

CCF Holiday homes are available free of charge before or after the child has died, with all CCF 

children able to use them. Support to apply for grants and ‘win a wish’ is provided.  
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Appendix Five: Summary of Themes from Consultation 

Strengths  

 Knowledge, experience and services provided by Hospice Taranaki valued by the community 

and generalist/primary palliative care providers 

 Skill and interest of a number of  GP’s in palliative care 

 Access to Hospice Taranaki inpatient  beds  

 Availability of funding for GP palliative visits after hours (in some areas) 

 District nurses  in central and south Taranaki experienced in palliative care 

 Strong support from the community for palliative care (financial and volunteer support for 

Hospice Taranaki, fundraising for equipment) 

 Recognition from Aged Care Providers of increasing role in end of life care 

 Liverpool Care Pathway for the Dying introduced in some Aged Residential Care Facilities 

 Willingness of the primary palliative care providers to engage in education regarding 

palliative care 

 Establishment of Community Support Service as single point of entry  (with registered health 

practitioner care manager role for patients with complex needs) to access home supports, 

respite  options, day programmes and residential care options 

 Vivian Pharmacy regarded as the community palliative pharmacy because of their close 

relationship with Hospice Taranaki, stock of medications and experience with palliative 

prescribing and manufacturing  requirements  

 Community connectedness of General Practice Teams, especially in smaller areas 

 Taranaki wide mobile Cancer Navigator team  based at Tui Ora available to patients and 

whanau across settings providing assessment, advice and information including palliative 

phase 

 Many health professionals from a variety of settings have indicated a keen interest in 

undertaking training in Advance Care Planning, recognising its growing relevance 

 Palcare information system good for sharing information about patients who have shared 

care between  Hospice Taranaki and other services 

Weaknesses/Gaps 

 Limited After hours care by GP’s resulting in Emergency Department presentation  as only 

option for medical care – resulting in inappropriate admissions, especially from Aged Care 

Facilities  

 Lack of communication skills amongst many generalists around death and dying 

 Binary approach to resuscitation decisions (yes or no) limits choices, does not support 

advance care planning for a range of scenarios and treatment options 

 Advance Care Planning not undertaken in a timely way 

 Palliative Care Guidelines not readily accessible 

 Referrers lack clarity around referral criteria for Hospice Taranaki for some patients 

 Late referrals for palliative care 

 More support needed for staff in Aged Care Facilities ( regulated staff and caregivers, new 

graduate RN’s) as very vulnerable and often working in isolation 

 No shared patient record or plan of care, limited IT access 

 Geographical inequity of  specialist palliative care nursing resource 

 24/7 cover by patients cared for by DN’s rather than HT Community Nurses is not routinely 
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available and is reliant on DN’s to make themselves available for on call for last hours/days 

of life 

 

 Unfamiliarity  amongst some generalists/primary palliative care providers in the community 

and in hospital regarding use of palliative medications and palliative approach 

 Some hospital physicians regard palliative care as the remit of others, with  their focus being  

acute care 

 Medical leadership in Aged Residential Care lacking 

 Information and opportunities for registration about the Education Programme provided by 

Hospice Taranaki limited 

 Access to Residential  Care for some patients at end of life perceived as driven by funding 

arrangements rather than need (asset testing initiated when only days/weeks of life 

remaining) 

 Identification of a single point of access for available help for families, support groups  

 Delays in timeliness of InterRAI assessment for access to residential care at end of life 

 Limited understanding by the public of palliative care unless had personal experience, 

perception hospice care is for people with cancer 

 Access to equipment (e.g. hospital beds) for palliative patients not under the Hospice 

 Current medication guidelines for central and south  Taranaki  district nurses require 

patients to be registered with Hospice Taranaki before medication can be administered via 

syringe driver even when assessed as competent to administer/manufacture 

 Transport issues for syringes for subcutaneous infusion medication in outlying areas, 

dependant on timely prescribing by GP’s 

 Lack of  aged residential care facility operated by Maori to deliver services at end of life  in 

Kaupapa Maori environment 

 Support for those whose treatment has a palliative intent, but not ready for referral to 

specialist palliative care (hospice) services 

 Few counsellors with experience with children experiencing grief and loss 

 Funding for family/whanau  carers who give up their job/income to care for a relative who 

would otherwise require residential care 

 Referrals to Hospice Taranaki sometimes made as a “work-around” rather than because 

specialist services needed 

 Some hospital staff want dying patients out of the beds 

 Consumers report  poor communication between health professionals- thinking information 

would be shared which is not 

 Current access to specialist palliative care limited for those having active treatment, 

although intent may be palliative (e.g. cancer, renal dialysis) 

 Palliative services not well utilised in neonates 

 Not always identifying children whose families/whanau  would benefit from specialist 

palliative interventions (especially if non-malignant diagnosis) 

 Psychosocial services(counselling, access to a family therapist)  for dying children and their 

families, and children of parents who have life threatening illness 

Opportunities 

 Introduction of training to assist Advance Care Planning across generalist/primary palliative 

care providers to facilitate choices for future care. 

 Develop   patient held Advance Care Plans  which cross settings (Primary Care, Aged 

Residential Care and Hospital) 

 Establish a specialist nurse led service recognised as part of the hospital team to provide 

consultation, liaison and education  (similar to the pain team approach) with medical 
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support provided by Hospice Taranaki 

 Establish and extend partnerships between Hospice Taranaki as the Specialist Palliative Care 

Service, and other specialities (eg Paediatrics’, Mental Health Services for Older People, 

Renal Services) to support a palliative approach by primary palliative care providers 

 Extend funded GP palliative  visits to dying residents of aged residential care facilities to 

enable them to die in their own bed, without requiring an ambulance transfer to hospital for 

medical attention  

 Bring education to facilities/providers 

 Develop advanced practice roles for nurses ( Clinical Nurse Specialist, Nurse Practitioner)  to 

support primary palliative care providers- particularly Aged Care Facilities  

 Support and extend  Kaiawhina/navigator roles with palliative care training to increase 

understanding of access to  palliative care for  Maori patients and whanau 

 Extend the role of the allied health  team to utilise their range therapeutic skills (instead of 

predominantly compensatory equipment provision) 

 Reduce hospital admissions with comprehensive specialist assessment and anticipatory 

prescribing for patients managed by their primary palliative care provider 

 Investigate other models of care around country for local applicability (including services for 

Maori) 

 Support  a Whanau Ora approach to assist  whanau to access the services they  identify as 

meeting their needs, and which values and strengthens whanau capability  

 Development of support opportunities and training  for family/primary carers across a range 

of local agencies/groups (e.g Cancer Society, Alzheimers New Zealand )  

 Greater utilisation of respite care opportunities 

 Roles for community volunteers (e.g. training in providing personal care to enable rural 

people with limited supports to die at home, coordination of hospitability arrangements  for 

visitors to dying person  to relieve whanau of this worry by existing groups such as Maori 

Women’s Welfare League) 

 Emergency Department  access to palliative patients GP contact numbers after hours to 

assist decision making/treatment options if present to ED 

 Earlier involvement of multidisciplinary team to plan hospital discharge (especially in surgical 

services) 

 Develop simple and clear information readily accessible to patients and families/whanau 

regarding palliative care and end of life 

 Identification of patients which chronic illness who have maximum medical management in 

place for introduction of palliative discussions and referral as appropriate 

 Develop resource nurses for palliative care in the hospital wards  

 Education for health professionals to identify those at risk for complicated grief who may 

require referral for specialist palliative  intervention 

 Public to be more aware of services available from the Hospice with consideration of open 

days and information sessions at forums around Taranaki  

Threats 

 Aging population with increasing chronic illness and co-morbidities 

 Ageing workforce of experienced palliative care nurses in some areas of Taranaki 

 Focussing on   specialist services can result  in deskilling of generalists 

 Historical contracting arrangements determining future service delivery 

 Lack of recognition/ diagnosis  of dying in hospital,  resulting in interventions being offered 

with little benefit to quality of life 

 Palliative care funding all directed towards Hospice Taranaki 



Taranaki DHB - Draft Palliative Care Plan for Taranaki 2012                                                                                       47 

 Low wages of paid caregivers contribute to high turnover and limited development of skills  

 Reluctance of GP’s to undertake after hours visits 

 Current public debate regarding euthanasia as a response to a lack of effective/available  

palliative care 

 

Appendix Six: - Other models of Palliative Care Service Delivery 

around New Zealand 

A variety of models to deliver palliative care are in place around New Zealand as local regions have 

developed their own solutions to deliver effective services.   

Manawatu- Palliative Care Partnership 

The Palliative Care Partnership was established in 2002 between Arohanui Hospice and General 

Practice Teams in the Mid-central region to integrate specialist and generalist care.  The partnership 

is comprised of the General Practice Teams (GP and practice nurse),    the multidisciplinary team at 

Arohanui Hospice as the specialist provider and a third partner is Compass Health, the PHO who 

provide business support. Attendance at interdisciplinary education sessions run by Arohanui 

Hospice is required annually by the GP team and decision support manuals are provided to the 

general practice teams for support. Patients are assessed by the Palliative Care Co-ordinators from 

Arohanui Hospice using a standardised assessment addressing physical, spiritual, cultural and 

psychosocial aspects.  A care plan is then developed with all parties and this is held by the patient.  

First Point of contact for the patient is the General Practice Team and the care plan details after 

hours support. Evaluation of the partnership recommended it as a model worthy of wider adoption.  

(Stewart et al, 2006; McKinlay and McBain, 2007) 

 

Southland 

Hospice Southland is the provider of Specialist Palliative Care within the Southland region.  An 

initiative between Southern District Health Board and Hospice Southland Charitable Trust has 

resulted in the development of a joint Clinical Nurse Specialist (CNS) position to act in the roles of 

practitioner, educator, consultant and leader in the pursuit of clinical excellence and improved 

health outcomes.  The role works across both organisations and collaborates with nurses in other 

specialties and the broader multi-professional team to develop, implement and evaluate services 

and health outcomes.   The lead employer for this position is the Southern District Health Board, 

with joint reporting to Hospice Southland.  

The Palliative Care CNS has a key focus on improving and enhancing clinical nursing practice centred 

on the patient and their family, evidencing and improving patient outcomes.  The CNS practice is at a 

level which requires substantial theoretical knowledge in the specialty and is required to model 

quality nursing practice, facilitate evidence based practice standards, policy and guidelines, foster 

education and research, and contribute to the strategic clinical direction of the Southern District 

Health Board supported by Hospice Southland. 

The clinical support and guidance for this role is provided by Hospice Southland’s Medical Director, 

Palliative Care Education and Community Palliative Care Teams.    
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Nelson Marlborough District Health Board 

Nelson Marlborough DHB has established a Whanau Ora Palliative Care Support Service to  provide 

education, whanau support, facilitation and linkages  with other services in the community that 

make up a complete palliative care service.  The service is provided by Maori palliative care 

coordinators who can coordinate the range of palliative care services offered and work with the 

whanau to ensure that the needs of the dying person are met in a culturally appropriate way. While 

targeted at Maori it does not exclude others from receiving the service. Support is focussed on what 

is needed for the whanau and consumers comfort rather than clinical needs. 

Referrals are accepted from all sources, including self/whanau referral, and referral protocols are in 

place. The service is delivered to people in their homes, other community location or in the palliative 

care inpatient/hospice setting. The service is designed to augment and facilitate the range of other 

services that make up a complete package of palliative care and the coordinator’s work closely with 

Hospice Palliative Care services. A Memorandum of Agreement (MOA) is in place to outline how the 

Palliative Care Support Services and Specialist palliative care services work together to provide the 

full complement of palliative care services to Maori whanau in the Nelson Marlborough district. The 

MOA includes how workforce development opportunities for both the support service and the 

specialist palliative care services are accessed and shared. 

The Hospice Service provides palliative care training and education for the coordinators. Policies are 

in place to support the service, and outcome measures are in place, together with an annual review 

of the service and MOA.  

Hauraki in the Waikato District 

A Kaupapa Maori generalist palliative care approach, supported by a Specialist Service and 

integrated with generalist primary care services, is being piloted by Iwi healthcare organisation Te 

Korowai Hauora o Hauraki.  The community based mobile palliative support service provides a 

whanau centred approach which focuses on whanau decision making and empowerment to improve 

service coordination and communication among whanau and service providers.  

As a generalist provider, linkages are in place both with other generalist palliative care providers 

(e.g. General Practice Teams, District Nurses and Home Based Support Workers) and with the 

Waikato Hospital Specialist Palliative Care Service to provide access to specialist services.  Referral 

can be from both health professionals and whanau members. The service does not duplicate existing 

services but complements these focusing on addressing issues including late diagnosis, 

communication gaps, rural isolation, financial hardship and transportation difficulties.    The team 

includes two nurses, a social worker and a Kaiawhina.  The team assess and plan care with the 

whanau, provide information and support in decision making and provide liaison with other services 

as required.  Additional services offered are Rongoa,(Maori natural medicine) Mirimiri (Maori 

massage) Tohunga (Maori spiritual healer) and  karakia (Prayer) from a Kaumatua.  The service also 

provides clinical equipment, such as hospital beds, commodes, walking frames and bath rails when 

clients cannot access these from other services.  There is a limited budget allocation per client and 

this can be used for pillows, sheets and household provisions as individual circumstances require.  

Post bereavement counselling and ongoing support is provided as needed. 

The Service has been successful in its goal of supporting the dying person to remain at home with 

their whanau and the three year pilot is due for evaluation this year. 
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Appendix Seven: - Summary of Feedback from Final Public 

Consultation on Draft Strategy (undertaken 14 January – 8 February 

2013)  
 

CONSULTATION FEEDBACK TDHB RESPONSE 

Strategy 1 

Recommendation that Admission Criteria for 

Hospice Taranaki services is reviewed.  

Added to Implementation Plan. 

Lack of capacity in primary care to provide 

specialist care. 

Provision of specialist palliative care services will 

remain with Hospice Taranaki. 

Formal GP partnerships are required to support 

palliative care delivery. 

MHN are currently reviewing the existing GP 

Palliative Care Scheme to address this. 

Concern that review implies withdrawing 

palliative care from District Nursing roles.  

No intention to reduce DN involvement. Review 

will focus on future planning. 

Additional funding needed for Hospice to expand 

implementation of Liverpool Care Pathway (LCP) 

in the aged care sector.  

No funding available at this time to support 

expanded role out of LCP. 

Hospice Taranaki intend to establish a kaiawhina 

network forum across Taranaki. 

Hospice Taranaki identified as having lead 

responsibility for this in Palliative Care Plan. 

Current Paediatric Palliative Care pathway works 

well. No need for regional coordinator role. 

Further discussion with Paediatric Palliative Care 

Team required as part of detailed Action Plan.  

Hospice Taranaki should retain NASC role for  

palliative patients accessing Home Support and 

Aged Residential Care to reduce number of 

agencies involved in patient’s care and to ensure 

no delays in assessment.  

Current system is fragmented. Clients require 

repeat assessments. Streamlining  referral and 

NASC processes through one NASC service will 

lead to seamless service for clients. Need for 

priority assessment for palliative clients noted. 

Concerns that patients no longer able to choose 

to die in hospital if unable to cope at home.  

Access to residential care services will not be 

reduced as a result of this change. 

Concerns about meant testing of palliative care 

patients for am home help funding via CSS.  

Any decisions around means testing home help 

will be made in line with Midland DHBs practice. 

Strategy 2 

Concerns about reasons that aged care staff do 

not attend training.  

Training needs assessment aims to identify 

barriers to accessing and attending training. 

Primary care staff do not have time to learn how Primary care providers will not be expected to 



Taranaki DHB - Draft Palliative Care Plan for Taranaki 2012                                                                                       50 

to deliver specialist care. deliver specialist care. 

Concerns over who funds “ financial recognition” 

for aged care staff to attend training. 

Consider range of options for utilising current 

funding streams (e.g. Health Workforce 

Development) for aged care. 

Strategy 3 

TDHB should financially contribute towards the 

current ‘in reach’ service with Hospice Taranaki 

once ‘in reach agreement’ formalised. 

This is currently delivered within existing 

funding resource and it is not anticipated that 

additional funding would be attached to this. 

Hospice is NOT just a medical model, and other 

roles need to be expanded/acknowledged. 

Feedback noted and incorporated into plan 

under education section. 

Strategy 4 

Hospice Taranaki keen to be part of any cross-

party working group.  

Hospice Taranaki to have joint lead 

responsibility for this initiative with TDHB. 

Strategy 5 

Hospice Taranaki feel that this is already 

available for their clients, but directory of service 

may be useful. 

The need for support and education for all 

carers (not just Hospice clients). Development of 

a Service Directory included in Plan. 

Strategy 6 

Hospice Taranaki website upgrade already 

underway. 

Noted. 

Strategy 7 

Concerns over privacy issues when collecting 

data. 

Data collection would be anonymised (numbers 

not names). 

Additional Comments 

Concerns around operation aspects of Advanced 

Care Planning (ACP). 

Details of how ACP would work in aged 

residential care yet to be developed. 

Need to include Neonatal palliative care 

pathways  

Will be incorporated into the detailed 

Implementation Plan. 

Concerns about “giving away” Hospice services 

away to primary care. 

Hospice are responsible for specialist care and 

there is no intention to shift this to primary  

The above strategy/plan is very medically 

focused, and leaves out a lot of the support roles 

within the hospice team that could be expanded. 

Feedback is noted and incorporated into section 

on education and training 

 


