Taranaki District Health Board
Taranaki Together, A Healthy Community
TAR ANAKI WHANUI HE ROHE OR ANGA

2011 - 2012

Annual
Plan

Contents
1

2

3

4

5

6

Introduction ............................................................................................................................... 4
1.1

Executive Summary ....................................................................................................... 4

1.2

Context........................................................................................................................... 5

Strategic Direction .................................................................................................................. 23
2.1

Our Vision .................................................................................................................... 23

2.2

National, regional and local context ............................................................................. 23

2.3

Improving Outcomes for Our Population – What we are trying to achieve .................. 33

Delivering on Priorities and Targets........................................................................................ 37
3.1

The Minister of Health’s Expectations.......................................................................... 37

3.2

Achieving National Health Targets............................................................................... 42

3.3

DHB regional, sub regional and local priorities ............................................................ 51

3.4

Our local priorities ........................................................................................................ 56

Statement of Forecast Service Performance.......................................................................... 60
4.1

Output Classes ............................................................................................................ 60

4.2

Child & Youth Health Services..................................................................................... 61

4.3

Older People’s Health Services ................................................................................... 64

4.4

Mental Health & Addiction Services............................................................................. 66

4.5

Hospital and Specialist Services.................................................................................. 68

4.6

Primary and Community Health Services .................................................................... 70

4.7

Health services for people with long term conditions................................................... 72

Stewardship ............................................................................................................................ 74
5.1

Funder Interests........................................................................................................... 74

5.2

Provider Interests......................................................................................................... 75

5.3

Organisational Health .................................................................................................. 77

5.4

Building Capability (including productivity initiatives)................................................... 79

Service Configuration ............................................................................................................. 89
6.1

Service Coverage ........................................................................................................ 89

6.2

Service Change ........................................................................................................... 89

6.3

Service Issues.............................................................................................................. 89

7

DHB Provider View ................................................................................................................. 90

8

Prospective Statement of Financial Performance................................................................... 92
8.1

Consolidated Financial Summary: 2011-14 ................................................................. 92

8.2

Key Points from the Budgeted Financials 2011-14...................................................... 93

8.3

Key Financial Risks...................................................................................................... 95

8.4

Key Financial Strategies .............................................................................................. 97

8.5

Key Financial Assumptions.......................................................................................... 99
2

8.6

Taranaki DHB Funder – “Ring Fence Principle” and Application of Surplus/Deficits. 100

8.7

Capital Expenditure 2011/12 (strategic)..................................................................... 106

8.8

Cost and Efficiency Initiatives .................................................................................... 108

8.9

Debt and Equity ......................................................................................................... 109

8.10 Sensitivity Analysis .................................................................................................... 109
8.11 Statement of Comprehensive Income........................................................................ 111
8.12 Consolidated Statement of Financial Position ........................................................... 117
8.13 Consolidated Statement of Cash Flows..................................................................... 118
8.14 Consolidated Statement of Movement in Equity ........................................................ 119
9

Appendices ........................................................................................................................... 120
9.1

Monitoring Framework Performance Measures......................................................... 120

9.2

Glossary of Terms...................................................................................................... 128

9.3

Midland Clinical Services Plan................................................................................... 131

3

1

Introduction

1.1 Executive Summary
The Taranaki District Health Board is ready to meet the significant challenges of 2011/12 and following years.
We are focused upon improving performance and meeting national health targets and expectations of living
within our means.
Our planning and providing access to care, support and treatment will continue to be for the whole Taranaki
community. To do this within the resources we have, and will likely have in the future, will require some
significant change.
It is widely accepted by clinicians and others involved that we need to change the way in which we provide
services, and how services relate to one another caring for the same patients. Some of those changes will
mean challenging ourselves about who does what, where and when. They may be through the greater use of
technology to help clinicians, patients and their carers, to have the information they need when they most
need it, and for it not do be duplicated in different places. This will be with the aim of timely, and potentially
better care or treatment.
In the hospital services we will achieve this through the ongoing hard work of our clinicians and support
staff, and more broadly through collaboration with PHOs and other partners locally including the
community, and other DHBs and agencies regionally and nationally.
This annual plan is supported by a Māori Health Plan, in line with Te Kawau Maro Taranaki Māori Health
Strategy, developed together with the Māori health sector and Te Whare Punanga Korero our iwi
relationship board. The plan sets out challenging and practical steps to be taken in the years ahead to
improve the health status of Taranaki Māori.
All of this work will be done sensitively, with the benefit of working together with others as we treat people
with trust, respect and compassion – as we continue to strive for Taranaki Together, a Healthy Community –
Taranaki Whanui He Rohe Oranga.
SIGNATORIES:
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1.2 Context
1.2.1 Background
Taranaki District Health Board (TDHB) is one of 20 District Health Boards (DHBs) that were established on 1
January 2001 by the New Zealand Public Health and Disability Act 2000 (the NZPHD Act). DHBs were
established in respect of specified geographically defined populations as vehicles for the public funding and
provision of personal health services, public health services, and disability support services. Each DHB is a
Crown Entity, owned by the Crown for the purposes of section 7 of the Crown Entities Act 2004 and is
accountable to the Minister of Health who is the responsible Minister in terms of that Act.
This Annual Plan (the Plan) has been prepared to meet the requirements of both section 39(1) of the NZPHD
Act and section 139(1) of the Crown Entities Act 2004. It sets out our DHB’s objectives and goals against our
established strategic priorities and national expectations and describes to Parliament and to the general
public what we intend to achieve in 2011/12 in terms of improving the health and well being of our
community. This Plan also contains non-financial and financial forecast information for the subsequent two
out-years 2012/13 and 2013/14.
As a public accountability document, this Plan is used at the end of the year by auditors working on behalf of
the Office of the Auditor-General to compare our planned performance with actual performance delivered
which is then reported in our Annual Report.

1.2.2 Health Sector Context
This Plan has been prepared within a wider strategic context for health set by the Government.
Under development by the National Health Board is a Long Term Health Sector Plan which aims to achieve a
more integrated Health and Disability support system for New Zealand. The Plan will provide high level
direction over a 20 year term. It will describe the challenges the system faces and options for models of care
and service configurations for the future. The long term Health Sector Plan will guide future decisions
regarding service configuration and investment at all levels of the system and will support DHBs in their
regional and local planning.
Regional Service Plans (RSPs) are central to Taranaki DHB’s delivery of health and disability services and at
the heart of Taranaki DHB’s increased collaboration to plan services. RSPs describe the agreed service
strategy for the region and lay out what services over time will be implemented collaboratively. Taranaki
DHB is a partner to two main collaborative groupings, firstly with Midland DHBs and secondly with Central
Region for the provision of cancer services.
Taranaki DHB has worked closely with other Midland DHBs to develop the draft Midland Regional Clinical
Services Plan (MRCSP). The MRCSP paints a picture of the region as it is today, mapping the locations and
volumes of services provided and describing key drivers of changes in demand for health care and in models
of service delivery. A 10 to 15 year view of health needs is described, alongside a 5 to 10 year financial
forecast exploring likely cost growth and identifying changes required to live within our means.
A framework for clinical services is proposed that will help ensure that future services will be of high quality,
will reduce inequity, and will be sustainable moving forward.
The implementation plan for the MRCSP focuses on developing the infrastructure for the future and on
reducing the vulnerability of maternity and rural health services.
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Taranaki DHB has worked closely with the other Midlands DHBs to agree the areas of regional collaboration
to improve Māori Health across the region. The approach for Māori health improvement in 2011/12 will be
to support the implementation of the MRCSP. This will be achieved by incorporating into the regional
implementation plans for Cardiac services, Maternity services, Renal services and Primary Care/Rural health
services, a specific Māori Health component. Each implementation plan will look at Māori population
demographics inclusive of health needs comparative to current service delivery and configuration. A stocktake of current key performance indicators or health outcome targets for Māori will also be undertaken
within Midland with a view to benchmarking Midland DHBs’ performance. Within a period of 12 months
work will be completed to ensure that Māori health targets within Midland have parity of expectation to
non-Māori to underpin activities focused on reducing health inequalities between Māori and non-Māori.
This approach is also designed to reduce or eliminate inconsistencies in measurement across the Midland
region.
The Treaty of Waitangi Te Tiriti o Waitangi is widely acknowledged as the founding document of New
Zealand and is often referred to in overarching strategies and plans throughout all sectors. Taranaki DHB is
one of many organisations that value its importance in the context of the work that we do. Central to the
Treaty relationship and the acknowledgement of the Treaty principles, is a common understanding that
Māori will have an important role in developing and implementing health strategies for Māori.
He Korowai Oranga – Māori Health Strategy emphasises that the relationship must be based on:
Partnership: Working together with whanau, hapu, iwi and Māori communities to develop strategies for
improving the health status of Māori.
Participation: Involving Māori at all levels of the sector in planning, development and delivery of health and
disability services that are put in place to improve the health status of Māori.
Protection: Ensuring Māori wellbeing is protected and improved as well as safeguarding Māori cultural
concepts, values and practices.
Taranaki DHB is committed to the application of these Treaty obligations. Taranaki DHB is committed to
operationalise the Treaty of Waitangi and do so by working in partnership with the district Māori governance
body, Te Whare Punanga Korero (TWPK). The Memorandum of Understanding between Taranaki DHB and
TWPK provides for Māori input into decision making and performance monitoring at a governance level.
In addition, Taranaki DHB has strong operational relationships with Tui Ora, the regional Māori development
organisation that is the umbrella body for 13 Māori provider organisations; as well as with Te Tihi Hauora o
Taranaki PHO and its affiliated iwi providers. These relationships are an important practical expression of
Treaty of Waitangi obligations in action on a day to day basis. The application of Treaty obligations is the
responsibility of all organisations and individuals involved in planning, designing and delivering health
services to Taranaki communities.

1.2.3 Purpose statement
Improving, promoting, protecting and caring for the health and wellbeing of the people of Taranaki.

1.2.4 Vision
Taranaki Together, a Healthy Community
Taranaki Whanui he Rohe Oranga
By 2025:
•

People will be smoking less

•

People will be eating more healthily

•

People will be more physically active
6

•

The impact of disease will be less

•

We will have a skilled workforce and the right infrastructure, with people working together

1.2.5 Population and Health Profile
Population
The Taranaki region is a large rural province with a resident population of approximately 104,000 people
based on Census 2006. The Taranaki District Health Board (DHB) is responsible for a geographical area of
7,273 square kilometres on the mid west coast of the North Island. The region is distinguished by
Mt Taranaki in the centre of the region. Taranaki includes three territorial local authority districts; South
Taranaki, Stratford, and New Plymouth and is covered by one Taranaki Regional Council (Figure 1). Taranaki
DHB also provides services to the Mokau area of the Waikato region. There are a few densely populated
centres such as 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 settlements.

Figure 1: The Taranaki Region

Approximately 15.8% of the Taranaki population is Māori, slightly higher than the overall rate for New
Zealand at 14.6%. The population of Pacific peoples in Taranaki is very small at 1.4% compared to 6.9%
nationally; this is also the case for the Taranaki Asian population at 2.1% compared to 9.2% for New Zealand
as a whole. There is a higher proportion of European (74.1%) compared to the entire New Zealand
population (67.6%). There is a preponderance of females among both Māori and non-Māori.
The total population is ageing. Taranaki has a slightly higher proportion of young people aged under 15 years
(21.8%) compared to the total New Zealand population (21.5%). The proportion of people over the age of 65
is also higher in Taranaki, with 14.8% of people aged over 65 compared to 12.3% for the total New Zealand
population. By 2021, a fifth of all people in Taranaki (20 per cent) will be over the age of 65.
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Children and young people (aged 0-24 years) make up 34 percent of the total population, 54 percent of the
Māori population and 62 percent of the Pacific population. The population of the 0-14 year old age group in
Taranaki has decreased by 13.4 percent between 1996 and 2006. In contrast, there was an increase of 4.3%
in the 0-14 year old age group between 1996 and 2006 for the total New Zealand population. Projected
population changes between 2011 and 2026 are shown below:
Projected population changes 2011-20261

Area
Taranaki Region
New Plymouth District
Stratford District
South Taranaki District
New Zealand

Projected Population
2011
2026
109,750
109,975
73,500
76,000
9,170
8,370
27,100
25,600
4,424,780
4,991,595

Change 2011-2026
Number
Percent
+225
+0.2
+2,500
+3.0
-800
-9.0
-1,500
-6.0
+566,815
+13.0

Ethnicity
The projected changes in the ethnicity for the Taranaki population are shown below:
Ethnicity
Māori
Other
Asian
Pacific

Proportion of Total
Population 2010/11
16.97
79.36
2.65
1.01

Proportion of Total
Population 2020/2021
19.33
75.74
3.67
1.27

Percentage
change (%)
+2.36
-3.63
+1.01
+0.26

The Māori Population
The total Taranaki Māori population (2006 Census Data) is 15,798 of which 50.6% (7,994) are Māori females
and 49.4% (7,804) are Māori males. The Māori population is projected to increase from 15.8% of the
Taranaki population as at the 2006 Census. The Māori population has a younger age structure than the nonMāori population, with a lower proportion over 65 years of age. The median age of Māori (half are younger,
and half older, than this age) is 22.3 years in the Taranaki region, compared to a median of 22.7 years for all
Māori in New Zealand. Some 35.9% of Māori in the Taranaki region are aged under 15 years, compared to
35.4% for all Māori in New Zealand. Just under half (47%) of Taranaki Māori are under the age of 20 years.
Over 60% of Māori living in Taranaki are under the age of 30, compared to 36% of non-Māori. Over half
(57%) of local Māori affiliate with one of the eight Taranaki iwi2. There are eight iwi, the largest being Te
Atiawa with over 12,850 people, with 2,720 living in Taranaki. The smallest iwi is Ngati Maru with a total of
735 members; 190 live in Taranaki. Iwi boundaries are shown in Figure 2.3
There are over 50 hapū represented in Nga Iwi o Taranaki. Ngati Tama, Ngati Mutunga and Ngati Maru are
not hapū based. Nga Rauru Kitahi is made up of 17 hapū; Ngati Ruanui has 16 hapū, Te Atiawa (6), Taranaki
(9) and Ngaruahinerangi with 6 hapū groupings.
Over 37,000 Māori in New Zealand whakapapa to Taranaki iwi. This is over twice the size of the Māori
population in the Taranaki region. Māori who whakapapa to Taranaki iwi account for 57 percent of Māori
living in Taranaki, around 9,000 people, while almost 43 percent whakapapa to iwi outside of Taranaki.
Around three quarters of Taranaki Māori live outside of the Taranaki region.
1

2

3

Reports for Census 2006 data and Territory Authority level projection have been extracted using the ‘Table Builder’ website maintained by New
Zealand Statistics. The population projections for Taranaki and New Zealand have been taken from the MoH released report which is used to
inform calculations for the Population Based Funding Formula. (Please note significant work has been undertaken by Venture Taranaki in
analysing economic development for the region. As a result of this work Venture Taranaki projects population growth.)
There are eight commonly recognised iwi in Taranaki, and there is ongoing debate as to the status of two other iwi namely Tangahoe and Pakakohi
in the South Taranaki region.
Map courtesy of Taranaki Regional Council
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There are 42 Marae in the region. The majority of Marae are in the southern part of the region across four
iwi areas -Taranaki, Ngaruahine, Ngati Ruanui and Nga Rauru.
Figure 2. Iwi boundaries

Health Profile
Socioeconomic Health Determinants
Socio-economic determinants of health are well recognised drivers of health status and inequalities. Nearly
one out of six (17%) people in Taranaki live in areas with the most deprived NZDep 2006 decile scores 9 and
10, with a third (34%) of Māori and one out of seven (14%) non-Māori people, living in these areas.
Approximately 13% of non-Māori live in areas that have least deprived scores (NZDep 1 and 2) compared to
5% of Māori.
Population Health Risk Factors
In 2004 a Ministry of Health publication4 looking at mortality figures found that approximately 30 percent of
deaths were attributed to the joint effect of dietary factors, including six percent to inadequate vegetable
and fruit consumption. Tobacco consumption was responsible for 18 percent of all deaths (combining active
and passive smoking) and insufficient physical activity for almost 10 percent.
Among biological risk factors, high cholesterol accounted for 17 per cent of deaths, a larger proportion than
in other ‘Western’ societies – probably reflecting New Zealanders’ high consumption of saturated fats (ie,
meat and dairy products). This and other major biological risk factors overlap in large part with the wider
determinant of health supportive environments.
Evidence would suggest that, although the data presented in these findings is from 1997, the national
picture is little different in 2010.

4

Looking Upstream, Causes of death cross-classified by risk and condition New Zealand 1997, Revised edition
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Mortality
Life expectancy in Taranaki for the years 2000-2004 was 81 years in females and 76 years in males, this
compares to 81 and 77 years for all of New Zealand respectively.5 While life expectancy for Taranaki Māori
for the same period has not been quantified, for all New Zealand Māori life expectancy is lower than for nonMāori by 8.2 years for males and 8.8 years for females. There is a reasonable assumption that the same
inequalities in life expectancy between Taranaki Māori and non-Māori would exist.
The leading causes of death in Taranaki (2004) were malignant cancer (26%) and ischaemic heart disease
(26%) followed by diseases of the circulatory system (17%).
Smoking
Smoking tobacco is a major risk factor for cardiovascular, cerebrovascular, respiratory diseases and cancers.
The 2006 Census recorded that 22.4% of the Taranaki population smoked tobacco. This was higher than the
national average (20.7%). The prevalence was highest in Māori (42.4% overall) and in particular Māori
females (46.8%). In 20096, Taranaki teenagers recorded the second highest prevalence of daily smoking
(7.9%) of all of the health districts, with parental smoking (one or more parents) reported by 45.2% of
students. In Taranaki 12% of children reported exposure to second-hand tobacco smoke.7
Alcohol Abuse
Hazardous consumption of alcohol is linked to poor wellbeing, poor physical and mental health and crime. In
2006-7 in Taranaki, 17% of the population were considered to be hazardous drinkers. Both males and Māori
had significantly higher rates of hazardous drinking than females and non-Māori.
Nutrition and Physical Activity
Approximately 30% of the 8,500 deaths occurring in New Zealand in 1997 were the result of poor diet. In
2006/7, 58.4% of Taranaki adults consumed at least two or more servings of fruit a day7. Women were
significantly more likely to consume the recommended daily fruit intake. 60.7% of the Taranaki population
eat three or more servings of vegetables per day. Again, women were more likely than men to consume the
recommended amount.
Insufficient physical activity was thought to have been responsible for approximately 10% of the deaths in
19978. Some 59.2% of adults in Taranaki perform at least 30 minutes of physical activity on five or more days
per week. This was above (although not significantly so) the national rate of 51.4%.
Obesity
Obesity is an important health issue for the developed countries. Obesity is associated with a raft of disease
including type II diabetes, cardiovascular disease and osteoarthritis. In 2006/07, Taranaki had a slightly
higher proportion (27.3%) of obese adults, compared to the national rate (26.5%), but the differences are
not statistically significant.
One in 20 children (5.2%) living in Bay of Plenty, Taranaki and MidCentral (no separate data for Taranaki)
DHB areas is likely to be obese. Among Taranaki adults, the prevalence of obesity is estimated at 28%7. See
table 2 for the number of obese children living in the Taranaki region.

5
6
7
8

Central Cancer Network Health Needs Assessment, 2009
National Year 10 Snapshot Survey, 1999-2009: Trends in Tobacco Use by Students Aged 14-15 years: ASH
Ministry of Health, New Zealand Health Survey, 2006/2007
Ministry of Health, 2004. Looking Upstream: Causes of death cross-classified by risk and condition.
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Estimated Number of Obese Children in Taranaki by Gender 2006/07

Males
BMI ≥ 30
Children (under 15 years)a
Adultsb
Total

Females
BMI ≥ 30

607
10,499
11,106

572
11,796
12,368

Total
BMI ≥ 30
1,179
22,236
23,415

Source: NZ Census 2006 and 2006/07 New Zealand Health Survey

When obesity is analysed by severity9, after adjusting for age, women were significantly more likely than
men to be extremely obese (Class 2: BMI 35.0-39.9 and Class 3: BMI of 40 or over). Men were more likely
than women to be Class 1 (BMI 30-34.9) obese. Due to the small numbers involved estimates by severity
class are only available at the national level.
When the age standardised proportions are calculated for Taranaki, Māori and Pacific People are overrepresented in the estimated number of people who are obese. Māori comprise 19.6% of the total number
of people who are obese, but comprise 15.8% of the total Taranaki population. Pacific People comprise 2.4%
of the total estimated number of people who are obese compared to 1.4% of the total Taranaki population.
Diabetes
Diabetes is an important chronic disease which requires good clinical management if complications such as
peripheral vascular disease, stroke, blindness, cardiovascular and kidney complications are to be avoided.
Diabetes is characterised by raised blood glucose. Most diabetics (85–90 percent) have Type 2 diabetes,
which usually develops during adulthood and is frequently associated with obesity. The prevalence of Type I
and Type II diabetes in Taranaki at the start of 2010 was 5.0%. The prevalence for Māori was slightly higher
at 5.3%. The prevalence of type II diabetes in 2006-7 was 3.2%10.
Breastfeeding
Breastfeeding is important to the health and development of infants. Two initiatives, ‘breast feeding
welcome here’ (since 2002) and the ‘breastfeeding friendly hospital initiative’ (since 2004) have sought to
promote and support breastfeeding practices. At 2009, 71.6% of Taranaki mothers were fully and exclusively
breastfeeding their infant at six weeks of age. At three months of age this figure was 52.9%. By six months
21.0% of mothers were fully and exclusively breastfeeding.
Mental Health
Data from 200611 show that The Midland Region has the greatest prevalence of mental health disorders
(21.8% 12 month prevalence). It also has the highest prevalence of the four regions of serious disorders
(5.3% 12 month prevalence). 11.2% of the population made a visit to the health care sector for mental
health reasons. There are important inequities for Māori mental health with a 12 month prevalence of any
disorder of 29.7% in that group. Suicidal ideation occurred in 3.6% of the population in the previous
12 months, suicidal planning in 1.4% and a suicidal attempt was made by 0.4% of the population. In
Taranaki, between 1996 and 2005 93 suicides were investigated by the local coroner. Eighty percent were in
males and the most frequent age groups for suicide were 30-39 followed by 20-29 years.
Unintentional Injury
Safety is an important factor in human wellbeing. In 2007/8, 26.8% of the population suffered an
unintentional injury, a rate of 32.0 per 1000 population per annum slightly above the national rate of 30.3
per 100012. The main settings for injury were: work related, on the farm, at home and while playing sport.

9
10
11
12

Obese (Class 1) BMI 30.00-34.99, Obese (Class 2) BMI 35.00-39.99, Obese (Class 3) BMI ≥40.
Ministry of Health, New Zealand Health Survey, 2006/2007
Te Rau Hinengaro: The New Zealand Mental Health Survey, 2006
Accident Compensation Corporation, 2008
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Unintentional injury is the biggest cause of physical trauma to children in New Zealand. Unintentional
injuries are common among children, many resulting in hospitalisation and death. During 2006-8, in
Taranaki, there were 649 hospital admissions due to unintentional injury among children under 15 years of
age13. The most common cause of admission was falls (35% of all admissions in under 5 year olds, 63% in 5-9
year olds, and 42% in 10-14 year olds). The second most common cause was road transport related trauma
in those aged 5-9 years (17%) and 10-14 (23%). For those aged less than 5 the second most frequent cause of
admission was poisoning (13%). Rates of unintentional injury resulting in hospital admission in Taranaki had
decreased between 2000-2002 to 2006-2008 reporting periods.
Intentional Injury in Children and Young People
In Taranaki, during 2000-2006, while hospital admissions for assault, neglect or maltreatment of children
(0-14 years) fluctuated, rates were generally lower than the New Zealand average. In Taranaki during 19902006 assault admissions for young people (15-24 years) declined and during the latter part of this period
admissions were lower than the New Zealand average.
Communicable Diseases
As a rural province with an intensive farming industry Taranaki features prominently in statistics relating to
the zoonotic enteric diseases, those that are transmitted from animals to humans. These include bacterial
diseases such as Salmonella infection, campylobacteriosis and the protozoal diseases, giardiasis and
cryptosporidiosis. For the 12-month period ending 31 January 2011, Taranaki recorded the highest incidence
of campylobacteriosis of any health district in New Zealand (237.0 per 100, 000 population or 259 cases).
Sexually transmitted infections represent a significant burden of illness for Taranaki youth. Testing for
chlamydia is conducted by one laboratory in Taranaki. For the six month period (July – December 2009),
four-fifths (79%) of chlamydia cases in Taranaki who specified their age, were aged between 15-24 years.
This represents over 600 cases per annum. For Taranaki, the annualised female rate is just over twice the
annualised male rate.
Quarterly data for Taranaki has only been published by ESR since July 2009, and the Taranaki figures do not
include data collected by the hospital laboratory, and is therefore an under-estimation of the total incidence
of the disease in Taranaki.
For the six month period (July – Dec 2009), three-quarters (73%) of gonorrhoea cases in Taranaki who
specified their age, were aged between 15-24 years of age. Again the annualised female rate is higher than
that that for males.
Immunisation
Immunisation is a key strategy to reduce the incidence of vaccine preventable diseases in the population of
Taranaki. In order to prevent epidemics of important diseases such as measles, an immunisation coverage of
the order of 95% is required. The Ministry of Health’s target for New Zealand is to achieve a 95%
immunisation coverage among two year old children by the end of June 2012. The coverage for Taranaki
two year olds as at 17 February 2011 stands at 89%. Late immunisation puts children at risk to infection with
vaccine preventable diseases and is a risk factor for incomplete immunisation. Timeliness of immunisation is
important as some vaccines require several doses to induce immunity. Timeliness is often measured as the
proportion of children immunised for age at six months. In Taranaki, as at 17 February 2011, this was 69%.
Influenza is a significant cause of morbidity and mortality for the elderly. In Taranaki in 2010, 69% of the
population aged 65 years and over, enrolled with a PHO, received influenza immunisation.
Cardiovascular Disease
Cardiovascular diseases are diseases affecting the heart and circulatory system. They include ischaemic
heart disease, rheumatic heart disease, cerebrovascular disease (stroke) and other forms of vascular and
heart disease. Cardiovascular disease14 (CVD) is the leading cause of death both nationally and in Taranaki.
13
14

Kidsafe Taranaki , 2010, Summary Report: Paediatric Hospital Admissions for Unintentional Injury to Taranaki Base Hospital 2006-2008.
Cardiovascular Toolkit MOH 2003
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Of the cardiovascular diseases, ischaemic heart disease (IHD) has the highest rate of hospitalisation and
mortality in Taranaki. Between 1997 and 2003 a total of 2,560 people were hospitalised15 and 745 people
died from IHD. The second most common cardiovascular disease in Taranaki is stroke, which is the greatest
cause of disability in older people.
Cancer
Cancer is a major public health issue in New Zealand. In 2004 mortality due to cancer in Taranaki ranked first
equal (with cardiovascular disease) as the most prominent cause of death. The burden of cancer – especially
tobacco related cancer – falls disproportionately on Māori and on socio-economically disadvantaged
individuals, families and communities. In Taranaki the incidence from cancer has increased by 16.4 percent
for non-Māori and 88 percent for Māori in the 10 years 1991 - 2000.
In Taranaki the number of cancer registrations for non Māori increases rapidly from 55 years onwards,
peaking at the 70-74 age group, whereas for Māori the highest number occurs at the younger 65-69 age
group. Over three-quarters of cancer registrations for non-Māori occur over the age of 55 years.
Taranaki has relatively high rates of colorectal cancer (64.2 per 100,000 population) and melanoma (64.2 per
100,000).5 Breast cancer is most common in females and prostate cancer predominates in males.
Respiratory Disease
Chronic obstructive respiratory disease (CORD) refers to several chronic lung disorders. It is a progressive,
disabling disease with serious complications and is a major cause of disability, hospital admission and
premature death.16 In New Zealand CORD is second only to stroke in contributing to the overall burden of
disease, characterised by non-reversible airflow restriction into and out of the lungs. Emphysema and
chronic bronchitis are the most common forms of CORD. Chronic bronchitis occurs when the airways to the
lungs become narrow and clogged with mucus. Emphysema occurs when some of the air sacs deep in the
lungs have been damaged.17
Cigarette smoking is the most important causal factor in the development of CORD. It is estimated that in
Western societies cigarette smoking accounts for about 85 percent of the risk of developing CORD.18
In Taranaki there were a total of 1,770 hospitalisations for CORD over the period 1997 to 2003. Non-Māori
accounted for 86 percent of the CORD hospitalisations while Māori accounted for 13 per cent and Pacific
People made up the remaining one percent. The number of hospitalisations for CORD increased by 83 %p
for non-Māori and by 233% for Māori.
Overall both Taranaki and New Zealand rates for CORD are increasing. Prior to 2001 the Taranaki rate was
less than the New Zealand rate and since then it has been higher. In 1997, 1998, 2000, 2001 and 2002, the
differences between the two rates were statistically significant.

1.2.6 Operating Environment
Organisational Structure
The governance structure for DHBs is set out in the New Zealand Public Health and Disability Act 2004. The
Board consists of up to 11 members and they have overall responsibility for the operation of Taranaki DHB.
Seven of the members are elected as part of the three yearly local body election process (last held in
October 2010) and up to four members are appointed by the Minister of Health.
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This data only refers to hospitalisations for ischaemic heart disease. It does not include those people diagnosed with ischaemic heart disease who
are being managed within primary care settings
16
New Zealand Guideline Group Document COPD, November 2000
17
Ministry of Health, An Indication of New Zealanders Health, 2004
18
New Zealand Guideline Group Document, COPD, November 2000
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The Board is responsible for the overall governance of the Taranaki District Health Board. Within this role
the functions carried out carried out directly by the Board include:
•

Approving major strategic and policy documents, including the Annual Plan and Budget

•

Monitoring the implementation of the Annual Plan and Budget

•

Monitoring the operating performance of the organisation

•

Considering recommendations on key issues

•

Maintaining and developing an effective working relationship with its iwi partner Te Whare Punanga
Korero

•

Ensuring that the DHB acts legally and responsibly

•

Appointing, evaluating and supporting the performance of the Chief Executive

The governance of a District Health Board is a diverse and complex undertaking and the Board has
established a number of committees so that it can carry out its responsibilities effectively.
The balance of skills and experience of the Board is kept under regular review. Additional knowledge and
expertise has been recruited to assist where needed with the work of the advisory committees. The Board
publishes when and where its advisory committees meet and members of the public are welcome to observe
most of the meetings, other than items of a confidential or commercial nature.
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Governance Structure
MINISTER OF HEALTH

Te Whare Punanga Korero (TWPK)
Regional Maori governance body
representing the 8 iwi of Taranaki

Taranaki District
Health Board

Finance, Audit & Compliance Committee
(FAC)

Disability Support Advisory Committee
(DSAC)
Community and Public Health Advisory
Committee (CPHAC)

Compensation & Appointments
Committee

Hospital Advisory Committee
(HAC)

Chief Executive Officer (CEO)
Tony Foulkes

Planning, Funding & Population Health
General Manager
Sandra Boardman

Finance & Corporate Services
General Manager
George Thomas

Chief Advisor Maori Health
Ngawai Henare

Hospital & Specialist Services
Acting General Manager
Rosemary Clements

Quality & Risk
Manager
Anne Kemp

Human Resources & Organisational
Development
General Manager – Gavin Woolley

Chief Medical Advisor
John Doran

Director of Nursing
Kerry-Ann Adlam
Executive Management Team

Te Whare Punanga Korero
The members of this Trust represent the eight iwi of Taranaki. A Memorandum of Understanding between
Taranaki DHB and Te Whare Punanga Korero enables Māori to contribute to decision-making and participate
in the delivery of health and disability services with a view to improving health outcomes for Māori. Te
Whare Punanga Korero interacts with the DHB and the wider sector through various Taranaki DHB, NGO and
iwi Māori forums to advance its purposes. Some of these interactions include:
• Regular meetings with the Taranaki DHB Board Chair and other members, as well as DHB officials to
discuss, monitor and develop responses to Māori health needs.
• Participation in Taranaki DHB’s strategic planning and governance training agendas.
• Participation in a range of project based steering group activities where projects impact significantly
on Māori.
• Participation in Māori health collective strategic planning for Māori health gain.
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An important role of Te Whare Punanga Korero is to work with Taranaki DHB in achieving the objectives of
the Māori Health Reducing Inequalities Plan and the Māori Health objectives of the Annual Plan.
Planning and Funding Health and Disability Services
The Planning and Funding Department is responsible for assessing the health and disability needs of local
people to identify the need for health and disability services in Taranaki. The Department also ensures that
account is taken of national policies and government strategies. Taranaki DHB is responsible for funding
personal health, mental health, Māori health and disability support services for over 65s. The Ministry of
Health directly funds public health services and disability support services for people who are under 65
years. In addition to Planning and Funding, the Department is responsible for contracting, monitoring and
evaluating services in Taranaki. The key focus is to utilise the funding allocated to improve the overall health
of the people of Taranaki and, in particular, to reduce health inequalities for Māori and other high needs
groups.
Hospital and Specialist Services
The majority of Taranaki DHB staff are employed in hospital and specialist services. They are part of a
network that provides a wide range of inpatient, outpatient and community based health services across
emergency, critical care, surgery, medicine, oncology, radiology, laboratory, women’s and child health,
mental health, public health, disability support services for the over 65s, allied health and related support
services. Facilities include two hospitals, one based in New Plymouth and one in Hawera, and five
community health centres which are based in Mokau, Opunake, Stratford, Patea and Waitara.
Key Internal/External Operating Environment Factors that affect performance
The population is changing
Slow population growth and redistribution is creating a variety of pressures. Population growth to 2026 is
expected to be concentrated on urban centres and there will be much less growth in smaller centres and
rural areas and, in some cases, the population will decline. The population is ageing as a result of increasing
life expectancy and lower birth rates.
Factor

Implications

Slow population growth

Continued decline in share of population based funding.

Provincial and rural decline

Increasing pressure on clinical sustainability due to
declining patient numbers and workforce supply

Ageing population

The nature of required services is likely to shift toward an
emphasis on chronic conditions and toward increasing
complexity

Evolving family structure

Decreased access to informal care and increased demand
for support services

Increasing prevalence of chronic conditions
A growing proportion of the population, particularly amongst the adult population, is living with a chronic
condition (i.e. diabetes, heart disease or chronic respiratory disease). Chronic conditions tend to be long in
duration and slow to progress. The growth in these conditions is largely attributable to changes in people’s
lifestyles and behaviours.
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Factor

Implications

Growth in the number of people living
with chronic conditions

Acute services will increasingly accommodate patients
whose needs are more complicated.
New models of care to focus on managing conditions and
preventing acute exacerbations through the use of more
proactively planned care in a primary/community based
setting and the promotion of Whanau led care.
This will mean impacts on workforce availability,
investment
in
information
technology
and
primary/community infrastructures.

Increased incidence of multiple
complex
symptoms
and
comorbidities

Care is likely to require greater use of interconnected
multidisciplinary teams. Providers will need to coordinate
services and communicate more efficiently with each
other.

Greater chance of chronic conditions
linked to lifestyle choices

National decisions will have to be made on the
appropriate levels of investment into interventions which
help prevent the onset and progression of these
conditions as well as interventions which promote
healthier lifestyles.

Decrease in the rate of funding growth
The Government has identified that the rate of growth in funding of the public health and disability sector is
unsustainable. One of the impacts of the global financial situation is a significantly lower rate in the growth
of funding for the public health and disability sector.
Factor

Implications

Ageing population

Funding will need to increase, or be redistributed between
service areas. The health care expenditure on services for
those aged 65 years and over will increase.

New technologies and models of care

People will expect access to new technologies. This will
require new funding or robust prioritisation processes
(including disinvestment and reallocation decisions) or
current services may need to be reconfigured.
New technologies and models of care may be more
efficient, but their introduction usually requires upfront
investment in infrastructure and development.

A decrease in the rate of funding
growth

There will be a need to:
• Increase efficiencies within existing services
• Redistribute existing funding
• Find ways to leverage resources and staff with
other sectors
• Find better ways of prioritising resources and
providing care for those who need it most

Health inequalities persist
The benefits of an improvement in health status are not equitably shared across population groups. Good
health relies on the determinants of health as well as health services.
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Factor

Implications

Inequalities in health status continue,
with potential for disparities to
worsen

There will be a need to:
• Effectively and appropriately design services
• Maintain an appropriate skill set within the
workforce, and ensure a focus on cultural
responsiveness
• Determine the most appropriate resource
distribution within the health sector and across
Government

Long-term and
inequalities

Long-term planning and commitment required with
emphasis on ‘joined up’ approaches across sectors (health,
housing, education and social services). Improved access
to health services (from prevention to cure) will be a
priority.

intergenerational

Health workforce shortages are worsening
Workforce shortages are a key challenge to the health system’s ability to provide a full range of accessible,
high-quality health services. This presents an even more significant challenge in rural areas where
recruitment and retention of health professionals can be comparatively more difficult than it is in urban
areas.
Factor

Implications

Global demand for health workers

There is international competition for health workers. This
places increasing pressure on organisations to offer
competitive wages and conditions and to consider
alternative approaches in their use of technology and the
make-up of their workforce.

International demand and an ageing
workforce

There will be a need to make better use of the workforce
we have available and look for alternatives such as:

Decreased hours/availability as a
result of:
•
•

Regulated maximum working
hours
Changing lifestyle preferences

•

Invest in technology to support new ways of working
(e.g. telemedicine)
• Regional and national collaboration
• Employment of supervised but unregulated staff
Making greater use of patients’ own personal resources
(i.e. self-management, expert/lay support and
Whanau/family care)

Scarcity of support from informal
carers

Alternative support networks need to be created or
developed

Super-specialisation of some medical
professions

The pool of generalist professionals will become smaller,
at a time when demands for general skills will be
increasing.
Staff development will be affected
(i.e. training).

Rural workforce shortages

There will be a need to consider reconfiguration or
clustering of services to provide clinical sustainability.
Investment in telemedicine, information technology and
cross-organisational arrangements will be required.
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New technologies are being developed
In the past 60 years, medical technology has advanced in ways unimaginable to previous generations.
Technological advances have expanded the capabilities of medical care, but they have also been a key cause
of rising health costs.
Factor
Ongoing
introduction
diagnostic tools/tests
therapeutics

Implications
of
and

new
new

Initial and ongoing costs are often high. Some of these are
necessary to support strategic priorities. Improved access
for evaluation will be required.

for

The way information is accessed will change for both
patients and health workers.

Increased communication options and
speed for patients and clinicians

The way patients and health workers communicate will
change, particularly with the increasing use of secure
electronic interactions (voice, video or email).

Continued growth in research and
knowledge

Ongoing need for guidelines and decision support for
clinicians to assist the assimilation of research into
practice.

Increased understanding of need and
service impacts

Analysis of appropriate information will be necessary to
identify the people most in need as well as to support
quality improvements and research.

More accessible information
patients and clinicians

Public expectations rising
People are taking a more active interest in their health, are better informed about their conditions and are
more aware of options for treatment than in the past.
Factor

Implications

Patients will be better informed

Patients will have higher expectations of health
professionals. They will be better placed to take more of a
lead in their own care.

Ongoing expectations
personalised services

of

highly

There must be a balance between the needs of the
individual and the needs of the broader population.

Availability of new technologies

There are likely to be increased disparities between
publicly funded services and those funded by private
insurance or directly by patients in terms of which new
technologies are more likely to be available.

Ongoing expectations of health as a
‘civil right’

Health is likely to remain high on the political agenda.
There will be implications for the workforce (likely to
require greater regulation to ensure safe services).

Increased diversity in expectations

There will be an increasing need for more culturally
responsive and diverse services.
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1.2.7 Nature and scope of functions
The Provider
TDHB provides public health, medical, surgical, mental health, allied health, and community health care
services to the Taranaki region via the Hospital Provider Arm.
Taranaki has two hospitals: Taranaki Base Hospital in New Plymouth and Hawera Hospital, and supports
health centres at Stratford, Opunake, Waitara, Mokau and Patea.
The main regional hospital is Taranaki Base Hospital in New Plymouth, where a range of specialist secondary
services are based. These include Level 4 emergency services, acute inpatient and outpatient medical,
mental health and surgical services, elective surgery, allied and diagnostic services, inpatient and outpatient
obstetric, paediatric and neonatal services and services for the elderly. Tertiary level services are provided by
visiting clinicians and/or by the onward referral of patients requiring tertiary level care.
Hawera Hospital has medical, ATR inpatient and primary maternity beds, a 24-hour emergency department,
with a wide range of outpatient, allied and community services including community mental health, district,
and public health services. It is supported by the Base Hospital.
Funder
Taranaki District Health Board is required to operate in a financially responsible manner. Funding to DHBs is
allocated on the basis of a Population Based Funding Formula (PBFF). This is a mathematical formula that
determines the share of funding to be allocated to different districts in the country based on the population
living in the each district. The aim of PBFF is to fairly distribute available funding between DHBs according to
the relative needs of their populations and the cost of providing health and disability services to meet those
needs. Each year the PBFF is reviewed to ensure that it fairly reflects the relative costs of providing health
care to different populations.
The key factor in determining PBFF allocation is the size of the population. However, PBFF also takes
account of population factors such as age, sex, ethnicity and levels of social deprivation and unmet need,
and other factors such as rural areas and the number of overseas visitors. Every year the population forecast
is recalculated and used in the revised PBFF. Forecast local demographic changes will result in a continued
reduction in funding share for Taranaki into the future. This means that Taranaki DHB can no longer provide
high levels of sustainability funding to our hospital provider. Similarly, health services across the sector will
need to be reshaped to meet the needs of the population within the funding available. Therefore, planning
and prioritisation has to take place to determine which health and social needs will be met by publicly
funded services and which will remain unmet. Our clear focus is to allocate funding to achieve significant
health gain in our population and reduce inequalities for those with the poorest health status.
Prioritisation is the allocation or reallocation of funding on the basis of evidence to services which are more
effective in improving health and self-management and reducing health inequalities. The health sector is
continually changing, sometimes in accordance with changes in health need or accepted clinical practice or
medical technology. Services that were funded with the intention of reducing health inequalities may not
prove to be as effective as originally anticipated. Established services can change, sometimes expanding in
an unplanned or an uncontrolled way.
Growth in expenditure in any service is always at the expense of other services, since health resources are
constrained. If the District Health Board does not intervene when unplanned changes are inconsistent with
the strategic direction this leads to prioritisation through inertia. The risk is that major prioritisation
decisions are made in this way rather than through a considered prioritisation process. Taranaki DHB faces
the double challenge of delivering and contracting for services that will deliver health improvements for our
communities and reduce health inequalities, whilst bringing our overall cost within that affordable under our
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share of PBFF. This will only be achieved with a systematic review of existing health investments using an
accepted prioritisation and inequalities tool.
Taranaki DHB approved a prioritisation policy in 2008 which has consistently been used to review
prioritisation decisions. Key criteria considered within this tool are:
•

Effectiveness – this relates to the extent to which services produce improvements in health status or
reduce or prevent a decline in health status. Higher priority is given to services which produce the
greatest improvement in health status to population level.

•

Affordability – this relates to the cost of services and the impact on overall health expenditure relating
to achievement of that health gain, to ensure that funding achieves maximum health gain.

•

Equity – this refers to both access and outcome. Can the service be accessed by the target population
and will it improve the health status of those with the worst health?

•

Māori Health – this refers to the degree to which Māori will take up and benefit from the proposal,
whether it is appropriate and acceptable to Māori, and whether it will reduce health disparities
between Māori and non-Māori.

•

Strategic fit – this relates to the delivery of health gain in the strategic focus areas of the District Health
Board or with the delivery of services required under the service coverage schedule.

•

Timing of benefits – this refers to how quickly the benefits will be realised. Highest priority will be
given to those proposals which deliver benefits most quickly.

The prioritisation policy will be updated in 2011 to ensure its effectiveness in the light of our experience of
using the policy over the previous three years.
Taranaki DHB would like to make all decisions based on good epidemiological data and evidence on
outcomes. However, this type of information is not always available and sometimes decisions will have to be
made on the best information available. In this situation the Board commits to ensuring fair and accurate
representation of the need and benefit; and reasonable estimation of the relative importance or value of
proposals. It is also acknowledged that, on occasion, prioritisation decisions will take place outside the
control of the DHB. For example, through national policy setting or direction of the Minister of Health.
For the consistent application of these criteria to all funding decisions, the DHB aims to deliver both an
improvement in the health status of the population and affordability of services within PBFF. The Planning
and Prioritisation Panel of the District Health Board provide advice on investment and disinvestment
decisions. The Chief Medical Advisor and Director of Nursing are members of this panel and ensure clinical
leadership in the deliberations of the panel.
Key to managing budget within financial allocation is the vision of where the District Health Board sees
service provision in the future:
•

Local hospital services focused on delivering episodic specialist care to support ongoing care of the
population by primary health organisations and clinical networks.

•

Consolidation of hospital services with services being delivered from a purpose built facility using
clinically sustainable models of care.

•

Strengthened clinical networks with neighbouring District Health Boards in Midland and Central
Regions which support the recruitment and retention of specialist staff and which facilitate equitable
access to tertiary services by our population.

•

Reprofiled services which deliver primary community and specialist outpatient services as part of an
Integrated Family Health Centre and Whanau Ora Centre arrangement.

•

Integration of all community and specialist outpatient services currently delivered in health centres
with primary health organisations and community trusts.

•

Better coordinated health services for our rural communities which are clinically sustainable and
affordable into the future.
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Owner of Crown Assets
Taranaki DHB is a Crown Entity with ownership of:
•

Taranaki Base Hospital delivering a full range of secondary services. These are New Zealand Role
Delineation Model Level 4 for Emergency Medicine, General Medicine, Maternity and Neonates,
Paediatrics, Health of Older Persons and Specialist Rehabilitation; and Level 3 for Oncology and
Haematology, and Surgical Services

•

Hawera Hospital delivering New Zealand Role Delineation Model Level 2 services in Emergency
Medicine, Medicine, Surgery, Maternity and Older Adult Services; and Level 1 Paediatrics

•

Mental Health and Addiction Services with acute inpatient facilities and community facilities in
New Plymouth

•

Public Health Unit providing a range of health promotion, health protection and Medical Officer of
Health services in New Plymouth

•

HIQ – a wholly-owned subsidiary delivering operational and strategic information systems support to
the DHB

•

Allied Laundry Services Ltd – ownership shared with Hawke’s Bay, MidCentral, and Whanganui DHBs
for the provision of laundry and linen services

•

Fulford Radiology Services Ltd – joint ownership with Taranaki Radiologists Ltd, providing a
comprehensive range of imaging services to the district

•

HealthShare – ownership shared with Bay of Plenty, Lakes, Tairawhiti, and Waikato DHBs for the
provision of routine and issues-based quality audit of service providers

•

Health Centres at Patea, Mokau, Opunake, Stratford and Waitara, delivering community and
outpatient services
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2

Strategic Direction

2.1 Our Vision
Our vision
Taranaki Together, a Healthy Community (Taranaki Whanui He Rohe Oranga)

Our aims
•

To promote healthy lifestyles and self responsibility

•

To have the people and infrastructure to meet changing health needs

•

To have people as healthy as they can be through promotion, prevention, early intervention and
rehabilitation

•

To have services that are people centred and accessible where the health sector works as one

•

To have a multi-agency approach to health

•

To improve the health of Māori and groups with poor health status

•

To lead and support the health and disability sector and provide stability throughout change

•

To make the best use of the resources available

This section demonstrates how the DHB is giving effect to the New Zealand Public Health and Disability Act
including the requirement that plans address:
•
Local, regional and national plans for health services
•
How health services can be properly coordinated to meet those needs
•
The optimum arrangement for the most effective and efficient delivery of health services

2.2 National, regional and local context
2.2.1 National Context
This section outlines what the Government and the health and disability system want to achieve in the
longer term, and explains how the Government’s shorter-term priorities and targets connect with these
strategic outcomes. The following table, Strategic Relationships, shows the value chain of how the outputs
we deliver (what we do) impacts the health of our population and results in achievement of the long-term
outcomes and priorities of our DHB and ultimately delivers on the Ministry of Health’s vision: ‘All New
Zealanders lead longer, healthier and more independent lives”.
Ensuring people can live longer, healthier and more independent lives is a core objective of society. Good
physical and mental health provides people with the security and comfort needed to enjoy their lives and
take advantage of all the opportunities available to them. Good health and the ability to live independently
are also important drivers of socioeconomic success and provide a powerful means of eliminating social
disadvantage and inequality by enabling people to realise their full potential.
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The wellbeing of New Zealanders in a high-quality, patient centred health system is the focus of the
Government’s policy for ensuring all New Zealanders have the same opportunities for good health. Our
challenge is to enhance the quality of services and realise efficiencies so that more of our resources are
devoted to patient care.
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Strategic Relationships

All New Zealanders lead longer, healthier and more independent lives

Service delivery is better, sooner, more convenient

Impacts

Focus
Areas

Outcomes

Taranaki
DHB Vision

Government
Goals

To chart the relationship between National, Regional and Local priorities and goals we have outlined in the following table how our focus areas are
intended to address and contribute towards those National, Regional and Local priorities. As a result, we have identified a number of outcomes. These
outcomes are long-term (5-10 years) and, as such, we expect to see an improvement over time. Activities planned to contribute to these outcomes are
described in Section 3. Our Statement of Forecast Service Performance (see Section 4) describes our short to medium term performance targets in the
form of impacts and impact measures.

The health system is adaptive, innovative and continually improving

Taranaki Together, a Healthy Community (Taranaki Whanui He Rohe Oranga)

Outcome 1: People are healthier, able
to self-manage and live longer

Outcome 2: People are able to
participate more in society and retain
their independence for longer

Child & Youth Health Services

Older People’s Health Services

 Children and Young People
are well, remain in their
communities and need less
hospital care
 Young people reduce risk
behaviours and adopt
healthier lifestyles
 Young people are healthier,
aware of signs and symptoms
of illness and seek help earlier

 Older people are well and
able to self manage their
conditions, reducing the need
for hospital care
 Older people have access to
timely and quality
coordinated care from a
range of providers enabling
them to remain independent
and in their own homes and
communities

Outcome 3: People receive timely and
appropriate care

Outcome 4: Health inequalities between
population groups in our community
will reduce

Mental Health & Addiction
Services

Hospital & Specialist Health
Services

Primary & Community Health
Care Services

Long Term Condition Health
Services

 People experiencing mental
illness or an addiction define
their recovery and are
supported toward health,
wellbeing and participation in
society
 There is greater recognition
of the role of whānau/
families as partners in
protecting and preserving the
mental health and wellbeing
of the service user

 People receive the best
possible outcomes from their
acute, specialist and/or high
priority treatment.
 That the Taranaki health
workforce is supported and
enhanced to provide
seamless service delivery for
our patients across the
continuum of care.

 Intervention occurs earlier to
detect, manage and treat
existing and potential health
conditions
 People are able to selfmanage their conditions and
have access to quality care
coordinated across a range of
providers
 People are healthier, aware of
signs and symptoms of illness,
and seek help earlier

 People are able to selfmanage their conditions and
have access to quality care
coordinated across a range of
providers
 Intervention occurs earlier to
detect, manage and treat
existing health conditions
 People adopt healthier
lifestyles and reduce risk
behaviours
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Focus
Areas
Focus
Areas

Child & Youth Health Services

Older People’s Health Services

Mental Health & Addiction
Services

 Parents/caregivers support
children to be healthier. Are
able to recognise signs and
symptoms of illness in
children and seek help earlier

 Older people have their end
stage needs met in a holistic
way that provides dignity and
respect

 People with mental illness
and addiction experience
trustworthy agencies working
across boundaries

Child & Youth Health Services

Older People’s Health Services

• Primary, Community and
Hospital health professionals
trained in ABC Smoking
Cessation guidelines
• HPV and influenza
programmes

Outputs∗

• Outreach immunisation
programmes focused on low
uptake areas
• Peer support for breastfeeding
mothers
• Joint venture delivering child,
adolescent and maternal
mental health services
• Family violence screening
implemented in ED, maternity,
paediatrics and mental health
services of the DHB
• Improve oral health among
our population, in particular
Māori children
• New pathway for
management of child and
adolescent obesity

∗

Hospital & Specialist Health
Services

Primary & Community Health
Care Services

Long Term Condition Health
Services

Mental Health & Addiction
Services

Hospital & Specialist Health
Services

Primary & Community Health
Care Services

Long Term Condition Health
Services

• Care management
arrangements for older people

• Inter DHB coordinated Eating
Disorders service

• Integrated family health
networks developed

• Increase in appropriate home
based support services and
respite care

• Delivery of community based
programmes such as work
placement and housing
services

• Achievement of health targets
for ED waits, elective surgery,
cancer waits, smoking

• Coordinated services clustered
around geographical areas

• Primary, Community and
Hospital health professionals
trained in ABC Smoking
Cessation guidelines

• Primary, Community
professionals trained in ABC
Smoking Cessation guidelines

• Development of Whanau Ora
Centres in North and South
Taranaki

• Increased Māori service
capacity to design, develop
and deliver services from
Whanau Ora service centres

• 95% of people coded as
diabetics will have had a
Diabetic Annual Review

• Coordinated services clustered
around geographical areas
• Increased dementia day care
services
• Development of rest home
based transitional care service
for older people with subacute medical needs
• New pathway for
management of sub-acute
medical needs in the elderly
• Actions to reduce
pharmaceutical wastage in
rest homes

• Increased number of Crisis
intervention plans

• Delivery of 4,133 elective
surgical discharges for the
health target, with a further
707 discharges in dental and
cardiology

• Implementation of Co-Existing
Problem (CEP) training and
workforce development

• Implementation of local input
to Regional Clinical Services
Plan (see section 2.2.3)

• Implementation of Better,
Sooner, More Convenient
Mental Health services

• Increase access to diagnostics
to support cardiac pathway

• Single point of access to
primary care counselling

• New pathway for
management of osteoarthritis
• New pathway for access to
immediate non-emergency
care

• Two multi-disciplinary
intersectoral Whanau Ora
service centres established or
in development, in North and
South Taranaki
• New pathway for access to
immediate non-emergency
care

• 70% of eligible people have
had a Cardiovascular Risk
Assessment
• Reduce the impact of
respiratory disease on our
population, particularly
measuring the impact on
Māori

• Actions to reduce
pharmaceutical wastage
• Implementation of local input
to Regional Clinical Services
Plan (see Section 2.2.3)

For more detail of output activities please see sections 3 ( Delivering on Priorities and Targets), and section 4 (Statement of Forecast Service Performance)
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2.2.2

National Service Planning

The New Zealand Public Health and Disability Act 2000 requires that, ‘the Crown and DHBs must endeavour
to provide for health services to be organised at either a local, regional or national level depending on the
optimum arrangement for the most effective delivery of properly co-ordinated health services’ (section
3(5)). The Government aims to enhance regional and national cooperation through planning and funding
designated specialist services that are of national significance to ensure the sustainability of the health and
disability system into the future.
Services should be planned, funded and provided at the national, regional or district level based on the size
of the population best able to ensure the future clinical and financial viability of a safe, quality public health
and disability service. Services currently most vulnerable to service disruption are considered first for
national or regional planning guided by the following principles to determine service planning location:
1. Provision of a unified service with effective service integration across all providers, especially
community, primary and secondary
2. Best use of workforce and capital, planning and funding capability to minimise administrative and
contracting overheads
3. Minimise risk and disruption and provide for longer-term service continuity
4. Be responsive to distinctive local needs
During 2011/12 five initial candidate services will be developed as National Services. These services are:
Clinical Genetics, Paediatric Pathology, Paediatric Metabolic Services, Paediatric Cardiology and Paediatric
Cardiac Surgery. A further five services will be the recipients of National Service Improvement Programmes.
These services are: Cardiac Surgery, Paediatric Oncology, Paediatric Gastroenterology, Neurosurgery and
Major Trauma.
Taranaki DHB will also engage, together with other DHBs and provider representatives, in the next steps of
the work of the aged residential care review.
Midland DHBs will, as appropriate, work with the National Health Board to develop contract specifications
and arrangements for the services to be planned and funded nationally, identify the funding methodology
for providers, negotiate terms with selected provider(s); and develop national clinical network arrangements
for both National Services and National Service Improvement Programmes.

2.2.3 Regional Service Planning
DHBs across New Zealand and health systems internationally, face a myriad of significant challenges from
dealing with workforce shortages within a competitive global market, to keeping up with rapid technological
and therapeutic advances within constrained resources and achieving changes in models of service delivery
to better meet health care demands of this century.
In the Midland Region these challenges impact in ways that reflect the unique characteristics of our DHBs
and our region as explored in greater depth in the Midland Regional Clinical Services Plan (MRCSP). As such,
our DHBs face a range of common problems for which we are all seeking solutions.
By actively participating in planning across the Midland Region we will reduce the duplication of effort and
enable ourselves and our colleagues in the other four Midland DHBs to collectively develop more sustainable
solutions. Regional planning can help identify efficiencies, and a planned approach helps to ensure that
increasing centralisation of health services does not mean that specialist skills and input is not available at a
local level. Collectively, working as a strong group of DHBs we are in a better position to respond to the
challenges facing our region’s healthcare system.
However in some circumstances, close collaboration around specific clinical services may be more
appropriate between a sub-set of our five DHBs; in some cases, there are already historical alignments with
DHBs from outside of the Midland Region. Hence, we need to build an approach to collaboration that
enables flexibility and that does not attempt to stamp one-size-fits-all solutions.
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Improving service sustainability
The draft MRCSP submitted to the NHB describes a vision for the future of health services in the Midland
Region and provides a framework for DHB planning and acting collaboratively on a regional basis. It does not
prescribe radical changes in current patient flows or existing configuration of hospital services. Rather, it
focuses on how the region can work together to support vulnerable services, to improve equity of access to
regional services and to improve health outcomes across the region as a whole.
Clinical networks and models of care
Clinical networks will be the primary vehicle through which change will be driven and delivered. This was
one of the key areas the MRCSP identified in its plan development. Clinicians noted the need for clinical
networks to lead service improvement through the use of integrated patient pathways, common clinical
policies, and shared clinical audit programmes. Networks would help small FTE services to develop a
sustainable services plan to ensure quality and safety, with unsustainable local services transferred in a
planned way to regional locations or supported regionally.
Regional service priorities
Four Service Priorities were identified as requiring regional action to improve quality and strengthen clinical
services that have been identified as being vulnerable.
The four Service Priority Areas that are being led through a strong clinical governance framework are:
Renal Services: Disparate access issues and workforce vulnerabilities exist. Focus will be on finalising, then
implementing, new models of care to strengthen the services regionally.
Cardiology/cardiac services: Disparate access issues and workforce vulnerabilities exist, with a poor
interface across the continuum. The opportunity exists to make a difference to population health outcomes
and inequalities through a cardiology pathway that is strongly rooted across the continuum of care from
prevention to specialist care, and through to cardiac rehabilitation. This is a combination of existing regional
work on cardiology/cardiac services, additional development in new initiatives such as HeartHealth, and
Better, Sooner, More Convenient Care cardiac service development programmes.
Maternity Services: Maternity services are the lynchpin of acute services in provincial areas, and obstetrics
was clearly identified as a vulnerable service early in the development of the MRSCP. There are workforce
issues across maternity services, and opportunities to strengthen quality improvement activities regionally.
Primary Care Services: Because of the current transformational changes occurring in community services,
and the greater focus on integration with specialist services, primary care was identified as an earlier priority
area for regional action with a particular focus on rural health. There is a significant role for the sector to
address issues of acute demand, improved access to chronic care services, seamless care across community
services, and a greater choice for patients in how they access their health care.
Each of these areas has varying vulnerabilities which the Midland Region believes can best be approached
and supported through regional collaboration. Each of the Service Priorities would be supported by a strong
multidisciplinary clinical network with a focus on integrated patient pathways, common clinical policies, a
potential shared workforce, and shared clinical audit programmes.
Regional infrastructure priorities
To improve financial and clinical sustainability, the Midland Region has chosen three infrastructure areas to
focus on. Each of these areas will have their own work programme.
These are:
Information for Clinicians – this workstream will implement the Midland Region Information Services Plan.
This includes implementing regional connectivity as a first phase of the Midland Connected Health
programme, allowing health service providers to exchange information and data securely. Development of a
Clinical Workstation Programme across the region will allow Clinicians to have access to common tools. The
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Medications Management Programme will include agreed region configuration/architecture for ePharmacy.
A Clinical Data Repository with secure access to core clinical information will also be developed.
Workforce – this workstream will address the changing models of care required to meet increasing demand
for health services, and address the most commonly raised issues across the region relating to recruitment,
retention and future sustainability of the workforce. Workforce development activity underpins the
collective response required to ensure access to quality, sustainable services across the whole region, and
Midland DHBs share responsibility for planning and undertaking forward-looking action on workforce
development that minimises duplication.
The Midland DHBs have also been considering a range of options for consolidating back-office functions
across the Midland Region, as a further action to improve cost efficiencies and drive infrastructure
developments. Final decisions have yet to be made, but a range of functions are to be considered on a
business case basis, to be provided through the vehicle of the Midland Region’s shared services agency
HealthShare. That agency will also be responsible for supporting a more strengthened regional planning
function, ensuring that the Midland Regional Clinical Services Plan is implemented, and further built on in
future iterations. The governance arrangements for overseeing this new centralised model are yet to be
finalised, but will be based on equal shareholding between the five Midland DHBs.
Māori Health – A reduction in health inequalities must remain a core focus of regional work, ensuring that
DHBs pool their resources and understanding of how to reduce health inequalities, and implement a
monitoring plan to ensure health inequalities are addressed at all organisational levels.
Each of these priorities has stand alone work programmes that both interface with the Service Priorities
above, but also set a broader plan of action for improving regional infrastructure.
What we will contribute to regional planned service delivery in 2011/12
Bariatric Surgery: A Midland Regional approach to the provision of bariatric surgery for the treatment of
morbid obesity is being developed. This service is likely to include surgery through a Waikato provider with
the wrap around multidisciplinary team providing the pre and post operative management locally. An aim
of the regional approach is to establish a sustainable bariatric surgery service using a clinical network
mechanism.
Cardiology: TDHB cardiologists continue to work closely with Waikato cardiologists to improve access and
service delivery for acute and elective cardiac patients. Improved access to early diagnostics locally is likely
to further increase demand and pressure for this regionally delivered service.
Renal: TDHB continues to contribute to the Regional Renal approach as our workforce allows. Our Renal
Physician is contributing to the after hours weekend call roster for Waikato on a temporary basis and is
attending CME opportunities with the Waikato Service Team. This local service is also linked with and
supported by Counties Manukau DHB.
Trauma: TDHB is a part of the Midland Regional Trauma service and links are developing quickly. Our
Trauma service team have attended training both in Waikato and Australia and will be attending regular
Trauma meetings with the region. The data collection, education, training and audit activities of the service
will benefit the Taranaki population through improved quality and access to Trauma services and reduced
length of stay in hospital.
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Maternity: Midland DHBs are collaborating on maternity services, with the key aims of:
•

Recapping on the material produced in the 2010 MRCSP with respect to the future options for
maternity services

•

Outlining National / regional initiatives that are underway and how we can link this into our region.
This will include workforce and IT

•

Identifying the short and medium term actions or initiatives that should be taken forward to support
the service across the Midland region

•

Establishing a smaller working group to take these issues forward and report back to the wider group
as actions progress

•

Identifying the necessary supportive resources essential to “making the above happen”

Strong clinical representation from each Midland DHB including relevant Clinical Directors, Heads of
Department, Midwifery leaders, Primary Care and DHB Clinical Leadership (Chief Medical Advisors, Directors
of Nursing and others) is expected.
Better Sooner More Convenient – Mental Health: The Ministry of Health called in September 2009 for
Expressions of Interest (EOI) from the primary care sector to deliver on the Better Sooner More Convenient
strategy. More than 70 EOIs were received and nine were selected to develop initiatives aimed at primary
care services and primary/secondary integration. The Midland Health Network was one of the successful
nine business cases which includes providers from Taranaki, Waikato, Tairawhiti and Lakes districts and
covers an enrolled regional population of around half a million people.
The Ministry is undertaking a two to three year project to showcase these initiatives. There is a strong
emphasis on services being well-integrated within wider primary care service models.
Taranaki is a 'demonstration site' for improved primary and secondary Mental Health & Addictions
integration for Phase 1 of the Project.
The purpose of the ‘Demonstration Site’, is to showcase integration initiatives to the sector with a view to
facilitate the spread of good practice and innovation.
•

The first phase of the project involves a formal pathway between secondary mental health (TDHB)
and primary care for the provision of specialist telephone (Psychiatrist ) support to all GPs within
Taranaki about diagnosis and treatment options: within 24 hours, in 'real time'. This has been
operational since November 2010.

•

The second phase will showcase IT integration between the primary, NGO and secondary interface.

•

The third phase will showcase longer term initiatives related to secondary mental health and primary
mental health integration.

The key partners in this project are The Midlands Health Network, Tui Ora Limited, Pathways Health and
Taranaki DHB. The project is being conducted within the framework of the wider Better Sooner More
Convenient (BSMC) process and adheres to the policy and funding parameters established for that process.
The Ministry of Health will be showcasing work being carried out to implement the BSMC business cases.

2.2.4 Local Priorities
In order to achieve our vision of Taranaki Together, a Healthy Community (Taranaki Whanui He Rohe
Oranga) the overall aims of the DHB are to improve the health and wellbeing of the Taranaki population and
reduce health inequalities between communities within the funding that is available to the DHB.
Local priorities have been determined as a result of health needs assessment of the Taranaki community in
200719 and of the South Taranaki community in 201120 .
19
20

Taranaki District Health Board Health Needs Assessment 2007 – http://www.tdhb.org.nz/misc/documents/hna_2007.pdf
A Picture of Health in South Taranaki– http://www.tdhb.org.nz/misc/projects/southtaranaki/documents/rapid_community_profile_14-04-11.pdf
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South Taranaki – Alive with Opportunities for Better Health
This project is taking a whole system view of health care services provided to people in South Taranaki.
The reality is that medicine and health in general is changing all the time, nationally and internationally. The
way in which services are provided needs to change for the whole of Taranaki, including South Taranaki. We
are committed to providing better, sooner, more convenient health care, within the resources available.
The project is considering how South Taranaki people access the comprehensive range of services required
to meet their health needs. The goal is to design future services that are provided by an appropriate range of
skilled staff, making good use of technology and equipment in the best locations for patients.
Taranaki DHB is therefore working with a wide range of other groups to look at all health care services
provided to the people of South Taranaki with the intention of ensuring that:
•

Future service design results in the same or better quality of care

•

The right care is delivered at the right time in the right setting

•

The best use is made of all health sector resources

Any proposals will be designed by doctors, nurses and other health care professionals working for South
Taranaki people, with input from the local community and Iwi. There will be a clear evidence base and
clinical support.
Planning & Funding Clinical Project Group
“In Good Hands – Transforming Clinical Governance in New Zealand” (February 2009) noted that the most
effective use of resources occurs when clinical leadership is embedded at every level of the system.
In February 2010 a project was launched by Taranaki DHB Planning and Funding team to:
•

Ensure that TDHB funding strategy incorporates clinical leadership

•

Shift the funding methodology from one that allocated funding on the basis of historical service
delivery patterns, to one that is based on evidence models of service delivery and the health needs
of the population.

Key objectives of the Strategic Funder Review project were to:
•

Harness clinical knowledge and expertise to determine an appropriate balance of services and
evidence based models of care for the Taranaki population

•

Plan the reallocation of funding on the basis of effective models of service delivery, designed to meet
current and future health needs and reduce health inequalities in the Taranaki population.

•

Ensure that future health needs can be met within the projected funding availability.

Six projects have commenced and will impact on 2011/12:
•

Reducing Pharmaceutical Wastage

•

Access to Immediate Non-Emergency Care

•

Management of Osteoarthritis

•

Management of Sub-acute Medical Needs in the Elderly

•

Mental Health access to primary care counselling

•

Child and Adolescent Obesity
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Implementation of Integrated Family Health Centres (IFHCs) and Whanau Ora Centres
Taranaki DHB will be working with both the Midlands Regional Health Network Trust (MRHNT) and the
National Hauora Coalition to implement the IFHC and Whanau Ora centres as described in the two business
cases.
The National Hauora Coalition (NHC) partner PHO’s Te Tihi Hauora o Taranaki and Te Oranganui Iwi
Authority Plan to implement Whanau Ora systems in South Taranaki from 1 July 2011. Taranaki DHB is
working with the NHC to change the current contracting system to integrate all current contracts delivered
by Te Tihi Hauora O Taranaki PHO into one Results Based Accountability Framework contract to enable the
Whanau ora system the flexibility to identify the current gaps and to develop a high performing system that
meets the needs of whanau. Taranaki DHB is also developing networks with the other partner organisations
involved in Whanau Ora, the Taranaki regional staff of the Ministry of Social Development and Te Puni Kokiri.
The agreed Taranaki Whanau Ora strategic principles which have been developed in Taranaki by Taranaki
stakeholders will provide guidance for the DHB as the Whanau Ora systems and centres are implemented.
The DHB will actively work with the MRHNT on the implementation of a South Taranaki IFHC network model
and a Whanau Ora centre in New Plymouth.
The coordination of the implementation of Project SPLICE, the model of care to be implemented in Taranaki
for older people and people living with long term conditions in the community will be aligned to the IFHC
networks and the Whanau Ora centres where possible.
Project SPLICE
Project SPLICE is the development of a sustainable model of integrated health service delivery for older
people and those with chronic health conditions. The model builds on the strengths of general practice and
existing community-based service delivery to improve coordination and integration between services in
order to improve the quality of life and independence of the target population.
•

Development of streamlined referral, screening and care coordination processes.

•

Implementation of a Single Point of Entry for older people living in the community with care and
support needs that provides comprehensive screening, assessment, service coordination and care
management.

•

Development of a Care Management service to support older people and people with chronic
conditions with high and complex support needs.

•

Enhancement of the current NASC (Needs Assessment Service Coordination) function into a Care
Management service to ensure that individuals with complex needs have access to comprehensive
assessment and ongoing care coordination in partnership with the individual’s GP.

Implementation of interRAI assessment process
InterRAI will be implemented during 2011/12 as part of the national roll out programme and will support the
delivery of the Care Management service. Taranaki is one of two sites hosting this IT programme for New
Zealand.
Taranaki Mental Health and Addictions Adult Continuum Project
The Mental Health and Addictions Adult Continuum Project aims to assess, review and address the key
aspects of the continuum of service delivery through a client and family/whanau centred approach. The
process seeks to lead the sector to a more cohesive and supportive approach for all NGO/Iwi and
mainstream providers.

32

A fundamental aspect of this project is the commitment of Taranaki DHB and the Mental Health and
Addictions sector to provide a short, medium and longer term direction and corresponding implementation
action plan for how services will be delivered now and into the future.
Through a series of workstreams the project will be able to describe:
•

responsive and effective recovery focused pathways in, through and out of services for service
users, tangata whaiora and their families and whanau; and

•

the service types, models and mix/range of services to ensure that a comprehensive and full range
of appropriate, contemporary, evidence based, high quality, targeted and effective services are
available as part of a seamless set of options for people with mental health and addiction problems.

The resulting model of care will continue to focus on internal and community integration and seamless
service delivery across all continua. Implementation of the model will begin on 1 July 2011.

2.3 Improving Outcomes for Our Population – What we are trying to
achieve
In line with the functions and responsibilities of a DHB, our vision is Taranaki Together, a Healthy Community
(Taranaki Whanui He Rohe Oranga). In achieving our vision, we will deliver on the Ministry of Health’s
vision: “All New Zealander’s lead longer, healthier and more independent lives.”
Four strategic goals guide us in achieving our vision.

Outcome 1: People are healthier, able to self-manage and live longer
Expectation
People will increase their skills and confidence to maintain good health or manage their health problems

Why is this goal a priority?
Long term conditions, such as cardiovascular disease, diabetes, respiratory disease and cancers are a priority because they impose
a significant additional burden on disadvantaged and disenfranchised populations as well as health services. As the population
ages and lifestyles change these conditions are likely to increase significantly. Nationally the prevalence rates of most chronic
conditions appear to be increasing. The emphasis needs to be on better prevention of smoking, obesity and cancer, and how and
where patients with chronic conditions are managed, which must be more in primary and community settings.
Supporting people to reduce their risk factors and to make healthy choices can make a real difference in enabling people to attain
the highest possible quality of life and to avoid, delay or reduce the impact of long-term conditions
Outcome measures - We will know we are succeeding when there is:
A reduction in smoking rates for the Taranaki population
 Tobacco smoking kills an estimated 5,000 people in New Zealand
every year, including deaths due to second-hand smoke exposure.
Smoking is also a major contributor to preventable illness and
long-term conditions. It is a major cause of lung and a variety of
other cancers, as well as chronic obstructive pulmonary disease,
heart disease and strokes.
 In addition, tobacco and poverty are inextricably linked. In some
communities, a sizeable portion of household income is spent on
tobacco, resulting in less money being available for necessities
such as nutrition, education and health. Supporting our
population to say no to tobacco smoking is our foremost
opportunity to target improvements in the health of populations
with high need and to improve Māori health status.

21

Indicator(s): The 2006 Census recorded that 22.4% of the
Taranaki population smoked tobacco. This was higher
than the national average (20.7%). The prevalence was
highest in Māori (42.4% overall) and in particular Māori
females (46.8%). In 200921, Taranaki teenagers recorded
the second highest prevalence of daily smoking (7.9%) of
all of the health districts, with parental smoking (one or
more parents) reported by 45.2% of students. In Taranaki
12% of children reported exposure to second-hand
tobacco smoke.

National Year 10 Snapshot Survey, 1999-2009: Trends in Tobacco Use by Students Aged 14-15 years: ASH
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A reduction in obesity rates for the Taranaki population
 A healthy body size is increasingly recognised as important for
good health and wellbeing, as the evidence grows that obese
children and adults are at greater risk of short-term and long-term
health consequences.
 Obesity is associated with a long list of adult health conditions,
including: cardiovascular disease (ischaemic heart disease, high
blood pressure and stroke), various types of cancer, Type 2
diabetes, kidney disease, fatty liver disease, osteoarthritis,
pulmonary embolism, polycystic ovarian syndrome, gout,
gallstones, reproductive disorders, sleep apnoea, complications in
pregnancy, complications in surgery, and psychological and social
problems22. In addition, obese people are more likely to
experience personal, social and professional difficulties23

Indicator(s): The proportion of the Taranaki population
who are obese (15 years+)

An increase in life expectancy for the Taranaki population
 Life expectancy at birth indicates the total number of years a
person could expect to live, based on the mortality rates of
population at each age in a given year or period
 Good health has two core dimensions: how long people live and
the quality of their lives

Indicator(s): Life expectancy in Taranaki for the years
2000-2004 was 81 years in females and 76 years in
males, this compares to 81 and 77 years for all of New
Zealand respectively

Children (under
15 years)a
Adultsb
Total

Males
BMI ≥ 30

Females
BMI ≥ 30

Total
BMI ≥ 30

607
10,499
11,106

572
11,796
12,368

1,179
22,236
23,415

Outcome 2: People are able to participate more in society and retain their
independence for longer
Expectation
Primary and community services support people to recognise signs and symptoms and to seek help early to better manage their
illness or long-term condition and improve or maintain quality of life. Consequently, people are able to retain their independence
for longer and continue to participate meaningfully in society.
Why is this goal a priority?
There is a growing recognition that population ageing is a dynamic factor influencing the nature of the Taranaki community and
there is significant risk for health services in managing the demand and cost that this population will require.
The proportion of people aged 50+ indicates that a significant proportion of people will reach retirement age in the next five years,
exacerbating labour force issues and health care service demand by 2026 and beyond.
For most people, their GP is their first point of contact with health services. Primary care can deliver services faster and closer to
home. It is also one of the most effective ways to prevent disease through early detection and screening, as well as through
encouraging people to take responsibility for their own health. Primary care is also vital for the effective coordination of care
across the continuum of care and for improving the management of care for people with long-term conditions.
Outcome measures: We will know we are succeeding when there is:
A reduction in acute admissions to hospital
 The impact of long-term conditions in terms of quality of life and
cost to the health system is significant. Early diagnosis and
intervention and improved disease management provide major
opportunities for improving health outcomes; particularly for Māori
who have disproportionately higher rates of many long-term
conditions.
 Improving the management of long-term conditions will reduce
acute admissions to hospital and specialist services and will enable
the DHB to redirect resources and avoided costs into more effective
prevention and early intervention services.

22
23

Indicator(s): The percentage of the population being
admitted acutely to hospital.
 Number of acute discharges as a percentage of the
total population: 2009-10 = 14% (15,390/109,350)

World Health Organisation 2000
World Cancer Research Fund and American Institute for Cancer Research 2007
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There is an increase in the proportion of the population over 65 years
supported to live well, in their own homes
 Living in Aged Residential Care (ARC) is appropriate for a small
proportion of our population. When people receive adequate
support for their needs to be managed, remaining in their own
homes is considered to provide a much higher quality of life, as a
result of staying active and positively connected to their
communities.
 Living in ARC facilities can be associated with a more rapid
functional decline than ‘ageing in place’. It is also a more expensive
option, and resources could be better spent providing appropriate
levels of support to people in their own homes. The aim is to
support older people to stay at home as long as possible rather than
entering ARC facilities.

Indicator(s): The percentage of the population 65+
living in ARC and those receiving Home Based Support
Services
 Number of 65+ in ARC as a percentage of total
population 65+ = 6% (1068/17015)
 Number of 65+ accessing Home Based Support
services as a percentage of total population 65+ =
14% (2,393/17,015)

Outcome 3: People receive timely and appropriate care
Expectation
Driven by a patient centred approach, we will deliver timely and appropriate care, emphasising service quality and hospital
productivity to improve patient health outcomes and experience.

Why is this goal a priority?
By receiving Better Sooner and More Convenient Care the patient’s health outcomes and quality of life will improve. This is
supported through improved access to diagnostic tests, elective surgery and reduced waiting times for cancer treatment.

Outcome measures: We will know we are succeeding when there is
A reduction in the rate of unplanned readmissions to hospital
 Unplanned acute readmission rates are a well-established measure
of quality care, efficiency and appropriateness of discharge for
hospital patients particularly as a counter-measure to average
length of stay.

Indicator(s): Unplanned Acute Readmission Rate.
 Acute 28 day re-admission rate = 10.88

An improvement in clinical quality and patient safety in hospital and
specialist services
 Mortality rates are a well-established measure of clinical outcomes
for hospital patients, due to the fact that mortality is an explicit and
readily available measure related to the safety and efficacy of
treatment. Maintaining or improving mortality rates will accordingly
ensure maintenance of clinical quality standards without precluding
productivity gains in other areas such as, length of stay.

Indicator(s): 30 Day Mortality Rate
 Reduced 30-day mortality rate = 1.41

Outcome 4: Health inequalities between population groups in our community will
reduce
Expectation
Māori will live as long as non-Māori and will experience quality of care and life that is equal to that of non-Māori (as defined by
Māori themselves).
Why is this goal a priority?
In Taranaki, as in New Zealand, there is clear evidence of wide and enduring inequalities in health status between Māori and nonMāori. For example, Māori die on average eight years earlier than non-Māori, and experience age related health and disability
issues at a younger age.
Health inequalities are unnecessary and avoidable. They are indicative of health sector performance. The health system has a
responsibility, along with the other government agencies, to ensure the whole population enjoys the same standards of health and
wellbeing.
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Māori health status represents a significant and disproportionate burden on the whole of the Taranaki population. Economically,
the region cannot sustain Māori health in its current state. It therefore demands focused and coordinated attention to bring
about reduced health inequalities and to reduce the burden of Māori ill health which is evident through Māori health inequalities.
Though inequalities exist for other population groups as well, such as the disabled, the elderly and populations in certain
geographic locations, the particular focus on Māori health inequalities acknowledges the significant and disproportionate burden
of Māori ill-health. A Māori health Plan has beern produced which indicates our intended actions in 2011/12.24
Outcome measures: We will know we are succeeding when there is:
Reduced mortality through improved cardiovascular health
 Cardiovascular disease is the leading cause of mortality for Māori ,
with rates much higher than those of non-Māori

Indicator(s): Increased proportion of cardiovascular risk
assessments (CVRA) performed in the eligible population
 All Cardiovascular Disease Mortality Age
Standardised Death Rates in 2002-03 were much
higher for Māori Males (407.6 per 100,000) than
Non Māori females (199.6 per 100,000) the rate for
Māori Females was (374.1 per 100,000) for nonMāori males (138.2 per 100,000)

Improved respiratory health
 Poor asthma management in children has significant economic
and social costs for individuals, families, and society due to
absence from school or work, and medical management costs
 If the hospitalisation rate for Māori in TDHB was equivalent to that
of non-Māori there would be around 250 fewer hospitalisations
per year.

Indicator(s): Reduction in the incidence of asthma
hospitalisation rate for those 0 – 14 years of age
 Asthma hospitalisations (ASR per 100,000) for 0 – 14
year old Age Standardised Hospitalisation Rates in
2005-07 were much higher for Māori (540 per
100,000) than Non Māori (370 per 100,000)

Improved access to secondary care
 Higher disease burden coupled with higher DNA rates will result in
ongoing unmet health need.
 If the DNA rate for Māori was equivalent to that of non-Māori
there would be more than 900 fewer missed appointments per
year.

Indicator(s): Reduction in the “Did-Not-Attend (DNA)
rate at outpatient appointments.
 Overall outpatient DNA rates at TDHB for Māori were
14.3% compared to 5.4% for non-Māori

Improved oral health among children
 In parallel with other interventions, preschool enrolment with a
health professional provides the opportunity for education,
preventative measures, and treatment.

Indicator(s): Increased pre-school dental clinic enrolment
rates.
 The mean number of decayed, missing, or filled teeth
(DMFT) for Māori children in Year 5 in Taranaki in
2004 in fluoridated areas was 3.4 compared with 1.7
for non-Māori children. These are higher than
national DMFT scores of 2.8 and 1.6 respectively
 In non-fluoridated areas the mean number of DMFT
in Māori children in Year 5 (2004) was 3.9 compared
to 2.5 for non-Māori children

24

TDHB Māori Health Plan 2011-2012
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3

Delivering on Priorities and Targets

3.1 The Minister of Health’s Expectations
The Minister of Health has outlined his expectations for 2011/12 which enables us to plan and prioritise
activity for the coming year. National health targets have also been set by the Minister.
The Minister’s expectations together with the national health targets reinforce the Government’s
commitment to a public health system that delivers better, sooner, more convenient health care for all
New Zealanders by focusing on enhancing performance, increasing outputs, improving quality and
effectively managing resources. There is also a strong focus on improving front line services and operating
within approved financial budgets.
In setting expectations for 2011, a clear signal has been given that DHBs must deliver services and achieve
national health targets within existing resources and within budget.
For the 2011/12 year, the Minister’s expectations and priorities for District Health Boards include:
 Improve service and reduce waiting times through the achievement of health targets within agreed
timeframes
 Strengthen clinical leadership, networks and engagements
 Closer integration of services across the care continuum to improve convenience for patients and
reduce pressure on hospitals. Specifically:
- Reducing unplanned admissions through working with community and hospital-based clinicians
on: chronic disease management, the frail elderly, after-hours services
- Ensuring community and hospital-based clinicians are at the forefront of development,
supported by management, and enabled to provide services more effectively
- Developing efficient and effective integrated family health centres
- Supporting the Whanau Ora initiative.
 Plan for the impact of our ageing population on health services with a specific focus on:
- Mental health (dementia), disease and injury prevention
- Building better systems both in terms of monitoring and audit to improve quality across homecare and aged residential care
- Avoiding hospital admissions through new and expanded services particularly in community
settings
- Improving access to respite care, day programmes and other social supports to appropriately
support family/whanau
- Engaging in the next steps of work on the aged residential care review
 Regional collaboration – accelerated collaboration between neighbouring DHBs to maximise clinical and
financial resources and evidence of real gains from this collaborative endeavour particularly as it relates
to:
- Regional plans focus on high priority and vulnerable services and implementation plans to
sustainably secure these services
- Developing shared back-office functions across DHBs
- Regionalisation of IT platforms, IT support and workforce development
 Budget and operate within our allocation and establish specific action plans to improve financial
performance. Boards are expected to clearly demonstrate how they effectively take ownership of
financial performance and develop and implement specific actions to live within their means year on
year.
Our DHB’s plans for 2011/12 incorporate the Government’s priorities and the table below references
where each Government priority is more specifically discussed within this Plan:
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Minister’s Expectations

Annual Plan
Reference

Strengthen clinical leadership, networks and engagement

See section 3.1.1

Closer integration of services across the care continuum to improve convenience for patients
and reduce pressure on hospitals

See section 3.1.2

Plan for the impact of our ageing population on health services

See section 3.1.3

Deliver on agreed financial results through an ongoing commitment to efficiency gains and
productivity improvements

See section 8

Improve service and reduce waiting times through the achievement of health targets within
agreed timeframes

See section 3.2

Regional collaboration – accelerated collaboration between neighbouring DHBs to maximise
clinical and financial resources and evidence of real gains from this collaborative endeavour

See section 3.3

Government Priority: Strengthen clinical leadership, networks and engagement
We will undertake these
initiatives/activities and actions
 Taranaki DHB’s Clinical Board is well
established and in 2011-2012 will
continue to engage further with
clinicians in clinical governance
activities across the organisation
through a variety of strategies
including climate survey, clinical
innovation awards and clinical
governance learning opportunities

Deliverables
 Through the Clinical Board we
will provide clinical leadership for
vulnerable services planning
through the Chief Medical
Advisor (CMA) and Director of
Nursing (DON) groups to align
with the Clinical Regional Clinical
Services Plan
 Midlands Nursing Policy and
Procedure project outcomes
embedded across the region and
ongoing oversight and quality
assurance processes in place
 Shared e-learning tools are
developed, managed and utilised
across the Midland Region
 Senior clinicians and emerging
clinical leaders are nominated for
attendance at the Midland
leadership programmes
(Leadership in Practise and the
Health Leaders Advanced
Programme)

Timing

Ongoing

Responsibility

DHB
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 Ensuring community and hospitalbased clinicians are at the forefront
of development, supported by
management, and enabled to provide
services more effectively

 Taranaki DHB will take the following
actions to deliver Regional Training
Hubs

 Planning & Funding Clinical
Project Group continues to
provide Planning & Funding with
advice on development and/or
remodelling of services
 Whole of system reconfiguration
of health services for South
Taranaki will be developed by a
Clinical Forum comprising
clinicians working in that area
 Participate as a member of the
Regional Training Network
Governance Group to continue
to ensure that appropriate
arrangements are in place to
lead and manage
implementation
 Host and participate in
stakeholder planning and
implementation sessions
 Contribute to the development
of standardised training
materials, as prioritised by the
Governance Group
 Identify opportunities for run
swaps and developmental
opportunities for inclusion in
training and development
activities
 Deliver training to designated
target audiences

Ongoing

DHB

2011/12

DHB

Ongoing

DHB

Ongoing

DHB

Ongoing

DHB

Ongoing

DHB

Ongoing

DHB

 Evaluate training and contribute
to improvements as appropriate

Ongoing

DHB

Government Priority: Closer integration of services across the care continuum to improve
convenience for patients and reduce pressure on hospitals
We will undertake these
initiatives/activities and actions
 Reducing unplanned admissions
through working with community
and hospital-based clinicians on:
chronic disease management, the
frail elderly, after-hours services

Deliverables
 Provision of additional support to
care homes to prevent resident
admission to hospital
 Implementation of the Project
SPLICE model of service delivery
including the change to mobile
nursing and practice based
nursing services
 Care managers linking Primary
Health Care and Secondary
services for the patient and
navigating the systems to ensure
patients/whanau access to wrap
around services

Timing

Responsibility
PHOs through
After Hour
services

2011/2012

DHB

2011/2012

DHB
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We will undertake these
initiatives/activities and actions
 Developing efficient and effective
Integrated Family Health Centres and
Whanau Ora Centres

 Supporting the Whanau Ora
initiative.

Deliverables
 Active participation in the
Midland Alliance Leadership
Team (ALT)
 Implementing the decisions
made by the Midland ALT
 Active participation in IFHC
planning and locality planning
 Linking the Project SPLICE and
IFHC projects
 Active participation in the
establishment of the Whanau
Ora Centre at Tui Ora Ltd in New
Plymouth
 Active participation in the
National Hauora Coalition
Midland ALT
 Align contracts to outcomes in
line with Results Based
Accountability to facilitate the
delivery of Whanau outcomes
 Develop networks with MSD and
Te Puni Kokiri
 Work with the Taranaki Whanau
Ora Strategic Principles
 Develop working relationship
with Te Taihauauru Regional
Leadership Group
 Develop working relationship
with the Taranaki Whanau Ora
Leadership Group once
established

Timing

Responsibility

Ongoing

DHB & PHO’s

Ongoing

DHB & PHO’s

Ongoing

DHB

Ongoing

DHB

2011/2012

DHB

2011/2012

DHB, Tui Ora
Ltd & MRHNT

Ongoing

DHB

Ongoing

DHB

2011/2012

DHB

Ongoing

DHB

Ongoing

DHB

Ongoing

DHB

Ongoing

DHB

Government Priority: Plan for the impact of our ageing population on health services
We will undertake these
initiatives/activities and actions
Mental health (dementia) disease –
improved services targeting dementia
patients

Deliverables
 Increased availability and options
for dementia day care
 Expand the current ADARDS
specialist dementia day
programme in Taranaki to two
days per week (currently one day
per week)
 Establish a specialist dementia
day programme in South
Taranaki
 Establish a specialist in-home
dementia respite service using
specialist home-based support
workers

Timing

Responsibility

2011/12

DHB

2011/12

DHB

2011/12

DHB

2011/12

DHB
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We will undertake these
initiatives/activities and actions

Deliverables

Building better systems both in terms of
monitoring and audit to improve quality
across home-care and aged residential
care

 Implementation of systematic
process to manage DHB
requirements as part of the new
integrated auditing process

2011/12

DHB

Avoiding hospital admissions through
new and expanded services particularly
in community settings

 Development of rest home based
Transitional Care Service for
older people with sub-acute
medical needs
 Increasing opportunities for early
intervention through
improvements in assessment and
care management of older
people in the community
 Implementation of the interRAI
assessment process for all older
persons NASC assessments as
part of the national roll out
programme

2011/12

DHB

2011/12

DHB

2011/12

DHB

 Increased availability and options
for day care services
 Increased use of residential
respite services for regular,
planned respite care
 Effective targeting of home
based support services to
individuals with complex needs
 Establish an in-home dementia
support programme using
specialist home-based support
workers for carer respite

2011/12

DHB

2011/12

DHB

2011/12

DHB

2011/12

DHB

 TDHB continues to engage on an
ongoing basis with regard to the
aged residential care review

2011/12

DHB

Improving access to respite care, day
programmes and other social supports to
appropriately support family/whanau

Engaging in the next steps of work on the
aged residential care review

Timing

Responsibility
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3.2 Achieving National Health Targets
To measure progress against national priorities and the Minister of Health’s expectations, a set of national
health targets has been established, with the anticipation that collaborative focus will drive performance
improvement across the sector.
Our DHB is committed to making continued progress towards achieving the national health targets, and the
goals we intend to reach over the coming year are set out in the table below. The activity planned to deliver
on these health targets is outlined below.

Health target Long term target

Local target

95% of patients will be
admitted, discharged, or
transferred from an Emergency
Department (ED) within six
hours

95%

The volume of elective surgery
will be increased by an average
of 4,000 discharges per year
(compared with the recent
average increase of 1,400 per
year)
Everyone needing radiation
treatment will have this within
four weeks

Taranaki District Health Board agree to a minimum
total of 4,133 elective surgical discharges in 2011/12
(excluding cardiology and dental)

100%

of patients in category A, B and C wait less than four
weeks between first specialist assessment and the
start of radiation oncology treatment (excludes
category D patients).

95 percent of two year olds are
fully immunised by July 2012.

95%

of two year olds (all ethnicities) are fully immunised
by July 2012

95 percent of hospitalised
smokers are provided with
advice and help to quit by July
2012.
90 percent of enrolled patients
who smoke and are seen in
General Practice will be
provided with advice and help to
quit by July 2012.
Increased percent of the eligible
adult population have had their
CVD risk assessed in the last five
years
(blood lipids and glucose or
HBA1c)

95%

of hospitalised smokers are provided with advice
and help to quit by July 2012

90%

of enrolled patients who smoke and are seen in
General Practice will be provided with advice and
help to quit by July 2012.

90%

Increased percent of the eligible adult population
(Māori) have had their CVD risk assessed in the last
five years.
Increased percent of the eligible adult population
(Pacific) have had their CVD risk assessed in the last
five years
Increased percent of the eligible adult population
(other ethnicity) have had their CVD risk assessed in
the last five years
Increased percent of the eligible adult population (all
ethnicities) have had their CVD risk assessed in the
last five years

of patients will be admitted, discharged, or
transferred from an Emergency Department (ED)
within six hours

(See section 3.2.1)

(See section 3.2.2)

(See section 3.2.3)

(See section 3.2.4)

(See section 3.2.5)

(See section 3.2.6)

90%

90%

90%
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Health target Long term target
Increased percent of people
with diabetes attend free annual
checks

Increased percent of people
with diabetes have satisfactory
or better diabetes management
(HBA1c ≤ 8.0%)

Local target
95%

Increased percent of people with diabetes (Māori)
attend free annual checks

95%

Increased percent of people with diabetes (other
ethnicity) attend free annual checks

95%

Increased percent of people with diabetes (all
ethnicities) attend free annual checks

80%

Increased percent of people with diabetes (Māori)
have satisfactory or better diabetes management

85%

Increased percent of people with diabetes (other
ethnicity) have satisfactory or better diabetes
management
Increased percent of people with diabetes (all
ethnicities) have satisfactory or better diabetes
management

83%
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3.2.1

Health Target: Shorter stays in Emergency Departments
We will undertake these
initiatives/activities and actions

1. Diagnostic work to identify the main
factors impacting on ED length of stay,
therefore ensuring that the main
bottlenecks and constraints are
addressed first
2. Programmes such as The Productive
Ward – Releasing Time to Care or
Optimising the Patient Journey which,
among other things, help to improve
the flow from ED through the hospital
by freeing up resources (reduce exit
block)
3. Organise services differently and
‘stream’ so that urgent cases can be
treated more quickly
 Set up fast track minor injury service
similar to Hutt Valley DHB
4. Improve the pathways that patients
take through the community, ED and
hospital when getting treated for
common conditions
 Implement stroke and fracture neck
of femur (#NOF) pathways. Specialty
assessment will take place in wards
rather than ED
 Trauma service / pathways - work
with surgery and ICU to formalise in
line with Midlands region
5. Improve hospital processes, like the
discharging of patients, to help free up
hospital beds that patients can move
into after their ED treatment.
6. New pathways for access to immediate
non-emergency care:
 Adopt Waikato DVT Protocol for
Primary Care
 Adopt Waikato Cellulitis Protocol for
Primary Care

We expect these actions will
support improved
performance in the
following ways
1. Target key areas of
improvement and
ensure sustainability

2.

Improved flow through
ED for minor
presentations

To deliver the Health Target
95% of patients will be
admitted, discharged, or
transferred from an Emergency
Department (ED) within six
hours.

Measured by
For each of ED facility of level 3
and above:
Numerator: number of patient
presentations to the ED with an ED
length of stay less than six hours,
and
Denominator: number of patient
presentations to the ED.

3.

Improved patient flow
through the ED

4.

Streamlined patient
pathway across
services between
arrival and admission

5.

Manage ongoing
increase in volumes of
minor presentations to
the ED

In support of system outcomes
Delivery against this measure supports the health
and disability system outcome of ‘New
Zealanders living longer, healthier and more
independent lives’ and the intermediate
outcome of ‘people receive better health and
disability services’. Other outcomes supported
by the measure are ‘the health and disability
system and services are trusted and can be used
with confidence’ and ‘a more unified and
improved health and disability system’. It also
supports delivery of the Minister of Health’s
priority of ‘Improving hospital productivity’.
Long stays in emergency departments (EDs) are
linked to overcrowding of the ED, negative
clinical outcomes and compromised standards of
privacy and dignity for patients. Less time spent
waiting and receiving treatment in the
emergency department therefore improves the
health services DHBs are able to provide. It also
impacts on the Ministerial priority of improved
hospital productivity by ensuring resources are
used effectively and efficiently. Reducing ED
length of stay will improve the public’s
confidence in being able to access services when
they need to, increasing their level of trust in
health services, as well as improving the
outcomes from those services.
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We will undertake these
initiatives/activities and actions

We expect these actions will
support improved
performance in the
following ways

To deliver the Health Target

Measured by

In support of system outcomes

 Establish Taranaki wide network of
clinical nursing specialists providing
assessment and care planning for
people with complex needs
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3.2.2

Health Target: Improved access to elective surgery

We will undertake these initiatives/activities and
actions
1. Allocate Electives Initiative funding to increase
elective surgery discharges.
2. Allocate Ambulatory Initiative funding to
- support an increase in surgical First Specialist
Assessments
- improve access to diagnostics and specialist
assessment
- reduce waiting times for people requiring
elective surgery.
3. Improve monitoring and management of
delivery through production planning and
monitoring frameworks that will ensure targets
are achieved, or appropriate remedial plans are
in place.
 Action Plan for ‘long wait’ patients in
particular orthopaedics, general surgery,
ENT, ophthalmology and neurology
 Review of access and treatment thresholds
 Introduction of monthly trend activity and
waiting list reports to advance clinical input
to solutions
 Review patients on waiting lists with
‘staged’ status
4. Improve capacity for elective surgery through
implementing programmes (such as the
Productive Operating Theatre or redesigned
pre-operative admission assessment) to
increase theatre productivity and improve
ward efficiency, including increasing day
surgery and day of surgery admission rates.
5. Adoption of new approaches for assessment
and treatment such as non contact First
Specialist Assessments, and primary care
options for direct access to diagnostics or
treatment lists.
 Guidelines for non contact assessment to
be implemented across specialities

We expect these
actions will support
improved
performance in the
following ways
Continue to work
towards the target of
no patients with an
accepted referral
waiting longer than
six months of a FSA
appointment.
Continue to work
towards the targe of
no patient with a
commitment to
treatment waiting
longer than six
months.

To deliver the Health Target

The volume of elective
surgery will be increased by
an average of 4,000
discharges per year
(compared with the recent
average increase of 1,400
per year).

Measured by

Taranaki District Health
Board agrees to a minimum
of 4,133 total elective
surgical discharges in
2011/12.

In support of system outcomes

Delivery against this measure supports the health and
disability system outcome of ’New Zealanders living
longer, healthier and more independent lives’ and the
primary intermediate outcome is that ‘People receive
better health and disability services’. An additional
intermediate outcome is that ‘The health and disability
system and services are trusted and can be used with
confidence’. This measure will also support delivery of
the Minister of Health’s priority of ‘Improving hospital
productivity’.
Elective services are an important part of the health care
system for the treatment, diagnosis and management of
health problems. Increasing elective surgery by an
average of 4000 discharges year on year will result in
better access to health and disability services for New
Zealanders. Timely access to elective services is
considered a measure of the effectiveness of the health
system. Increasing delivery will improve access and
reduce waiting times will increase public confidence that
the health system will meet their needs.
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3.2.3

Health Target: Shorter waits for cancer treatment radiotherapy.

We will undertake these initiatives/activities and
actions and/or support the centre to do so
1. Information systems and collection supporting
prospective demand management allowing
flexibility in managing workflow and
scheduling.
2. Workflow streamlined from FSA to start of
treatment will ensure patients start treatment
within four weeks.
3. Regular process reviews will identify where the
system bottlenecks are and ensure processes
can be put in place to minimise the bottlenecks
and / or impact of bottlenecks on target
achievement.
4. Timely upgrading and replacement of capital to
ensure appropriate capacity is maintained.
5. Improve training and education opportunities
to improve the skill mix of key radiation
treatment workforce.
6. Strategies for recruitment and retention of key
radiation treatment workforce.

We expect these
actions will support
improved
performance in the
following ways
Improved dialogue
with our
radiotherapy cancer
treatment provider

To deliver the Health Target

Everyone needing radiation
treatment will have this
within four weeks.

Measured by

In support of system outcomes

The percentage of patients
ready for treatment in
category A, B and C waiting
less than four weeks
between first radiation
oncology assessment and
the start of radiation
treatment (Ready for
treatment patients are those
who are assessed as able to
start their radiation
treatment, this excludes
patients who require further
clinical assessment, other
treatment prior to
radiotherapy, are not fit to
start treatment because of
their medical condition or
who choose to defer their
treatment, and includes
category D patients).

Delivery against this measure supports the health and
disability system outcome of ‘New Zealanders living
longer, healthier and more independent lives’, and the
intermediate outcome of ‘The health and disability system
and services are trusted and can be used with confidence’.
This measure will also support delivery of the Minister of
Health’s priority of ‘Improving hospital productivity’.
By ensuring everyone needing radiation treatment will
have this within four weeks by December 2010, the DHB
will impact the Ministerial priority of improved hospital
productivity by ensuring resources are used effectively
and efficiently. Consistent performance of the DHB
against this target, ensuring the timely access to radiation
treatment for everyone needing it, will support public
trust in the health and disability system and services and
that these services can be used with confidence. Through
the intermediate outcomes the target contributes to the
high level outcome of New Zealanders living longer,
healthier and more independent lives.
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3.2.4

Health Target: Increased immunisation.

We will undertake these initiatives/activities and
actions
1. Meeting this target will require primary and
secondary health services for children to be
better co-ordinated.
2. Training in immunisation provision, health
education for parents, knowledge about
vaccine preventable diseases and how to
identify and provide services to high needs
populations will generalise to a range of other
child and family service areas.
Regional Initiatives:
3. Work with NIR analyst from Waikato DHB to
develop NIR queries to support small area
analysis of coverage and determine the best
approach to target those areas to promote
immunisation
4. Work undertaken by PHOs and NIR to audit
data quality entered via practice management
system
Local Initiatives:
5. Greater routine use of outreach immunisation
services
6. Working to promote early GP enrolment at
postnatal discharge
7. Review of the information provided to
prospective parents by antenatal education
services and promoting immunisation
education for antenatal educators via IMAC
courses
8. Focus on ‘declines’ on the NIR
9. Hospital based opportunistic immunisation
via paediatric ward and paediatric outpatients
department
10. Promoting early and seamless transfer of care
from LMCs to GPs of newborns

We expect these
actions will support
improved
performance in the
following ways
Implement the
Taranaki
Immunisation
Strategic Plan
established in 2010

To deliver the Health
Target
95% of two year olds
are fully immunised by
July 2012.

Measured by

Immunisation coverage will be
measured using the National
Immunisation Register.
DHB local targets are to be set for:
 DHB total
95%
 Māori
95%
 Pacific.
95%
For 2011/12 the national target is
95%.
DHBs will be expected to set regional
targets of 95% within which there will
be a range of individual DHB targets.

In support of system outcomes

Delivery against this measure supports the health and
disability system outcome of ‘New Zealanders living longer,
healthier and more independent lives’ and the primary
intermediate outcome of ‘Good health and independence are
protected and promoted’. Additional intermediate outcomes
are ‘A more unified and improved health and disability
system’, ‘People receive better health and disability services’
and ‘The health and disability system and services are trusted
and can be used with confidence’. This measure will also
support delivery of the Minister of Health’s priorities of
‘Strengthening the health workforce’ and ‘Speeding up the
implementation of the Primary Health Care Strategy’.
Improved immunisation coverage leads directly to reduced
rates of vaccine preventable disease, and consequently
better health and independence for children. This equates to
longer and healthier lives. The changes required to reach the
target immunisation coverage levels will lead to better health
services for children, because more children will be enrolled
with and visiting their primary care provider on a regular
basis.
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3.2.5

Health Target: Better help for smokers to quit.

We will undertake these initiatives/activities and
actions
1. Systems and processes in place within the
sector to enable documentation of smoking
status and the offer of brief advice and/or help
to quit, and then to accurately capture and
report this data to the Ministry. This will
include smokefree information being included
in the Electronic Discharge Summary provided
to primary care.
2. Training and education for all staff on the ABC
approach to smoking cessation and smoking
cessation (online training and face-to-face
training).
3. Buy in from Senior Management and Senior
Clinicians within the hospital and primary care,
and identification of champions.
4. Promotion of the ABC approach within the
sector and innovative initiatives to
acknowledge performance against the target.
5. Availability of NRT within the hospital and
community.
6. Close monitoring of areas within the hospital
experiencing challenges to achieve the target
7. Focus on sustainable, quality interventions.
8. Strong linkages between primary and
secondary care – i.e. transparent and efficient
referral system from primary care to secondary
care and the reverse, to support the primary
care national goal.

We expect these
actions will support
improved
performance in the
following ways
Improve our ability
to provide timely
quit advice for
patients and to
achieve the set
targets

To deliver the Health
Target

Measured by

90% of hospitalised
smokers will be
provided with advice
and help to quit by July
2011; and 95 % by July
2012.

Percentage of adults 15+ admitted to
hospital either acutely or for elective
procedures who are provided with
advice and help to quit.

Primary care better
help for smokers to quit
national goal (this is
reported through PPP
programme):
80% of enrolled
patients will be
provided with advice
and help to quit by July
2011; and 90% by July
2012.

Percentage of 15-75 year olds enrolled
in a PHO and seen in general practice
are provided with advice and help to
quit.

90% by Juiy 2012

Targets met
st

1 quarter – 92%

2nd quarter – 94%

3rd quarter – 95%

4th quarter – 95%

In support of system outcomes

Delivery against this measure supports the health
and disability system outcome of ‘New Zealanders
living longer, healthier and more independent lives’,
and the primary intermediate outcome of ‘Good
health and independence are protected and
promoted’. The measure also supports the
additional intermediate outcomes of ‘A more unified
and improved health and disability system’ and
‘People receive better health and disability services’.
Providing brief advice to smokers is shown to
increase the chance of smokers making a quit
attempt. Brief advice works by triggering a quit
attempt rather than by increasing the chances of
success of a quit attempt. The chances of this quit
attempt being successful are increased if nicotine
replacement therapy or cessation support is also
provided. By encouraging and supporting more
smokers to make quit attempts there will be an
increase in successful quit attempts, leading to a
reduction in smoking rates and a reduction in the risk
of the individuals contracting smoking related
diseases. This will promote and protect good health
and independence.
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3.2.6

Health Target: Better diabetes and cardiovascular services.

We will undertake these initiatives/activities and
actions

We expect these
actions will support
improved
performance in the
following ways

1. Strong collaboration and co-ordination
between primary and secondary care

To deliver the Health
Target
Increased percent of
the eligible adult
population will have
had their cardiovascular
disease (CVD) risk
assessed in the last five
years.

2. Work in collaboration with Primary Health Care
to increase the percentage of eligible
population who have a CVD risk assessment.

Measured by

For the following population groups:
 Māori 90%
 Pacific 90%
 Other 90%
 Total population 90%

3. Taranaki DHB will use the bi-annual DHBNZ
PHO Performance Programme Scorecard to
monitor the progress against targets for both
the CVD Risk Assessment and the Diabetes
Targets for the Taranaki population

The Taranaki local
Diabetes Group will
be re established

Increased percent of
people with diabetes
will attend free annual
checks.





Māori 95%
Other 95%
Total population 95%

4. Work with primary care to improve the number
of people who have good diabetes
management

Actively participate
in the Diabetes SLAT
for both business
cases in Taranaki

Proportion of people
who have satisfactory
or better diabetes
management (defined
as having an HbA1c of
equal to or less than
8%) at the time of their
free annual diabetes
check





Māori 80%
Other 85%
Total population 83%

In support of system outcomes

Delivery against this measure supports the health
and disability system outcome of ‘New Zealanders
living longer, healthier and more independent lives’,
and the intermediate outcome of ‘Good health and
independence are protected and promoted’. It also
supports the intermediate outcome of ‘People
receive better health and disability services’. This
measure will also support the delivery of the Minister
of Health’s priority of ‘Speeding up the
implementation of the Primary Health Care Strategy’.
By increasing the percentage of people being
checked for these conditions and improving the
ongoing management of their care, the DHB will
impact the Ministerial priority of speeding up the
implementation of the Primary Health Care Strategy
by ensuring primary health care is better able to
contribute to improved health outcomes. Consistent
performance of the DHB against this target, ensuring
these long-term conditions are identified early and
managed appropriately, will help improve the health
and disability services people received and aid in the
promotion and protection of good health and
independence. Through the intermediate outcomes
the target contributes to the high level outcome of
New Zealanders living longer, healthier and more
independent lives.
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3.3 DHB regional, sub regional and local priorities
Taranaki Better Sooner More Convenient Local Deliverables for 2011/2012
Intended to change the patient experience to ensure services are both more convenient but better coordinated and user friendly. Through better coordination and self management, reduce
the burden on secondary services.

We will undertake these
initiatives/activties and
actions
Agree and implement with the
Midland Regional Health Network
and the National Hauora Coalition
services that will be redesigned and
activities shifted with patients
experiencing a different service
model by the end of the 11/12 year.

Working with the Midland Network
and National Hauora Coalition,
develop IFHCs and Whanau Ora
Centres, redesign DHB services to be
delivered from IFHCs in designated
localities.

Deliverables

Timing

Responsibility

Adoption of Waikato DVT Protocol and Waikato Cellulitis Protocol for
primary care- Review of protocols to be done

30 December 2011

TDHB, MRHNT & NHC

Implementation of the protocols in Primary Care

30 December 2011

TDHB, MRHNT & NHC

Implement SPLICE including the shifting of district nursing and allied health
into an IFHC

March 2012

TDHB, MRHNT & NHC

Consider and make decisions on recommendations from the Midland
Health Network Older Persons, CVD/Diabetes, Nursing, Mental Health and
Child & Youth Service Level Alliance Teams. Implement agreed
recommendations

July 2012

TDHB & MRHNT

Agree Terms of Reference for Midlands Network e-health

October 2011

MRHNT & Midland DHBs

Agree Terms of Reference for Midlands Smoking SLATs

August 2011

MRHNT & Midland DHBs

Work with the MRHNT to develop an IFHC in South Taranaki

July 2012

TDHB & MRHNT

Work with the NHC to develop a Whanau Ora network in South Taranaki

July 2012

TDHB & NHC

Support the NHC in establishing a South Taranaki Whanau Ora site to
demonstrate the Mama Pepi Tamariki and the Oranga Ki Tua Programmes

October 2011

TDHB & NHC

Support the NHC to evaluate both Mama, Pepi, Tamariki and Oranga Ki Tua
programmes

February 2012

TDHB & NHC

Support the NHC roll-out the Mama, Pepi, Tamariki and Oranga Ki Tua and
Whanau Ora assessment programmes across Taranaki

March 2012

TDHB & NHC
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We will undertake these
initiatives/activties and
actions
Implement consistent regional access
criteria for community referred
radiology for all Midland regional
DHBs.

Senior DHB personnel will attend all
Alliance Leadership Team meetings
and participate constructively and in
good faith. This includes supporting
Provider Arm clinical leadership to
attend and support Service Level
Alliance Teams to ensure efficient
implementation of agreed initiatives.

Deliverables

Timing

Responsibility

Implementation Plan for the regional access criteria for the Primary
Referred Radiology

October 2011

Midland DHBs, MRHNT & NHC

Implement first steps towards common use of regional radiology access
criteria for community referred diagnostics

January 2012

Midland DHBs, MRHNT & NHC

Increase Primary Care Access to Radiology by 12% from 27,100 Relative
Value Units (RVU) to 30,350 RVU’s

June 2012

TDHB, Fulford Radiology, MRHNT &
NHC

Commit executive personnel and appropriate secondary clinicians to the
ALT and SLAT forums.

July 2011 and
ongoing

TDHB
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Regional initiatives progressing in 2011/12
We will undertake these
initiatives/activities and actions
Midland Regional Mental Health Network
 Continue to implement the Midland
Regional Eating Disorders Strategic Plan
2009-2015)







Commence implementation of the
Midland Co-existing Problems Strategic
Plan 2010-2015

Continue to progress the Midland Mental
Health and Addictions Workforce
Development Strategic Plan 2011-2014

Child Youth Continuum of Care –
Inpatient Services

Midland Mental Health and Addiction
Needs Assessment

Deliverables

Timing

Responsibility

 Fully developed clinical pathways with
the Auckland Regional Eating Disorders
that are consulted and agreed that
include the hub and spoke

31/08/2011

Midland Eating
Disorder Steering
Group

 Fully developed clinical pathways with
Starship Hospital that are consulted
and agreed

30/08/2011

Midland Eating
Disorder Steering
Group

 Fully developed clinical pathways with
Thrive residential service that are
consulted and agreed

30/08/2011

Midland Eating
Disorder Steering
Group

 Develop regional agreement re CEP
levels of competencies

31/12/2011

Midland Director
and Portfolio
Managers

 National CEP training is co-ordinated,
delivered
and evaluated in each
Midland district

31/12/2011

Midland
Workforce
Coordinator

 100% achievement of 2011 - 12
workforce development objectives

Jul 2011 – Jun
2012

Midland
Workforce
Coordinator

 100%
achievement
of
LGR
presentations to the Midland provider
arm services

30/08/2011

Midland
Workforce
Coordinator

 Takarangi Competency Framework
Phase II project is completed and an
Evaluation Report is developed.

30/08/2011

Midland
Workforce
Coordinator

 A Service Level Agreement and agreed
Clinical Pathway is fully developed with
the ADHB Child Family Unit.

August 2011

Midland Director
and Regional
Network

 A project is undertaken to identify
alternatives to Child Youth inpatient
beds being provided out of area.

December
2011

Midland Director
and Regional
Network



Utilisation tables are refreshed to
included NGO PRIMHD data

June 2012

Midland Director



Minister of Health Mental Health
and Addiction Plan 2011/2012 is
implemented

June 2012

Midland Director
and Regional
Network
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We will undertake these
initiatives/activities and actions

Deliverables

Timing

Responsibility

Inter-Hospital Transfer Project


Ensure timely inter-hospital transfer to
appropriate services across the midland
region

 Establish a standardised system of
inter-hospital transfer (co-ordination
and management)

June 2012

WDHB
Programme
office



Improved inter-hospital transfer care
pathways to ensure patients receive the
right treatment at the right place across
the midland region (more specifically for
the pilot area Tairawhiti district health)

 Produce a Standard Operating Plan

June 2012

WDHB
Programme
office

-

acute inter-hospital transfers

-

elective inter-hospital transfers

 Development of a communication
strategy
 Establish a sustainable change
management and HR process to
ensure the successful implementation
of the project

We will undertake these
initiatives/activities and actions

Deliverables

Timing

Responsibility

February
2012
July 2012

Project Manager

July 2012

Project Manager

Midland Acute Coronary Syndrome Project
(Project over 3 years)


Better management of coronary care
demand

Establishment of a coherent midland
DHB regional clinical governance
structure / process



Timely access to interventional
diagnostic services

 Develop communication and
secondary care process pathways for
inter regional patient transfer



Improve the care pathways to ensure
patients receive right treatment at the
right place across the midland region.

 Development of protocols (for a
selection of patients for referrals) for
high quality and timely care

Project Manager

 Undertake a needs analysis exploring:
-

current utilisation and demand
(scheduling / roster / sessions)
throughput of cath labs

-

LOS constraints for patients
awaiting cath lab procedures

-

identification of potential
efficiencies

-

Future models of care

 Undertake a financial analysis to
determine forecast cost implications
 Identification of the cost and resource
implications of future demand
 Options analysis of financial incentives
to support end project deliverables
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We will undertake these
initiatives/activities and actions
Central Cancer Network


While a Midland Cancer Network exists,
TDHB has strong clinical relationships
with the Central Cancer Network and as
such contributes to this regional work
through the Taranaki Cancer Control
Network

We will undertake these
initiatives/activities and actions
Midland Regional Information Services Plan
( MRISP)
The goal of the MRISP is an integrated shared
care solution across primary and secondary
health care providers in the Midland Region
by 30th June 2014
Implementation of the goal is achieved
through six programmes of work:
•
•
•
•
•
•

Clinical Data Repository
Programme
Clinical Workstation Programme
Medications Management
Programme
Integrated Patient Care
Programme
Business Intelligence Programme
Midland One Health Programme

We will undertake these
initiatives/activities and actions

Deliverables

Timing

Responsibility

 Development of Taranaki Cancer Plan
to support implementation of the
New Zealand Cancer Control Strategy
at the local level

Dec
2011

TDHB Portfolio
Manager Older
People

 Joint funding of a Regional Palliative
Care Medical Specialist to support
Hospice service (dependent on joint
funding by Whanganui & Mid Central
DHB – funding still to be established)

Oct 2011

TDHB Portfolio
Manager Older
People

Deliverables

Timing

Responsibility

 Regional access to laboratory results,
discharge summaries, referrals,
medications and primary care
information related to priority services.

30 June 2012

Chief Information
Officer

 A hospital pharmacy system, based on
a regional configuration, implemented
in all Midland DHBs.

30 June 2012

 Electronic referrals and discharges
implemented across the region.

30 June 2012

 A secure and trusted data network
‘Midland Connected Health” linking 98
health service sites in the region and
90% of health service delivery locations
through high speed broadband and/or
mobile connections.

30 June 2012

 A single login for users of the clinical IT
services delivered through Clinical
Workstation programme.

30 June 2012

2011/12 deliverables:

Deliverables

Timing

Responsibility

Midland DHB Regional Smokefree Initiative
Implementation the Midland DHB Smokefree
Programme Regional Action Plan

Implement agreed local actions within the
Midland Smokefree Programme Regional
Action Plan

100% of targets are achieved

Agreed actions completed

June 2012

June 2012

Midland
Smokefree
Programme
Director
Taranaki DHB
Planning &
Funding
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3.4 Our local priorities
We will undertake these
initiatives/activities and actions


Develop and implement streamlined
referral, screening and care coordination
pathway for older people

Deliverables


Implementation of new software
programme to manage referrals and
care planning processes

Timing

Responsibility

Sept 2011

TDHB Portfolio
Manager Older
People

 Recruitment of staff required to
undertake screening, assessment,
care planning and care coordination


Develop a Care Management service to
support older people and people with
chronic conditions with high and complex
support needs



Recruitment of up to 8 Care
Managers responsible for assessment
and care coordination for older
people and people with long-term
chronic conditions who have high
and complex needs

Sept 2011

TDHB Portfolio
Manager Older
People



Implementation of InterRAI assessment
process



Recruitment of Project Manager
and Lead Practitioner to support
implementation of interRAI as part of
the national roll out programme

March 2012

TDHB Portfolio
Manager Older
People



Provision of interRAI software
training to Care Managers and noncomplex assessors working in the
new Care Management service

Implementation of Releasing Time to
Care (RTTC) within inpatient wards (see
section 5.4.5 for further information)



Productive inpatient wards which
will:



Implementation of TPOT (theatre
productivity) (see section 5.4.5 for
further information)



TPOT will provide efficiency and
streamlined processes for theatre
productivity

April 2012

TDHB General
Manager, Hospital
& Specialist
Services



Implementation of Productive Hospital
initiatives as a pilot with the National
Health Board



This initiative will provide the over
arching model and will dove tail into
the RTTC and TEPOT initiatives and
prepare for moving to new base
hospital redevelopment in 2013/14

TBA

TDHB General
Manager, Hospital
& Specialist
Services



o
o
o
o

March 2012 TDHB General
Manager, Hospital
& Specialist
Services

Improve the reliability of care
Improve patient safety
Improve the patient experience
Improve staff well being
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Primary Care - Implementation of Better
Sooner More Convenient Primary care
business cases including implementation
of Integrated Family Health centres, the
development of new models of care to
support improved child health, whanau
ora,
chronic
care
management,
community services, and primary mental
health.



Taranaki DHB is leading a project to
identify a model of service delivery
that meets the health needs of the
community in South Taranaki. Both
the MRHNT and Te Tihi Hauora o
Taranaki PHO as the National Hauora
Coalition (NHC) partner are included
in this project. The solution for South
Taranaki will form the basis of the
BSMC implementation for both
business cases.



TDHB will support the NHC as they
implement Oranga Ki Tua and Mama,
Pepi Tamariki programmes.
The DHB will actively support NHC as
they develop and implement the
Whanau Ora Network in South
Taranaki.
TDHB will actively work with Tui Ora
Ltd as the organisation implements
a Whanau Ora Centre based at the
Te Aroha Medical Centre in New
Plymouth
The DHB will host this forum (on a
rotating basis with other DHBs ) and
will ensure clinical and managerial
support to these sessions.
Implementation of Results Based
Accountability Framework and one
Integrated Contract for services
under the National Hauora Coalition
business case











Implementation of Enhanced
Intermediate Care Proposal for AT&R
patients across Taranaki









Maternity Services – Model of Care
Change - Primary & Secondary Births at
Taranaki Base Hospital – Primary Birthing
Unit at Hawera Hospital (see section
5.4.5 for further information)




As agreed in
BSMC cases
but by 30
June 2012

TDHB General
Manager Planning
and Funding

A number of contracted
Intermediate Care beds in a Hawera
rest home(s) and a Base rest
home(s).
With the addition of supported
community services there would be
decreased bed day consumption at
base hospital due to timely
facilitated discharges. The service
model would also be likely to
facilitate reduced elective
cancellations due to bed availability
and support for the acute project in
reducing bed blockage.
Visiting assessment and support
provided to patients in community
and hospital service.

Dec 2011

TDHB General
Manager,
Hospital &
Specialist Services

Introduction of an alternative model
for birthing and post natal services.
Reconfiguration of the Hawera
Maternity Unit into a Birthing Unit
rather than the current Primary
Maternity Facility.

Dec 2011

TDHB General
Manager,
Hospital &
Specialist Services
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Renal Services- Home Haemo dialysis





Mental Health and Addictions Provider
Arm models of care





Neo Natal Care





Discharge planning and education
focused on home Haemo dialysis for
each patient requiring haemo
dialysis to ensure that all those who
can dialyse at home do so.
Implementation of the recently
completed Acute services review and
associated models of care

Assessment of model of care
surrounding the delivery of Neo
natal care within TDHB
Implementation of any changes
identified within the model of care.
Implement the balance of
recommendations made post the
completion of the HIA conducted in
2010 (as appropriate)



Secondary Service Delivery
reconfiguration





Smoking Cessation Initiatives

Policy and Environment




To champion, advocate and support
the appropriate review, planning,
implementation to further
smokefree policy development
within Taranaki DHB
To provide leadership to ensure
tobacco control is included as a key
activity in DHB health documents

Sept 2011

TDHB General
Manager,
Hospital &
Specialist Services

Dec 2011

TDHB General
Manager,
Hospital &
Specialist Services

July 2011

TDHB General
Manager,
Hospital &
Specialist Services

June 2012
June 2012

TDHB General
Manager,
Hospital &
Specialist Services

June 2012

TDHB General
Manager,
Planning, Funding
& Population
Health

Primary Care










Smoking Cessation Initiatives – cont’d

Strengthen systems to support the
delivery of ABC in clinical practice
Provide training to GP’s, Nurses and
Administration staff in ABC Approach
Enable clinical leadership to support
ABC tobacco initiatives
Increased Nicotine Replacement
Therapy and promotion of smoking
cessation support services
Strengthen referral systems between
health and cessation services
Develop an action plan to implement
options in South Taranaki for
smoking cessation services

Smokefree Taranaki






Review Smokefree Taranaki Project
in the context of the Smokefree
Midlands Action Plan
Implement key actions from the
review in Taranaki to continue to
make progress on Smokefree
environments and smoking cessation
services
Continue to support the Tobacco
Health Target in priority groups
Māori, Pregnant women and Parents
through Secondary Care services

TDHB General
Manager,
Planning, Funding
& Population
Health
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Smoking Cessation Initiatives – cont’d

Mental Health





25

Implementation of the Taranaki DHB
Māori Health Plan25



Hospital, Primary and Community
health professions trained in ABC
Approach
Strengthen systems to support the
delivery of ABC in clinical practice
Deliverables outlined in the Māori
Health Plan are undertaken and
monitored

June 2012

TDHB General
Manager,
Hospital &
Specialist Services

June 2012

TDHB Chief
Advisor Māori
Health

TDHB Māori Health Plan 2011-2012
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4

Statement of Forecast Service Performance

4.1 Output Classes
Outputs are goods and services that are supplied to someone outside of our DHB. Output classes are an
aggregation of these outputs, which are grouped if they are of a similar nature. The four output classes that
have been agreed nationally are described below. Please also see Section 9.3 for further information.
The DHB believes that the Outputs and Measures as presented provide a reasonable representation of the
full range of services provided by the organisation under each Output Class.

4.1.1 Prevention
Preventative services are publicly funded services that protect and promote health the whole population or
identifiable sub-populations comprising services designed to enhance the health status of the population as
distinct from treatment services which repair/support health and disability dysfunction.
Preventative services address individual behaviours by targeting population wide physical and social
environments to influence health and wellbeing.
Preventative services include health promotion to ensure that illness is prevented and unequal outcomes are
reduced; statutorily mandated health protection services to protect the public from toxic environmental risk
and communicable diseases; and, population health protection services such as immunisation and screening
services.
On a continuum of care these services are public wide preventative services.

4.1.2 Early Detection and Management
Early detection and management services are delivered by a range of health and allied health professionals
in various private, not-for-profit and government service settings. Including general practice, community
and Māori health services, Pharmacist services, Community Pharmaceuticals (the Schedule) and child and
adolescent oral health and dental services.
These services are by their nature more generalist, usually accessible from multiple health providers and
from a number of different locations within the DHB.
On a continuum of care these services are preventative and treatment services focused on individuals and
smaller groups of individuals.

4.1.3 Intensive Assessment and Treatment Services
Intensive assessment and treatment services are delivered by a range of secondary, tertiary and quaternary
providers using public funds. These services are usually integrated into facilities that enable co-location of
clinical expertise and specialized equipment such as a ‘hospital’. These services are generally complex and
provided by health care professionals that work closely together.
They include:
 Ambulatory services (including outpatient, district nursing and day services across the range of secondary
preventive, diagnostic , therapeutic, and rehabilitative services
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 Inpatient services (acute and elective streams) including diagnostic, therapeutic and rehabilitative
services
 Emergency Department services including triage, diagnostic, therapeutic and disposition services
On a continuum of care these services are at the complex end of treatment services and focused on
individuals.

4.1.4 Rehabilitation and Support
Rehabilitation and support services are delivered following a ‘needs assessment’ process and coordination
input by NASC Services for a range of services including palliative care services, home-based support services
and residential care services.
On a continuum of care these services provide support for individuals.

4.1.5 Output Class Funding Allocation
The following table outlines the funding and expenditure associated with the allocation of the output classes
described above.
Output Class
Prevention
Early Detection and Management
Intensive Assessment and Treatment Services
Rehabilitation and Support
TOTAL

Planned Revenue
($000’s)
5,552

Planned Expenditure
($000’s)
5,497

94,332

93,390

163,701

162,066

52,632

52,106

316,217

313,059

4.2 Child & Youth Health Services
Why are Child and Youth Health Services a priority for our DHB?
Children and young people are identified as a key population group which has the greatest opportunity to
improve the health status in the short, medium and long term. The status of the health and wellbeing of our
children is complex and is strongly influenced by socio-economic and other ecological factors in
their environment. Good health and wellbeing of our children now and into the future will mean healthy,
strong and successful communities and society as a whole.

What impact do we want to make in the coming year?
1.
2.
3.
4.

Children and young people are well, remain in their communities and need less hospital care
Young people reduce risk behaviours and adopt healthier lifestyles
Young people are healthier, aware of signs and symptoms of illness and seek help earlier
Parents/care givers support children to be healthier, are able to recognise signs and symptoms of
illness in children and seek help earlier.
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How will we show progress?
The impact of the services we fund will be determined from the following measures :
An increase in the proportion of
children who have good oral health
 Children and adolescents are a key
priority group in the New Zealand
oral health vision, and are eligible
to receive free, publicly funded oral
health services up until the age of
18 years.
 Regular dental care has life-long
benefits for improved health.
While water fluoridation can
significantly reduce tooth decay
across all population groups,
variable access to fluoridated
water supplies across the Taranaki
district means that prevention and
education initiatives are essential
to good oral health.
 Significant disparities still exist in
oral health status and access to
services for children and
adolescents, particularly for those
of Māori and/or Pacific ethnicity.26
 Oral health outcomes are a good
proxy measure of early contact
with effective health promotion
and prevention services and an
indicator of reduced risk factors,
such as poor diet, which has other
benefits in terms of improved
nutrition and healthier body
weights.

An increase in the
proportion of
children who are
caries free (no
holes or fillings) at
age 5

A reduction in the proportion of the
population (aged 0-4) admitted to
hospital with conditions considered
‘avoidable’ or ‘preventable’27
 There are a number of admissions
to hospital for conditions which are
seen as preventable through
appropriate early intervention and
a reduction of risk factors. As such
these admissions provide an
indication of the access and
effectiveness of screening, early
intervention and the continuum of
care across the system.
 The rate of avoidable
hospitalisations in Taranaki is
comparable to those nationally.
However, it sill represents a
substantial and avoidable burden
on our health system and
highlights opportunities to better
support people to seek intervention

The percentage of
actual to expected
avoidable hospital
admissions for our
population aged
0-4.
The expectation is
to see a lower
actual number of
admissions
compared to those
expected.

26
27

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

Māori

35%

43%

43%

43%

Other

63%

66%

>66%

>66%

Total

55%

60%

60%

>60%

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

Māori

76%

Other

90%

Remain
<95%
Remain
<95%

Remain
<95%
Remain
<95%

Remain
<95%
Remain
<95%

Taranaki District Health Board Needs Assessment 2007 – http://www.tdhb.org.nz/misc/documents/hna_2007.pdf
Ambulatory sensitive hospital admissions are usually unplanned admissions that are potentially preventable by appropriate health services
delivered in community settings, including through primary health care. They provide an indication of access to, and the effectiveness of primary
health care, as well as management of the interface between the primary and secondary health sectors.
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early and manage their long-term
conditions. A reduction in these
admissions will reflect better
management and treatment of
young people across the whole of
the system.

What services will we provide?
To achieve our desired Outcomes we will focus on the following Outputs:

Prevention
Aim: More children and young people stay well

How we will measure our performance:

Standard
2011/12

Actual 2009/10




Number of children fully immunised at age 2 – Quantity
The percentage of children fully immunised at age two – Effectiveness/

1,637

1,465

Timeliness



Percentage of eligible young women fully vaccinated with HPV
vaccination – Effectiveness/Timeliness
The percentage of infants fully breastfeeding at 6 weeks – Effectiveness/

95%
Total – 50%
Māori – 55%

85%
Total – 41.5%
Māori – 51.2%

72% - 74%

70%

55%

57%

26%

21%

Standard
2011/12

Actual 2009/10

Total – 100%

Total – 108.4%

High Deprivation –
100%

High Deprivation –
103.8%

6,500
5,912
7,884

5,060
5,348
7,593

98%

97%

80%

64%



Timeliness



The percentage of infants fully breastfeeding at 3 months – Effectiveness/
Timeliness



The percentage of infants fully breastfeeding at 6 months – Effectiveness/
Timeliness

Early Detection & Management
Aim: Children and young people are seen and treated early

How we will measure our performance:








Percentage of B4 School Checks Target Achieved – Effectiveness/Timeliness

Number of pre-school children enrolled with DHB funded oral health services –
Quantity
Number of adolescents provided with oral health services – Quantity
Number of children enrolled with a primary health organisation – Quantity
An increasing proportion of children 0-4 enrolled with a primary care provider –
Effectiveness/Timeliness
An increasing proportion pre-school children enrolled with DHB funded oral
health services – Effectiveness/Timeliness
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Intensive Treatment & Assessment
Aim: Children and young people have timely access to appropriate specialist services

How we will measure our performance:





Number of TDHB domiciled discharges related to children and young
people – Quantity
Number of Maternity Inpatient deliveries – Quantity
Reduced 28 day acute readmission rate for paediatric service – Quality
Reduced caesarean section rate of total Taranaki births –
Effectiveness/Timeliness

Standard
2011/12

Actual 2009/10

<5,749
1,307
<70.29

5,749
1,356
70.29

<0.22:1

0.22:1

4.3 Older People’s Health Services
Why are Older People’s Health Services a priority for our DHB?
Meeting the growth in demand for services associated with a growing older population and associated
growth in the number of people with a long term condition is a national and international issue.

What impact do we want to make in the coming year?
1. Older people are well and able to self manage their conditions, reducing the need for hospital care
2. Older people have access to timely and quality coordinated care from a range of providers enabling
them to remain independent and in their own homes and communities
3. Older people have their end stage needs met in a holistic way that provides dignity and respect

How will we show progress?
The impact of the services we fund will be determined from the following measures:
An increase in the proportion
of people over 65 who are
provided with appropriate
levels of care and intervention
to support their needs
 Appropriate support and
care will allow ‘ageing in
place’, maintaining a higher
quality of life until ARC is
functionally or clinically
indicated.
 Unplanned acute admissions
are a measure of older
people being safe and well
in their own homes and
maintaining good health for
longer.

A reduction in the number
of unplanned acute
admissions as a percentage
of the total population over
65 years

Actual 09/10

Target
11/12

Target
12/13

Target
13/14

30%

29%

28%

27%

There is a decrease in the
proportion of the
population aged over 65
living in subsidised
residential rest home level
care

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

4%

4%

3%

3%
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A reduction in the number
of older people (75 years
plus) admitted to hospital as
result of a fall

Actual
08/09

Target
11/12

Target
12/13

Target
13/14

4%

4%

3%

3%

What services will we provide?
To achieve our desired Outcomes we will focus on the following Outputs:

Prevention
Aim: Health and wellbeing of older people will be improved through population-based health initiatives and
programmes
How we will measure our performance:



The number of Flu vaccinations provided to people aged over 65 – Quantity
An increase in the proportion of people 65+ receiving seasonal influenza
vaccinations - Effectiveness/Timeliness

Standard
2011/12

Actual 2009/10

11,300

10,806

>70%

69%

Standard
2011/12

Actual 2009/10

>16,185

16,185

>95%

94.8%

19%

20%

Early Detection & Management
Aim: Older people are seen and treated early

How we will measure our performance:




The number of people 65+ enrolled with a primary care provider – Quantity
The proportion of people 65+ enrolled with a primary care provider –
Effectiveness/Timeliness
A reduction in percentage of attendances to Taranaki based Emergency
Department facilities in the 65+ age group – Effectiveness/Timeliness
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Intensive Treatment & Assessment
Aim: Those over 65 with acute, life changing and life limiting conditions receive appropriate specialist treatment, care
and support.
How we will measure our performance:




The number of AT&R inpatient bed days for 65+ – Quantity
A reduction in the AT&R inpatient Average Length of Stay –
Effectiveness/Timeliness
The number of AT&R outpatient attendances – Quantity

Standard
2011/12

Actual 2009/10

4,824

4,557

13.00
2,587

13.44
1,441

Standard
2011/12

Actual 2009/10

242,188
4,271
505
2,524
1,557
4,166
3.8:1

272,581
4,068
104
0
1,038
3,968
3.6:1

Rehabilitation and Support
Aim: Older People’s independence and quality of life will be improved

How we will measure our performance:
Quantity:








Number of home based support service (HBSS) hours – Quantity
Number of carer support days – Quantity
Number of respite bed days – Quantity
Number of specialist in-home dementia respite service (hours) – Quantity
Number of specialist dementia day care days – Quantity
Number of day care programme days - Quantity
The ratio of total dollars spent on HBSS/ARC – Effectiveness/Timeliness

4.4 Mental Health & Addiction Services
Why are Mental Health and Addiction Services a priority for our DHB?
Significant progress in improving the mental health and addictions services has been made over the past 15
years. However, mental health disorder and addictions continue to present major public health challenges
equal to heart disease, diabetes and cancer. In meeting the obligations of Te Tahuhu and Te Kokiri, Taranaki
DHB will continue to promote and support key sector initiatives and projects that will better identify,
support and deliver seamless services to our most vulnerable service users, tangata whaiora and their
families and whanau.

What impact do we want to make in the coming year?
1. People experiencing mental illness or an addiction define their recovery and are supported toward
health, wellbeing and participation in society
2. There is greater recognition of the role of whānau/families as partners in protecting and preserving
the mental health and wellbeing of the service user
3. People with mental illness and addiction experience trustworthy agencies working across
boundaries.
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How will we show progress?
The impact of the services we fund will be determined from the following measures :
The number of residential admissions and/or
need for acute intervention reduces for
individual service users

An increase in the proportion of mental
health and addiction consumers who are
provided with appropriate levels of care and
intervention to remain living in their own
homes and communities

Improving Mental Health
Service Users using Crisis
Intervention Plans (PP7)28
% Adult (20+) long term clients
with up to date relapse
prevention/treatment plans

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

Māori
95%
Non
Māori
95%
Target
11/12
14 – 21
days

Māori
95%
Non
Māori
95%
Target
12/13
14 – 21
days

Māori
95%
Non Māori
95%

There is a reduction in the
average length of stay for acute
admissions (KPI 8)29

Māori
95%
Non
Māori
95%
Actual
09/10
16 days

Decrease in the number of
clients in long term >2 years
residential care – Quantity

Actual
March
2011
<10

<10

<10

10

Target
13/14
14 – 21
days

What services will we provide?
To achieve our desired Outcomes we will focus on the following Outputs:

Early Detection & Management
Aim: People with experience of mental illness and addiction are supported to remain living in their homes and
communities
How we will measure our performance:

Number of adults accessing Primary Mental Health Initiative – Quantity

Number of youth accessing Primary Mental Health Initiative – Quantity

Percentage of adults who are Māori, accessing Primary Mental Health initiatives
(Actual data period Jan-Dec 2010)

Percentage of youth who are Māori, accessing Primary Mental Health initiatives
(Actual data period Jan-Dec 2010)

Standard
2011/12
>1,020
> 278

Actual
2009/10
1,020
278

> 20%

18%

44%

44%

Intensive Treatment & Assessment
Aim: People with acute and/or serious mental health and addiction issues will be treated and stabilised

How we will measure our performance:





*
**
28
29

Increased rates of pre-admission community care – Effectiveness/Timeliness (KPI18)
28 day acute inpatient readmission rate – Quality (KPI 2)
Acute Inpatient (HoNOS*) effect size – significant improvement – Effectiveness/
Timeliness (KPI 1)
Number of DNA’s** for Addictions Services – Quantity
Decrease in DNA rate for Addictions Services – Effectiveness/Timeliness

Standard
2011/12

Actual
2009/10

75% - 100%
0-10%

61%
11%

53%
<2,269
<19%

53%
2,269
19.5%

HoNOS: Health of the Nation Outcome Scale. Measures behaviour, impairment, symptoms and social functioning with the Mental Health
Services.
DNAs: Did not attends

See Section 9.1 – Non-financial performance indicators
Derived from Key Performance Indicator Framework for New Zealand Mental Health & Addiction Services

67

Rehabilitation and Support
Aim: People with acute and/or serious mental health and addictions issues will be supported through a recovery
focused philosophy to care.
Standard
Actual
2011/12
2009/10
How we will measure our performance:
Quantity:




Increased rates of post-discharge community care – Effectiveness/Timeliness
(KPI 19)
Number of clients in paid employment through MH&A employment services –
Quantity
An increase in the percentage of clients in the mental health and addiction
employment services in paid employment – Effectiveness/Timeliness

90 – 100%

67%

>60
>32%

60
36%

4.5 Hospital and Specialist Services
Why are Hospital and Specialist Health Services a priority for our DHB?
Hospital and Specialist Services provided from Taranaki Base Hospital, Hawera Hospital and associated
Health Centres make up the single largest health care provider funded by Taranaki DHB. These services
facilitate acute, specialist and high priority treatments to the Taranaki Population and are fundamental
supports for a dynamic and integrated health service across primary care, community NGO services and the
aged care sector.

What impact do we want to make in the coming year?
1. People receive the best possible outcomes from their acute, specialist and/or high priority
treatment.
2. That the Taranaki health workforce is supported and enhanced to provide seamless service delivery
for our patients across the continuum of care.

How will we show progress?
The impact of the services we fund will be determined from the following measures:
An increase in the proportion of
people who receive prompt acute
care in the Emergency
Department

People needing specialist or high
priority treatment as an inpatient,
receive the best possible health
outcome

The percentage of people
presenting to ED
admitted, discharged or
transferred within 6 hours

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

93%

95%

Improve

Improve

Standardised intervention
rates per 10,000
population are within
national standards.

Actual
09/10

Target 11/12

Target
12/13

Target 13/14

Cardiac Surgery
Major Joint Procedures
Cataract Procedures
Total Electives

4.3
19.3
31.0
314.4
Actual
09/10

6.5
21
27
308
Target 11/12

Maintain

Maintain

Target
12/13

Target 13/14

10.88

10.4

Improve

Improve

There is a reduction in the
acute inpatient
readmission rate
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Standardised Acute Readmission Rate Across all 20 DHBs
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DHB
standardised acute readmission rate

There is a reduction in the
percentage of people not
attending planned first
specialist assessments
Māori
Other

average

unstandardised acute readmission rate

Actual
09/10

Target
11/12

Target
12/13

Target 13/14

14.3%
5.38%

13.0%
5.0%

Reduced
percentage

Reduced
percentage

What services will we provide?
To achieve our desired Outcomes we will focus on the following Outputs:

Intensive Treatment & Assessment
Aim: Timely and equitable access to high quality efficient services for our community.

How we will measure our performance:










Number of acute/arranged discharges – Quantity
Number of elective discharges – Quantity
Number of First Specialist Assessments –- Quantity
Number of Emergency Department Attendances – Quantity
Percentage of patients developing pressure ulcers during their admission – Quality
Percentage of patients developing urinary tract infections – Quality
The rate Hospital Acquired Blood Stream Infections per 1000 inpatients – Quality
Elective and arranged services admission on day of surgery as a percentage of total
elective and arranged admissions (DOSA) – Effectiveness/Timeliness
Acute inpatient length of stay – Effectiveness/Timeliness

Standard
2011/12

Actual
2009/10

15,901
7,634
10,458
36,183
0.48%
2.33%
0.25

18,320
5,986
10,832
44,744
0.48%
2.33%
0.25

90%
3.9

90%
4.07
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Rehabilitation and Support
Aim: Integrated and seamless access to appropriate rehabilitation services in a range of settings.

How we will measure our performance:




Number of dietetics/dietician contacts – Quantity
Number of social work hours – Quantity
Number of district nursing contacts – Quantity

Standard
2011/12

Actual
2009/10

3,400
2,400
28,000

3,354
2,367
27,736

4.6 Primary and Community Health Services
Why are Primary and Community Health Services a priority for our DHB?
Primary and Community Health Services are a key area for delivery against Better, sooner, more convenient
health care. Good access to and delivery of primary health care services is key to reducing avoidable hospital
admissions.

What impact do we want to make in the coming year?
1. Intervention occurs earlier to detect, manage and treat existing and potential health conditions
2. People are able to self-manage their conditions and have access to quality care coordinated across a
range of providers
3. People are healthier, aware of signs and symptoms of illness, and seek help earlier.

How will we show progress?
The impact of the services we fund will be determined from the following measures:
A reduction in the proportion of the population admitted
to hospital with conditions considered ‘avoidable’ or
‘preventable’

More people are diagnosed early in a primary health
care setting enabling better health outcomes

ASH rates
improve

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

Māori 0-4
Other 0-4
Māori 45-64
Other 45-64
Māori 0-74
Other 0-74
An increase in the
percentage of
eligible
population with
CVD Risk
Assessments
completed as per
Health Targets
Māori
Other Ethnicity
Total

76.2%
89.7%
110.2%
94.3%
97.1%
110.5%
Actual
09/10

Target
11/12

Target
12/13

Target
13/14

53%
70%
66%

90%
90%
90%

Improve
Improve
Improve

Improve
Improve
Improve

Achieve and remain below 95% of the
national rate

What services will we provide?
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To achieve our desired Outcomes we will focus on the following Outputs:

Prevention
Aim: Prevention of onset of disease where possible 30

How we will measure our performance:



Number of eligible population who have had diabetes screening – Quantity
The proportion of smokers identified in primary care and provided with help/advice to
quit – Effectiveness/Timeliness

Standard
2011/12

Actual
2009/10

5,000
90%

4,049
New
Measure

Standard
2011/12

Actual
2009/10

105,000
1,852,350
580,911

104,612
1,784,537
565,419

>278
33
100%
95%

278
32
100%
92%

95%

81%

Early Detection & Management
Aim: Access to primary care services to ameliorate the effects of disease

How we will measure our performance:
Quantity:

Number of people enrolled with a primary health organisation (PHO) – Quantity

Number of Community Pharmaceuticals dispensed items – Quantity

Number of tests – community laboratory – Quantity

Number of packages of care funded in accordance with the Primary Mental Health
initiative – Quantity

General Practices have a quality accreditation programme in place – Quality

All PHOs have an up to date Māori Health Plan – Quality

Proportion of the high needs population enrolled with a PHO – Effectiveness/Timeliness

An increase in the percentage of people in all population groups estimated to have
diabetes accessing free annual checks – Effectiveness/Timeliness

30

Please note, the following measures are identified in Child & Youth Services (Section 4.2). In order to avoid duplication they will not be repeated
in this section although they remain relevant to services delivered within Primary and Community Services – Number of children fully immunised
at two years of age; number of eligible young women fully vaccinated for HPV; and the percentage of eligible population receiving full vaccination
for HPV.
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4.7 Health services for people with long term conditions
Why are health services for people with long term conditions a priority for our
DHB?
Long terms conditions are a priority for the DHB due to the significant investment required in this area.
Māori are over represented in all areas of chronic disease.

What impact do we want to make in the coming year?
1. People are able to self-manage their conditions and have access to quality care coordinated across a
range of providers
2. Intervention occurs earlier to detect, manage and treat existing health conditions
3. People adopt healthier lifestyles and reduce risk behaviours

How will we show progress?
The impact of the services we fund will be determined from the following measures:
An increase in the proportion of people identified with
diabetes who have improved management of their
conditions

An increasing proportion of the eligible and/or ‘at risk’
population is screened for early onset of cancer

The percentage of
people with
diabetes who have
satisfactory or
better diabetes
management
(HbA1c≤8%)
Māori
Other
Total

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

65%
75%
74%

80%
85%
83%

83%
85%
84%

85%
85%
85%

Breast screening
rates increase
High Needs
population

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

62.29%

65%

66%

67%

Cervical Screening
Rates increase
Percentage of
eligible population

Actual
09/10

Target
11/12

Target
12/13

Target
13/14

83.32%

89%

90%

91%

What services will we provide?
To achieve our desired Outcomes we will focus on the following Outputs:





Actively participate in the implementation of Oranga Ki Tua, the National Hauora Coalition business case long term
conditions programme
Implement recommendations from the SLATs tasked with improving outcomes through Diabetes services and long term
condition services
Implement the recommendations of the Alliance Leadership Teams with regard to the flexible funding pool from
CarePlus, SIA and Health Promotion
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Prevention
Aim: Prevention of onset of disease where possible

How we will measure our performance:





Number of schools participating in the Health Promoting Schools programme – Quantity
Increased proportion of hospitalised smokers offered smoking cessation support –
Effectiveness/Timeliness
Increased proportion smokers offered smoking cessation support in primary care –
Effectiveness/Timeliness
Increasing the number of schools with a status of Active in the Health Promoting Schools
programme – Effectiveness/Timeliness

Standard
2011/12

Actual
2009/10

17

17

95%
90%

40%
New
Measure

12

11

Standard
2011/12

Actual
2009/10

441

401

95%

81%

Standard
2011/12

Actual
2009/10

437
100%

427
100%

100%

100%

Early Detection & Management
Aim: Access to primary care services to ameliorate the effects of disease

How we will measure our performance:



Number of skin lesions removed – Quantity
An increase in the percentage of people in all population groups estimated to have
diabetes accessing free annual checks – Effectiveness/Timeliness

Intensive Treatment & Assessment
Aim: Timely and equitable access to high quality efficient services for our community.

How we will measure our performance:




Number of First Specialist Assessments in Chemotherapy & Radiotherapy specialty –
Quantity
Radiation waiting times – patients to be treated within 4 wks – Effectiveness/Timeliness
Chemotherapy – waiting times – patients to be treated within 4 wks – Effectiveness/
Timeliness
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5

Stewardship

5.1 Funder Interests
This section describes how the DHB intends to perform its functions and conduct its operations to achieve
the impacts and objectives that it seeks to deliver. In compliance with the requirements of the Crown
Entities Act 2004, the DHB reports performance to the Ministry of Health according to the measures detailed
in Section 9.1. The Ministry of Health monitors DHB performance on behalf of the Minister.

5.1.1 Key outcomes and priorities for Taranaki DHB
The Taranaki DHB vision is one of “Taranaki Together, a Healthy Community. Taranaki Whanui He Rohe
Oranga”.
Our approach in 2011/12 is to ensure purchase of services that align to the overarching national population
health outcomes, the Minister of Health’s expectations, the national health targets, and regional and local
priorities.
To achieve “Good health and wellbeing for all New Zealanders throughout their lives”, Taranaki DHB will
focus on the following in 2011/2012:
•

Child and Youth Health

•

Older People’s Health

•

Mental Health and Addictions

•

Hospital and Specialist Services

•

Primary and Community Health

•

Health Services for people with long term conditions

5.1.2 Managing Financial Risk
All District Health Boards face pressure to meet additional expenditure, which must be managed within
allocated funding. There is pressure to devolve services to the primary area seen as a “lower cost platform”
and to increase tertiary level interventions such as cardio-thoracic surgery and cardiology procedures. This
creates increasing challenges for the viability of secondary services, particularly for provincial DHBs.
In employment negotiations there will be a focus on increased workforce flexibility, increased productivity
and wage increases that are affordable.
The DHB will have to manage staff numbers to appropriate levels and may implement changes to service
configuration. These efforts will have to be prioritised within the DHB’s service priorities and demographics.
In order to maintain a consolidated breakeven position, the Funder is required to achieve significant
surpluses over the next three years to offset planned deficits in the Provider Arm, whilst the Provider Arm
undergoes transition to a lower cost structure.

5.1.3 Risk Management, Audit and Review
A risk management process is in place that facilitates escalation of risks from within the funder arm. A subcommittee of the Board – The Finance and Audit Committee review risks on a regular basis. Internal and
external mechanisms are in place for evaluation of contracted providers; these are done on a planned and
on an ad hoc basis as required.
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5.1.4 Consultation with Minister of Health
The DHB will consult with the Minister of Health/Ministry of Health in relation to:
•

proposed service changes

•

acquisition of shares or other interests

•

entry into joint ventures and/or collaborative or cooperative agreements or arrangement (where
required under s24/28 of the New Zealand Public Health and Disability Act 2000)

•

capital expenditure if required by policy and/or legislation

•

otherwise as required by legislation, regulation, or contract

5.1.5 External Reporting
The DHB provides regular reporting to the Minister and Ministry of Health as outlined below:
Reporting to the Minister of Health
Reporting

Frequency

Information Requests

Ad Hoc

Financial Reporting

Monthly

National Data Collections

Monthly

Risk Reporting

Quarterly

Health Target reporting

Quarterly

Crown Funding Agreement non-financial reporting Quarterly
Indicators of DHB Performance

Quarterly

Annual Report & audited statements

Annually

5.2 Provider Interests
Hospital services comprise services that are delivered by a range of secondary, tertiary and quaternary
providers using public funds. These services are usually integrated with ‘facilities’ classified as hospitals to
enable co-location of clinical expertise and specialised equipment. These services are generally complex and
provided by health care professionals that work closely together.
They include:
•

Ambulatory services (including outpatient, district nursing and day services) across the range of
secondary preventive, diagnostic, therapeutic and rehabilitative services

•

Inpatient services (acute and elective streams) including diagnostic, therapeutic and rehabilitative
services

•

Emergency Department services including triage, diagnostic, therapeutic and disposition services.

Taranaki DHB provides Hospital Services in New Plymouth and Hawera.
New Plymouth Base Hospital is generally a level 4 facility, providing a full range of services medical, surgical,
paediatrics, obstetrics, gynaecology and mental health. It is also a base for a range of associated clinical
support services and allied health such as rehabilitation, speech therapy, physiotherapy, stroke and cardiac
support, district nursing and drug and alcohol programmes.
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Hawera Hospital is a level 3 facility providing emergency, medical and obstetric services. Hawera Hospital
delivers a range of associated outpatient, allied and community clinical support services such as
rehabilitation, physiotherapy, stroke and cardiac support and district nursing.
Section 1.2.7 describes in more detail the hospital services offered and subsidiaries either wholly or partly
owned by the DHB.
There is a total of 237 beds at New Plymouth Base Hospital, including the Special Care Baby Unit, Maternity
and Mental Health. Of these, approximately 153 in-patient beds are available for medical and surgical
patients (including critical care and coronary care) and 10 for day stays (surgical/medical), with a further 22
for children and older people. 27 beds are designated for mental health patients. There are 26 beds
available for maternity, including 8 for the special care baby unit.
Taranaki DHB intends to undergo significant Base Hospital redevelopment in the years to come to enable the
DHB to grow health services to match population demand and expectations.
The business case for the redevelopment of the Base Hospital inpatient facilities was approved in July 2008.
The redevelopment project is known as Project Maunga and is described in further detail in Section 8.7.2.
Construction is scheduled to commence in August 2011 and expected to be completed by December 2013.
The primary focus of this project is to generate efficiencies and improvements to prevalent models of care
through consolidation of hospital services and systems into a more compact footprint, which will lend more
flexibility and efficiency to operations both in the immediate and long term. In doing so, it will also provide a
more user friendly hospital and wellness environment to patients, staff and public.

Level of Service
Taranaki DHB will ensure that both Hospitals provide the amount of elective operations, procedures and
assessments agreed to with the Ministry of Health. We will review the key operations we perform to ensure
we are delivering the right level of service for the people in our region. We will demonstrate innovative
strategies, or alternative delivery options aimed at increasing elective capacity, including initiatives across
the primary/secondary interface.

Asset Management
The DHB awaits national guidance on asset management expectations and these will shape future asset
management approaches. Information technology, capital and other large scale assets are managed by the
appropriate division outside of the provider arm.

Quality and Patient Safety
The provider arm of the DHB is committed to the organisational ‘Health Excellence’ programme; this
framework is a practical tool to guide and support continuous quality improvement and enables
performance to be measured against other high performing organisations.

Risk Management
A risk management process is in place which facilitates escalation of risks from any employee within the
provider arm. Risks are reviewed and evaluated at a number of levels throughout the organisation and
action taken as appropriate. A subcommittee of the Board - The Audit, Finance and Risk Committee review
risks on a regular basis. An audit schedule is in place where planned audits occur as well as identified adhoc
audits when required.
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5.3 Organisational Health
Our philosophy is “Taranaki DHB Ngā Tikanga - How we work together, and with others” by:
•

Treating people with trust, respect and compassion.

•

Communicating openly, honestly and acting with integrity.

•

Enabling professional and organisational standards to be met.

•

Supporting achievement and acknowledging successes.

•

Creating healthy and safe environments.

•

Welcoming new ideas.

Taranaki District Health Board’s Human Resource and Workforce Strategies are strongly linked to the DHB’s
District Strategic Plan and Annual Plan and include a focus on the key drivers of DHB performance and
results while ensuring that successful transformation and change programmes are in place to deliver on DHB
priorities:
•

Strengthening clinical leadership

•

Improving health outcomes

•

Primary/secondary integration

•

Strengthening regional collaboration and supporting shared services

•

Building the workforce

•

Providing robust information

•

Improving productivity

Workforce development and strong organisation health are central to Taranaki DHB to ensure that the DHB
provides access to and delivery of high quality, effective services and meets the continued challenges of the
health needs of our community.
Taranaki DHB aims to continue to be recognised as an employer of choice and, in so doing, the DHB connects
with the community through a number of forums focusing on engagement in workforce, employment and
career promotion. Taranaki District Health Board has a clear set of values which underpins the way we work
with our employees, patients, communities, business partners and stakeholders. To this end, the DHB
encourages and promotes flexibility and innovation; employee engagement, organisational and clinical
leadership, career, learning and skill development opportunities.
As a ‘good employer’ Taranaki DHB has a number of policies and programmes that promote equity, fairness
and a safe and healthy work environment. These include:
•

fair and transparent recruitment policies to ensure that the DHB meets current and future workforce
needs and retain staff

•

strong induction, health checks and on-boarding practices to support and welcome new staff

•

flexible work practices are recognised and operated within the DHB. Taranaki DHB recognises the
need for work-life balance and has implemented a number of initiatives to support staff

•

change management and consultation processes to ensure that employees are engaged in change
processes. For example:


Project Maunga
The Ministry of Health has approved funding for stage one of Project Maunga - Base Hospital
Redevelopment.
The development will offer a modern facility that will benefit patients, staff and the
community as a whole. It is important that all staff members are involved in the project.
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NCOUNTER GROUP Ltd has been appointed to provide Project Director Services. The four
members of the team will play a pivotal role in making critical decisions and monitoring
project performance to plan.
The redevelopment of the new Acute Services Building will include six new operating theatres
(an increase of two), paediatrics, ambulatory elective surgery and procedure services, and a
new inpatient ward block. The new operating theatres will allow more operations to be
carried out. It will consolidate elective ambulatory, acute and inpatient services.
There has already been work undertaken to improve the models of care, and this work
continues. These projects are linked to the facilities redevelopment.


Project Whakapai
Project Whakapai has been operational since September 2011 and significant progress has
been achieved with respect to implementing a range of new tools to assist with:
- Supporting the organisation to have the planned staffing in place.
- Improving management of staffing costs.
- Implementing system & process improvements to help achieve the above.
The DHB implemented the Allocations and Workforce modules, along with a series of updated
processes and guidelines to assist with improved staff planning, allocation and cost
management.
In addition to aligning budgets to roster and service needs, training and support has been
provided to support the change programme. The Allocations Unit to coordinate all requests
for additional resources eg. casuals or overtime has been completed.
In addition, FTE budgets have been reviewed and significant effort has been applied in
recruitment and staff management. New processes have been designed and tested and the
DHB is moving towards having more robust data and staffing in place to meet the FTE and
financial challenges ahead.
The DHB is taking advantage of the underlying opportunities for business improvement
associated with leading edge methods. Similarly, staff and unit profiling, modelling of new
models of care and achieving increases in productivity need to be achieved as the DHB enters
the next phase of this project.



Project SPLICE
Project SPLICE is a key DHB led work programme which involves working with a range of
stakeholders and clinical leaders across Taranaki to:



-

review of current services for older people and adults with long term conditions in the
community;

-

recommend evidence based and sustainable models of service delivery to provide
health services which enable the best possible quality of life for people while living in
the community;

-

Identify how services can be integrated to deliver optimum care; and develop an
action plan and an implementation plan for a new model of service delivery.

Organisational Change Programmes
From time to time, the DHB reviews models of care; work practices; strategies, programmes
and structures; business processes, and service delivery options. In addition, the DHB
operates in a national and regional context and implements national and regional initiatives.
To this end, change programmes, including consultation with stakeholders are designed to
ensure and anchor the requisite changes.
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Organisational Learning and Workforce Development
Taranaki District Health Board participates as a member of the Midland Region in the design
and implementation of the Regional Training hub, e-learning programmes and the Midland
Leadership Programme. These are detailed in the next section of this plan.
Through Workforce Development the DHB also manages a range of programmes and
initiatives to improve productivity and build capacity. A summary of these is listed in 5.4.1
below.

•

a zero-tolerance of all forms of harassment and bullying, supported by up-to-date policies, training,
coaching and support

•

equitable training and development opportunities for all employees achieved through a consistent,
transparent and well managed approach to learning and professional development

•

a range of proactive policies and programmes focusing on health and safety. These include healthy
living initiatives, exercise programmes, influenza vaccinations, Employee Assistance Programme.

•

a wide range of discounts are provided to staff with the majority sought from local gyms, exercise
programmes, massage and other health related fields.

•

smokefree programmes and a program with TDHB catering providers to provide healthy food
choices.

•

employee surveys
o
post entry surveys are conducted with new employees after 3-months service to identify and
address any employment related issues.
o
exit interviews are offered to all departing employees to ascertain the effectiveness of
employment practices and identify any areas for concern

•

the management and disclosure of adverse events to ensure a safe quality working environment.

5.4 Building Capability (including productivity initiatives)
5.4.1 Workforce Development
TDHB has implemented strong workforce planning programmes and has implemented a number of
successful initiatives to improve service delivery and ensure continuity of staffing, particularly in the clinical
and rural setting
•

Government Bonding

•

General Practice Education Planning (GPEP) and rural General Practice rotations.

•

Whakatipuranga Rima Rau Trust – an intersectoral workforce development initiative which aims to
create an additional 500 jobs for Māori in the health sector across Taranaki over the next 10 years.

•

Aged residential Care Nurse Consultant – provision of ongoing training programme and professional
development support for aged residential care sector across Taranaki

•

Kia Ora Hau Ora

•

Scholarships (under graduate, post graduate)

•

Return to Nursing programmes

•

Incubator Programme

•

Careers and work experience

•

Career planning
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Taranaki District Health Board has developed a comprehensive workforce profile and modelling programme.
It has implemented a strong set of Human Resource (HR) Key Performance Indicators to facilitate effective
staffing and improve performance and productivity. As a result, the DHB is able to accurately plan and
forecast staffing.
The tools and practices for workforce planning are in place to suit the redevelopment of Taranaki Base
Hospital, Project Maunga.
The Midland DHBs have developed strong frameworks and networks for workforce and HR collaboration. To
this end, the following programmes are in situ or underway:
•

Regional e-Learning strategy and common programmes

•

Regional Leadership Programme

•

Regional Job portal and subsequent upgrade

•

Development of a business case for e-recruitment and transactional recruitment centre (virtual or
centrally located)

•

Common core HR policies

•

Performance manage Framework and system

•

A comprehensive workforce and HR programme to support the Regional Clinical Services Plan
o
Recruitment programmes
o
Clinical networks
o
Regional training Programmes
o
Locums
o
Māori workforce initiatives
o
Considering a regional clinical school

Taranaki DHB has completed the preparatory work for an interim payroll system/upgrade, pending the work
on National payroll/HRIS and rostering solutions, which are due to be established in conjunction with Health
Benefits Limited (HBL).
At a national level, the DHB participates in employee relations engagement, workforce initiatives and service
planning. Taranaki DHB has a lead HR role with respect to Healthcareers (including the establishment of a
national jobs portal – due March 2011 and international collaborative recruitment) and shared services
through workshops with HBL.
The DHB has an understanding of the needs and expectations of its workforce. We are committed to
improving, promoting, protecting and caring for the health and wellbeing of the people of Taranaki.
Subsequently, a survey on clinical/staff engagement is planned for March/April 2012.
Further implementation plans will commence during 2011/12 subject to the approval of relevant business
cases.

5.4.2 Information Technology
Over the next 3 to 5 years Taranaki District Health Board will undergo a transformation that will see
significant workforce capability enabled via investment in pervasive ICT. This will be created via the following
activities:
•

New facility development that will be driven by a digital hospital concept – the focus is on creating
opportunity for patient safety and staff productivity via the application of ICT to the new facility
development.
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•

Medicines reconciliation deployment – Taranaki DHB is leading the development and deployment of
end to end medicines reconciliation that will be a blueprint for the New Zealand health sector.

•

Standardisation of ICT investments on health base architectural standards – Taranaki DHB has been a
leader in the creation of the ICT health base architectural standard that will drive consistency of
design and deployment.

•

Taranaki will continue to take a lead role in implementing national pilots and working with regional
and other DHBs to implement the National Health IT Plan. All this work will be driven through
clinical leadership.

5.4.3 Quality Assurance & Improvement and Risk Management
The Taranaki DHB is committed to the delivery and funding of quality services by all health and disability
providers within the district. Quality assurance systems and procedures are in place to ensure services
undergo performance measurement (usually focused on service content, delivery specifications and
patient/client outcomes). Continuous quality improvement is the response to this quality activity and
supports the vision of the Board – Taranaki Together, a Healthy Community.
Improvements in patient and staff safety, practice service delivery and risk mitigation are supported by the
Taranaki DHB, recognising that there needs to be a balance maintained between achieving the necessary
improvements, mitigating risk and the costs of doing so. The tension and challenge lies in finding this
balance. We continue to broaden our quality and risk management approach from the Taranaki DHB
Hospital Provider as our key point of reference, to an approach that involves the entire health and disability
sector in Taranaki, particularly engaging with clinicians and clinical services.
The Taranaki DHB Quality and Risk Plan facilitates the progressive achievement of the Taranaki DHB’s vision
by focusing on actions that improve quality and/or manage risk of services that are provided or funded. It
outlines organisation wide goals and links into key planning and expectation documents including the
Taranaki DHB’s Annual Plan, National Service Plans, National Service Improvement Programmes, the Midland
Regional Clinical Services Plan and the Minister of Health’s expectations.
Key focus areas within the Taranaki DHB Quality and Risk Plan for the 2010-2012 period are collaboration
between the Clinical Board and operational management to review, enhance, implement and monitor
patient safety initiatives, consumer participation and the management of clinical risk. Maintenance of
certification and accreditation statuses, enhancing the reportable events processes including serious and
sentinel event review and associated training, and undertaking the review of clinical and non-clinical
processes and systems as the provider arm moves towards Project Maunga (new acute services building)
becoming a reality.
Planning & Funding Clinical Project Group provides Planning & Funding with advice on development and/or
remodelling of services.

5.4.4 Capital and Infrastructure
See Section 8 – Financial Performance

5.4.5 Productivity improvement initiatives
Intermediate Care
In the 2011/2012 year it is the intention of the DHB to develop Intermediate Care services as a key
component of the integrated continuum of care for older people between high intensity specialist
intervention and ongoing home support and primary care. Intermediate Care includes those services which
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will help prevent admission to an acute care setting through timely interventions and services at or near a
person’s own home.

Taranaki Intermediate Care Assessment & Treatment Team (ICATT) Service
In 2008 the AT&R/Elderly Service commenced a review of the way in which the AT&R/Elderly Dayward
services are delivered. This led to an amalgamation, where appropriate of rehabilitation services into one
Intermediate Care Assessment and Treatment Team (ICATT) service and the rebranding of the AT&R/Elderly
Service into the Older Persons Health and Rehabilitation Service (OPHRS).
The intent of the revised model is to recognise and strengthen the role of intermediate care services within
the integrated continuum of care. The revised service has been configured to provide intermediate care
services at a secondary specialist (hospital provider) level:
• to facilitate transition from hospital to home, and from medical dependence to functional
independence,
• where the objectives of care are not primarily medical,
• where the patients' discharge destination is anticipated,
• and where a clinical outcome of recovery (or restoration of function) is desired and expected.
In 2010 a workgroup was commissioned by the Planning and Funding Clinical Project Group (PFCPG) to
provide clear recommendations on interventions to streamline the experience of older persons with subacute medical needs in the medical system.
Recommendations to be implemented in the 2011/2012 year included making OPHRS the first point of
contact for queries related to older people with sub-acute medical needs and the establishment of a regional
wide Intermediate Care service that would aim to support transition from hospital to home, reduce
inappropriate length of stay in acute settings, and avoid preventable admission to hospital and/or long term
residential care. The Intermediate Care Service would be distinguished from:
• Rehabilitation that forms part of acute hospital care
• Long term rehabilitation or home support
• An interim solution for those people who are ready to leave acute care but simply waiting to have
longer term care packages arranged.
The Intermediate Care Service would be delivered in contracted ‘Intermediate care beds’ within selected
residential care homes or within the patient’s own home where this is medically more appropriate or
preferred.
It is proposed that there would be 3-4 residential care providers who would be contracted to support the
delivery of this service to provide equitable access across the region. The service will have strict entry/exit
criteria and residential care provider performance standards will be evaluated in an audit process.

Medication Reconciliation Project
Taranaki DHB is one of the national pilot sites for electronic medication reconciliation as well as electronic
prescribing and electronic administration.
The Medication Reconciliation Project has been underway for six months and we have collected data for the
pre-electronic phase, at admission, over the past six months (October 2010 to January 2011). Our average
discrepancy rate is 1.13 discrepancies per patient when medicines reconciliation was initiated (compared to
a national range of 0.9 to 2.7 per patient). In those patients we are able to initiate medicines reconciliation,
an average of 48% of patients have at least one discrepancy. Our aim is to reduce the number of
discrepancies by 25%.
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Discrepancies identified
August

September

October

November

December

January

Total discrepancies

140

173

129

131

200

155

Rate per patient admitted (with
medicine reconciliation initiated)

1.07

1.19

1.02

1.09

1.32

1.1

66 (46%)

62 (48%)

64 (49%)

74 (49%)

71 (50%)

Number of patients with discrepancies
64 (47%)
(% of patient initiated)

The two most common types of discrepancies are omissions and alterations, while the other three types
(substitutions, duplications and additions) feature less frequently.
Discrepancy status
6

August

September

4

October

7

November

6

December

6

January

74
71

25

64

29

46

48

38

4
0%

20

56

36
10%

20%

60
30%
Intentional

40%

50%

Unintentional

60%

70%

80%

90%

100%

Unresolved

The results show a reduction in unintentional discrepancies over the six month period, however this is offset
by an increase in unresolved discrepancies. Our aim is to reduce both the intentional and unresolved
discrepancies down to 0% by improving our documentation.
The TDHB results show that over the six month period we have an average of 22% of admissions to Ward 5
having medicines reconciliation completed within 24 hours. This figure increases to 43% within 48 hours.
When we removed the patients who were in the ward for less than 24 hours and who were admitted in the
weekend, thereby leaving the patients who could reasonably be seen, the figures increased to 34%
completed in 24 hours and 61% in 48 hours.
The second part of the project looks at allergy reconciliation at discharge. We have collected four months’
data (August to November 2010). The electronic discharge summaries (EDS) for patients discharged from
Ward 5 were examined to see if they included an allergy status. Over the four month period, 58% of
patients didn’t have an allergy status on the EDS; of those that didn't, 63% had NKDA and 37% of patients
were allergic to a medicine (a total of 146 missing allergies over the four month period).
The next stage of the Medication Reconciliation Project is the implementation of the Orion SMT software for
documentation and safer improved facilitation of process. This will enable the clinicians to produce
discharge prescriptions, yellow cards, patient information leaflets and discharge summaries all without
transcribing. The incorporation of a Discharge Medication Changes Summary (DMCS) report within the
Discharge Summary itself provides information to the general practitioner on the medication at discharge as
well as any changes that have occurred during the hospital event. It is planned this will be implemented in
early May 2011, once Counties Manukau have finished trialling the software.
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The electronic prescribing / administration project will then be implemented. This uses the iSOFT MedChart
system and is integrated to the e-Pharmacy system currently installed at Taranaki. Integration between SMT
and MedChart is part of the project and will enable transfer of medication details between systems,
eliminating transcribing and reducing time spent on data entry. This is planned for full implementation and
integration by the end of 2011. This should mean Taranaki DHB will not be required to implement the
national inpatient drug chart as this is a manual paper chart and although the electronic project is initially
being piloted in the medical ward, it is intended that once successfully applied it will be rolled out across the
hospital thereby eliminating the requirement for a paper medication chart.

Releasing time to care
Early 2011 will see the implementation of the Ministry of Health supported Releasing Time to Care (RTTC)
process across key clinical units in the provider arm. RTTC focuses on:
•

releasing time to care for patients;

•

improved quality of care;

•

improved patient safety;

•

improved staff morale; and

•

the potential to make financial savings by eliminating waste and making processes more efficient.

The time released by making processes more efficient can then be used for patient care, leading to an
improvement in the safety, quality and reliability of both patient care and the patient experience.
Improvements which have been achieved from utilising the methodology include:
•

Direct care time with patients increased by up to 60% which is the equivalent of adding more nurses
to a ward - this is a key element when we consider ways to decrease our usage of supplemental
staff.

•

Medicine round time reduced by up to 63%.

•

Handover time reduced by up to 33% and quality increased.

•

Meal round time reduced by up to 50% and nutritional outcomes improved; and a reduction in meal
wastage from 1-7%.

•

An average drop of 30% in patient falls.

•

A reduction in the number of steps in nursing processes, for example preparation of IV antibiotics
was reduced from 33 steps to 10 steps.

The hospital is beginning a period of significant work to prepare for the move to the new facility and this,
coupled with the need to support the Health-e Workforce recommendations, makes it an ideal time to
implement the RTTC process and achieve some of the results described above.
RTTC is being championed and supported by the Director of Nursing and General Manager Hospital Services
and is intended to be ongoing in the 2011/2012 year.

Trauma
THDB is participating in the Midland Regional Trauma Network. This is a regional network of specialised
personnel who will observe, record and act on quality or care issues in their DHBs with the support of the
Midland RTS Core group. High quality trauma registry data will form a basis for both preventative strategies
and clinical care improvements. The system is collaborative, multidisciplinary and specialised in its approach
to a time-critical and highly vulnerable patient group.
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The goal of Midland RTS is simple: to ensure best practice in trauma care to patients and their families along
the journey from point of injury to optimal function. TDHB's trauma team is comprised of a General
Surgeon, Trauma Co-ordinator and Case Manager, supported by other members of the multidisciplinary
team.

Hawera Hospital Improvements
Patient Pathways:
Following the review of service delivery and staffing models at Hawera Hospital implemented from June
2010 there has been a streamlining of service delivery to ensure smooth pathways for patients attending
Hawera Hospital. The successful implementation of the stroke pathway has seen patients receive
diagnostics in a more timely manner and receive full multidisciplinary assessment before returning to
Hawera for rehabilitation. Additionally, a review of the management of trauma has led to early transfer
through to the secondary hospital, and definitive care received in a more timely manner.
Continuing development of, and streamlining of, patient pathways is essential in ensuring best care is
provided to all patients presenting at Hawera Hospital. These pathways ensure patients receive the best
care in a timely manner and duplication of assessment and treatment is avoided.

Ambulatory care:
Many patients attend Hawera Hospital in the community, Outpatient, Inpatient or Emergency Department
setting requiring minor procedures or treatment. A review of these interventions is to occur with the aim to
deliver these planned presentations in a co-ordinated timely manner. The ability to have patients attend a
single setting, at a nominated time, with both medical and nursing input available will ensure patients are
seen in a timely manner, with length of stays reduced

Direct Transfers:
Direct transfers from the community to Taranaki Base Hospital must be considered for the group of patients
that will clinically require care from the Base Hospital. A decision as to need for timely intervention versus
specialist assessment will be made at the community location. Those requiring urgent timely clinical
intervention, eg thrombolysis, would not be directly transferred but would be seen at the closest location.
The patient with an obvious fractured femur who will need orthopaedic intervention would be transferred
directly to the Base Hospital where orthopaedic care is available. Direct transfer can improve timeliness of
care and reduce duplication of investigations and treatment.

Maternity Productivity
The 2009 Taranaki DHB Maternity Configuration Project has provide recommendations on what
configuration and structure should be applied to Maternity services as part of the Taranaki Base Hospital
facilities re-development. In 2011/2012 Taranaki DHB will be implementing the following recommendations;
“That the overall model of maternity services delivered in Taranaki be reviewed with the option of
developing an integrated community model of care including community based birthing units, specifically:
•

That consideration be given to developing a primary birthing facility separate from the Base Hospital
Maternity and that this commence urgently.
Action: Set up a feasibility study to assess the viability of a primary birthing facility(s) separate from
the Base Hospital Maternity .

•

That the long term options for Hawera Maternity be considered including;
1.
Primary Birthing Unit
2.
Birthing Centre
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3.
Collaborative community service
4.
Primary Birthing Unit on reduced hours
Action: Set up a feasibility study to assess the four options listed above for Hawera Maternity
services.
Based on information provided by Maternity Services outside the region, validated by views of Taranaki DHB
clinical staff, it would not be unreasonable to estimate that 20 – 25 percent of overall births could be
managed in appropriate homebirth or Birthing Unit settings. Based on 2008 birth numbers this would
equate to 400 births. Such a change in patient profile and setting will support improved patient care and
improve the overall efficiency of maternity service delivery in both primary/community and secondary
settings.
This philosophical change in service model and model of care would require substantive consultation and
informed decision making. In 2011/2012 Taranaki DHB will deliver a definitive feasibility study to support
the ongoing development of a revised model of maternity services fro Taranaki along with an
implementation plan to deliver a fundamental change to the current model of care.

The Productive Operating Theatre – T- POT
The Theatre Productivity project was established in 2009 and has since that time has concentrated on
supporting the Theatre and Ambulatory Services User Groups for Project Maunga - the new Acute facility
build. As this work has progressed past the Detailed Design phase and into the pre-construction stage phase
the focus has now moved to process and productivity improvement options. The areas identified for action
include;
•

ICU transfer process (based on the increased patient journey distance in the new facility)

•

Sterile Supply Department – Process redesign and documentation (Theatre Packs and Surgeon
preference cards)

•

Orthopaedic Loan Set process design

•

“Top Ten” procedure time analysis

•

Weekly theatre usage and lost time reporting

Taranaki DHB has been in discussion with the Ministry of Health around participation in the second phase of
the introduction of The Productive Operating Theatre (TPOT) initiative.
TPOT is part of a wider range of initiatives to improve theatre efficiency. TPOT supports operating theatre
teams to evaluate, redesign and streamline the way they manage and work. This approach can achieve
significant and lasting improvements – predominately the extra time freed up for patient care, delivering
better quality care and reducing waste (including cost).
As with the adoption of the Releasing Time To Care initiative at Taranaki DHB the key to the success of this
programme will be our staff. Staff are empowered to ask difficult questions about their practice and make
positive changes in the way they work. The process promotes a continuous improvement culture leading to
real savings in materials, reducing waste and vastly improving staff morale.
TPOT is aimed at all theatre staff including surgeons, anaesthetists, theatre managers, theatre nurses,
anaesthetic technicians/operating department practitioners and theatre assistants. It is intended that TPOT
implementation will commence in late 2011.

Theatre Production Planning
Taranaki DHB will also be working with Ministry of Health on the development of a Stochastic simulation of
the Acute Service Block theatre suite utilising data from the last three full years of actual theatre, day
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surgery and non operating theatre procedures. This will allow the DHB to undertake production planning and
test theatre scheduling simulations prior to the move to the new facility.
The successful development of a dynamic model will also allow the DHB to forecast likely patient bed
requirements of the various theatre schedules – based on length of stay and acuity.
This work is seen as a key to understanding the impacts of future Theatre usage.

5.4.6 Co-operative developments
Working collaboratively with others, both across the sector and with other health and social service
providers is integral to the success of our DHB in achieving the goals set out in our DSP. We are committed
to sharing resources with regional DHBs and providers as well as collaborating with the Ministry, DHBNZ31,
NGOs32 and other service providers in order to achieve specific outcomes.
Our DHB is committed to working with other providers in order to influence the social determinants of
health that are external to the health system to achieve the best health outcomes for the population.
National
At a national level our DHB works with the education and justice sectors to improve outcomes for the
Taranaki population through health, nutrition, physical activity and mental health initiatives; crossing the
sectors in an effort to meet shared goals.
Similarly, we are committed to a number of national programmes, which will improve the health of the
community, including B4 School Checks, Newborn Hearing Screening and the Human Papillomavirus
Immunisation programme. There are a number of other national programmes such as the National Value for
Money Programme, National Procurement Programme and Workforce groups that our DHB is focused on to
ensure our clinical and financial sustainability.
Regional
The Midland DHBs are currently developing a Clinical Services Plan (CSP) for the Midland Region. This will be
reflected in the development of strategic, annual and other plans between Taranaki DHB and other Midland
DHBs.
To meet service and financial needs and Ministerial expectations the Midland Region DHBs recognise that
there needs to be a structured and coordinated approach to the planning and delivery of services that would
show benefits from a regional approach to delivery. To this end agreement was reached by the five Midland
DHBs to initiate a Midland Regional Cooperation Project under the direction of the Midland Chairs and Chief
Executives (CEs).
Envisaged outcomes include:

31

32

•

Revision of the constitution and governance structure of the existing entity, HealthShare Limited to
permit the inclusion of regional services. HealthShare is equally owned by the five Midland DHBs,
with each having 20% shareholding.

•

Incorporation of regional planning and activities (i.e. Midland Regional Clinical Service Plan) and
clinical services coordination (e.g. Midland Cancer Network) within HealthShare Limited

•

Consideration of the options for regional activity of back office and support functions. For example:
o
Procurement
o
Information Systems
o
Finance

DHBNZ (District Health Boards New Zealand) has the overall purpose of assisting DHBs in meeting their objectives and accountabilities to the
Crown.
NGOs (Non-Governmental Organisations) for more information on NGOs go to http://www.moh.govt.nz/ngo
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o
o
o
o

Legal and Regulatory
Workforce (Recruitment/Learning & Development/IR)
Media and Communications
Audit and Risk
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6

Service Configuration

6.1 Service Coverage
6.1.1 Māori Health Services
In April 2011 the DHB let an RFP for Te Kawau Mārō (Māori Health Services). The primary aim is to create an
environment more enabling of provider innovation to deliver improved health outcomes for whanau and
reduced health inequalities between Taranaki Māori and non-Māori. Once a provider has been identified as
a result of this RFP, it is intended that they will also become the preferred provider for any future Māori
Health Investment during the course of the agreed contract term.
It is expected that a single contract will deliver the following multiple benefits:
•
•
•
•
•
•
•

Enhanced collaboration between provider and funder
Stronger intra and inter-sectoral provider collaboration focussed on the needs of whanau
Improved access to services
Improved quality of services and provider performance
Reduction in clinical and cultural risk
Improved sustainability of the sector
Economies of scale achieved across all business aspects

Subject to any approval processes that may be required by the National Health Board or Minister of Health,
implementation of the service change will begin in October 2011.

6.1.2 South Taranaki
In February 2011 the DHB initiated a whole of sector review of health and disability services in South
Taranaki. Extensive public and clinical engagement was undertaken to develop proposals for public
consultation in June 2011. A Board decision on support for any proposed changes is expected in August
2011.
Subject to any approval processes that may be required by the National Health Board or Minister of Health,
implementation of the service change will begin in October 2011.

6.2 Service Change
There are no planned service changes in 2011/12. As part of the Regional Clinical Services planning process
clinical action groups will be established for renal services, cardiology/cardiac services, maternity services
and primary care services. These groups will develop into multidisciplinary clinical networks as regional
models of care develop. Any service changes that evolve as a result of this work will be planned for in 2013
and beyond.

6.3 Service Issues
The following areas may impact on service issues and the way services are delivered in the future:
•
•
•
•
•

Project SPLICE – see section 2.2.4
South Taranaki – Alive with Opportunities for Better Health – see section 2.2.4
Implementation of IFHC and Whanau Ora Centres – see section 2.2.4
Māori Health – see Strategic Goal 4, section 2.3
Taranaki Mental Health and Addictions Adult Continuum Project – see section 2.2.4
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7

DHB Provider View

Summarised Outputs (DHB of Service)

Taranaki

2010/11 Output Plan
2010/11
2011/12
Forecast
Planned

% growth

% growth
weights

Case-w eighted inpatient discharges

Maternity
Medical

1,702
6,327

1,680
6,418

-1.29%
1.44%

-0.08%
0.34%

167

165

-1.26%

-0.01%

Medical acute
Medical other

6,160

6,253

1.51%

0.35%

-

-

0.00%

0.00%

8,546

8,544

-0.03%

-0.01%

Surgical electives

4,090

4,324

5.71%

0.88%

Surgical acute

4,456

4,219

-5.32%

-0.90%

Surgical other

-

1

0.00%

0.00%

16,642

0.40%

0.25%

30,194
5,610
10,440
1,000
3,878
2,012
5,660
10,150

-11.18%
17.59%
-19.42%
-4.67%
-9.82%
-0.31%
-0.44%
-22.24%

-0.82%
0.29%
-0.58%
-0.02%
-0.11%
0.03%
0.00%
-0.58%

3,225
10,488
3,890
7,315
120,701

-5.51%
8.26%
-6.31%
2.40%
4.34%

-0.03%
0.33%
-0.04%
-0.30%
0.36%

Medical electives

Surgical

Total case-w eighted inpatient discharges

Total

16,575

Outpatient services (expressed as events)

ED
Medical first
Medical follow up
Oncology
Renal
Scope
Surgical first
Surgical follow up

33,996
4,771
12,956
1,049
4,300
2,019
5,685
13,053

Other services (expressed as events)

Maternity
Medical
Surgical
Health of Older People
Miscellaneous

3,413
9,688
4,152
7,143
115,686

All non-inpatient services (expressed as case-w eighted outputs)

Total
Total volume growth

9,895

9,506

-3.93%

-1.47%

26,470

26,148

-1.22%

-1.22%
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Explanatory Notes - Summarised Outputs (DHB of Service)
Whilst the production plan shows a negative growth, this is due to more efficient use of health care
resources rather than inefficiency by the DHB provider:
•

Emergency department presentations are expected to reduce as more patients are seen in primary
care.

•

Repeated follow-up outpatient appointments will reduce in line with best clinical practice

•

A reduction in in-centre haemodialysis attendances will occur as more DAPD and home
haemodialysis is undertaken.
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8

Prospective Statement of Financial Performance

8.1 Consolidated Financial Summary: 2011-14
The consolidated financial summary below includes the Hospital Provider (Personal Health, Mental Health,
Public Health and DSS), DHB Governance & Funding Administration, and the DHB Funder operations.

($’000)

Year 0
2010/11
Forecast

2009/10
audited

Year 1
2011/12
plan

Year 2
2012/13
plan

Year 3
2013/14
plan

Hospital Provider + Governance
Funding (including other income)

164,331

168,831

169,105

174,818

176,899

Non Hospital Provider Funding (NGO)

141,448

142,466

147,112

149,640

151,994

TOTAL FUNDING

305,779

311,297

316,217

324,458

328,893

Hospital Provider + Governance
Operating Expenses

171,932

177,555

171,750

175,563

182,951

Payments to Non Hospital Providers
(NGO)

135,595

136,041

140,639

144,357

147,867

TOTAL OPERATING EXPENSES &
PAYMENTS

307,527

313,596

312,389

319,920

330,818

Hospital Provider + Governance
Operating Deficit

-7,601

-8,724

-2,645

-745

-6,052

TDHB Funder surplus before strategic
expenditure

5,853

7,600

6,473

5,283

4,127

OPERATING RESULT FOR THE FISCAL
PERIOD

-1,748

-1,124

3,828

4,538

-1,925

* Mental Health services

-843

0

* Workforce Development

-354

-125

-70

-100

-22

-47

-400

-600

-600

-600

* Hospital Provider strategic projects

0

-650

0

0

0

TDHB Funder surplus after strategic
expenditure

4,609

6,425

5,803

4,583

3,505

-2,992

-2,299

3,158

3,838

-2,547

Expenditure against prior period
surpluses (TDHB Funder)

* Māori Health inequalities project

NET CONSOLIDATED
SURPLUS/(DEFICIT)
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Notes:
A: The net consolidated financial result for the plan period is AFTER recognising the:
i.
expenditure on account of Workforce Development initiatives (an appropriation against retained
surpluses),
ii.
expenditure on Māori Health gains project (an appropriation against retained surpluses).
B: Expenditure against prior period surpluses: These relate to short to medium term investment in strategic
services and operations:
i.
Workforce development as noted for each of the planning periods 2011-14 (Board commitment
of $2.5M over a five year period)
ii.
Māori Health inequalities ($0.6M) for each of the planning periods 2011-14 (Board commitment
of $3.0M over a three year period)
These annual investments were committed by the Board, span more than one financial period, and are
outside the core annual operating budget. The investment is being funded out of carried forward surpluses
from prior periods.
C: It is also to be noted that expenditure ($1.44M towards capital charge and depreciation) incidental to the
revaluation of assets (per FRS3 - land and buildings) carried out on 30 June 2008 continues to be charged
against the hospital provider. This extraordinary expenditure has had a material impact on TDHB’s
financial and cash positions. No confirmation or commitment for funding this expenditure has been
received (this was funded on a cost neutral basis during previous revaluation exercises). The
corresponding funding if/when received will improve the hospital provider and also the consolidated
financial results by approximately $1.44M each year - a significant improvement in the financial results of
the DHB.
D: These financial results are to be read with the accompanying notes and assumptions.

8.2 Key Points from the Budgeted Financials 2011-14
The Board has planned for a consolidated financial surplus in Years 1 & 2 of the plan period. However, this
financial breakeven goes against the emerging trend across the entire planning period 2011-14, which clearly
indicates that cost growth in the hospital provider operations is significantly in excess of funding received,
leaving residual operating deficits. The consolidated surplus is solely on account of the surpluses generated
in the Funder operations during each of the fiscal periods under consideration.
Year 3 of the plan period is projecting a cyclical deficit primarily on account of the operational impact post
the hospital redevelopment programme (Project Maunga).
1. The Hospital Provider Arm is facing a significant budgetary cost to funding gap resulting in operating
deficits in each year covered by this plan. This financial gap could increase to $4.60M in 2011/12 if
other identified risks and associated costs (estimated at $2.00M) were to materialise fully. With the
residual risk estimated at $1.30M, the resultant financial gap could be in the region of $3.90M.
(Please refer to the “Sensitivity Analysis” section for details).
2. In applying the stated budgetary assumptions, it is evident that current cost structures in the
Hospital Provider have little to offer by way of further savings, unless there are fundamental changes
in some of its services, workflows and staffing levels. In view of the increasing cost pressures and
risks, the financial budget for the provider arm hinges on the implementation of identified cost
reduction and efficiency initiatives. These changes are primarily in workforce management (Project
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Whakapai - $ 0.50M - which is in addition to approximately $ 1.50M reduction in wage costs already
achieved through Project Whakapai between 2010/11 and plan 2011/12 ) , service reconfigurations
($ 2.00M) and flow on gains from HBL and national initiatives ($ 0.70M) – total $ 3.20M in 2010/11.
The corresponding target is $ 2.50M and $ 4.00M respectively in the following 2 years of the plan
period. (Please refer to the “Cost & efficiency initiatives” section for details).
3. The Board therefore recognises that the operating cost to funding gap in the Hospital Provider
operations will need to be addressed through options that could result in significant changes to
models of care, service configurations and re-alignment of services within funding available. It
acknowledges these changes are essential if the Hospital Services arm is to remain financially viable
when faced with increased costs on several fronts.
4. In context of increasing cost structures and continuing operating deficits, it is to be noted that
Taranaki DHB is about to embark on a staged redevelopment of the Base Hospital inpatient facilities.
There are several compelling reasons to undertake the redevelopment, but none more compelling
than the fact that the current hospital layout and structures are not conducive for delivery of
complex clinical pathways and modern models of care. Consolidation of specialist services and
improved models of care and pathways will result in more efficient use of clinical resources and
thereby reduction in core operating costs. The redevelopment will pave the way for a recovery plan
for Hospital Services to align itself more efficiently – both clinically and financially. The impact will
be evident post redevelopment of the Base Hospital facilities, and will partially negate the costs
associated with the hospital redevelopment.
5. Likewise, the DHB Funder operations is planning to reprioritise funding and drive initiatives to enable
the DHB Funder operations to manage its costs down and deliver the operating surplus planned for
2011/12 and years following. It is also faced with an overall exposure in its contracts estimated at
around $4.80M for 2011/12, with a probability factor leaving a residual risk equating to about
$2.08M. This is in addition to the financial risks carried by the Hospital Services operations. (Please
refer the “Sensitivity Analysis” section for details).
6. In the final tally, though the Board is planning a financial surplus, it is faced with:
a. a continuing deficit in the Hospital Provider operations in each of the plan years,
b. additional financial exposure in its expense budgets which could materialise in part or full
c. the need to make changes and re-align service configurations in its hospital service
operations to reduce the current deficit
d. the financial recovery for its Hospital Provider operations being largely dependent on cost
reductions incidental to service reconfigurations and work force management for the
current plan period, and efficiencies arising from the redevelopment of the hospital facilities
in the years following,
e. its Funder operations having to significantly reduce investment in additional services during
the period the hospital operation is going through this transition.
Recognising that additional risks continue to be carried both within and outside the financial budget
and its reliance on timely outcomes from service changes and initiatives, Taranaki District Health
Board’s financial risk assessment of the current Annual Plan is potentially “medium to high” risk
under the assumptions and risks as stated.
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8.3 Key Financial Risks
8.3.1 Taranaki DHB’s Funder
1.

The 2011/12 Funding Envelope indicates an increase of $7.56M over the 2011/12 Funding Package start
point. The increase includes $2.82M demographics and $4.74M as a contribution to cost pressures.
Whilst this increase is welcome, it is less than 2010/11 and is not as great as the general funding and
expenditure pressures being experienced by the DHB.

2.

The Government has made no decision on funding for 2012/13 and 2013/14. Taranaki DHB has
therefore prepared the Annual Plan on the assumption that funding increases for cost growth in out
years will be of the same nominal value as 2011/12.

3.

Taranaki DHB’s share of population based funding for 2011/12 has reduced to 2.74% and is forecast to
decline further to 2.73% in 2012/13 and 2.71% in 2013/14, reflecting the slower population growth of
Taranaki in comparison to other parts of the country. The Ministry has indicated that the level of
funding for 2011/12 will require Taranaki DHB to actively work to restrain cost growth by improving
productivity and reducing waste. The DHB is specifically required to manage to the recovery path
agreed with the National Health Board.

4.

The Funding Envelope advice indicates that there may be some further additional funding made
available to DHB’s from non-devolved funding held by the Ministry of Health for 2011/12. Further
advice on the level of increases is awaited. However, it should be noted that any funding would already
be committed to contracts currently held by the Ministry and which would be transferred to DHB’s.
Furthermore the Ministry has indicated that the level of contribution to cost pressures allocated to
these contracts will be less than that allocated to DHB’s. This could therefore result in further cost
pressures for the DHB in the future.

5.

It is assumed that the financial impact of the implementation of business cases for Better, sooner, more
convenient Primary Health Care is cost neutral.

6.

The proposed devolution of the Interim Funding Pool for long term conditions from the Ministry of
Health to DHB’s in 2011/12 has been assumed to be financially neutral. However, this remains a
potential risk.

7.

General hospital and specialist services delivered by the DHB’s own Provider Arm are reported at high
level in the Production Plan (Section 7). The provider is being paid in a composite of National IF prices
and local prices acknowledging affordability and capacity issues. Mental health services delivered by the
DHB’s Provider Arm funded by a local price mechanism. Significant reconfiguration of the DHB’s
hospital and specialist services is planned over the next three years to bring the cost of service delivery
closer to the funding available.

8.

In order to maintain a consolidated breakeven position the Funder is required to achieve significant
surpluses over the next three years to offset planned deficits in the Provider Arm whilst it is undergoing
transition. In 2011/12 the planned Funder surplus is $5.8M (after strategic expenditure). Delivery of
this surplus will present significant challenges for the Funder.

9.

The absence of a risk reserve will severely limit the Funder’s ability to fund transition costs of new
models of care and respond to unexpected demands in year.

10. Close monitoring and analysis of IDFs will be undertaken, with information on referrals, cost and
expenditure being fed back routinely to referring specialists. The intention is to reduce expenditure in
this area.
11. The DHB has signalled in previous Annual Plans its intention to change the provision of services for older
people and those living with chronic health conditions in the community. The DHB expects to have
completed all consultation requirements prior to the start of the 2011/12 financial year.
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Implementation of the new model of care is expected to generate savings overall (with $0.5M in 201112 year) but will require additional funding of $0.8M in 2011/12.
12. In order to deliver a net $5.8M surplus the Funder plans to deliver further service configuration
signalled in Section 6 of the plan document.
In summary, the level of funding allocation may prove insufficient to cover all risks that have been identified.
Therefore, robust management and monitoring of potential risks will be implemented and revised
management proposals developed if the level of risk rises above that manageable within the funding regime.

8.3.2 Taranaki DHB’s Hospital Provider
1.

The funding for cost growth in 2011/12 is 1.72%. However, the real cost growth in hospital provider
services is well in excess of this adjustor. The year on year cost movements across several expenditure
lines are on an average between 3% and 5%. This gap between funding and real cost growth has
resulted in a budgetary deficit of $2.65M after considering all current efficiencies and cost savings. This
growth is particularly evident in the following:
a.
b.
c.
d.
e.
f.

wages
clinical staff – primarily nursing
outsourced clinical staff – primarily locum doctors and psychiatrists
diagnostics – primarily radiology
blood costs, pharmaceuticals, air ambulance retrieval costs
acute services such as renal, intensive care, mental health inpatient services, emergency
services
g. increasing cost impacts of statutory compliances, financial standards, quality and
accreditation deficits and adherence to a number of legislative requirements
h. general overhead costs – primarily utilities, travel, transport, legal, professional services,
communication costs etc.
i. information and communication technology (ICT) capital investment and operating costs
Overall, the Hospital Provider’s financial plan for the three year period is highly geared and has no
flexibility to accommodate unplanned cost movements. Its operating budget carries financial risks and it
is highly dependent on the realisation of targeted savings within planned timelines to meet its 2011/12
and out year financial targets.
On the basis of current trends in expenditure, the issues requiring tight management and efficiency
gains are:
•

Payroll costs make up over 60% of total operating expenditure and has the potential to increase
significantly if measures to manage it are not in place. Project Whakapai is expected to contain
the growth in the wage bill (other than annual wage movements per MECA and contractual
commitments). We estimate the exposure to be around $0.40M, to be managed to the extent
possible through strict FTE planning, attrition and deferment of staff vacancies.

•

Outsourced clinical staffing costs – mainly locum doctors and psychiatrists. The increasing cost
of locums to cover vacancies has been one of the primary contributors to recent period deficits.
Whilst it is acknowledged that this is a national issue, the impact on costs at a local level is
perhaps more significant. The financial exposure in the 2011/12 budget is estimated at $0.40M,
with best efforts directed towards more aggressive and extensive recruitment initiatives to fill
vacancies and reduce the dependence on locums.

•

Diagnostic costs – the financial exposure in both radiography services and pathology budgets
against current year costs are estimated at $0.15M, which is expected to be managed by
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initiatives to contain volume growth in agreement with our service providers, reduce duplication
and enforce clinical access protocols.
•

The hospital pharmaceutical budget has not provided fully for the increasing trends in usage
and introduction of expensive new drugs. This is expected to be managed through measures to
reduce medication errors, inventory management and operating within dispensing guidelines.

•

Costs of clinical supplies and treatment consumables have been steadily increasing for a variety
of reasons. The budgetary risk of $ 0.15M carried for 2011/12 is expected to be managed by
contract re-negotiations and pricing gains generated from the Value for Money (VFM) collective
procurement contracts at the regional and national level.

•

General operating overheads including travel, training, conferences, stationery, transport,
general repairs and such other discretionary costs have annually been subjected to reductions in
unit budgets. These expense lines are budgeted at minimum levels, with a high probability to
exceed the budgetary outlay. Cost growth in most of these lines is driven by external influences.
These lines are highly vulnerable to small movements in prices, rates or increase in service
levels. Estimated exposure is around $0.25M, which is expected to be managed through internal
cost controls, budgetary caps and contract re-negotiations.

The overall impact is a financial exposure close to $2.00M, with a probability factor leaving $1.30M as a
real and potential risk. (Please refer ‘Sensitivity Analysis’ section).
2.

In applying the budgetary assumptions we have recognised ongoing quality improvements and those
compliance costs of which TDHB has been aware. The financial budget is vulnerable to small
movements in costs over stated assumptions or increased costs resulting from unforeseen clinical
safety and legislative compliance expectations.

3.

The Hospital Services Provider is fully dependent on sustainable revenue streams. With over 90% of its
revenue derived from health funding (via DHB Funder and the Ministry of Health), the Hospital Provider
has few alternate income streams for significant revenue growth opportunities. In the 2011/12 budget
there has been a reduction in ACC revenues in view of changes in ACC referrals and contracts.
Consequently, contributions from ACC work have reduced with corresponding impact on the financial
result.

4.

In view of the increasing cost pressures, the financial budget for the Provider Arm continues to hinge on
a number of efficiency initiatives, which are expected to generate approximately $3.20M of reduced
operating costs during 2011/12. (Please refer to the “Cost & Efficiency initiatives “ section for details).

In summary, the gap between funding and the realistic cost model for services has resulted in a very
sensitive financial budget for the planning period 2011/12 and out years. In financial terms the budgetary
gap in the draft hospital provider budget presented for the period 2011/12 is around $3.20M. The hospital
provider will have to bridge this budgetary gap in an urgent and time sensitive manner. These changes will
have to be undertaken in order to exit costs and reduce the deficit in a planned manner to realistic funding
levels.

8.4 Key Financial Strategies
a.

The Hospital Provider Arm is faced with an operating deficit of $2.65M in its 2011/12, which is a
significant improvement over the forecast deficit of 8.80M for 2010/11. The Hospital Provider has
identified a number of key areas to meet this planned financial result, these being:
•

A targeted reduction of $4.00M in operating costs (with $2.0M achieved in 2011/12) through
service reconfigurations and changed models of care . These strategic changes will span more
than a single financial period to be fully implemented, but are the only realistic options to
achieve financial sustainability in the hospital services operations. (Focus: Fringe clinical
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services, service reviews, changes to models of care, community referred diagnostics, relocation
of outpatient and procedure services).
•

Integration of Health Centre services/facilities with primary care and other providers. (Focus:
Stratford Health Centre, other Health Centres)

•

Selective capital investment in Information Technology aimed at improving work flows and
processes, and releasing FTEs. (Focus: In conjunction with Project Whakapai)

•

Improve information for clinicians to manage non staff and clinical consumable costs.

•

Development of regional networks to support effective local service delivery of vulnerable
services. (Focus: Midland Clinical Services Plan, regional services collaboration)

•

Effective and robust clinical pathways for after hours care. (Focus: Base Hospital and Hawera
Hospital)

•

Focus on chronic disease management strategies. (DHB Funder Strategic Plan)

•

Service reviews. (Focus: Primary secondary relationships , Mental Health services, Maternity,
Neonatal)

•

Staffing reviews aimed at improving productivity and reduction in core FTEs. (Focus: FTE and
vacancy management across all DHB operations in conjunction with Project Whakapai)

•

Implementing processes and procurement initiatives developed by HBL and National collective
programmes.

Overall the approach will be to implement a range of practical options including reconfiguration of
services with the primary aim of reducing the overall cost of service delivery whilst maintaining access
of core services to the people of Taranaki.
b.

Workforce management and resource allocation with the aid of improved systems and processes and
software tools is expected to realise a further $0.50M in cost reductions in 2011/12 (Focus: Project
Whakapai). This is in addition to about $1.50M reduction achieved in the wage budget line for the
hospital provider operations in 2011/12 when compared to the preceding year – in total a planned
reduction of $2.0M in staff costs in 2011/12 through this initiative.

c.

These options will be progressed in conjunction with the redevelopment of the inpatient facilities at the
Base Hospital. The facility redevelopment is expected to deliver greater workflow efficiencies and an
overall reduction in costs in several areas of its operations. Underpinning this redevelopment is the
need to configure the facilities to meet the services profile for the future and achieve maximum
efficiency and effectiveness of service delivery.

d.

Considering the trends in demand for health services, it is obvious that longer term sustainability, both
clinical and financial, will continue to be the key focus for Taranaki DHB and in particular its hospital
operations. To achieve this balance, Taranaki DHB has embarked on the development of strategies and
processes that involve:
•

identifying and evaluating service options to match costs with funding

•

alignment towards a more sustainable clinical services model in line with funding

•

internal cost controls and closer monitoring of operating budgets

•

achievement of systems and process improvements, initiatives and efficiency gains

•

technology driven solutions

•

sustained focus on longer term strategic plans, whilst continuing to proactively address
immediate and medium term risks and issues
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e.

Investment and cash outlay for committed strategic initiatives such as Workforce Development, Māori
Health Gains and Hospital Provider services projects will continue to be funded below the line using
prior period retained surpluses.

f.

Primary sector cost pressures will be mitigated through management of demand driven services,
contract delivery and integration of providers.

g.

During the plan period 2011-14, baseline capital expenditure is expected to be contained within annual
depreciation provisions, so that additional equity injection or borrowing is not required. The only
exception will be funding to support the stages of the hospital redevelopment programme in line with
funding approvals received.

8.5 Key Financial Assumptions
The following key assumptions have been employed in the preparation of the financial statements for the
three-year planning period 2011/14.

8.5.1 Application of New Zealand Equivalents to International Financial Reporting Standards (NZ
IFRS)
The Annual Plan financial template for the plan period 2011-14 and comparative years has been prepared in
accordance with NZIFRS.

8.5.2 Equity and Borrowing
•

The Annual Plan 2011-14 has not assumed any additional Crown equity, other than the balance of the
capital funding approved to undertake the rollout of the Community Oral Health Project ($3.04M)
which is being treated as equity.

•

Term borrowing from the Crown Health Financing Agency (CHFA) to fund the first stage of the capital
redevelopment programme proposed for the inpatient facilities at the Base Hospital has been
included in the Annual Plan 2011-14. Approval for Stage 1 (estimated cost: $80M) of the
redevelopment was received in July 2008, which includes a CHFA funded borrowing of $45M.

•

With the exception of the capital outlay envisaged on inpatient facilities redevelopment as noted
above, base line capital expenditure outlay is expected to be contained within the level of
depreciation for 2011/12 and the two years following.

•

Taranaki DHB has been moved from “standard monitoring” to “performance watch” status on the
performance monitoring scale in July 2010. It was advised that monthly funding will continue to be
received in advance, no change to this methodology has been assumed.

8.5.3 Wages and Operating Cost Growth
1.

Wage costs: in principle, wage budgets for employee groups covered by national MECA settlements are
essentially in accordance with the agreement(s) and in line with collective Annual Plan assumptions
agreed nationally.

2.

Clinical supplies: average around 0.5% for 2011/12 + estimated on activity levels + reduced for local
efficiencies and procurement gains.

3.

General operating expenditure: average 0.5% for 2011/12 + confirmed outflows + reduced for local
efficiencies and procurement gains.

4.

Value for Money (VFM) impacts: cost reductions and gains likely to ensue from the initiatives
undertaken by HBL/ National VFM programmes have been recognised in the Annual Plan financials. The
amount of cost savings assumed in 2011/12 is $ 0.70M, which is based on a conservative recovery of
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60% of TDHB’s share from an annual savings of $ 40M advised as likely to be generated by HBL and
other national initiatives. It is to be noted that in the absence of specific information, the amount of $
0.70M is identified separately as a credit arising to overall cost structures rather than built into the
operating budgets and expense lines. Gains from local initiatives and projects have been built into the
relevant expense budgets.
5.

Other expenditure reductions: In addition to the VFM impacts ($ 0.70M) noted above, the 2011/12
expense budget assumes efficiencies and cost reductions arising from the following:
a. Services reconfiguration : $ 2.00 M (across the 2 hospitals + health centres).
b. Project Whakapai (FTE and workflow management) : $ 0.50 M (implementation of pending
recommendations)
The sum total of $ 3.20 M is being identified separately as a credit in the financial template.

8.6 Taranaki DHB Funder – “Ring Fence Principle” and Application of
Surplus/Deficits
8.6.1 Mental Health Services
In keeping with the guidelines on treatment of “Mental Health Ring fence surplus” the amount of any underexpenditure carried forward from previous accounting periods has been reported as a surplus in Taranaki
DHB’s Statement of Financial Performance in the year the surplus is generated. The ring fenced surpluses as
at the beginning of FY 2010/11 have been fully applied to Mental Health Services either in the Hospital
Provider or community during 2010/11. Based on expenditure to date and forecasts, there is no surplus
likely to remain on 30 June 2011. No surpluses from Mental Health services are envisaged during the 201114 plan period and, if any surpluses do eventuate, these will be ring fenced and expended in the year(s)
following.

8.6.2 Mental Health Services and Strategic Initiatives Expenditure
Expenditure on strategic projects and initiatives (viz. Workforce Development, Māori Health Gains) is being
funded from prior period retained surpluses and is in line with the strategic direction set by Taranaki DHB.

8.6.3 Interest Rates
Interest rates have been assumed along current monetary indicators and commitments and averaged as
appropriate over the mix of funding streams and options as follows:

Year 1 (2011/12)
Year 2 (2012/13)
Year 3 (2013/14)

Overdraft

CHFA loans
(existing)

CHFA loans
(new)

Deposits

Equity

8.00%
8.25%
8.50%

6.85%
6.85%
6.85%

7.00%
7.50%
7.50%

5.00%
5.50%
6.50%

8.00%
8.00%
8.00%

Notes:
1.

CHFA existing facility limit is $31M, with $29M drawn down. This is besides the $43M new term
debt approved for Stage 1 of the Base Hospital redevelopment project approved by CHFA.

2.

TDHB has transactional banking arrangements with ASB bank. Approved overdraft facilities are
available on standby basis (uncommitted) with ASB. No financial covenants have been stipulated
by ASB for transactional banking and standby overdraft arrangements.
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3.

TDHB currently has $31M in term deposits with Kiwi Bank and ASB Bank, which are available to
bridge any shortfalls in working capital if required.

8.6.4 Asset Revaluation and its Impact
Under the provisions of FRS3, TDHB is required to undertake an asset revaluation exercise as at 30 June each
year, and recognise any material increase in land and building values, and also its impact on depreciation and
capital charge.
TDHB was required to revalue its land and buildings as at 30 June 2008 and take into consideration the
future carrying values of its buildings incidental to the redevelopment of its Base Hospital inpatient facilities.
The impact of the revaluation was a net increase of $9.01M in its current land and building values, resulting
in an increase in capital charge ($740K) and depreciation ($700K). The impact ($1.44M) is already being
carried in the financial statements with no corresponding funding from the MoH (as was provided on a cost
neutral basis for previous revaluations).
No provision has been made in the 2011/12 financials arising from any impacts of asset revaluation on 30
June 2011. It is assumed that there will be no material movements requiring an adjustment to the current
asset base. Conversely, should there be a material movement, it is assumed that any related capital charge
increase will be funded/base line adjusted in accordance with draft Treasury proposals currently awaiting
finalisation.

8.6.5 Depreciation
Depreciation has been calculated on a straight line method for all existing assets, less disposals and
recognising additions.

8.6.6 Capital Charge
Capital charges have been calculated in line with existing methodology, adjusted for monthly movements in
operating results and closing balance of shareholders fund. There are no capital charge payments
outstanding, with the exception of capital charge (full year: $740K) arising from the revaluation of assets as
at 30 June 2008. This fact has been communicated to MoH, the primary reason for withholding this payment
being non receipt of funding or other adjustments to the capital charge regime to meet this expenditure.

8.6.7 Leasing
The Annual Plan assumes certain items of plant and equipment will be leased after evaluation on a case-bycase basis. The Plan also assumes that operating leases will be explored for capital plant and equipment
which have a short economic life or are prone to rapid changes in technology. Operating leases will adhere
to current guidelines and tests to clearly differentiate these from finance leases.

8.6.8 Financial Covenants and Ratios
There are no specific financial covenants stipulated by the Crown Health Financing Agency (CHFA) for its
term lending to TDHB. No financial covenants have been stipulated by ASB for transactional banking and
standby overdraft arrangements.
The following are some key financial ratios as derived from the consolidated financial statements for the
period 2011-14.
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Financial ratios

1
2
3
4
5

Revenue to net funds employed
Operating margin to revenue
Operating return on net funds employed
Debt to debt equity ratio
Interest cover ratio

TDHB
2010/11
actual
3.13
3%
10%
29%
4.69

TDHB
2011/12
plan
2.35
5%
11%
46%
7.70

TDHB
2012/13
plan
2.17
5%
11%
50%
8.04

TDHB
2013/14
plan
2.25
5%
10%
51%
2.98

8.6.9 Changes in Accounting Policies
There have been no changes from the accounting policies adopted in the last audited financial statements
other than any changes brought about by the adoption of NZIFRS in the financial statements. All policies
have been applied on a basis consistent with the previous period. These are detailed in the Statement of
Intent for 2010/11.

8.6.10 Capital Investment
The capital investment planned during the Business Plan period and the proposed funding lines to finance
the investment are as follows:
Year 1
(2011/12)

Year 2
(2012/2013)

Year 3
(2013/2014)

Total
(2011/2014)

Clinical Equipment
Other Equipment
Motor Vehicles
Minor Site Redevelopment
(excluding prior year WIP)

2,000
450
50

2,000
450
50

4,000
500
0

8,000
1,400
100

500

500

500

1,500

SUB - TOTAL

3,000

3,000

5,000

11,000

Information Technology
(100% subsidiary - HIQ Ltd)

4,000

4,000

4,000

12,000

TOTAL

7,000

7,000

9,000

23,000

199

-

-

199

TOTAL

33,000
33,199

45,000
45,000

-

78,000
78,199

GRAND TOTAL

40,199

52,000

9,000

101,199

Sources of Funding
Crown Equity
Bank Borrowing
CHFA Term Loans
Internal Cash Accruals

199
0
33,000
7,000

0
0
12,000
40,000

0
0
0
9,000

199
0
45,000
56,000

Capital Outlay
Operating

Strategic
Community Oral Health
Project
Base Hospital redevelopment
project

Note: Capital outlay on Information and Communication Technology (ICT) is in relation to capital investment in
HIQ Ltd, which is a 100% subsidiary of TDHB.
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8.6.11 Capital Divestment
The disposal of surplus assets proposed during the period 2011-14 is as follows:
Book value
($)

Realisable
Value ($)

Gain/(loss)
On sale ($)

Timing

* Miscellaneous
equipment (discarded/
obsolete)

0

Not material

0

2011/14

* Surplus land

0

0

0

n/a

* Vehicles

0

Not Material

0

2011/14

Total

0

0

0

Asset

Taranaki DHB will ensure that disposal of any land transferred to, or vested in it pursuant to the Health
Sector (Transfers) Act 1993 will be subject to approval by the Minister of Health. Taranaki DHB will work
closely with the Office of Treaty Settlements to ensure the relevant protection mechanisms that address the
Crown’s obligations under the Treaty of Waitangi and any processes relating to the Crown’s good
governance obligations to Māori sites of significance are addressed.

8.6.12 Personnel
A:

Paid / contracted / core FTEs:

The movement of “contracted/worked FTE” numbers across the Annual Plan period is assumed along the
following lines:
2010/11
forecast

2011/12
plan

2012/13
plan

2013/14
plan

120
528
209
81
242
1180

137
536
208
74
246
1201

137
538
208
74
246
1203

140
540
208
75
247
1210

Subsidiary: HIQ Ltd (Category:
Mgt & Admin)

38

40

40

42

Oral Health and other national
projects
(Category: Allied Health + Mgt &
Admin)

0

7

7

8

1218

1248

1250

1260

Medical
Nursing
Allied Health
Support
Management & Admin

TDHB: Average worked FTE’s

The average worked FTE numbers for the three-year plan period are expected to be managed within the
core staffing numbers indicated above.
•

An initiative/project is currently underway utilising proprietary workforce allocation and real-time
monitoring software to actively manage supplementary staff costs arising from use of casuals,
backfills, overtime and locums across the whole of the organisation – code named Project Whakapai.
The manner in which the workforce is profiled and rostered will initially reflect in increase of core
FTE’s, but with an overall reduction in the wage bill ($) – primarily because of reduction in use of
casuals, overtime, backfills, leave rosters and other marginal costs that tend to drive wages
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disproportionate to staff numbers deployed. This is an interactive workforce management tool and
has inbuilt levels of authority and decision matrixes with a centralised allocations unit. Project
Whakapai went live in October 2010 and is expected to promote a significant change in the
traditional methods of workforce allocation and management with resultant slowing down of the
annual wage bill and optimised allocation of available workforce.

B:

•

Medical FTE count will increase on the assumption that vacancies are likely to be filled over the
coming period in lieu of locum cover (with corresponding drop in locum costs). Nursing staff are
expected to stabilise over the 3 year plan period due to more efficient management of staffing
(Project Whakapai) and reductions likely from services reconfigurations. Movements in Allied Health
and support staff are likely to remain steady, whilst Management and Administration staff are also
expected to be remain at current levels, with possible reduction in back office and administration
staff arising from efficiency reviews and reduction in staff managed through attrition. Reduction of
FTEs is a primary goal to reduce operating costs and the deficit, and the service reconfiguration
changes proposed for 2011/12 and the two years following are expected to contain growth in FTEs
besides bringing FTE reductions across nursing and related areas arising from closer internal
monitoring of FTE movements and deferment of vacancies.

•

Taranaki DHB is currently tracking below the Ministerial cap set for Management and Administration
staff having made significant reductions over the recent period through internal reviews and
restructures, and is expected to remain below the cap over the plan period.

•

HIQ Ltd (a fully owned subsidiary of Taranaki DHB) staffing is likely to marginally increase over the
plan period, mainly due to national and shared service projects undertaken by HIQ Ltd (for which
separate project specific revenue is being received). Likewise, the likely FTE’s related to the
Community Oral Health Project are likely to follow the growth as noted in line with the rollout of the
project across the community.

•

The baseline average worked FTE count is 1,248 FTE, 1,250 FTE and 1,260 FTE for the plan periods
2011/12, 2012/13 and 2013/14 respectively.

•

In principle, the personnel budget has not planned for FTE increases – rather a phased reduction in
FTEs to manage the overall wage bill carried by the DHB. Though there will be movements due to
workforce profiling, vacancies, increases in clinical activity and service specifications, reductions
planned in other staff lines should result in net decrease in the core FTE base. There will also be likely
reductions from changes to services and models of care that are planned for 2011/12 and out years.
The overall strategy is to cap and reduce core FTEs; however it is acknowledged that there is likely to
be demand for clinical resources due to an expected increase in normal activity levels – both acute
and elective. Additionally, as the current year statistics indicate, there has been an increase in
specialling patients (one-on-one care) in ICU and Mental Health inpatient admissions. With
introduction of management tools such as Project Whakapai, TDHB will continue to aggressively
pursue measures and initiatives to increase productivity of existing staff and reduce the demand for
locums and casual staff within the hospital and specialist services.
Accrued FTEs:

The corresponding average “Accrued FTE” count for the three-year plan period is as below:

Medical
Nursing
Allied Health
Support
Management & Admin

2010/11
forecast
130
570
225
85
260

2011/12
plan
148
578
224
80
265

2012/13
plan
148
582
225
80
265

2013/14
plan
150
580
225
81
266

1270

1295

1300

1302
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2010/11
forecast

2011/12
plan

2012/13
plan

2013/14
plan

Subsidiary: HIQ Ltd (Category:
Mgt & Admin)

40

43

43

45

Oral Health and other national
projects
(Category: Allied Health + Mgt &
Admin)

0

7

7

8

1310

1335

1350

1355

TDHB: Average worked FTE’s

8.6.13 Capital Expenditure : 2011/12 (base line expenditure)
The base line capital expenditure for Year 2011/12 envisages an outlay of $6.50M. The capital expenditure
movement against the outlay for 2009/10 is:
2010/11
(Plan)
1,600
350
50
500

2011/12
(Plan)
2,000
450
50
500

Movement
(+/(-))
400
100
-

SUB TOTAL

2,500

3,000

500

Information Technology
(HIQ Ltd)

4,000

4,000

-

TOTAL

6,500

7,000

500

Contingency

1,000

1,000

-

($’000)
Clinical Equipment
Other Equipment
Motor Vehicles
Site redevelopment (minor)

•

Overall capital expenditure is budgeted to increase marginally in 2011/12 vis-a-vis the current
financial year, with small movements between the expenditure lines.
Capital outlay on Information Technology will continue to attract a relatively high outlay due to
ongoing projects, hardware infrastructure and Disaster Recovery planning.

•

The capital expenditure budget ($7.00M) is prioritised to remain within the base line depreciation for
2011/12 ($10.15M), enabling it to be financed through internal cash accruals whilst leaving sufficient
contingency funds for unplanned capital expenditure and improving residual cash reserves.

•

Minor site redevelopment activity in 2011/12 will trend down in view of the redevelopment of the
inpatient facilities scheduled for July 2011. The plan envisions a host of minor work across the site,
primarily in clinical wards to improve work flows, meet compliance deficits, roof repairs, ventilation
etc. Some capital work in progress during the current year is also likely to spill over to the next
financial year. The Board will continue to seek financial support from local community trusts to
progress some of the redevelopment activities proposed during the plan period 2011/12.

•

The proposed outlay on clinical equipment is $2.00M, mainly replacement of obsolete and unsafe
clinical equipment and continuation of a phased programme for replacement of expensive theatre
equipment and beds (coordinated with equipment planning for the new facility).

•

Proposed outlay on non clinical equipment is along similar lines as the current year, albeit a marginal
increase.

•

Capital outlay proposed for Information Technology investment in HIQ Ltd (100% owned subsidiary)
is maintained at $4.0M. The major costs relate to new applications and software projects,
replacement of desktop hardware, software upgrades, new applications and storage devices.
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Additionally, an outlay of $0.25M is earmarked specifically towards strengthening the Disaster
Recovery (DR) capabilities to balance risks against loss of computing services or in the event of a
natural disaster. However, new investments or material changes in applications will be undertaken in
line with the Midland Regional IT Strategic Plan and directions spelt out by the National IT Board.
•

Capital outlay on motor vehicles has reduced significantly upon completion of the vehicle
replacement programme (commenced in 2005/06) for the transport fleet.

•

In summary, the year 2011/12 will reflect levels of capital spending within internal cash resources. In
parallel, Taranaki DHB has significantly progressed the final design for the redevelopment of its
inpatient facilities at Base Hospital in New Plymouth, with construction scheduled to commence in
July 2011. This is detailed separately.

8.7 Capital Expenditure 2011/12 (strategic)
8.7.1 Community Oral Health Project:
The capital expenditure related to the rollout of the Community Oral Health Project is being separately
funded by the MoH in line with an approved business case. The total capital outlay is $3.04M to be invested
in fixed and mobile dental facilities, and related clinical equipment. Construction of fixed facilities has been
completed. Of the total, $2.84M would have been spent by 30 June 2011, with the balance to be spent in
2011/12 ($0.20M).

8.7.2 Base Hospital Inpatient Facilities Development Programme (Project Maunga)
The business case for the redevelopment of the Base Hospital inpatient facilities was approved in July 2008.
Since then the planning for the facility has advanced to the detailed design phase. Construction is scheduled
to commence in August 2011 and expected to be completed by December 2013. Final approval from the
Minister of Health was received in March 2011.
The primary focus of this project is to generate efficiencies and improvements to prevalent models of care
through consolidation of hospital services and systems into a more compact footprint, which will lend more
flexibility and efficiency to operations both in the immediate and long term. In doing so, it will also provide a
more user friendly hospital and wellness environment to patients, staff and public.
Proposed Capital Outlay:
This programme presents a staged redevelopment of the Base Hospital core inpatient facilities and support
systems, such that it is both financially and operationally feasible over a defined timeline. The components
of the programme are as follows:
Stages

Comprising

Estimated
Cost

Construction Timeline

Status

1 STAGE 1

Theatres, Ambulatory,
Inpatient wards

$80M

Start: August 2011
Finish: December 2013

Approval received in July
2008. Final approval from
Minister received Mar ‘11.

2 STAGE 2

Maternity,
ED

$37M

Tentative: July 2017

Supplementary business
case will be progressed later

3 STAGE 3

OPD, Laboratory, CSD,
Administration, seismic
strengthening

$28M

Tentative : July 2020

Supplementary business
case will be progressed later

$145M

July 2011 – June 2021

TOTAL

Neonatal,
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Notes:
1. Approval and confirmation of funding has been received for Stage 1 only.
2. Stages 2 and 3 are discrete components of the overall Master Plan for the redevelopment of
inpatient facilities at the Base Hospital.
3. Once Stage 1 is nearing completion it is envisaged that supplementary business cases will be
developed for each of the remaining stages and forwarded to CIC for approval and funding.
4. In short, each of the stages can be visualised as stand alone projects, yet forming part of one
coherent facilities redevelopment programme for the Base Hospital in New Plymouth, thus
enabling affordability to both Taranaki DHB and the National Health capital budget.
Financing Plan for Stage 1:
The plan for financing Stage 1 is as follows:
($M)

Notes

* Project capital cost

$80M

QS estimate based on concept design.

* Internally generated funds

$35M

- Free cash flows + retained surpluses

* Net external borrowing

$45M

- Fresh borrowing as term debt

Crown Health Financing Agency (CHFA)

$45M

- Un-utilised facility
- New term debt

NET EXTERNAL FUNDING

$45M

- Equivalent to 56% of project cost

Source:
= $2.00M
= $43.00M

Internally generated funds:
1. TDHB has, over recent years, built up cash reserves from its annual operating surpluses. These cash
reserves, together with base line depreciation reserves, have enabled it to be an equal partner in this
development. The internal investment of $35M (44% of project capital cost) is a combination of
current cash reserves and future free cash flows plus donations from local community trusts and
organisations. TDHB is committed and confident of generating the necessary investment by the time
the project reaches the active phase. Additionally, TDHB will rationalise its annual base line capital
expenditure over the immediate following financial periods with the aim of generating as much cash
flow as possible to support the project.
2. Contingency cash lines are on standby in the form of working capital facilities (uncommitted) with ASB
Bank. Whilst it is acknowledged that this line of credit is not permitted for capital purposes, it
nonetheless provides backup liquidity should it be required.
Net external borrowing and source:
3. It is TDHB’s intention to borrow $45M in the form of debt financing. Financial analysis indicates that
with the current CHFA financed debt ($29M) and fresh borrowing ($45M), the debt equity ratio
(currently 29%) is able to be maintained within an acceptable range.
4. CHFA has advised TDHB that the term loan of $43M (with the balance $2M to come from the
unutilised limit with CHFA) has been approved by their Board and draft loan facility and related
documents have been completed by TDHB. Tentative timelines for draw down of the approved facility
have been drawn up which, subject to final peer review and approval of the detailed design, is
expected to be activated around July 2011. The lending quantity surveyor (LQS) appointed by CHFA
has completed site visits and has communicated his satisfaction of the progress to date.

107

Key dates and timelines
Project planning and related activities are progressing satisfactorily. The tentative dateline for construction
to commence is July 2011.
Schedule of capital Intentions
An updated Schedule of Capital Intentions has been submitted.

8.8 Cost and Efficiency Initiatives
Taranaki DHB is faced with the challenge of managing its service delivery within a defined fiscal envelope. In
addition, it has to balance its long-term strategies with short-term objectives while continuing to provide a
clinically safe and quality service. The DHB will also be faced with managing the redevelopment of its Base
Hospital facilities scheduled to commence in the 2011/12 fiscal year. Under this capped environment, with
increasing operating costs and demand for services, the Hospital Provider Arm will need to achieve
sustainability – both clinical and financial. Taranaki DHB recognises the need for continuous service
improvements and efficiency gains while it attempts to re-position itself continually to meet the challenge.
The strategy is to continuously progress short term initiatives and service reviews to provide immediate
gains, while progressing a series of more strategic and fundamental structural changes to achieve longer
term sustainability. The latter is needed to rationalise the growth in demand for services and operating
costs, besides the need to arrest and reduce the financial deficit.
The following key initiatives are planned during 2011/12 within the Hospital Provider operations to generate
efficiency gains and reduce operating costs:
Initiative

Proposal

Potential
($)

Impact

1

Services reconfiguration
across hospitals and
health centres

Review models of care and
Services profile across all
DHB hospital sites

$2.0M

Reduce service cost

2

FTE management +
workforce allocation

Project Whakapai – Phase II –
Implementation of pending
recommendations.

$0.50M

Contain wage cost
growth.

3

Reduce operating
Overheads

Implementation of HBL +
National cost reduction
Initiatives

$0.70M

Contain cost growth

TOTAL

$3.20M

Faced with a cost to funding gap in its operating budget, the Hospital Provider Arm will continue to further
explore all practical options with the aim of reducing its overall cost of services delivery, whilst improving
productivity and efficiency of operations. This will involve some hard decisions on changing the models of
care and service delivery across the two Hospitals and Health Centres – this being the only option to reduce
operating costs. This financial recovery plan is an ongoing process, will involve partnering with primary
sector providers and is expected to span more than one fiscal year in view of their strategic components and
broader implications.
The Annual Plan 2011/12 has identified the above major initiatives and highlighted the same as cost
reduction measures in its financial budget, recognised the efficiency and reduced cost impacts of the above
initiatives in the financial budget. In the absence of specific information at this stage in the planning process,
the amount of $ 3.20M is identified separately as a credit arising to overall cost structures rather than built
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into the operating budgets and expense lines. The gains from these initiatives are also expected to flow into
future periods and have been recognised in the out years.
Gains from local initiatives and projects have been built into the relevant expense budgets.
In parallel, the focus is on the redevelopment of the facilities. A significant aim of this project is to generate
efficiencies and improvements to prevalent models of care through consolidation of hospital services and
systems into a more compact footprint. This will in turn lend more flexibility and efficiency to operations.
Overall, the project should generate more permanent and sustainable results.

8.9 Debt and Equity
The current debt profile of Taranaki DHB is four term loans totalling $29M with the Crown Health Financing
Agency (CHFA), drawn down against an approved loan limit of $31M. The primary assumptions carried in the
financial plan 2011/12 are:
a)

No overdraft borrowing for working capital requirements is envisaged (though a backup facility with
ASB is available if required – financial covenants will be stipulated only upon commitment and
utilisation of this facility), on the assumption that TDHB will continue to receive its funding in advance.

b)

The draft ANNUAL PLAN 2011/12 has not budgeted for any additional equity (other than the balance
of the capital funding for the Community Oral Health Project which is being treated as equity injection)
or debt. It is expected that base line capital expenditure will be contained within the level of
depreciation for 2011/12. Additional borrowing from CHFA ($45M) to partially finance the first stage
of the Base Hospital redevelopment has been approved, and subject to final reviews and costings of
the final design is planned to be drawn down over the 2011/12 and 2012/13 plan periods.

c)

The operating budget of the Board for 2011/12 has planned for a consolidated financial surplus in
Years 1 and 2 of the plan period. The hospital redevelopment project is expected to be completed by
the end of Year 2 (2012/13), and Year 3 (2013/14) is expected to carry the full cost impact arising from
the redevelopment. The financial results for the plan period is assumed in context of the financial risks
and sensitivity indices highlighted in the plan, and exploration of options to manage the financial risks
carried primarily in the Hospital Provider and the DHB Funder operations.

d)

From an operational perspective, the timing for realisation of all the cost reductions contemplated in
the hospital services operations could extend beyond a 12 month financial planning framework.

e)

No additional equity or deficit support is envisaged.

8.10 Sensitivity Analysis
The Annual Plan has outlined some key financial risks and while it is difficult to quantify all these risks with
accuracy, the likely impacts on the bottom line if these were to materialise is factored below:
DHB Hospital Provider operations:
Unbudgeted
financial risk
FTE + wage budget
Outsourced locum costs
Diagnostic costs
Clinical supplies
General overheads
Likely impact on 2011/12 planned
financial result

Est. risk
($M)

75% risk
($M)

50% risk
($M)

25% risk
($M)

0.50
0.50
0.20
0.30
0.50

0.38
0.38
0.15
0.22
0.38

0.25
0.25
0.10
0.15
0.25

0.13
0.13
0.05
0.08
0.13

Probability
factor
(% risk)
75%
75%
75%
50%
50%

$2.00M

$1.50M

$1.00M

$0.50M

$1.30M
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The analysis estimates an overall exposure of circa $2.00M for 2011/12, which could arise from a
combination of cost drivers as identified above. The overall probability factor is estimated to be around 65%
leaving a residual risk equating to about $1.30M. The risk is expected to be managed through a mix of:
•

Internal cost controls

•

Management of FTEs,

•

Operational savings in discretionary expense lines through capped budgets

•

Gains from National procurement programmes and initiatives

•

Achievement of internal efficiency projects and service reviews

DHB Funder operations:
Unbudgeted financial risk

Est. risk
($M)

75% risk
($M)

50% risk
($M)

25% risk
($M)

Probability
factor
(% risk)

0.25

50%

Tertiary IDF

1.00

0.75

0.50

IDF inflows/outflows

1.00

0.75

0.50

Interim Funding Pool

0.80

0.60

0.40

0.20

25%

Provider arm expenditure

1.50

1.13

0.75

0.38

50%

Project SPLICE delays

0.50

0.38

0.25

0.13

25%

$4.80M

$3.74M

$2.40M

Likely impact on 2011/12
planned financial result

0.25

$1.21M

50%

$2.08M

The overall exposure is estimated at around $4.80M for 2011/12, while the probability factor is estimated to
be around 40% leaving a residual risk equating to about $2.00M.
These risks are expected to be managed through contract monitoring and efficiency gains from current NGO
contracts.
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8.11 Statement of Comprehensive Income
TARANAKI DISTRICT HEALTH BOARD
STATEMENT OF COMPREHENSIVE INCOME
($'000)

DISTRICT ANNUAL PLAN : 2011/14
Year -1

FORECAST

Year 0

Consolidated
Audited
2009/10

Hosp+Gov Funder
Forecast Forecast
2010/11
2010/11

Consolidated
Forecast
2010/11

Year 1
Provider Governan: Hosp+Gov Funder
Plan
Plan
Plan
Plan
2011/12
2011/12
2011/12
2011/12

Consolidated
Plan
2011/12

REVENUE
* MOH funding

148443
133847

151929

151929
137479

152537

* Funding & Governance

2230

2370

2370

0

2411

2411

2411

* ACC Revenue

8400

7127

7127

5630

0

5630

5630

* CTA revenue

2185

2236

2236

2124

0

2124

2124

* Other revenue

10674

5169

4987

10156

6403

0

6403

4887

11290

TOTAL REVENUE

305779

168831

142466

311297

166694

2411

169105

147112

316217

Personnel costs
- medical
- nursing
- allied health
- support
- mgt & admin

24160
39287
15769
3775
16872

25309
39189
16667
3849
18134

25309
39189
16667
3849
18134

27526
40170
13218
2969
17064

0
0
0
0
1268

27526
40170
13218
2969
18332

total

99863

103148

103148

100947

1268

102215

137479

0

152537
142225

152537
142225

EXPENDITURE

0

27526
40170
13218
2969
18332
0

102215
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Year -1

FORECAST

Year 0

Consolidated
Audited
2009/10

Hosp+Gov Funder
Forecast Forecast
2010/11
2010/11

Consolidated
Forecast
2010/11

Year 1
Provider Governan:
Plan
Plan
2011/12
2011/12

Hosp+Gov
Plan
2011/12

Funder
Plan
2011/12

Consolidated
Plan
2011/12

Outsourced services
- clinical services
- other outsourced
total

20182
4401

19316
3320

24583

22636

8104
1255
772
1053
2521
4102
2752

8748
1294
1065
1150
2366
3970
2687

20559

21280

3238
3159
1074
3581
2026
-952
265
9402
2046
0

3313
3062
1106
1106
2008
1706
297
9795
2034
0

0

19316
3320

19650
1452

0
249

19650
1701

22636

21102

249

21351

8748
1294
1065
1150
2366
3970
2687

8382
1356
1162
1146
2134
3980
3206

0
0
0
0
0
0
0

8382
1356
1162
1146
2134
3980
3206
0

21280

21366

0

21366

3313
3062
1106
1106
2008
1706
297
9795
2034
0

3239
3270
780
1636
1216
1083
1
10211
1995
-3200

1
0
34
0
117
428
287
0
0
0

3240
3270
814
1636
1333
1511
288
10211
1995
-3200

19650
1701
0

21351

Clinical supplies
-

treatment disposables
diagnostic supplies
instruments & equip
patient appliances
implants & prostheses
pharmaceuticals
other clinical & client costs

total

0

8382
1356
1162
1146
2134
3980
3206

0

21366

Infrastructure & other op.costs
-

hotel services & laundry
facilities
transport
IT systems & telecom
professional fees
other op.expenses
democracy
depreciation
interest
cost & efficiency initiatives
Payment to - NGO providers
- personal health
- mental health
- disability support services
- public health
- maori health
total

88378
8765
33521
348
1327
156178

TOTAL OPERATING EXPENSES

301183

24427

89993
9701
34413
216
1718
136041

89993
9701
34413
216
1718
160468

20231

867

171491

136041

307532

163646

2384

3240
3270
814
1636
1333
1511
288
10211
1995
-3200

21098

92050
9919
37260
0
1410
140639

92050
9919
37260
0
1410
161737

166030

140639

306669
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Year -1

SURPLUS before capital charge
- Capital charge
SURPLUS (before strategic exp)
STRATEGIC EXPENDITURE
Mental health Ring-fenced surplus
Workforce Development
Maori Health Gains Project
Hospital Provider Strategic Projects
NET SURPLUS/(DEFICIT) (after
strategic expenditure)

FORECAST

Consolidated
Audited
2009/10
4596

Year 1

Hosp+Gov Funder Consolidated
Forecast Forecast
Forecast
2010/11
2010/11
2010/11
-2660
6425
3765

5946

5862

-1350

-8522

843
354
47
0
-2594

Year 0

-8522

Provider Governan: Hosp+Gov Funder
Plan
Plan
Plan
Plan
2011/12
2011/12
2011/12
2011/12
3048
27
3075
6473

5862

5720

0

5720

6425

-2097

-2672

27

-2645

0
0
0
0

0
0
0
0

6425

-2097

-2672

27

-2645

Consolidated
Plan
2011/12
9548
5720

6473

3828

0
70
600
0

0
70
600
0

5803

3158

OTHER COMPREHENSIVE INCOME
* Gain/(Loss) on asset revaluation

0

0

0

0

0

*Gain/(Loss) on sale of assets
*Share of surplus/(loss) from associates

-202
-196

-202
0

-202

0
0

0
0

Total Other Comprehensive Income

-398

-202

0

-202

0

0

0

0

0

-2992

-8724

6425

-2299

-2672

27

-2645

5803

3158

TOTAL COMPREHENSIVE INCOME
FOR THE YEAR
Interest Cover ratio

4.13

Revenue to Net Funds employed

3.00

1.70

4.69
3.13

1.24

7.70
2.35

Operating margin to Revenue ratio

3%

2%

3%

6%

5%

Op. return on Net Funds employed

8%

3%

10%

7%

11%
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TARANAKI DISTRICT HEALTH BOARD
STATEMENT OF COMPREHENSIVE INCOME
DISTRICT ANNUAL PLAN : 2011/14
Year 2
Provider Governan: Funder
Plan
Plan
Plan
2012/13 2012/13 2012/13

Year 3

%

Consolidated change
Plan
2012/13

Provider Governan: Funder
Plan
Plan
Plan
2013/14 2013/14 2013/14

Consolidated
Plan
2013/14

REVENUE
* MOH funding

157657
144583

* Funding & Governance

2495

157657
144583

3.4%

2495

3.5%

162953
146764

1.7%

2582

162953
146764
2582

* ACC Revenue

5743

5743

2.0%

5858

5858

* CTA revenue

2124

2124

0.0%

2124

2124

* Other revenue

6799

5057

11856

5.0%

3382

149640

324458

2.6%

174317

28077
40973
13482
3028
18692

2.0%

2.0%

28639
41792
13752
3089
17753

1306

104252

2.0%

105025

1306

TOTAL REVENUE

172323

2495

2582

5230

8612

151994

328893

EXPENDITURE
Personnel costs
- medical
- nursing
- allied health
- support
- mgt & admin
total

28077
40973
13482
3028
17405

1287

102965

1287

0

2.0%
2.0%
2.0%

28639
41792
13752
3089
19059
0

106331
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P ro v id e r G o v e rn a n :
P la n
P la n
2 0 1 2 /1 3
2 0 1 2 /1 3

Funder
P la n
2 0 1 2 /1 3

Y ear 2

%

C o n s o lid a te d
P la n
2 0 1 2 /1 3

change

Year 3
P ro v id e r G o v e rn a n : F u n d e r
P la n
P la n
P la n
2 0 1 3 /1 4
2 0 1 3 /1 4
2 0 1 3 /1 4

C o n s o lid a te d
P la n
2 0 1 3 /1 4

O u ts o u rc e d s e rv ic e s
- c lin ic a l s e rv ic e s
- o th e r o u ts o u rc e d
to ta l

19945
1474

253

21419

253

19945
1727
0

21672

1 .5 %

20244
1496

257

21740

257

20244
1753
0

21997

C lin ic a l s u p p lie s
-

tre a tm e n t d is p o s a b le s
d ia g n o s tic s u p p lie s
in s tru m e n ts & e q u ip
p a tie n t a p p lia n c e s
im p la n ts & p ro s th e s e s
p h a rm a c e u tic a ls
o th e r c lin ic a l & c lie n t c o s ts

to ta l

8508
1376
1179
1163
2166
4040
3254

8508
1376
1179
1163
2166
4040
3254

21686

0

3288
3319
792
1661
1234
1099
1
10211
1995
-2 5 0 0

1

0

21686

8636
1397
1197
1180
2198
4101
3303

1 .5 %

8636
1397
1197
1180
2198
4101
3303

22012

0

3337
3369
804
1686
1253
1115
1
12727
5145
-4 0 0 0

1

0

22012

In fra s tru c tu re & o th e r o p .c o s ts
-

h o te l s e rv ic e s & la u n d ry
fa c ilitie s
tra n s p o rt
IT s ys te m s & te le c o m
p ro fe s s io n a l fe e s
o th e r o p .e x p e n s e s
d e m o c ra c y
d e p re c ia tio n
in te re s t
c o s t & e ffic ie n c y in itia tive s
P a y m e n t to - N G O p ro v id e rs
- p e rs o n a l h e a lth
- m e n ta l h e a lth
- d is a b ility s u p p o rt s e rvic e s
- p u b lic h e a lth
- m a o ri h e a lth
- ID F 's
to ta l
T O T A L O P E R A T IN G E X P E N S E S

3289
3319
827
1661
1353
1533
292
10211
1995
-2 5 0 0

35
119
434
291

21100

880

65427
8438
36316
0
1462
32714
144357

167170

2420

144357

65427
8438
36316
0
1462
32714
166337

2 .8 %

25437

313947

2 .4 %

174214

3338
3369
840
1686
1374
1556
296
12727
5145
-4 0 0 0

36
121
441
295

894

66959
8429
37122
0
1508
33849
147867

66959
8429
37122
0
1508
33849
174198

2457

147867

324538
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Year 2

SURPLUS before capital charge

Provider Governan: Funder
Plan
Plan
Plan
2012/13
2012/13
2012/13
5153
75
5283

- Capital charge

5973

SURPLUS (before strategic exp)

-820

STRATEGIC EXPENDITURE
Mental health Ring-fenced surplus
Workforce Development
Maori Health Gains Project
Hospital Provider Strategic Projects
NET SURPLUS/(DEFICIT) (after
strategic expenditure)
OTHER COMPREHENSIVE INCOME
* Gain/(Loss) on asset revaluation
*Gain/(Loss) on sale of assets
*Share of surplus/(loss) from associates
Total Other Comprehensive Income

-820

Consolidated change
Plan
2012/13
10511
5973

75

75

Year 3

%

4.4%

Provider Governan: Funder
Plan
Plan
Plan
2013/14
2013/14
2013/14
103
125
4127
6280

5283

4538

-6177

0
100
600
0

0
100
600
0

4583

3838

-6177

0
0
0
0

Consolidated
Plan
2013/14
4355
6280

125

4127

-1925

0
22
600
0

0
22
600
0

3505

-2547

0

0

0
0
0
0

125

3505

-2547

125

0
0
0
0

0

0

0
0
0
0

TOTAL COMPREHENSIVE INCOME FOR
THE YEAR

-820

75

4583

3838

-6177

Interest Cover ratio
Revenue to Net Funds employed

1.15

8.04
2.17

1.19

2.98
2.25

7%
8%

5%
11%

7%
8%

5%
10%

Operating margin to Revenue ratio
Op. return on Net Funds employed
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8.12 Consolidated Statement of Financial Position
TARANAKI DISTRICT HEALTH BOARD
DISTRICT ANNUAL PLAN 2011/12
CONSOLIDATED STATEMENT OF FINANCIAL POSITION
($'000)

2009/10
audited

2010/11
forecast

2011/12
plan

2012/13
plan

2013/14
plan

CURRENT ASSETS

*
*
*
*

Bank Account
Prepayments +ST investments
Debtors (net of provision)
Inventory

2825
31363
7559
2574

1504
31350
7415
2580

2054
31350
7500
2625

2179
375
7595
2645

2304
400
7690
2665

44321

42849

43529

12794

13059

25314
273
18017

26750
0
18085

22188
0
18367

17458
0
18732

17057
0
19097

43604

44835

40555

36190

36154

717

-1986

2974

-23396

-23095

* Net Fixed Assets
* Investments
* Trust funds

99668
936
681
101285

99803
936
681
101420

129791
936
681
131408

171580
936
681
173197

167853
936
681
169470

NET FUNDS EMPLOYED

102002

99434

134382

149801

146375

787
253
29000

787
0
29000

837
0
61500

877
0
74000

957
0
74000

30040

29787

62337

74877

74957

24560
52586
-5184

24544
52586
-7483

23784
52586
-4325

22825
52586
-487

21866
52586
-3034

71962

69647

72045

74924

71418

102002

99434

134382

149801

146375

29%

29%

46%

50%

51%

CURRENT LIABILITIES

* Creditors & other payables
* Term Loans (current portion)
* Provisions

WORKING CAPITAL
NON CURRENT ASSETS

NON CURRENT LIABILITIES

* Provisions - non current
* Finance Leases (Term portion)
* Term Loans

CROWN EQUITY

* Crown Equity
* Reserves
* Retained earnings

NET FUNDS EMPLOYED
Debt: Debt equity ratio
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8.13 Consolidated Statement of Cash Flows
TARANAKI DISTRICT HEALTH BOARD
DISTRICT ANNUAL PLAN 2010-14
CONSOLIDATED STATEMENT OF CASHFLOWS
($'000)

2009/10
audited

2010/11
forecast

2011/12
plan

2012/13
plan

2013/14
plan

OPERATING ACTIVITIES

* MOH funding
* Other revenue

286089
17223

294051
15052

299312
14905

306790
15583

314354
13468

total receipts

303312

309103

314217

322373

327822

* Payment of salaries & operating exp.
* Payment to providers & DHB's

164818
129215

167346
134763

159575
147648

160861
153943

162780
155959

total payments

294033

302109

307223

314804

318739

9279

6994

6994

7569

9083

1871

2147

2015

2015

1001

936

353

0

0

0

-1483

142

0

31000

0

* Capital expenditure

-12365

-10415

-40199

-52000

-9000

NET CASHFLOW FROM INVESTING

-11041

-7773

-38184

-18985

-7999

1370

-16

-760

-959

-959
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0

32500

12500

0

* Payment of debts

-219

-526

0

0

0

NET CASHFLOW FROM FINANCING

1266

-542

31740

11541

-959

304578
-305074

308561
-309882

345957
-345407

333914
-333789

326863
-326738

NET CASHFLOW

-496

-1321

550

125

125

Add: Cash (opening)

3321

2825

1504

2054

2179

CASH (CLOSING)

2825

1504

2054

2179

2304

NET CASHFLOW FROM OPERATIONS
INVESTING ACTIVITIES

* Interest Received
* Sale of fixed assets etc
* (Increase) / decrease in investments

FINANCING ACTIVITIES

* Equity injections / repayments
* Borrowings

Total cash in
Total cashout
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8.14 Consolidated Statement of Movement in Equity
TARANAKI DISTRICT HEALT BOARD
DISTRICT ANNUAL PLAN 2010-14
CONSOLIDATED STATEMENT OF MOVEMENT IN EQUITY
2010/11
forecast

2011/12
plan

2012/13
plan

2013/14
plan

EQUITY AT THE BEGINNING OF PERIOD

71962

69647

72045

74924

* Net results for the period
* Revaluation of Fixed assets
* Equity Injections / (repayments)
* Other

-2299
0
-16
0

3158
0
-760
0

3838
0
-959
0

-2547
0
-959
0

EQUITY AT THE END OF THE PERIOD

69647

72045

74924

71418
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Appendices

9.1 Monitoring Framework Performance Measures
Dimensions of DHB Performance Measures (non financial)

Policy Priorities Dimension
Performance Measure and description

2011/12
Target

National
Target

Frequency

No
quantitative
target
qualitative
deliverable
required.

NA

Annual

No
quantitative
target
qualitative
deliverable
required.

NA

Quarterly

PP1 Clinical leadership self assessment
The DHB provides a qualitative report identifying progress achieved in fostering clinical
leadership and the DHB engagement with it across their region. This will include a summary of
the following – how the DHB is:
● Contributing to regional clinical leadership through networks
● Investing in the development of clinical leaders
● Involving the wider health sector ( Including primary and community care) in clinical inputs
● Demonstrating clinical influence in service planning
● Investing in professional development
● Influencing clinical input at board level and all levels throughout the DHB – including across
disciplines. What are the mechanisms for providing input?

PP2 Implementation of Better, Sooner, More Convenient primary health care
The DHB is to supply a progress report on the implementation of changes to primary health
care services that deliver on the core elements of Better, Sooner, More Convenient primary
health care. In particular progress must be described regarding:
1. the shifting of services from secondary care to primary care settings;
2. the development of Integrated Family Health Centres; and
3. any specific reporting requirements that may be identified in the Minister’s Letter of
Expectations (to be confirmed).
AND (as applicable)
1. Those DHBs involved in Better, Sooner, More Convenient (BSMC) primary health care
business case(s) are required to supply a progress report on the implementation of the
business case(s) it is involved in. The BSMC Monitoring Framework includes indicators at
three levels:
2. Those DHBs involved in Better, Sooner, More Convenient primary health care business
case(s) are required to supply a progress report on the operation and expenditure of the
flexible funding pool, including how pool funding has been prioritised to deliver services to
meet the four high-level objectives.
Where problems are identified, resolution plans are to be described.

PP3 Local Iwi/Māori engagement and participation in DHB decision making, development of strategies and plans for Māori
health gain
Measure 1 - PHO Māori Health Plans
Percentage of PHOs with MHPs that have been agreed to by the DHB.
Measure 2 - PHO Māori Health Plans
Report on how MHPs are being implemented by the PHOs and monitored by the DHB (include
a list of the names of the PHOs with MHPs) OR for newly established PHOs, a report on
progress in the development of MHPs (include a list of the names of these PHOs).
Measure 3 - DHB – Iwi/Māori relationships
Provide a report demonstrating:
• Achievements against the Memorandum of Understanding (MoU) between a DHB and its
local Iwi/Māori health relationship partner, and describe other initiatives achieved that are an
outcome of engagement between the parties during the reporting period.
• Provide a copy of the MoU.

100%

100%

No
quantitative
target
qualitative
deliverable
required.

NA

Six-Monthly

Measure 4 - DHB – Iwi/Māori relationships
Report on how (mechanisms and frequency of engagement) local Iwi/Māori are supported by
the DHB to participate in the development and implementation of the strategic agenda, service
delivery planning, development, monitoring, and evaluation (include a section on PHOs).
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Measure 5 - DHB Māori Health Plan
Provide a report by exception on national level priorities that have not been achieved in the
DHB Māori Health Plan. The report will say why the priority has not been achieved, what the
DHB will do to rectify it, and by when.

PP4 Improving mainstream effectiveness DHB provider arms pathways of care of Māori
Measure 1
Provide a report describing the reviews of pathways of care that have been undertaken in the
last 12 months that focused on improving Health outcomes and reducing health inequalities for
Māori.
Measure 2
Report on examples of actions taken to address the issues identified in the reviews. The
report should identify:• what issues/ opportunities were brought to your attention as a result of
the reviews of pathways of care that you identified in Measure one• the follow up actions you
intend to take/ are taking as a result of the issues and opportunities that you identified
above.The report should include timeframes for implementing the actions you identify.

Performance Measure and description

No
quantitative
target
qualitative
deliverable
required.

NA

Six-Monthly

2011/12
Target

National
Target

Frequency

100%
at four weeks

100%
at four weeks

Quarterly

NA

Six-Monthly

PP5 Waiting times for chemotherapy treatment
Provide a report confirming the DHB has reviewed the monthly wait time templates produced
by either the relevant Cancer Centre(s) or its own DHB where treatment commenced at that
DHB for the quarter .
Where the monthly wait time data identifies:
• any patients domiciled in the DHB waiting more than four weeks, due to capacity issues,
and/or
• wait time standards were not met, for patients in priority categories A and B
DHBs must provide a report outlining the resolution path.

PP6 Improving the health status of people with severe mental illness
The average number of people domiciled in the
DHB region, seen per year rolling every three
months being reported (the period is lagged by
three months) for:
• child and youth aged 0-19, specified for each of
the three categories Māori, Other, and in total
• adults aged 20-64, specified for each of the three
categories Māori, Other, and in total
• older people aged 65+, specified for each of the
three categories Māori, Other, and in total.

Māori
Age 0-19

Age 20-64

Age 65+

2.97%

Other

3.20%

Total

3.14%

Māori

5.34%

Other

3.50%

Total

4.02%

Total

3.46%

PP7 Improving mental health services using crisis intervention planning
Provide a report on:
1. The number of adults and older people (20 years
plus) with enduring serious mental illness who have
been in treatment* for two years or more since the
first contact with any mental health service (* in
treatment = at least one provider arm contact every
three months for two years or more.) The subset of
alcohol and other drug only clients will be reported
for the 20 years plus.
2. The number of Child and Youth who have been
in secondary care treatment* for one or more years
(* in treatment = at least one provider arm contact
every three months for one year or more) who have
a treatment plan.
3. The number and percentage of long-term clients
with up to date relapse prevention/treatment plans
(NMHSS criteria 16.4 or HDSS [2008]1.3.5.4 and
1.3.5.1 [in the case of Child and Youth]).
4. Describe the methodology used to ensure adult
long-term clients have up-to-date relapse
prevention plans and that appropriate services are
provided. DHBs that have fully implemented KPP
across their long-term adult population should state
KPP as the methodology.

Māori

95%

95%

Non Māori

95%

95%

Adult (20+)

Six-Monthly
Māori

95%

95%

Non Māori

95%

95%

Child &
Youth
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Performance Measure and description

2011/12
Target

National
Target

Frequency

No
quantitative
target.
Supply of
quantitative
data
required.

NA

Six-Monthly

No
quantitative
target
qualitative
deliverable
required.

NA

Annual

NA

Annual

NA

Annual

85%

Annual

NA

Annual

PP8 DHBs report alcohol and drug service waiting times and waiting lists
Waiting times are measured from the time of referral for treatment to the first date the client is
admitted to treatment, following assessment in any service whether it be NGO or provider arm.
Reporting will be on the longest waiting time in days, plus the number of people on the waiting
list for treatment at the end of the month, i.e. volume and time. Whilst assessment and
motivational or pre-modality interventions may be therapeutic, they are not considered to be
treatment. If a client is engaged in these processes, they are considered to be still waiting for
treatment. DHBs will report their longest waiting time, in days, for each service type for one
month prior to the reporting period.

PP9 Delivery of Te Kokiri: the mental health and addiction action plan
DHBs are to provide a summary report on progress made towards implementation of Te Kōkiri:
the Mental Health and Addiction Action Plan. A template for this report can be found on the
nationwide service framework library web site NSFL homepage: http://nsfl.health.govt.nz.

PP10 Oral Health DMFT Score at year 8
Upon the commencement of dental care, at the last
dental examination before the child leaves the
DHB’s Community Oral Health Service, the total
number of:
(i) permanent teeth of children in school Year 8
(12/13-year olds) that are –
• Decayed (D),
• Missing (due to caries, M), and
• Filled (F); and
(ii) children who are caries-free (decay-free).

Māori

Total

1.25

Pacific

n/a

Other
Total
Fluoridated

0.94
1.01
N/A

Non Fluoridated

N/A

Māori

43%

Pacific

n/a

Other

66%

Total
Fluoridated
Non-Fluoridated

60%

PP11 Children caries free at 5 years of aged
At the first examination after the child has turned
five years, but before their sixth birthday, the total
number of:
(i) children who are caries-free (decay-free); and
(ii) primary teeth of children that are –
• Decayed (d),
• Missing (due to caries, m), and
• Filled (f).

Total

N/A
N/A

PP12 Utilisation of DHB funded dental services by adolescents
In the year to which the reporting relates, the total number of
adolescents accessing DHB-funded adolescent oral health services,
defined as:
(i) the unique count of adolescent patients’ completions and noncompletions under the Combined Dental Agreement; and
(ii) the unique count of additional adolescent examinations with other
DHB-funded dental services (e.g. DHB Community Oral Health
Services, Māori Oral Health providers and other contracted oral
health providers).
To reduce duplication of effort, at the end of each quarter in the year
to which the reporting relates, the Ministry will organise a data extract
from Sector Services for all DHBs for claims made by dentists
contracted under the Combined Dental Agreement, and provide this
data for DHBs’ use in determining part (i) of the Numerator.

Total

85%

PP13 Improving the number of children enrolled in DHB funded dental services
Measure 1 - In the year to which the reporting relates, the total
number of children under five years of age, i.e. aged 0 to 4 years of
age inclusive, who are enrolled with DHB-funded oral health services
(DHB’s Community Oral Health Service and other DHB-contracted
oral health providers such as Māori oral health providers).
Measure 2 - In the year to which the reporting relates:(i) the total
number of pre-school children and primary school children in total
and for each school decile who have not been examined according to
their planned recall period in DHB-funded dental services (DHB’s
Community Oral Health Service and other DHB-contracted oral
health providers such as Māori oral health providers); and(ii) the
greatest length of time children has been waiting for their scheduled
examination, and the number of children that have been waiting for
that period.

Children Enrolled
0-4 years

Children not
examined 0-12 years

6,500

569
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PP14 Family violence prevention
Confirmation report based on audit scores for partner abuse and child abuse and neglect
programme components.
(Data source: Provided to DHBs by the Auckland University of Technology (AUT) Hospital
Responsiveness to Family Violence, Child and Partner Abuse Audit.)

140/200

Annual

2.9%

NA

Six-Monthly

No
quantitative
target.
Supply of
quantitative
data
required.

NA

Annual

Unknown.

NA

Quarterly

140/200

PP15 Improving the safety of elderly: Reducing hospitalisation for falls – (Under Development by MoH)
The number of people 75 yrs and older hospitalised for falls domiciled in the DHB region, per
year.

PP16 Workforce - Career Planning (Under Development by MoH)
The DHB provides quantitative data to demonstrate progress achieved for career planning in
their staff.
For each of the following categories of staff a measure will be given for Numbers receiving
HWNZ funding/ number with career plan for required categories:
● Medical staff
● Nursing
● Allied technical
● Māori Health
● Pacific
● Pharmacy
● Clinical rehabilitation
● Other

PP17 Service Change – (Under Development)

Under Development by MoH
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System Integration Dimension
2011/12
Target

National
Target

Frequency

95
n/a
95
95
n/a
95
95
n/a
95

NA

Six-Monthly

No
quantitative
target
qualitative
deliverable
required.

NA

Quarterly

No
quantitative
target
qualitative
deliverable
required.

NA

Six-Monthly

Intervention rate

308 per
10,000

308 per 10,000

Major joint replacement procedures

21 per
10,000

21 per 10,000

Hip

10.5 per
10,000

Knee

10.5 per
10,000

Performance Measure and description
SI1 Ambulatory sensitive (avoidable) hospital admissions
Each DHB is expected to provide a commentary on
their latest 12 month ASH data that’s available via
the nationwide service library. This commentary
may include additional district level data that’s not
captured in the national data collection and also
information about local initiatives that are intended
to reduce ASH admissions. Each DHB should also
provide information about how health inequalities
are being addressed with respect to this health
target, with a particular focus on ASH admissions
for Pacific and Māori 45-64 year olds.

Age 0-74

Age 0-4

Age 45-64

Māori
Pacific
Other
Māori
Pacific
Other
Māori
Pacific
Other

SI2 Regional service planning
A single progress report on behalf of the region agreed by all DHBs within that region. The
report should focus on the actions agreed by each region as detailed in its regional
implementation plan.
For each action the progress report will identify:
• the nominated lead DHB/person/position responsible for ensuring the action is delivered
• whether actions and milestones are on track to be met or have been met
• performance against agreed performance measures and targets
• financial performance against budget associated with the action.
If actions/milestones/performance measures/financial performance are not tracking to plan, a
resolution plan must be provided. The resolution plan should comment on the actions and
regional decision-making processes being undertaken to agree to the resolution plan.

SI3 Service coverage
Report progress achieved during the quarter towards resolution of exceptions to service
coverage identified in the AP, and not approved as long term exceptions, and any other gaps
in service coverage identified by the DHB or Ministry through:• analysis of explanatory
indicators• media reporting • risk reporting• formal audit outcomes• complaints mechanisms•
sector intelligence.

SI4 Elective services standardised intervention rates
For any procedure where the standardised
intervention rate in the 2011/12 financial year or
2011 calendar year is significantly below the target
level a report demonstrating:
1. what analysis the DHB has done to review the
appropriateness of its rate
AND
2. whether the DHB considers the rate to be
appropriate for its population
OR
3. a description of the reasons for its relative underdelivery of that procedure; and
4. the actions being undertaken in the current year
(2011/12) that will ensure the target rate is
achieved.

10.5 per 10,000

Six-Monthly
10.5 per 10,000

Cataract Procedures

27 per
10,000

27 per 10,000

Cardiac procedures

6.5 per
10,000

6.5 per 10,000

SI5 Expenditure on services provided by Māori Health providers
Measure 1
DHB to report actual expenditure (GST exclusive) on Māori providers by General Ledger (GL)
code.
Measure 2
DHBs to report actual reported expenditure for Māori providers in comparison to estimated
expenditure for Māori providers in their Annual Plan for the same reporting period, with
explanation of variances.

No
quantitative
target.
Supply of
quantitative
data
required.

NA

Annual
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2011/12
Target

Performance Measure and description

National
Target

Frequency

SI7 Improving breast-feeding rates

DHBs are expected to set DHB-specific
breastfeeding targets with a focus on Māori, Pacific
and the total population respectively (see Reducing
Inequalities below) to incrementally improve district
breastfeeding rates to meet or exceed the National
Indicator.
DHBs will be expected to maintain and report on
appropriate planning and implementation activity to
improve the rates of breastfeeding in the district.
This includes activity targeted Māori and Pacific
communities.
The Ministry will provide breastfeeding data
sourced from Plunket, and DHBs must provide data
from non-Plunket Well Child providers. DHBs are
to report providing the local data from non-Plunket
Well Child providers.

Māori

62%

Pacific

n/a

Other

74%

Total

74%

Māori

55%

Pacific

n/a

Other

57%

Total

55%

Māori

18%

Pacific

n/a

Other

27%

Total

26%

6 weeks

74%

3 Months

57%

6 Months

Annual

27%
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Ownership Dimension
Performance Measure and description

2011/12
Target

National
Target

Frequency

3.70 Days

NA

Quarterly

3.90 Days

NA

Quarterly

85%

85%

Quarterly

60%

60%
Standardised

Quarterly

90%

90%
Standardised

Quarterly

10.4%

NA

Quarterly

OS3 Elective and arranged inpatient length of stay
The standardised ALOS is the ratio of ‘actual’ to ‘expected’ ALOS, multiplied by the nationwide
inpatient ALOS. The DHB’s ‘actual’ ALOS, and the nationwide inpatient ALOS, are both
defined as the total bed days for hospital patients discharged during the 12 months to the end
of the quarter, divided by the total number of discharges for hospital patients (excluding day
patients) during the 12 months to the end of the quarter. The ‘expected’ ALOS is derived by
taking the nation-wide ALOS for each grouping of patient discharges defined by DRG cluster
and co-morbidities, multiplying this by the proportion of total discharges this group represents,
and summing the result across all discharge groups.

OS4 Acute inpatient length of stay
The standardised ALOS is the ratio of ‘actual’ to ‘expected’ ALOS, multiplied by the nationwide
inpatient ALOS. The DHB ‘actual’ ALOS, and nationwide inpatient ALOS, are both defined as
the total bed days for hospital patients discharged during the 12 months to the end of the
quarter, divided by the total number of discharges for hospital patients (excluding day patients)
during the 12 months to the end of the quarter. The ‘expected’ ALOS is derived by taking the
nationwide ALOS for each grouping of patient discharges defined by DRG cluster and comorbidities, multiplying this by the proportion of total discharges this group represents for the
DHB, and summing the result across all discharge groups.

OS5 Theatre Utilisation
Each quarter, the DHB is required to submit the following data elements, represented as a total
of all theatres in each Provider Arm facility.
• Actual theatre utilisation,
• resourced theatre minutes,
• actual minutes used as a percentage of resourced utilisation
The expectation is that DHBs will supply information on the template quarterly. Baseline
performance should be identified as part of the establishment of the target. The goal for
2011/12 will be one of the following:
a. For DHBs whose overall utilisation is less than 85%, a target that is a substantial
incremental step towards achieving the 85% target is recommended
b. For DHBs whose overall utilisation is 85% or better, a target that is a small improvement
over current performance is recommended

OS6 Elective and arranged day surgery
The standardised day surgery rate is the ratio of the ‘actual’ to ‘expected’ day surgery rate,
multiplied by the nationwide day surgery rate, expressed as a percentage. The DHBs ‘actual’
day surgery rate, and the nationwide day surgery rate, are both defined as the number of day
surgery discharges for the 12 months to the end of the quarter (for elective and arranged
surgical patients), divided by the total number of surgical discharges in the 12 months to the
end of the quarter (for elective and arranged surgical patients). The ‘expected’ day surgery
rate is derived by taking the nationwide day surgery rate for discharges in each DRG,
multiplying this by the proportion of total discharges the DRG represents for the DHB, and
summing the result across all DRGs.

OS7 Elective and arranged day of surgery admissions
The number of DOSA discharges, for elective and arranged surgical patients (excluding day
surgical cases) during the 12 months to the end of the quarter, divided by the total number of
discharges for elective and arranged surgical patients (excluding day surgical cases) for the 12
months to the end of the quarter, to give the DOSA rate as a percentage.

OS8 Acute readmissions to hospital
The standardised acute readmission rate is the ratio of the ‘actual’ to ‘expected’ acute
readmission rate, multiplied by the nationwide acute readmission rate, expressed as a
percentage.
The DHB’s ‘actual’ acute readmission rate, and the nationwide acute readmission rate, are
defined as the number of unplanned acute readmissions to hospital within 28 days of a
previous inpatient discharge that occurred within the 12 months to the end of the quarter, as a
proportion of inpatient discharges in the 12 months to the end of the quarter. The ‘expected’
acute readmission rate is derived using regression methods from the DRG cluster and patient
population characteristics of the DHB.
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2011/12
Target

National
Target

Frequency

1.41%

NA

Annual

>3% and
<=6%

<6%

Measure 2: Ethnicity set to ‘Not stated’ or ‘Response Unidentifiable’ in the NHI
Numerator: Total number of NHI records created with ethnicity of ‘Not Stated’ or ‘Response
Unidentifiable’ per DHB per quarter
Denominator: Total number of NHI records created per DHB per quarter

>0.5% and
<=2%

<2%

Measure 3: Standard versus specific diagnosis code descriptors in the National
Minimum Data Set (NMDS)
Numerator: Number of versions of text descriptor for specific diagnosis codes (M00-M99, S00T98, U50 to Y98) per DHB
Denominator: Total number of specific diagnosis codes (M00-M99, S00-T98, U50 to Y98) per
DHB

>=55% and
<=65%

>55%

Measure 4: Timeliness of NMDS data
Numerator: Total number of publicly funded NMDS events loaded into the NMDS more than 21
days post month of discharge.
Denominator: Total number of publicly funded NMDS events in the NMDS per DHB per
quarter.

>2% and
<=5%

<5%

Measure 5: NNPAC Emergency Department admitted events have a matched NMDS
event
Numerator: Total number of NNPAC Emergency Department admitted events that have a
matching NMDS event
Denominator: Total number of NNPAC Emergency Department admitted events

>=97% and
<=99.5%

>97%

Measure 6: PRIMHD File Success RateNumerator: Number of PRIMHD records successfully
submitted by the DHB in the quarterDenominator: Total number of PRIMHD records submitted
by the DHB in the quarter

>=98% and
<=99.5%

>98%

2011/12
Target

National
Target

Performance Measure and description
OS9 30 Day mortality
The measure is for a standardised mortality rate, in order to improve the comparability of the
measure across the sector. The standardised mortality rate is the ratio of the ‘actual’ to
‘expected’ mortality rates, multiplied by the nationwide mortality rate, expressed as a
percentage. The DHB’s ‘actual’ mortality rate, and the nationwide mortality rate, are both
defined as the number of in-hospital patient deaths within 30 days of admission, as a
proportion of all patient discharges, including daycases. The ‘expected’ mortality rate is
derived using regression methods from the DRG and patient population characteristics of the
DHB.

OS10 Improving the quality of data provided to national collection systems
Measure 1: National Health Index (NHI) duplications
Numerator: Number of NHI duplicates that require merging by Data Management per DHB per
quarter. The Numerator excludes pre-allocated NHIs and NHIs allocated to newborns and is
cumulative across the quarter.
Denominator: Total number of NHI records created per DHB per quarter (excluding preallocated NHIs and newborns)

Quarterly

Output Dimension
Performance Measure and description

Frequency

OP1 Output Delivery
DEFINITION TO BE DEVELOPED BY MOH

Quarterly
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9.2 Glossary of Terms
Activity

What an agency does to convert inputs to Outputs.

Capability

What an organisation needs (in terms of access to people, resources, systems, structures,
culture and relationships), to efficiently deliver the outputs required to achieve the
Government's goals.

Crown agent

A Crown entity that must give effect to government policy when directed by the responsible
Minister. One of the three types of statutory entities (see also Crown entity; autonomous
Crown entity and independent Crown entity)

Crown entity

A generic term for a diverse range of entities within 1 of the 5 categories referred to in
section 7(1) of the Crown Entities Act 2004, namely: statutory entities, Crown entity
companies, Crown entity subsidiaries, school boards of trustees, and tertiary education
institutions. Crown entities are legally separate from the Crown and operate at arms length
from the responsible or shareholding Minister(s); they are included in the annual financial
statements of the Government.

Effectiveness

The extent to which objectives are being achieved. Effectiveness is determined by the
relationship between an organisation and its external environment. Effectiveness indicators
relate outputs to impacts and to outcomes. They can measure the steps along the way to
achieving an overall objective or an Outcome and test whether outputs have the
characteristics required for achieving a desired objective or government outcome.

Impact

Means the contribution made to an outcome by a specified set of goods and services
(outputs), or actions, or both. It normally describes results that are directly attributable to
the activity of an agency. E.g. The change in the life expectancy of infants at birth and age
one as a direct result of the increased uptake of immunisations. (Public Finance Act 1989)

Impact measures

Impact measures are attributed to agency (DHBs) outputs in a credible way. Impact
measures represent near-term results expected from the goods and services you deliver;
can be measured after delivery, promoting timely decisions; reveal specific ways in which
managers can remedy performance shortfalls.
(http://www.ssc.govt.nz/upload/downloadable_files/performance-measurement.pdf)

Input

The resources such as labour, materials, money, people, information technology used by
departments to produce outputs, that will achieve the Government's stated outcomes.
(http://www.ssc.govt.nz/glossary/)

Intervention

An action or activity intended to enhance outcomes or otherwise benefit an agency or
group. (Refer (http://www.ssc.govt.nz/glossary/)

Intervention logic
model

A framework for describing the relationships between resources, activities and results. It
provides a common approach for integrating planning, implementation, evaluation and
reporting. Intervention logic also focuses on being accountable for what matters – impacts
and outcomes
(Refer State Services Commission ‘Performance Measurement – Advice and examples on
how to develop effective frameworks: www.ssc.govt.nz)

Intermediate
outcome

See Outcomes

Management
systems

Are the supporting systems and policies used by the DHB in conducting its business.

Measure

A measure identifies the focus for measurement: it specifies what is to be measured

Objectives

Is not defined in the legislation. The use of this term recognises that not all outputs and
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activities are intended to achieve “outputs” . E.g. Increasing the take-up of programmes;
improving the retention of key staff; Improving performance; improving relationships;
improving Governance…etc are ‘internal to the organisation and enable the achievement of
‘outputs’.

Outcome

Outcomes are the impacts on or the consequences for, the community of the outputs or
activities of government. In common usage, however, the term 'outcomes' is often used
more generally to mean results, regardless of whether they are produced by government
action or other means. An intermediate outcome is expected to lead to a end outcome, but,
in itself, is not the desired result. An end outcome is the final result desired from delivering
outputs. An output may have more than one end outcome; or several outputs may
contribute to a single end outcome. (Refer http://www.ssc.govt.nz/glossary/)
A state or condition of society, the economy or the environment and includes a change in
that state or condition. (Public Finance Act 1989).

Output agreement

Output agreement/output plan - See Purchase Agreement (refer to
http://www.ssc.govt.nz/glossary/)
An output agreement is to assist a Minister and a Crown entity (DHB) to clarify, align, and
manage their respective expectations and responsibilities in relation to the funding and
production of certain outputs, including the particular standards, terms, and conditions
under which the Crown entity will deliver and be paid for the specified outputs (see s170 (2)
CE Act 2004.

Output classes

Are an aggregation of outputs. (Public Finance Act 1989)
Outputs can be grouped if they are of a similar nature. The output classes selected in your
non-financial measures must also be reflected in your financial measures (s 142 (2) (b) CE
Act 2004). Are groups of similar outputs (Public Finance Act 1989).

Outputs

Are final goods and services, that is, they are supplied to someone outside the entity. They
should not be confused with goods and services produced entirely for consumption within
the DHB group (Crown Entities Act 2004).

Ownership

The Crown's core interests as 'owner' can be thought of as:
Strategy - the Crown's interest is that each state sector organisation contributes to the
public policy objectives recognised by the Crown;
Capability - the Crown's interest is that each state sector organisation has, or is able to
access, the appropriate combination of resources, systems and structures necessary to
deliver the organisation's outputs to customer specified levels of performance on an
ongoing basis into the future;
Performance - the Crown's interest is that each organisation is delivering products and
services (outputs) that achieve the intended results (outcomes), and that in doing so, each
organisation complies with its legislative mandate and obligations, including those arising
from the Crown's obligations under the Treaty of Waitangi, and operates fairly, ethically and
responsively. (Refer http://www.ssc.govt.nz/glossary/)

Performance
measures

Selected measures must align with the DHBs DSP and AP. The use four or five key
outcomes with associated outputs for non-financial forecast service performance are
considered adequate. Appropriate measures should be selected and should consider
quality, quantity, effectiveness and timeliness. These measures should cover three years
beginning with targets for the first financial year (2010/11) and show intended results for the
two subsequent financial years. (Refer to www.ssc.govt.nz/performance-info-measures)

Priorities

Statements of medium term policy priorities.
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Purchase
agreement

A purchase agreement is a documented arrangement between a Minister and a
department, or other organisation, for the supply of outputs. Some departments piloting
new accountability and reporting arrangements now prepare an output agreement. An
output agreement extends a purchase agreement to include any outputs paid for by third
parties where the Minister still has some responsibility for setting fee levels or service
specifications. The Review of the Centre has recommended the development of output
plans to replace departmental purchase and output agreements. (Refer
http://www.ssc.govt.nz/glossary/)

Regional
collaboration

Regional collaboration refers to DHBs across geographical ‘regions’ for the purposes of
planning and delivering services (clinical and non-clinical) together. Four regions exist.
• Northern: Northland DHB, Auckland DHB, Waitemata DHB and Counties Manukau DHB
• Midland:
Bay of Plenty DHB, Lakes DHB, Tairawhiti, Taranaki, Waikato DHB,
• Central:
Capital and Coast DHB, Hawkes Bay DHB, Hutt Valley DHB, MidCentral
DHB, Waitemata DHB, Whanganui DHB
• Southern: Canterbury DHB, Nelson Marlborough DHB, South Canterbury DHB,
Southern DHB and West Coast DHB
Regional collaboration for some clinical networks may vary slightly. For example Central
Cancer Network contains eight DHBs, Taranaki DHB and Tairawhiti DHB in addition to the
Central Region DHBs.

Results

Sometimes used as a synonym for 'Outcomes'; sometimes to denote the degree to which
an organisation successfully delivers its outputs; and sometimes with both meanings at
once.
(http://www.ssc.govt.nz/glossary/)

Standards of
Service Measures

Measures of the quality of service to clients focus on aspects such as client satisfaction with
the way they are treated; comparison of current standards of service with past standards;
and appropriateness of the standard of service to client needs.

Statement of
service
performance
(SSP)

Government departments, and those Crown entities from which the Government purchases
a significant quantity of goods and services, are required to include audited statements of
objectives and statements of service performance with their financial statements. These
statements report whether the organisation has met its service objectives for the year.
(http://www.ssc.govt.nz/glossary/)

Strategy

See Ownership
(http://www.ssc.govt.nz/glossary/)

Sub regional
collaboration

Sub regional collaboration refers to DHBs working together in a smaller grouping to the
regional grouping. Typically this is groupings of two or three DHBs and may be formalized
with an agreement e.g. Memorandum of Understanding. Examples include DHBs in the
Auckland Metropolitan area, MidCentral and Whanganui DHBs (CentralAlliance), Capital
and Coast, Hutt Valley and Wairarapa DHBs and Canterbury and West Coast DHBs.

Targets

Targets are agreed levels of performance to be achieved within a specified period of time.
Targets are usually specified in terms of the actual quantitative results to be achieved or in
terms of productivity, service volume, service-quality levels or cost effectiveness gains.
Agencies are expected to assess progress and manage performance against targets.
A target can also be in the form of a standard or a benchmark.

Values

The collectively shared principles that guide judgment about what is good and proper. The
standards of integrity and conduct expected of public sector officials in concrete situations
are often derived from a nation's core values which, in turn, tend to be drawn from social
norms, democratic principles and professional ethos. (http://www.ssc.govt.nz/glossary/)
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9.3 Midland Clinical Services Plan

Midland Region
Clinical Services Implementation Plan
2011/12

20 May 2011
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Note: This plan should be read in conjunction with the draft Annual Plans of the five Midland Region
District Health Boards along with their corresponding Māori Health Plans.
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INTRODUCTION
The draft Clinical Services Plan (CSP) submitted to the National Health Board ( NHB) describes a vision for the
future of health services in the Midland Region and provides a framework for DHB planning and acting
collaboratively on a regional basis. It does not prescribe radical changes in current patient flows or existing
configuration of hospital services. Rather, it focuses on how the region can work together to support
vulnerable services, to improve equity of access to regional services and to improve health outcomes across
the region as a whole.
With the submission of the draft Midland Regional Clinical Services Plan (MRCSP) to the National Health
Board, and subsequent feedback, the programme’s focus shifts to the following activities:
•

Actions to commence implementation of Priority Action Areas identified in the MRCSP and other
activities identified by the NHB.

•

Establishment of regional governance processes.

•

Working in partnership with the NHB, commence the development of a integrated Regional Service
Plan (RSP) to replace the District Strategic Plans (DSPs ) by 2012/13. This activity will occur
concurrently with the implementation of actions outlined in this plan, so effectively the programme
splits into two parts:
o Implementation of 2011/12 operational actions; and
o Strategic Development of more wide-ranging regional activity in 2012/12 and beyond.

CONTEXT
Regional Collaboration
There is significant collaboration in the Midland region already from a service development perspective (for
instance primary care, mental health, cancer, cardiac, trauma and renal services) through to an
infrastructure perspective (Information, Workforce, and Māori health). This implementation Plan prioritises
the work streams either currently in train or proposed to be established, and does not cover the exhaustive
range of regional clinical activity. It is first and foremost, a Plan of action around specific areas that clinicians
identified in the formulation of the MRCSP as priorities for action. However, this activity is scalable and the
networks established for these priority areas are able to be replicated in other service areas.
Health Targets
Due to the agreed scope in developing the MRCSP, this Plan does not have an explicit health target lens.
Achievement of health targets continues to be predominantly a local activity as evidenced in the Annual
Plans, although with the implementation of the Midland Health Network Trust business case in four of the
five midland regions, and EBPHA in the fifth, there is some sub-regional collaboration occurring in the
improvement of immunisation and diabetes targets. This plan outlines those targets where they relate to
the service areas identified (Diabetes and CVD). There is also a reference to targets in the Primary Care
section of this plan.
APPROACH TO IMPLEMENTATION
Transitional Period
This document presents a realistic, achievable 2011/12 Implementation plan. It doesn’t address the broad
range of strategic issues raised in the base Midland Clinical Services Plan such as aged care, diagnostics and
access to outpatient sub-specialty rates, in part because some of the work to address is occurring both at a
national level (aged care), sub-regional level (diagnostics) or local level (outpatients), and in part because the
Midland region is realistic about it can deliver on in the 2011/12 financial period. Therefore a common issue
does not necessarily need to be addressed regionally – unless there is value in doing so – and this
Implementation plan summarises those areas that the DHBs have chosen for Action in 2011/12.
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Significant activity on developing the strategic mid and longer term activity required to populate the 2012/13
and ultimately 2013/14 Regional Service Plans will commence as this implementation plan begins. This
activity will require joined up thinking and engagement across our DHBs and the wider sector from those
who fund services to those who are expected to operate and deliver them in primary, secondary and
tertiary settings. To ensure funding is appropriately agreed and committed this activity needs to occur well in
advance of the annual planning and budgeting cycle.
To this end, all regional activity within the scope of this programme will use robustly defined performance
measures (as specified for development in the 2011/12 period) in assessing the efficiency and effectiveness
of ongoing regional initiatives in 2012/13 and beyond. Furthermore, the necessary stakeholder engagement
required will be initially driven from the action groups outlined in this plan.
So successful delivery of the 2011/12 implementation plan will directly impact on the quality and content of
the 2012/13 RSP and DHB Annual Plans.
Areas of Focus
For 2011/12 the Implementation Action Plan focuses on areas where collaborative actions can lead to
improved service delivery, quality and viability. The areas are split across Service Priorities and
Infrastructure Priorities, as outlined in the table below.
Table 1: Service and Infrastructure Priorities
Service priorities

Infrastructure priorities

Maternity Services

Information for Clinicians

Renal Services

Building the Workforce

Cardiac Services

Māori Health

Primary Care with an emphasis on Rural Health
Cancer Control
Mental Health Services

Service Priorities
Six Service Priorities have been identified as requiring regional action to improve quality and strengthen
clinical services that have been identified as being vulnerable.
Clinical networks will be the primary vehicle through which change will be driven and delivered. This was
one of the key areas the RCSP identified in its plan development. Clinicians noted the need for clinical
networks to lead service improvement through the use of integrated patient pathways, common clinical
policies, and shared clinical audit programmes. Networks would help small FTE services to develop a
sustainable services plan to ensure quality and safety, with unsustainable local services transferred in a
planned way to regional locations or supported regionally. The six Service Priority Areas that will be led
through a strong clinical governance framework will be:
1. Renal Services: Disparate access issues and workforce vulnerabilities exist. Focus will be on
finalising, then implementing, new models of care to strengthen the services regionally.
2. Cardiology/cardiac services: Disparate access issues and workforce vulnerabilities exist, with a poor
interface across the continuum. The opportunity exists to make a difference to population health
outcomes and inequalities through a cardiology pathway that is strongly rooted across the
continuum of care from prevention through to specialist care, back out the cardiac rehabilitation.
This is a combination of existing regional work on cardiology/cardiac services, additional
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development in new initiatives such as HeartHealth, and Better, Sooner, More Convenient Care
cardiac service development programmes
3. Maternity Services: Maternity services are the lynchpin of acute services in provincial areas, and
obstetrics was clearly identified as a vulnerable service early in the development of this plan. There
are workforce issues across maternity services, and opportunities to strengthen quality
improvement activities regionally.
4. Primary Care Services: Because of the current transformational changes occurring in community
services, and the greater focus on integration with specialist services, primary care was identified as
an earlier priority area for regional action with a particular focus on rural health. There is a
significant role for the sector to address issues of acute demand, improved access to chronic care
services, seamless care across community services, and a greater choice for patients in how they
access their health care.
5. Mental Health Services: The objective of this workstream is to provide optimal treatment for
people with mental health conditions. As this network has existed for some time the initiative listed
in this plan continue to build on earlier regional activity.
6. Cancer Services: The Midland Cancer Network involves cancer continuum stakeholders working
across organisational and service boundaries to reduce the incidence; reduce the impact of cancer;
address inequalities with respect to cancer and improve the experience and outcomes for people
with cancer.
Each of the first four areas above has varying vulnerabilities which the Midland region believes can best be
approached and supported through regional collaboration. The last 2 areas – cancer services and mental
health services – have been incorporated into this Plan on the basis that they already form a substantive
component of regional activity and hence need to be incorporated into the RCSP framework.
Each of the Service Priorities would be supported by a strong multidisciplinary clinical network with a focus
on integrated patient pathways, common clinical policies, a potential shared workforce, and shared clinical
audit programmes.
Infrastructure Priorities
To improve financial and clinical sustainability, the Midland region has chosen three infrastructure areas to
focus on. Each of these areas will have their own work programme.
These are:
1. Information for Clinicians – this workstream will Implement the Midland region Information Services
Plan. This includes:
o

Implementing regional connectivity as a first phase of the Midland Connected Health
programme, allowing health service providers to exchange information and data securely.

o

Development of a Clinical Workstation Programme across the region will allow Clinicians to
have access to common tools.

o

The Medications Management Programme will include agreed region configuration/
architecture for ePharmacy.

A Clinical Data Repository with secure access to core clinical information will also be
developed.
2. Workforce – this work stream will address the changing models of care required to meet increasing
demand for health services, and address the most commonly raised issues across the region relating
to recruitment, retention and future sustainability of the workforce. Workforce development
activity underpins the collective response required to ensure access to quality, sustainable services
o
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across the whole region, and Midland DHBs share responsibility for planning and undertaking
forward-looking action on workforce development that minimises duplication.
3. Māori Health – A reduction in health inequalities must remain a core focus of regional work,
ensuring that DHBs pool their resources and understanding of how to reduce health inequalities, and
implements a monitoring plan to ensure health inequalities are addressed at all organisational levels.
Each of these priorities will have standalone work programmes that both inter-face with the Service
Priorities above, but also set a broader plan of action for improving regional infrastructure.
The development of action plans for each of the Service Priorities therefore presents an opportunity to
standardise terms of reference, development process and outputs. The work-plan in each service priority
areas will be informed by the work in the Infrastructure Priority areas. The same approach can then be
applied to further services in the future.
Service Change
There is nothing in this Implementation Plan that requires a service change process, given that the focus of
the Actions is on strengthening clinical networks and quality improvement initiatives in key priority areas,
and not specific service reconfigurations. As the clinical networks become established and developed multiyear work programmes, service configurations may result. These issues - should they arise - will be
addressed in the formation of the next iteration of the RSP.
Elective Services
Where there is a natural flow of service provision, the Midland region is moving towards greater integration
of each DHB's elective services. Purchasing appropriate regional volumes will allow sustainable service
development.
Service development will be supported by regional referral pathways, clinical networks and consistently
applied access criteria. Appropriate levels of service delivery will be supported in each DHB.
Individual DHBs will monitor the level of service provision delivered to their population. Both DHB of
Domicile and DHB of Services will work together to manage referrals.
GOVERNANCE AND DECISION-MAKING
Regional Principles
A series of principles designed to facilitate regional decision-making was developed in 2009 for the MRCSP
refreshing earlier work. These principles are central to effective decision making in the development and
implementation of the Midland Regional Clinical Services Plan and further regional actions.
1. Regional Services will be delivered according to the following criteria:
a. Tertiary
b. Vulnerable
c. More cost effective and sustainable to do regionally
2. Secondary services are provided from domicile DHBs unless an alternative delivery option is
demonstrated to be the most clinically appropriate, sustainable and cost effective solution including
financial and non financial transition costs. Sustainability considerations include financial, clinical and
workforce considerations.
3. Waikato DHB will be the main provider of tertiary clinical services in the Midland region but
individual DHB’s may have other historical arrangements.33
4. Tertiary clinical services should not be duplicated across the region unless development of satellite
services are demonstrated to be the most appropriate sustainable and cost effective solution.
33

Over time some services currently delivered in a tertiary setting will be able to transition to a secondary setting due to advances in technology .
These principles do not preclude Midland DHBs for offering these types of services in the future as the setting changes.
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5. Corporate services should not be duplicated unless local services have demonstrated to be the most
sustainable and cost effective solution.
6. Clinical Alliances will provide evidence based clinical leadership in determining the most appropriate
service configuration for the Midland region.
7. Equity of access to regional services.
8. Secondary and tertiary care is acknowledged as episodic in response to short term higher health
needs. Primary and community care provides ongoing care in response to change in health needs
over the course of an individual’s lifetime.
9. All DHBs will have input into the development of Regional Service Plans.
10. Funding prioritisation for local services remains a local DHB responsibility34.
11. Funding prioritisation of Regional Services will be regionally determined.
Regional Decision-Making Framework
The framework illustrated in Figure 1 below will require terms of reference to be developed for each group
including the Regional Chief Executives and Chairs Group.
Figure 1: Regional Decision-Making Framework

Governance Structure for Work Programmes
Individual Service Priority Groups will have a mix of people who are service-specific from a clinical
perspective and managerial from a broad scope of expertise such as CIOs, GMs HR. The managerial
appointments will form the core of the revised steering group that will sit above these four Service Priority
Groups. As for the MRCSP, membership will be across the region. Where these groups are already formed,
the clinical leader has been identified in the action plan. For some services the clinical lead is a generalist
such as a Chief Medical Advisor; the intention is to pass leadership onto specialists for each service
wherever this is possible as the network develops. The projects are not being led by specific DHBs or Chief
34

Further discussion needs to be had on what remains a local service and what becomes a regional service
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Executives. At stated each of the projects will be led by the Chair of the Clinical Networks – some of which
are currently being established to oversee the implementation plans. Over the top of that, will sit a
governance group made up of key clinical and managerial staff within DHBs and primary care.
The development of a Midland shared service agency (HealthShare) for back-office functions is progressing
well through the Midland Regional Cooperation Project. An interim structure for HealthShare has been
approved from 1 July and this includes a planning function to progress the current and future regional
plans.
Dispute Resolution Process
In the Midland Region, the dispute resolution adopted is as follows:
•

The region operates a consensus model.

•

In the first instance, issues should be resolved by the appropriate group and level, and in the
absence of that, that the matter goes up a level

•

existing structures will be used wherever appropriate - there is no special disputes group

•

If a dispute is escalated to the level of the Chief Executives Group and no resolution can be reached
then it goes to the five Midland DHB Chairs Group.
If the DHB Chairs can't reach consensus then the dispute goes to the National Health Board for
resolution

•

OTHER KEY ISSUES
Capital
The Regional Asset Management Plan (2009) remains the central Capital Planning document for the Midland
region. As the need arises to change models of care from clinical consideration of different service options,
the RAMP will be updated to reflect these service changes. As the year one implementation of action plans
is focussed on initial clinical engagement and evaluation of current models, there are no significant changes
to the figures provided in the RAMP. The RAMP will be revised when the capital impact of any changes in
service design or configuration is known.
Risk Management
Table 2: Key risks identified and mitigation strategies
Risk

Mitigating action

1.

NHB feedback requires extensive rework
in a short time frame

CEs meeting with NHB face to face to discuss feedback and timing

2.

Lack of agreement / endorsement by
individual DHBs on action plans leads to
only superficial changes to services

Continue to keep stakeholders engaged (Boards and CEs). Ensure
understanding of legislative and NHB requirements . Explore subregional options for implementation of individual services.

3.

Not enough time resources available
from key individuals to develop and
action any real change

Understand developing resource need as implementation
develops and address accordingly; seek CEs/Clinical endorsement
on the importance of this work.

4.

Detailed plans are developed and costed
but are ultimately rejected by CEs

Ensure the scope and TOR for each action group understood by all
parties; regular progress report to CEs asking for general
endorsement as workplans develop.

5.

Action Plans are developed but do not
have clinical endorsement

Ensure clinicians in each clinical service are well briefed by the
group as planning develops and are given the opportunity to
contribute
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Risk

Mitigating action

6.

Time is wasted by ‘starting from scratch’
in developing action plans

The framework developed for the MRCSP is employed, clear terms
of reference, experience action group members, thorough
evaluation of earlier work completed on regional service plans,
implementation and local vulnerable services plans ( rural health )

7.

Implementation is unsuccessful due to
financial constraints

Prepare a resourcing document including financial and time
commitments for acceptance and endorsement by CEs. Include
clear costs and timeframe

8.

Proposals reached have low community
acceptability

Manage the communications process. Ensure community
stakeholders are included as the plans develop

Process for Monitoring and review
A performance management framework is integral to the RCSP’s success. Every Priority Area will develop
a standardised reporting framework to feedback progress against the implementation plan on a monthly
basis through to the RCSP Steering Committee, and then on to CEs/Chairs. Any risk issues identified
(including slippage of timeframes) will be reported through this mechanism.
Funding implications
Each of the workstreams may, through the process of implementing their action plans, identify projects or
initiatives that may in effect require regional investment. A standardised process to ensure these funding
proposals are escalated through the right channels (i.e. clinical forums, regional DHB executive forums
including GM Planning and funding), and then through to the RCSP Committee will be developed.
It is important to refer back to the principles, that work driven through the RCSP is cost-neutral where
possible, and the purpose of the action plans are in essence to drive both clinical suitability and financial
viability in the Midland DHBs.
PERFORMANCE FRAMEWORK
This section of the report outlines our approach to monitoring our progress against implementation of this
plan.
We have adopted an intervention logic perspective in order to identify how we will measure the impact of
our actions on key outcome areas. Each of the action groups will be tasked with developing service specific
performance measures as an early deliverable of the programme. This process will be led by the clinicians in
each service area and will be informed by and aligned with any national initiatives. This will ensure the no
duplication occurs and the measures developed are fit for purpose. Planned dates for this work being
completed are outlined in each service action plan.
Conceptual framework
Figure 2 below shows the intervention logic model applied to our approach to implementing and monitoring
the service related regional collaborative programmes.
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Figure 2: Intervention logic model

Each service programme contributes to the over-arching vision for the region in accordance with the regional
framework presented at figure 2 overleaf.
Overview of information provided
In the six tables following figure 2, we have described the activities that will be taken for each service priority
area within specified timeframes. We identify the impact areas that each of the activities maps to and
provide clear specification of how the impact will be measured.
Detailed targets will be developed in conjunction with local DHB analytical expertise for inclusion in the next
iteration of this document.
We then provide an outline of key actions in relation to the three supporting infrastructure priority areas.
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Figure 3: Over-arching performance framework
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Area 1: Maternity services: Clinical Lead: Jeremy Gasson, Clinical Director Waikato DHB
Objective: Address issues associated with low critical mass in smaller DHBs, lack of measurement of clinical outcomes, and inequality of access to specialist care.
Area 1: Maternity services
Summary of key actions 2011/12

To achieve these medium term impacts….

To contribute to these 5-10 year outcomes

 Appointment of regional clinical network- The Action group
which sits at the core of this emerging network and meets
monthly commenced meeting in Mat 2011. While primary
maternity services are beyond the remit of DHBs to manage and
are not the driver of the vulnerability in this service, this group
includes representation from both hospital based midwives and
independent Lead Maternity Carers ( LMCs ) as they are seen
as vitial partners in the devlopment of the services along with
obstetricians and other clinical collegues. If primary maternity
services were devolved to DHBs we would consider this in out
years. Consumer representatives will beidentified added to this
group in the first quarter of the 2011/12 year.
 Develop a regional work programme to support the
Implementation of the National Quality standards within current
financial constraints
 Develop regional workforce plans including midwifery within
current financial constraints
o
Establish regional locum pool (evaluate current national
initiatives first),
o
Examine feasibility of staff rotations through smaller
hospitals as part of RMO training. The intent is to provide a
training package that ensures trainees are exposed to a
wide variety of clinical tasks while providing support across
the region particularly in the smaller secondary hospitals.
o
Create a virtual resource hub containing educational
material, and network member details; and in addition seek
to provide common training opportunities using the training
resources available across the region.
 Develop a Performance Framework to measure clinical network
improvements

The regional clinical network implements strategies to
support DHBs with recruitment / retention difficulties
associated with insufficient critical mass, leading to:
 1i: Improved recruitment and retention of maternity staff in
smaller DHBs;
 1ii: Improved quality and safety of maternity services
through a more stable workforce, use of regional
approaches to credentialing, development of integrated
clinical pathways across DHBs and providers (eg
management of higher risk pregnancies) and more active
monitoring of performance through regional clinical audit
and related activities;
 1iii: Improved financial performance of maternity services
associated with lower use of locums and reduced crisis
management.
 1iv: Create a region wide training experience for trainees
allowing them to experience the opportunities available in
both larger tertiary and smaller provincial facilities while
remaining part of a region wide collegial network.

Over time these initiatives lead to:
 1A: Improved clinical outcomes through safer
maternity services
 1B: Reduced disparity in clinical outcomes for
maternity services between population groups resulting
from consistent credentialing and regional clinical
pathways;
 1C: Improved financial and clinical sustainability of
maternity services resulting from a stable workforce and
measurably consistent clinical quality.
 1D Retention of clinical trainees within the Midland
Region reducing the reliance on Locums and IMGs.

..to deliver these milestone outputs in 2011/12

….measured by…

….measured by…
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 1a: Regional clinical network established with Terms of
Reference approved by July 2011
 1b: Regional work programme on implementation of National
Quality Standards approved by Sept 2011
 1c: Regional workforce plan developed by Dec 2011
 1d: Regional locum pool established
 1e: Decision taken regarding staff rotations through smaller
hospitals and if agreed, implementation plan developed
 1f: Performance framework to measure clinical network
improvements developed by Sept 2011 in alignment with those
required in the National Quality and safety programme to ensure
no duplication or inconsistencies arise. The action group will
ensure this alignment by seeking close engagement with the
team driving the national work programme. The intent is to avoid
regional initiatives developing in isolation from key national
initiatives.

 1i: Trend analysis of workforce data (against baseline
2010) e.g: no of open positions; length of time positions
have been open; time to hire; turnover; length of service; &
IMGs, and employee satisfaction; increased attendance at
CME for non-DHB employees.
 1ii: Trend analysis of clinical intervention rates (e.g.
caesars, forceps, episiotomy etc); % breast feeding on
discharge; hosp readmissions of mothers and babies; and
analysis of Apgar scores.
 1III: Reduced spend on locums across the region,
compared with baseline from 2009

1A and 1B: Trend analysis of clinical outcome measures
such as: reductions in peri-natal and neonatal mortality
and morbidity rates, including analysis by population
groups and geographic areas.
 1C:
- Continued provision of services at outlying DHBs
without safety issues
- Reduced use of locum/provisionally registered staff
- Cost per birth in line with national average

 1g Link in via IT colleagues at the infrastructure level with the
shared maternity record project. This is already on the list of
initial tasks for the action group to address and ensure clinical
representation and input.
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Area 2: Primary Care services. Clinical representatives to be provided from each of the BSMC business case groups
Objective: Address issues of acute demand, achieve improved access to chronic care services, implement seamless care across community services, and provide
greater choice for patients in how they access their health care.
Area 2: Primary Care services
Summary of key actions 2011/12
..to deliver these milestone outputs in 2011/12
 2a: Midland Community Services Leadership Forum
established with Terms of Reference approved by Aug 2011
 2b: Regional rural health network established by Sept 2011
 2c: Implement Y1 primary care priorities from RISSP by Jul
2012
 2d: Quarterly throughout 2011/12.

To achieve these medium term impacts….
….measured by…
 2i. Achievement of planned improvements in health targets
(see target table)
 2ii: Achievement of target GP: population ratios
 2iii: Development shared clinical pathways.
 2iv: Reduced COPD, CHF and respiratory admissions

To contribute to these 5-10 year outcomes
….measured by…
 2A and 2B: Trend analysis of clinical outcome
measures such as: ambulatory sensitive
hospitalisations, including analysis by population groups
and geographic areas.
 2C: Reduced use of locum/provisionally registered
staff, and lower IMG ratios
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Area 3: Cardiac services. Clinical Lead: Gerry Devlin, Clinical Director Waikato DHB
Objective: The opportunity exists to make a difference to population health outcomes and inequalities through a cardiology pathway that is strongly rooted
across the continuum of care from prevention through to specialist care, back out the cardiac rehabilitation.
Area 3: Cardiac services
Summary of key actions 2011/12
 Appointment of a regional clinical cardiac network and terms of
reference to oversee the Implementation Plan
 Implement the recommendations of three BSMC business cases
for improving management of cardiac disease that will focus on:
Improving access to screening, assessment, diagnosis and
treatment services for people with Cardiovascular Disease
- Implement integrated Clinical Pathways / Guidelines for
people with Cardiovascular Disease or at risk of developing
Cardiovascular Disease across primary and secondary
services
- Develop service delivery alternatives and innovations for
people who are at risk, disengaged or who have significant
barriers to services
- Reduce inequity and improve access to tertiary coronary
services through: annual monitoring of intervention rates;
implementation of regionally agreed protocols; increased
funding to meet national equity targets; and improved equity
of access to effective cardiac rehabilitation services.
 Develop a Performance Framework to monitor service
improvements
-

To achieve these medium term impacts….
The regional network drives change across the continuum,
with an emphasis on measurement against best practice,
leading to:
 3i. Increased access to cardiac risk assessment and risk
modification services in primary care
 3ii. Changes in referral and management approaches to
bring them closer to evidence based practice (through the
development, implementation and audit of shared regional
clinical pathways across primary and secondary care)
 3iii. Reduced inequity of access to cardiac tertiary
services
 3iv. The ability to monitor our improvements both clinically
and financially

To contribute to these 5-10 year outcomes
Over time these initiatives lead to:
 3A: Reduced incidence of Cardiovascular disease
through Primary Prevention
 3B: Reduced incidence of Cardiovascular disease
through Secondary Prevention
 3C:Improve patient cardiac outcomes
 3D: Reduced cardiac mortality
 3E: Reduced disparity in clinical outcomes between
population groups resulting from consistent regional
clinical pathways and clinical audit against those
pathways

 Implement the agreed Regional Bariatric Surgery plan; COOs
have this detail – June 2012
 Align project governance and work programmes between
MRCSP and Midland Acute Coronary Syndrome (ACS) project
..to deliver these milestone outputs in 2011/12

….measured by…

….measured by…
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 3a: regional cardiac network established by July 2011
 3b: BSMC business case recommendations implementation
commenced by June 2012
 3c: implement a coordinated approach to equitable access to
tertiary coronary services by June 2012
 3d: Develop a performance framework by October 2011

 3i: DHBs meet their AP 2011/12 health targets with respect
to CVD and diabetes (see table below)
 3ii: & iii: trend analysis of changes in referral patterns.
 3iv: Development, implementation and monitoring of
measures of service improvement to drive 2012/13 RSP &
out year accountabilities.

 3A-E: Trend analysis of clinical outcome measures
such as:
- Age adjusted CVD risk scores
- CVD morbidity and mortality rates
- Rates by geographic and ethnic group

 3e: deliver the ACS project before 30 June 2012 to allow it to
inform the discussion as to future service configuration.
Key objectives are:
- To develop coherent regional clinical cardiac
governance processes
-

To address efficiency issues in getting secondary
patients in the region into tertiary care

-

To address equity of access and prioritise
implementation approaches on districts with poorest
access

-

Determine the secondary and tertiary providers capacity,
potential efficiency gains and develop approaches to
maximise use of existing resources across the region

-

To determine measurement indicators that demonstrate
effectiveness of deliverables/products of project

-

To determine cost implications and funding streams if
capacity needs to increase

 XX bariatric interventions
 Heart Health pilot – in Lakes and Tairawhiti
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Regional cardiac targets 2011/12 against 2008/09 baseline
Regional Volumes - Vulnerable Services
Cardiac

Measure

BOP

Lakes

Tairawhiti

Taranaki

Waikato

TOTAL
2008/09

BOP

Lakes

Tairawhiti

Taranaki

Waikato

TOTAL
2011/12

Planned
Increase

Cardiology Inpatient Discharges - Acute
Cardiology Inpatient Discharges - Elective

Discharge
Discharge

1,664
291

227
159

90
75

344
275

3,184
441

5,509
1,241

2,210
561

250
220

107
74

311
467

3,356
649

6,234
1,971

13%
59%

Attendance

581

329

50

550

1,246

2,756

1,118

253

165

740

1,635

3,911

42%

Discharge
Discharge

3
7

40
38

17
17

23
21

165
113

248
196

95
100

59
53

25
22

28
51

222
130

429
356

73%
82%

Cardiothoracic - 1st attendance

Attendance

58

25

10

26

121

240

121

39

17

24

139

341

42%

Cardiothoracic - Subsequent attendance

Attendance

38

17

3

6

145

209

46

21

4

3

149

224

7%

Cardiology - 1st attendance
Cardiothoracic - Inpatient Services (DRGs) - Acute
Cardiothoracic - Inpatient Services (DRGs) –
Elective

Actual 2008/09 Volumes

Unit of

Planned 2011/12 Volumes
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Area 4: Renal services. Clinical Lead Tom Watson, Chief Medical Advisor
Objective: Develop & implement new facilities and new models of care to address disparate access and workforce vulnerability issues.
Area 4: Renal services
Summary of key actions 2011/12
 Appointment of a regional clinical renal network and terms of
reference to lead renal service development, and in particular to:
-

-

Develop and implement shared clinical protocols and
pathways to improve the primary and secondary care
interface
Develop a Performance Framework to establish clinical
network gains

 Improve regional capacity to treat patient with renal disease,
and address local capacity issues by:
-

Implementing new in centre dialysis services at Waikato
hospital, including development of a new dialysis unit

-

Establishing a new incentre dialysis service at Whakatane
Hospital

To achieve these medium term impacts….
 The clinical leadership and clinical governance provided
by the network will:
-

Increase renal service capacity (physical and workforce)

-

Improve access to services across the region with
higher intervention rates for renal services than in
previous periods

 Reduce within region disparities in access to renal services
 Result in more integrated approaches to best practice
across primary and secondary care – particularly in
relation to treatment of early renal disease in primary care
settings.
 Enable monitoring of actual performance against
guidelines

To contribute to these 5-10 year outcomes
Over time these initiatives lead to:
 4A: Improved clinical outcomes through optimal
treatment of early stage renal disease and management
of fully developed disease – resulting in increased life
expectancy for renal patients
 4B: Reduced disparity in clinical outcomes for renal
services between population groups and DHB areas
4C Piloting of more cost effective treatment options –
such as supported dialysis.

 Manage current capacity issues through the trial of alternative
forms of supported dialysis in Whakatane and then at Tairawhiti
..to deliver these milestone outputs in 2011/12
 4a: Regional clinical network established with Terms of
Reference approved by October 2011.
 4b: Develop shared clinical management protocols by July
2012.
 4c: Performance framework to measure clinical network
improvements developed by January 2012.
 4d: New Waikato facility developed by Dec 2011.
 4e: New Whakatane facility developed by June 2012.

….measured by…
 4i: Increase in regional incentre dialysis stations from x to y
 4ii: Increase in numbers of patients receiving dialysis from
x to y
 4iii: Reduce disparities in access – bringing Tairawhitit and
Whakatane closer to regional mean (see table below)
 4iv: Ability to show compliance with agreed clinical
pathways

….measured by…
 4A: time on dialysis to death
 4B: trend analysis of clinical outcomes between
population groups
 4C: cost of renal services per person relative to
national average.
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Regional Renal Targets 2011/12 against 2008/09 baseline
Regional Volumes - Vulnerable Services
Renal

Unit of
Measure

BOP

Lakes

Tairawhiti

Actual 2008/09 Volumes
Taranaki

Waikato

Actual
2008/09

BOP

Lakes

Tairawhiti

Planned 2011/12 Volumes
Taranaki

Waikato

Planned
2011/12

Planned
Increase

Renal Medicine - Inpatient Services (DRGs) - Acute
Renal Medicine - Inpatient Services (DRGs)
Elective

Discharge
Discharge

44
0

129
3

46
3

28
0

569
20

816
26

208
5

94
6

67
4

32
1

630
31

1,031
47

26%
81%

Renal Medicine - 1st attendance

Attendance

200

59

44

144

302

750

202

60

69

180

295

806

7%

Renal Medicine - Subsequent attendance

Attendance

774

454

309

1,193

2,301

5,030

1,194

459

307

600

2,403

4,962

-1%

Renal Medicine - Recurrent home based CAPD

Clients

687

293

1

293

1,056

2,329

665

449

287

300

1,388

3,089

33%

Renal Medicine - CAPD Training

Clients

18

14

8

13

64

118

24

18

6

6

60

115

-2%

Renal Medicine - Recurrent home based
Haemodialysis

Clients

219

186

0

50

415

870

165

192

65

84

412

918

6%

Renal Medicine - Haemodialysis Training

Clients

2

2

0

0

9

13

4

4

8

4

11

31

132%

Renal Medicine - Incentre Haemodialysis

Attendance

2,134

1,807

227

5,364

15,198

24,729

4,407

3,744

417

4,845

12,351

25,764

4%
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Area 5: Cancer services: Clinical Lead: Dr Charles de Groot , Clinical Director
Objective: Implement collaborative action to reduce the incidence and impact of cancer, and to reduce outcome disparities between population groups and DHB
areas.
Area 5: Cancer services
Summary of key actions 2011/12

To achieve these medium term impacts….

To contribute to these 5-10 year outcomes

 Implement first stages of the Midland Radiation Oncology
Services Plan 2010-2020
 Complete devt of Midland Medical Oncology Plan/oncology
pharmacy model of care & implement within available funding
 Support Tairawhiti DHB tertiary cancer review findings
 Implement recs of lung cancer elective service review
 Implement recs of bowel cancer elective service review
 Implement 1st stages of Midland Palliative Care Services Plan
 Implement infrastructure reqs to improve access to MDMs
 Host national lung cancer work group developments, inc lung
cancer service framework and standards for MD teams

 5i. Ensure timely access to radiotherapy
 5ii. Ensure timely access to medical oncology and
chemotherapy treatment and develop capability for oncology
indicator audit
 5iii Streamline Tairawhiti DHB cancer patient journey
 5iv. Streamline lung cancer journey to improve timeliness and
increase multidisciplinary (MD) involvement
 5v. Streamline bowel cancer journey to improve timeliness
and increase MD involvement
 5vi. Increased provider compliance with the Liverpool Care
Pathway

Over time these initiatives lead to:
 5A: Improved clinical outcomes through more
timely access to best practice therapies.
 5B: Reduced disparity in clinical outcomes through
the use of consistent pathways and measurement of
compliance with key process steps.
 6C: Improved financial sustainability through
earlier detection and greater multi-disciplinary
involvement leading to more evidenced based
treatment decisions and better cure rates.

..to deliver these milestone outputs in 2011/12
 5a: Meet Cancer work-plan timelines – see attachment below
 5b: Refer to the Midland Cancer Network 2011-12 Work Plan
for detail relating to key actions outlined above. The work
plan aligns with the Midland Cancer Network Strategic Plan
2009-2014 and the National Cancer Work Programme
priorities

….measured by…
 5i: 100% patients requiring radiotherapy treated within 4/52
 5ii: 100% patients requiring chemotherapy are treated within
4/52 from decision to treat
 5iii: Number TDH patient journeys involving >2 providers.
 5iv: Lung cancer compliance rates:
- % lung patients achieve 2/52 wait - receipt initial referral to FSA
- % lung cancer patients that achieve 62 day wait – receipt of initial
referral to first anticancer treatment
- % lung cancer patients presented at MD meeting

….measured by…
 5A: 5 year survival rates for lung cancer, bowel
cancer, breast cancer and prostate cancer
 5B: reduced difference in survival rates between
DHBs
 5C: cost of cancer care versus NZ norms (age,
gender and ethnicity adjusted)

 5v: Bowel cancer compliance rates:
- % colonoscopy Cat1&2 referrals that receive procedure within 2 or 6
weeks
- % bowel ca patients that meet 28 wait from diagnosis to first
anticancer treatment
- % bowel cancer patients presented at MD meeting

 5vi: 85% targeted sites implemented Liverpool Care Pathway
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Area 6: Mental health Services. Clinical Lead: Eseta Nonu-Reid, Programme Director
Objective: Provide optimal treatment for people with mental health conditions.
Area 4: Renal services
Summary of key actions 2011/12

To achieve these medium term impacts….

To contribute to these 5-10 year outcomes

 Continue to implement the Midland Regional Eating Disorders
Strategic Plan 2009-2015
 Commence implementation of the Midland Co-existing Problems
Strategic Plan 2010-2015
 Commence Midland Mental Health and addiction Needs
Assessment
 Continue to progress the Midland Mental Health and Addictions
Workforce Development Strategic Plan 2011-2014
 Implement child and youth continuum of care project

 6i: Midland consumers with eating disorders have access
to specialist eating disorder services and are not placed
inappropriately in mental health acute units.
 6ii: Consistent regional approach to management of
coexisting disorders
 6iii: Programmes better tailored to meet consumer needs
in relation to addictions
 6iv: Develop a more sustainable clinical workforce by
2014
 6v: Children and youth receive best practice treatment
without being dislocated from family

 6A: Reduced impact of eating disorders on Midland
population
 6B: Reduced impact of coexisting disorders on Midland
population
 6C: Reduced prevalence of alcohol and drug related
conditions / less harm associated with A&D conditions
 6D: Reduced waiting time for access to services
(associated with a stable workforce)
 6E: Reduced impact of childhood mental health issues
on Midland population

..to deliver these milestone outputs in 2011/12
 6a: Clinical pathways agreed with Auckland Regional Eating
Disorders service, Thrive residential service, and & Starship
Hospital by June 2012
 6b: National CEP training is co-ordinated, delivered and
evaluated in each Midland district, and regional agreement
reached on CEP levels of competencies by Dec 2011
 6c: Utilisation tables are refreshed to included NGO PRIMHD
data by June 2012
 6d: 100% achievement of 2011 - 12 workforce development
objectives
 6e. SLA agreed with ADHB family unit, and alternatives to Child
Youth inpatient beds being provided out of area identified by
December 2011

….measured by…
 6i: Eating disorders: access rate for Midland DHB patients
against budgeted funding
 6ii: Comparable access criteria applied regionally
 6iii: Information on addiction needs available to inform
service response.
 6iv: reduced staff turnover and decrease in vacant roles.
 6v: % reduction in the number of Midland DHB young
people (17 years and under) admitted to adult mental
health inpatient units

….measured by…
 6 A ,B, C: Trend analysis of admissions and LOS for
each condition
 6D: Trend analysis of waiting times to access services
 6E: Reduced numbers of bed days of children and
adolescents in out of region specialist units.
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INFRASTRUCTURE PRIORITY AREAS
Infrastructure priority one: Information systems
Objective: To deliver an integrated shared care solution across primary and secondary health care providers in the Midland region35 by 30th June 2014.
The Midland Region Information Services Plan (MRISP) was developed concurrently with the MRCSP and consequently the two documents are aligned. The MRISP
supports the Midland Region Clinical Services Plan (MRCSP), the National Health IT Plan, the Midland Better Sooner More Convenient (BSMC) initiatives and the
clinical and business service needs of the region over a four year period.
The MRISP describes the core components and work streams, and their associated initiatives, which will be required to achieve the stated shared care goal. While
revised structures and processes in the sector are still emerging, the MRISP outlines at a high level the activities and the priorities of those activities, to be carried
out, noting that specific funding, workforce capability and business process decisions will be required for a successful implementation and delivery of the business
and clinical benefits. The detail of these decisions and the processes to achieve them will be refined and further developed as specific solutions are agreed.
The MRISP supports the Clinical Services Plan in three areas. Firstly, it supports the collective activities defined for each of the six focus areas; secondly, it supports
the priority services identified within the plan; and lastly it develops the regional IT infrastructure required.
These activities are described in the Future Vision section of the “Providing robust information for clinicians” focus area within the MRCSP (section 5.5), with initial focus
as follows:
o
o
o
o
o
o
o
•
•
•

A shared repository of laboratory tests
A shared repository of clinical events, such as radiology records
Full implementation of a regional electronic discharge and referral protocol
Support for common development of clinical pathways across the region
Decision support systems
Sharing of records between primary care and secondary care
Development of a clinician led oversight group to ensure that progress is made

Over the medium term (five years) – four DHBs will be using same product (ISoft)
Efforts must be made to explore the integration between hospitals and primary care, and development of a single clinical workstation is a strong
possibility.
There is a single point of co-ordination and articulation of priorities, with appropriate regional resourcing for health information projects
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Implementation of the MRISP is achieved through six programmes of work.
• Clinical Data Repository Programme
• Clinical Workstation Programme
• Medications Management Programme
• Integrated Patient Care Programme
• Business Intelligence Programme
• Midland One Health Programme
Each of these programmes of work has defined goals that support the Midland IS Goal. The link from the regional clinical services and national IT visions, to the
June 2014 Midland IS Goal and the supporting programmes of work can be represented as shown in the schematic below.
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Midland Clinical Services Plan: Future vision for 2021
National Health IT Plan
To achieve high quality health
care and improve patient
safety, by 2014 New
Zealanders will have a core set
of personal health information
available electronically to them
and their treatment providers
regardless of the setting as
they access health services

A: All health practitioners will have online access to the clinical records that they need
B: There will be a shared desktop and a shared repository of electronic health records.
C: Mobile access will be taken for granted
D:Privacy safeguards and audits will be in place, but will not restrict access for clinical purposes.
E: Future changes to information systems will be rolled out evenly across all DHBs
F: Comprehensive implementation of a patient management system to support shared care
G: The “one health” vision in Connected Health will have been achieved and refined.
H: Videoconference and other telehealth facilities to support home based and rural health services.
I: Information and systems will be in place to support priority services
J: Shared databases are in place to support analysis and reporting of outcome measures

Midland IS Goal
An integrated shared care solution across primary and secondary health care providers in the Midland region by
30th June 2014

Clinical Data Repository
Goal
All health practitioners have
timely access to core clinical
information.

Clinical Workstation Goal
Standard user interface for access to
clinical information and tools defined
and being rolled out across Midland.

Clinical Data Repository Goal
Support for standards that provide
NZers access to their core health
information.

Integrated Patient Care Goal
Integrated patient care solution
rollout in progress within the
region.

Medications Management Goal
Standardised Medication
Management systems implemented
across the region.

Business Intelligence Goal
Access to a core set of
information and standard reports
ffor effective planning and
management of health services
are utilised across Midland.

Midland One Health Goal
All users can collaborate, contribute
and consume information services in
a trusted and secure environment.
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Specific MRISP Goals
By June 30th 2012 we will have:
• Regional access to laboratory results, discharge summaries, referrals, medications and primary care information related to priority services.
• A hospital pharmacy system, based on a regional configuration, implemented in all Midland DHBs.
• Electronic referrals and discharges implemented across the region.
• A secure and trusted data network ‘Midland Connected Health” linking 98 health service sites in the region and 90% of health service delivery
locations through high speed broadband and/or mobile connections.
• A single login for users of the regional IT services delivered through Midland Connected Health.
By June 2014 we will have:
• Regional access to clinical data extended to a full set of core clinical information including radiology reports and images, clinic letters, other
diagnostic results and other patient documentation.
• A standard regional Clinical Workstation user interface for access to all clinical information and tools is defined and being rolled out across Midland.
• An integrated medication management solution implemented across the region.
• DHB and Primary Care managers, analysts and clinicians with access to information and tools to support health service planning and management.
• A secure and trusted data network ‘Midland Connected Health” linking all health service sites in the region.
• The ‘One Health’ environment where all users can collaborate, contribute and consume information services with each other in a secure and
trusted environment.
A single login capability, aligned with national standards, available for users across a wider set of systems in Midland region.
The work plan, which has already commenced in the 2010/11 Financial Year, is outlined in the following table:
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Midland IS Implementation Plan workstreams and timetable
Jan 2011

Programme
start

Jun 2011

Regional
Laboratory
Results
repository
implemented

Jan 2012

Jun 2012

Jan 2013

Jun 2013

DHB Clinicians
and GPs have
access to core
clinical
information

DHB Clinicians and
GPs have access to
prioritised core
clinical information

Programme
start

Programme
start

Programme
start

All health
practitioners
have timely
access to core
clinical
information

Support for
standards that
provide NZers
access to their
core health
information

Clinical Data
Repository
Programme

Standard user
interface defined

Clinical
Workstation
Programme

Hospital
Pharmacy
solution
implemented
across all DHBs

Hospital and
community
ePrescribing
implemented
within the
region

Standardised
Medication
Management
systems
implemented
across the region

Medication
Management
Programme

Integrated
Patient Care
Business Case
complete

Integrated
Patient Care
solution design
complete

Integrated Patient
Care solution
rollout in progress
within the region

Access to a core set of
information and standard reports
for effective planning and
management of health services
are utilised across Midland.

Programme
start

Major health
service sites
connected in a
secure and
trusted
environment

Jun 2014

Standard user interface
for access to clinical
information and tools
defined and being rolled
out across Midland.

Programme
start
Medicine
Reconciliation
SMM pilot
completed

Jan 2014

Users only
Secure internet,
require a single videoconferencing
login to access and secure e-mail
regional services
available

Regional hosting
centres utilised
to provide
disaster recovery

All users can collaborate,
contribute and consume
information services in a
secure and trusted
environment

Integrated
Patient Care
Programme

Business
Intelligence
Programme

Midland One
Health
Programme
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Infrastructure priority two: Māori Health: Led By Midland GMs Māori Health
Objective: reduce or eliminate health disparities between Māori and non-Māori.
Māori in the Midland region have much higher mortality rates at all ages than non-Māori. There are financial as well as social justice imperatives to achieve
parity of health outcome for Māori. If Māori moved to the same utilisation rates as Non-Māori, the region would see a reduction of about 7% of
caseweights below the levels otherwise expected. The capitalised value of this health gain is $600 to $700 million over ten years.
Health services may not in themselves be able to eliminate the gap, but decisive regional action in the following areas can have a major impact on health
disparities:
• Ensure that Māori/Iwi actively participate in decision making at all levels of regional clinical service planning, funding, projects, initiatives, service
delivery and monitoring;
• Support the development of a regional clinical services action plan for Māori health. Improve Māori access to cardiovascular risk assessment and
treatment;
• Reduce Māori smoking rates;
• Pilot Whānau Ora programmes focusing on Mothers and babies and long term conditions, in alliance with the Māori PHO Coalition; and
• Invest in kaupapa Māori primary care services within the Midland region.
For 2011/12, Māori Health Plans have also been developed at a local level. While the targets contained within those documents are locally focussed, the aims
outlined above are incorporated within them.
The Midland DHBs are already working together in areas such as tobacco control, and Māori mental health. The indicators listed below represent further
areas of collaboration.
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Regional Priority

Indicators

Number of tertiary cardiac interventions

Cardiovascular disease

Acute rheumatic fever hospitalisations (6 monthly)

Rationale
1. Despite higher burden of mortality and morbidity from CVD Māori
do not access tertiary interventions at a higher rate.
2. Access to tertiary cardiac services is constrained by distance;
utilisation may be lower for DHBs which are more distant from
Waikato Hospital.
1. Both initial and recurrent episodes of ARF affect Midland DHB
Māori at high rates.
2. Economies of scale in ARF prevention and management
interventions can be achieved by working collaboratively across
the multiple DHBs.
3. The Public Health Unit serving BOPDHB and Lakes DHB has
overseen the implementation of several ARF initiatives; the
resources, knowledge, and results of these initiatives are
transferable into neighbouring DHBs.
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Infrastructure: Māori Health
Summary of key actions 2011/12
 Ensure Māori actively participate in the Midland Region clinical
governance group
 Report against the ongoing implementation of “Kia ora Hauora”
the Midland region Māori health workforce development initiative
 Commission from the cardiology network in conjunction with the
primary care advisory group, a costed regional strategy to
achieve CVD screening of 80% of the high need population
within 5 years. 2010/11 Quarter 2 results for Midland are:
Waikato
Lakes
Bay of Plenty
Tairawhiti
Taranaki

64%
67%
57%
66%
56%

To achieve these medium term impacts….
 Mi: Increased numbers of Māori in clinical roles
 Mii: Increased Māori CVD screening rates
 Miii: Reduced Māori smoking rates

To contribute to these 5-10 year outcomes
 Over time these initiatives will lead to Māori having the
same (or similar) life expectancy and hospital use
pattern as non-Māori, resulting in improved health and
reduced hospital spending

 Miv: Increased investment in kaupapa Māori primary care
services in the region
 Mv: Whanau ora programmes achieve programme
outcomes related to mothers & babies and long term
condition management
 Mvi: Routine focus on Māori clinical outcomes in clinical
reporting
 Mvii: Increased accountability for health disparities.

 Develop a costed plan to reduce, over 10 years, Midland Māori
smoking rates to non- Māori rates
 Establish an alliance contract or memorandum of agreement
with the Māori PHO coalition to trial Whānau Ora priority
programmes (mothers and babies and long term conditions)
 Inclusion of Māori health outcome indicators in clinical network
terms of reference
 Report to the Midland Region Iwi Governance Group against
performance in relation to regional clinical service targets,
outcomes or indicators that relate to Māori health gain
..to deliver these milestone outputs in 2011/12
 Refer to local APs for specific milestones and timelines

….measured by…
 Mi: Māori as % of the Midland health workforce
 Mii: CVD screening rates
 Miii: Māori smoking rates
 Miv: Presence of Māori primary care services
 Mv: Whanau ora programme evaluations
 Mvi: Māori health inclusion in routine reporting.

….measured by…
 Trend analysis of Māori versus non-Māori life
expectancy, morbidity and mortality.
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Infrastructure priority three: Workforce: Clinical Leader: Ross Lawrenson, chair of Midland Training Network
Objective: Establish a Midland Training network to facilitate establishment of a suitably qualified workforce to meet regional service delivery needs.
Initial Priorities for the Midland Training Network:
•
•
•
•
•
•

Develop a Midland Workforce plan as outlined in the MRCSP
Establish a regional workforce hub (PGY1/2 and GP)
Identify and co-ordinate priority regional activities (will assess MRCSP service priority areas for early development opportunity
develop a plan to target recruitment and retention of RMOs.
aim to improve recruitment to GP roles
Ensure systems in place to collect regional workforce data

Specific milestones for 2011/12 are:
Regional training hubs (Midland Training Network)
The planned model will feature four postgraduate training hubs, covering the upper, central and lower North Island and the South Island. These training hubs will
be virtual bodies - collaborative ventures bringing together employers, education providers and professional bodies, facilitated and overseen by HWNZ. The
training hubs will take a co-ordinating and integrating role to support effective health professional training from novice to expert. The end benefit of the hubs is a
suitably qualified workforce to meet regional and national service delivery needs
A Midland Region Training Network (formerly Hub) plan for 2011/12 has been developed and reviewed by Health Workforce NZ. Performance Measures
will include:
• Attraction and retention of House Officer year 1 and 2 doctors within the region
• Sufficient numbers of House officer year 2 doctors entering General practice.
As each of the Service Areas contains a workforce component, strong linkages between these groups and regional workforce need to be established from the
outset. The Chair of the Midland Training Network will sit as part of the programme Steering group to ensure close alignment and appropriate prioritisation of
work plans as this activity develops.
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Ngā Tikanga
How we work together, and with others

We will work together by:
• Treating

people with trust, respect and compassion
• Communicating openly, honestly and acting with integrity
• Enabling professional & organisational standards to be met
• Supporting achievement and acknowledging successes
• Creating healthy and safe environments
• Welcoming new ideas
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