MESSAGE FROM CHAIR AND CHIEF EXECUTIVE
We need your help to shape the future of Taranaki Together, A Healthy Community
and we would like you to work with us to make a positive difference.
Through implementing this plan together we believe we can improve the health
and wellbeing of the families, whanau and community of Taranaki.
Although caring for and treating people when they become ill remains a significant
part of what Taranaki District Health Board is here to support, we want to make
sure where possible Taranaki people stay healthy and avoid getting sick through
having healthier lifestyles.
Many people are already taking simple and effective steps to prevent illness so they
can enjoy healthier and longer lives  things like eating a healthier diet, exercising
more, not smoking and getting regular health checks. We all have a part to play in
our own health and the health of our children. If we support our children to live
healthy lifestyles now, we can look forward to a future with more healthy adults,
who then create healthy families.
We have developed this plan with help and input from a wide range of people. The
District Health Board cannot achieve this work alone and we will continue to work
with individuals, other health providers, public and private sector agencies on the
common interest of supporting our community.
It takes all sorts of people and organisations working together to build a healthier
community.
In addition to supporting the development of a wide range of services, we intend
to have an additional focus on the following areas: Children & Young People, Older
People, Mäori People, Cardiovascular Disease, Cancer, Respiratory Diseases,
Diabetes, and Mental Health and Addictions.
We have chosen these because we believe we can have the greatest impact in
making Taranaki Together, A Healthy Community by addressing these current
and emerging health needs in these areas.
A big thank you to everyone throughout Taranaki who has helped in developing
this plan. Everyone will have a role to play in implementing the plan and your time
and support has been greatly appreciated. The District Health Board is excited
about the future,
Taranaki Together, A Healthy Community
Taranaki Whänui, He Rohe Oranga

Hayden Wano
Chairman

Tony Foulkes
Chief Executive
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Taranaki Together, A Healthy Community

Taranaki Whanui He Rohe Oranga

The actions and behaviours described below are how we aim to
contribute to all our relationships including those with our patients,
clients, whanau, funded agencies, staff and members of the public.

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
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public, is based
on these actions
and behaviours

health sector works as one

stability throughout change
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! Communicating openly, honestly and acting with
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In 10 years …
! People will be smoking less
! People will be eating more healthily
! People will be more physically active
! The impact of disease will be less
! We will have a skilled workforce and the right infrastructure,

compassion
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! To have a multi-agency approach to health
! To improve the health of Mâori and groups with poor health status
! To lead and support the health and disability sector and provide

We work together by …
! Treating people with trust, respect and

ak

Improving, promoting, protecting and caring for the health and wellbeing of
the people of Taranaki

Other things that affect our health
Smoking
Poor nutrition
Physical inactivity
Alcohol & drug misuse
Overweight and obesity
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Environment
Cultural & historical
Social & community
General socioeconomic
Age, sex, gender, heredity
Living & working conditions
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THE CONSULTATION PROCESS
We have produced a plan that is meaningful and comprehensive enough to be
implemented, but short enough to be referenced and utilised on an on-going basis.

How we consulted with the People of Taranaki:
The Consultation Timeline
December 2004

Board Workshops

February 2005

Awareness Raising and Staff Survey

March  June 2005

Wide-ranging Focus Groups and writing of draft District
Strategic Plan

7 July 2005

Approval sought from the Board to commence formal public
consultation

13 July 2005

Consultation commences with the release of the mid-week
newspapers
Meetings and hui are held throughout July and early August

16 August 2005

Consultation concludes with the close of submissions

September 2005

Submissions considered and draft plan revised

19 October 2005

Ministry of Health deadline for final District Strategic Plan

10 November 2005

Board Approval sought for final District Strategic Plan

Our Accountability Requirements
The consultation approach outlined above met the Boards legal accountability
requirements for the review of the District Strategic Plan. The consultation utilised
for the District Strategic Plan followed the local government legislative requirements
which include:
 Giving public notice including where the proposed plan is available and the
period for consultation.
 Consulting for at least one month.
 Having the proposed plan available for review.
 Distributing a summary (which gives a fair representation of the proposed plan)
as widely as reasonably practicable.
 Allowing submitters to speak to their submission at a public hearing.
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TREATY OF WAITANGI
The Taranaki District Health Board recognises and respects the principles of the
Treaty of Waitangi: partnership, participation and protection. We are committed
to reducing inequalities and improving health outcomes for Mäori and to ensuring
Mäori involvement in planning health strategies.
We are in the process of signing a Memorandum of Understanding with Te Whare
Pänanga Kärero Trust (Mäori health governance group for Taranaki representing
the eight Iwi) and other Mäori community groups, health providers and organisations.
Mäori community consultation meetings are held when we plan services in order
to learn about Mäori issues and provide a forum for sharing information.

Iwi Boundaries and Relationships

Iwi Boundaries

There are eight Iwi within Taranaki: Ngati
Tama, Ngati Mutunga, Te Atiawa, Ngati Maru,
Taranaki, Nga Ruahine Rangi, Ngati Ruanui and Nga Rauru.
Taranaki DHB is committed to building relationships with Mäori
which give effect to the principles and provisions of the Treaty of
Waitangi within the framework of the New Zealand Public Health and
Disability Act 2000. These relationships provide the opportunity for Mäori to
participate in and contribute to Taranaki DHB's planning, funding, contracting and
monitoring processes in order to improve Mäori health status. The relationships
are effected through health partnership agreements between Taranaki DHB and
Te Whare Pänanga Kärero Trust (TWPK) representing all of the eight Iwi. Taranaki
DHB will be developing, reporting and monitoring mechanisms in conjunction with
TWPK in the new financial year.
Taranaki DHB plans to consult regularly with Te Whare Pänanga Kärero Trust and
quarterly with Mäori providers in respect of key issues that are of mutual interest.
A Memorandum of Understanding will be signed in the near future and the
opportunity for the DHB to participate fully in a meaningful way will be developed.
The Mäori communities of Taranaki are consulted in respect of any significant
service changes (eg the District Strategic Plan 2002-12, Mäori health policies, public
health organisation establishment) or initiatives.
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OUR MANDATE
The statutory objectives of DHBs include:
 Improving, promoting and protecting the health of communities.
 Promoting the integration of health services, especially primary and secondary
care services.
 Promoting effective care or support of those in need of personal health services
or disability support.
Other DHB objectives include promoting the inclusion and participation in society
and independence of people with disabilities, reducing health inequalities by improving
health outcomes for Mäori and other population groups, and work to eliminate,
health outcome inequalities between various population groups.
DHBs are expected to show a sense of social responsibility, to foster community
participation in health improvement, and to uphold the ethical and quality standards
commonly expected of providers of services and public sector organisations.
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INTRODUCTION
The purpose of the District Strategic Plan
This District Strategic Plan sets out the broad direction that Taranaki DHB intends
to take for the planning and funding of health and disability services over the next
ten years. It is the key planning document produced by the Taranaki DHB and is
reviewed every three years. The first Strategic Plan for Taranaki was developed
in 2001/02.
In determining its strategic direction, Taranaki DHB has looked at the internal and
external issues that are likely to impact on its ability to deliver health and disability
services in Taranaki, and analysed the recently completed Health Needs Assessment*
for Taranaki. The DHB has also taken into account the national health and disability
strategies that exist and the Minister of Healths expectations.
The diagram below shows the many inputs that have influenced the directions
taken in this District Strategic Plan.

Influences
on our Planning
The development of this District Strategic Plan has also involved considerable input
from a wide range of Taranaki DHBs staff, Board, Iwi, health providers, community
groups and other stakeholders. Focus groups were held to learn more about the
current challenges facing health and disability services in Taranaki and what our
priorities should be for the future. Such involvement has been a crucial part of the
process of determining our vision; how we want to work together, what we should
be aiming for and what specific actions we will need to take to achieve the desired
outcomes.
* The Health Needs Assessment (2005) is available on our website (www.tdhb.org.nz) and from
Taranaki DHB locations throughout the district. Through this assessment we are able to tell more
about the general health status of our community and are able to predict population trends into the
future.
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STRATEGY
What we want the future to be like?
Our Shared Vision (Te Matakite)
Taranaki Together, A Healthy Community. Taranaki Whänui He Rohe Oranga

This is our vision. Achieving this vision is the vital reason for writing our District
Strategic Plan and consulting with you in the development of it.
In ten years time we want to be able to show that together with you and our partners,
we have helped make Taranaki a healthier place with healthier people. We will only
achieve this by working together, both in the way that we look after ourselves to
remain healthy, and by making sure that we can offer the right diagnosis, support
and treatment in the right place and time to those of us who become ill.

What we are here to do? Our Mission (Te Kaupapa)
Improving, promoting, protecting and caring for the health and wellbeing of the
people of Taranaki. This is our purpose. The way that we work together to achieve
this purpose is very significant, and it is only by the effort and joint working of many
different people and groups, that we will be successful in making Taranaki Together,
A Healthy Community.

Our Aims
What do we need to do to make sure that Taranaki becomes a healthier community?
We have identified the following aims which we see as the cornerstones to achieve
our vision. Let us tell you why:

 To promote healthy lifestyles and self responsibility

The good news is that we can have more control over our health than we think.
The more we are able to live a healthy lifestyle and value our health, the healthier
a community we will be. We understand that some illnesses are unavoidable,
but it is good to know that we can influence our health in other ways. We
understand that there is more to wellness and illness than behaviours we can
change, and we acknowledge the importance of social and cultural influences
that determine our health too.

 To have the people and infrastructure to meet changing health needs
We will only be able to create a healthier community by having the right
workforce in place. We need to support them to do their jobs properly and this
includes the places they work, the equipment they need and the information
at hand to do the best job they can.

 To have people as healthy as they can be through promotion, prevention,
early intervention and rehabilitation
We will focus on working with people to prevent illness through healthy lifestyles
and screening for risk factors and disease. The earlier we find and treat disease,
the more likely we are to recover completely, suffer less, and live longer.
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 To have services that are people-centred and accessible where the health
sector works as one
There are many people and many organisations that are involved in healthcare.
Not one of us can do the job on our own. We must all work together to make
sure that people have access to healthcare that is people-centred.
This means people not having to worry about navigating a complex system
because it is well coordinated for them.

 To have a multi-agency approach to health

There are many things that can have an impact on how healthy we are. How
warm and dry our houses are, how much money we have, whether or not we
have transport or work  these are just some of the other factors that can affect
our health. We know that health organisations alone cant solve these problems.
Thats why it is critical that we work with our partners who can influence these
things.

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

One of the most worrying aspects of health today is the fact that some groups
such as Mäori suffer more ill health and die earlier than others. This gap  known
as the inequality gap  means that we have a lot of work to do to make sure
that everyone has a chance to be healthy and live a longer life.

 To lead and support the health and disability sector and provide stability
throughout change
We have a responsibility to see the whole picture, the whole community, in
terms of health and to support everyone working in Taranaki to do the best job
they can in a world of constant change. We want our plans to stand the test of
time in the interests of the Taranaki people.

 To make the best use of the resources available

We will only be successful if we can use the resources that we have wisely and
to the best effect. To do this we need to balance the health needs of Taranaki
carefully with the resources we have.

Nga Tikanga - How we work together, and with others
The actions and behaviours described below are how we aim to contribute to all
our relationships including those with our patients, clients, whanau, other agencies,
staff and members of the public.
Therefore,
We will work together 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.
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WHERE WE LIVE (OUR ENVIRONMENT)
The Taranaki Region

Taranaki DHB's area of responsibility covers 7,273 square kilometres and includes
the territorial local authority districts of South Taranaki, Stratford and New Plymouth.
There are a few densely populated centres such as New Plymouth City in Northern
Taranaki, Stratford in Central Taranaki, and Hawera in South Taranaki. The rest of
the population is scattered in and around small rural centres.
Taranaki DHB serves a population of 104,241 people, 2.8 percent of New Zealands
population. This represented a decrease of 3,732 people or 3.5 percent from the
1996 Census: This decrease is projected to continue over time due to relatively
high numbers of people leaving the area.
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ACCESS
Access to healthcare
Being able to have the right staff in the right place at the right time with the skills
and support they need to do their job is part of ensuring people have access to
support and the services that they need. Access has many dimensions. It includes
the length of time it takes to receive a service. It covers our geographical locations
and issues such as transport and the availability of services in rural areas. Access
includes the availability and the costs of services, such as seeing a GP or services
after daylight hours. Access can also include facilities, both in our communities and
our hospital services, which determine whether services can be offered or not.
The critical part of access for Taranaki DHB is how we work with others to reduce
any barriers to access so that more people in Taranaki are able to receive the
support and services they need when they require them.
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RURAL AREAS
Access to Services especially Rural Taranaki
Access to services can be affected by many factors including:
 Cultural, financial, information and location issues
 Limited resources, such as suitably qualified staff, transport and funding
 Relationship and service management issues such as referral processes between
agencies.
There is a perception that the choice (or circumstances beyond our control) to
live in rural settings will mean services will not be as readily available. The challenge
will be to maximise the resources and funding available to rural areas to ensure
appropriate health service coverage.
The growth in numbers of providers however - especially Non Government
Organisations (NGOs), and Kaupapa Mäori services - has been seen to improve
access to services for many. Steady progress is being made, with some issues and
challenges still outstanding..
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LOCAL, REGIONAL AND NATIONAL LINKS
We cant deliver this Strategic Plan alone. Many health outcomes can only be
achieved by the way that we work with others - at a Regional, National and Local
Level. The DHB works very closely in a number of ways at all these levels, including:

Nationally 
The DHB integrates with national strategies such as the Cancer Control Strategy
among others; the development of Workforce through the Health Workforce
Advisory Committee; major national forums; and attendance by the CEO, Chief
Medical Advisor and GM Planning, Funding and Population Health at various forums;
and their links to DHBNZ.

Regionally 
The DHB has many networks on a regional basis, particularly with Midlands Groups,
through, for example, Mental Health Regional planning, and links to tertiary centres
in Auckland, Hamilton and Palmerston North for the care of Taranaki patients
(particularly in the areas of cancer, cardiovascular care, and paediatrics). Other
regional links include the Emergency Management planning framework.

Locally The DHB has local partnerships with many organisations, both within health and
outside of the health arena. The DHB is an active participant in the Community
Outcome Indicator work, led by the regional and local councils, and aims to fully
support each of the local councils in their planning processes through their Long
Term Council Community Plans.
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INFORMING THE DISTRICT STRATEGIC PLAN:
OUR HEALTH NEEDS ASSESSMENT
The Health Needs Assessment (HNA 2005) is the second such assessment that
has been conducted by the Taranaki District Health Board and updates the previous
HNA (2001) using a population health approach.

Diversity

The mix of people and groups in the Taranaki region reflects the structural and
lifestyle factors that have significant impacts on health. These needs are identified
in the strategic focus areas later in this District Strategic Plan.
Approximately 14.8 percent of the Taranaki population is Mäori, slightly higher
than the overall rate for New Zealand at 14.2 percent. The Taranaki Mäori population
is anticipated to increase over the next ten years. The population of Pacific peoples
in Taranaki is very small at 0.6 percent compared to 6.5 percent nationally; this is
also the case for the Taranaki Asian population at 1.3 percent compared to 6.6
percent for New Zealand as a whole.

Ageing

The Taranaki population has a higher proportion of young people under the age
of 12 when compared to the same age group of the total New Zealand population.
Approximately 50 percent of the population of Taranaki Mäori is under the age of
20. The proportion of people over the age of 60 is also higher in Taranaki. By 2021,
a fifth of all people in Taranaki (20%) will be over the age of 65.
1

Looking Upstream,
Causes of death crossclassified by risk and
condition
New Zealand 1997,
Revised edition

Population Health Risk Factors

In 2004 a Ministry of Health publication1 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% 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 lifestyle
behaviours contributing to the nations dietary and physical activity patterns.
Evidence would suggest that, although the data presented in these findings is from
1997, the national picture is little different in 2005. There is also no reason to
suspect that the Taranaki regions overall picture would be different to that presented
below.
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Top 20 causes of death, by risk factor, New Zealand, 1997

Notes: Components of diet
included in the analysis
were energy intake,
saturated fat intake, sodium
intake, and vegetable and
fruit intake.
BMI = body mass index.

Population Groups

In addition to identifying population health outcomes that require a strategic focus
the HNA (2005) has indicated that there are specific population groups that the
DHB should focus service and programme delivery to, in order to improve overall
health outcomes for the community.

Children and Young People.

In Taranaki, children and young people (aged 0 - 24 years) make up 37 percent of
the total population, 52 percent of the Mäori population and 46 percent of the
Pacific population. The population of the 0-14 year old age group in Taranaki, has
decreased by 3.5 percent between 1996 and 2001, which is in line with the trend
for the total population.
In childhood, infections account for nearly half of the top five hospitalisations in
Taranaki. Road traffic injury accounts for nearly forty percent of hospitalisations for
young people in Taranaki. Attempted suicide does not fall into the Top Five for
Taranaki as it does nationally. Serious skin infections, such as cellulitis, and abscesses
of the skin and subcutaneous tissue, have been identified as a significant and growing
problem among New Zealand young people and this is mirrored in Taranaki. They
contribute to health inequalities, and are a potentially avoidable cause of hospital
admission.
Unintentional injury is the biggest cause of injury to children in New Zealand.
Unintentional injuries are common among children, many resulting in trauma,
hospitalisation and death.
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2 van

der Linden-Ross P,
Wilson S,
Analysis of Paediatric
Hospital Admissions for
Unintentional Injury in
Taranaki 2000-2002,
Kidsafe Taranaki Trust, New
Plymouth, 2005

3

1996 Census
http://www2.stats.govt.nz/
domino/external/web/
ExtraPages.nsf
01/12/2004

4

Taranaki Region
Community Profile
http://www2.stats.govt.
nzdomino/external/web/
CommProfiles.nsf
4/12/2004
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Te Ròpù Rangahau
Hauora a Eru Pòmare 1997

Recent2 analysis has shown that the total number of paediatric admissions for
unintentional injury in Taranaki was 1140 over the three year period, 2000-2002.
During the three year period, the most common age (36%), for paediatric admissions
in Taranaki are children between the ages of 5-9.
The number of unintentional injuries in Taranaki in the 0-14 year age group has
decreased from 1581 per 100,000 age specific population in 19963 - 1998 and 1560
per 100,000 age specific population in 20004 - 2002. This represents a 0.7 percent
decrease in the rate of unintentional injury. The population of 0-14 year old age
group in Taranaki, has decreased by 3.5 percent between 1996 and 2001, which
is in line with the continuing trend for the total population.

Older People

People aged 65 and over make up a large and growing proportion of New Zealands
population. At the time of the 2001 Census people aged 65 and over made up
twelve percent of the total population.
New Zealand data show that registration rates for the main types of cancer are
roughly ten times as great for the 65 and over age group as they are for the 25 64 age group; and that mortality rates for ischaemic heart disease and the main
cancers are 12 to 22 times as great for older people. For the Taranaki region, 2001
Census figures indicate that people 65 years and over accounted for approximately
15 percent (compared to twelve percent nationally) of the total population, this
is expected to increase to 20 percent by 2021.
Taranaki data indicates that there is a higher than average uptake of aged residential
care when compared to the national figures this is due to the large amount of
residential accommodation available in Taranaki (compared to other areas and the
fact that Taranaki has a proportionally older population. Age residential care rates
are also lower for Mäori and Pacific people, due mainly to the small percentage of
aged population in these ethnic groups.

Mäori People

Mäori health status levels are considerably lower than those of non-Mäori across
a range of health indicators. While there have been historical gains in Mäori life
expectancy, recent data shows that the disparity between Mäori and non-Mäori
life expectancy continues to be wide. Life expectancy represents the effects of a
range of variables on health outcomes and captures the breadth of disparities
between Mäori and non-Mäori5. In Taranaki, Mäori deaths peak eight years earlier
than non-Mäori and this gap is worse for Mäori men.
In many of the areas covered by the HNA (2005) Mäori are disproportionately
represented, for example, in chronic obstructive respiratory disease (CORD) where
the number of hospitalisations increased by 83 percent for non-Mäori and by 233
percent for Mäori in the period 1997 to 2003. The same applies to diabetes where
Mäori accounted for 17 percent of hospital admissions over the same period, with
the proportion increasing over time.
Disparities are also apparent for ischaemic heart disease where over the last twenty
years, death rates have been improving rapidly for non-Mäori men. However, rates
for Mäori men have remained largely unchanged. Despite this, Mäori receive half
the number of cardiac interventions than non-Mäori. This disparity in treatment
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is especially significant in the 45 year old age group, an age when rehabilitation can
make a huge impact on life expectancy and quality of life.
Although Mäori account for 14 percent of the population, 23 percent of births in
Taranaki are Mäori. Mäori also have lower enrolment rates with Primary Care
organisations than other ethnicities at a total of 92 percent - this is almost all due
to low enrolments in the youngest age groups (0 - 24).

Population Health Outcomes

The HNA (2005) provides a picture of the Health Needs of the Taranaki population
that indicates that the following disease states require focused effort by the DHB
to improve outcomes for the Taranaki population.

Mental Health and Addictions

Taranaki DHB has considerably more clients accessing mental health services on
a per capita basis than any other DHB, except for Wanganui and the West Coast,
and is above the Ministry of Health Mental Health Blueprint benchmark. Over all,
the national take-up of services rate is lower than the benchmark of three percent
of the population being provided with Mental Health services.
It is estimated that 2.5 percent of the Taranaki adult total population (or 2,647
individuals) have severe mental health disorders and another five percent (or 5,143)
have moderate/severe mental health disorders. Further, a total of 20 percent (or
20,572 individuals) of the population will have some kind of mental health disorder6
during their life.
Improving the health status of people with severe mental illness will reduce hospital
utilisation of crisis and inpatient mental health service. The community overall will
benefit through improved family and community relations.

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
disease7 (CVD) is the leading cause of death both nationally and in Taranaki. 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 hospitalised8 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, as in other economically
developed countries. It ranks second as a cause of death (after cardiovascular
disease), accounting for more than a quarter of all deaths in the late 1990s.
Furthermore, the burden of cancer  especially tobacco related cancer  falls
disproportionately on Mäori and on socio-economically disadvantaged individuals,
families and communities. In Taranaki the incidence from cancer has increased by
16.4 percent for non-Mâori and 88 percent for Mâori in the 10 years 1991 - 2000.
In Taranaki the number of cancer registrations for non Mäori increases rapidly from
55 years onwards, peaking at the 70-74 age group, whereas for Mäori the highest
number occurs at the younger 65-69 age group. Over three-quarters of cancer
registrations for non-Mäori occur over the age of 55 years.
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DHB Toolkit:
Mental Health.
MoH 2001 and Blueprint for
mental health services.
MHC 1998

7

Cardiovascular Toolkit
MOH 2003

8

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
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New Zealand Guideline
Group Document COPD,
November 2000
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Ministry of Health,
An Indication of New
Zealanders Health,
2004.
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New Zealand Guideline
Group Document, COPD,
November 2000

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.9 In New Zealand
CORD is second only to stroke in contributing to the overall burden of disease,
characterised by non-reversible airflow restriction in to 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.10
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.11
In Taranaki there were a total of 1,770 hospitalisations for CORD over the period
1997 to 2003. Hospitalisations for non-Mäori accounted for 86 percent of the
CORD hospitalisations while Mäori accounted for 13 percent and Pacific People
made up the remaining one percent. The number of hospitalisations for CORD
increased by 83 percent for non-Mäori and by 233 percent for Mäori.
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.

Diabetes

Diabetes, which is characterised by raised blood glucose, is a cause of cardiovascular
disease, blindness, kidney disease, and vascular insufficiency of the legs, sometimes
leading to amputation of lower limbs. Most diabetics (8590 percent) have Type
2 diabetes, which usually develops during adulthood, and is frequently associated
with obesity. However, it is becoming more prevalent even in children.
Due to the nature of the disease the HNA (2005) has only been able to build a
limited picture of the prevalence of diabetes in Taranaki based on hospitalisation.
Most diabetes management occurs in primary care and community settings; however
information describing this is currently unavailable.
During the period 1997  2003, there were 957 hospitalisations where diabetes
was the principal cause in the Taranaki region. Of this total, non-Mäori accounted
for 82 percent, Mäori 17 percent, and Pacific Peoples one percent. For both nonMäori and Mäori the trend is towards increasing numbers of hospitalisations for
diabetes with Mäori being disproportionately represented.
The increases noted in 2002 and 2003 may have been influenced by an increased
focus on diabetes detection and management which commenced during that period.
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REDUCING INEQUALITIES
Addressing chronic diseases such as cardiovascular disease, cancer, diabetes,
respiratory diseases and mental health and addictions will reduce the health
inequalities that exist for Mäori and other high need groups. In addressing them
we need to ensure that services are accessible, therefore we will work to improve
access to appropriate health services by reducing the barriers caused by:
 Geographical location and distance to health services
 Cultural inappropriateness
 Affordability
In addition we will:
 Improve the information we gather to accurately measure the extent of the
inequalities and the impact of strategies to address them;
 Regularly monitor the indicators to ensure our strategies are working to reduce
inequalities;
 Form better inter-sectoral relationships with other Government agencies to
strategise the Taranaki Together approach to reducing inequalities.

We have a Strategy
to Reduce Inequalities:

Focusing on:
Cardiovascular Disease
Cancer
Respiratory Diseases
Diabetes
Mental Health & Addictions

Particularly:
Children & Young People
Older People
Mäori People

Other things that affect our health

Reducing barriers to accessing health services
Building Mäori provider capacity
Improving Mäori health information

20

Environment, Age, Sex,
Gender, Hereditary Factor,
Cultural & Historical Factors,
Social & Community,
Living & Working Conditions,
General Socioeconomic Factors

Adverse Lifestyle factors
Poor Nutrition, Physical Inactivity,
Smoking, Overweight & Obesity,
Alcohol/Drug Misuse

CONTINUUM OF CARE:
POPULATION HEALTH AND PATIENT FOCUS
12

Ministry of Health.
2003a.
Public Health in a Primary
Health Care Setting.
Wellington:
Ministry of Health.

Patient Focus is an integral part of the way the DHB works. Throughout its work,
the DHB will focus on the patient at the centre of care. The DHB will address all
of the broad services we have and the priority areas through the approach illustrated.
In addition, the DHB will take a population health approach outlined in more detail
below. The challenge will be the delivery of population health services at a personal
health level; and the shifting focus from treating disease to supporting wellness.

Population Health

In the New Zealand health sector an increasing emphasis is being given to population
health approaches.
A population health approach takes account of all the determinants of health and
how they can be tackled, incorporating intersectoral involvement at all levels. It
integrates the activities of the health and disability sector (public health, mental
health, personal health and disability support) and beyond, using evidence based
(research validated) methods and practices.
Personal health and public health can contribute to a population health approach.
As an example, health promotion is an important component of the Primary Health
Care Strategy, which provides direction for the future of primary health care and
aims to re-orient the primary care sector towards a population health approach.
Giving greater emphasis to comprehensive disease prevention and health promotion
alongside treatment services brings a stronger population health focus to primary
care that can contribute to reducing inequalities and improving health outcomes.12
The DHB realises the importance of working through all the elements of the
Continuum of Care illustrated below as we develop each of the plans that will
enable us to deliver our vision of Taranaki Together, A Healthy Community.
(Taranaki Whänui He Rohe Oranga)
The wider context for each element of an integrated continuum of care includes:
 Services that are people focused and accessible.
 Healthy lifestyles, wellness and wellbeing are promoted.
 Services are co-ordinated and responsive to peoples needs, and take into
account the whole context of the person.
 Family, whänau and carer needs are also considered where appropriate.
 Services are culturally appropriate.
 There is information sharing and a smooth transition between services.
 Planning and funding arrangements support integration (the way that organisations
work together).
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Continuum of Care Diagram
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STRATEGIC FOCUS AREAS
& WHY WE CHOSE THEM
In addition to the eight overarching strategic aims that Taranaki DHB wants to
achieve, we have also selected eight areas that we will have an additional focus on.
These areas are:
1. Children and Young People
2. Older People
3. Mäori People
4. Mental Health and Addictions
5. Cardiovascular Disease
6. Cancer
7. Respiratory Disease
8. Diabetes
These strategic focus areas address major health needs that are either present
already or are emerging as an issue. They have been chosen because by focusing
on these areas, Taranaki DHB has the biggest potential to improve the health of
the population overall.
Taranaki DHB recognises that these strategic focus areas may require additional
resources and changes to the way we do things in order to achieve our desired
outcomes. Certainly our future planning, investment and service reviews will be
focused on making health gains in these particular areas. At the same time, however,
Taranaki DHB will continue funding and delivering the wide range of services people
access on a day-to-day basis including:
 Hospital and specialist services from hospitals and health centres.
 Mental health services from hospital and community residential settings around
the district.
 Public Health protection, promotion and screening services.
 Pharmaceuticals and service subsidies.
 Hospice/palliative services.
 Ambulance services.
 District Health nursing.
 GP subsidies.
 Laboratory services.
 Radiology services.
 Mäori Health services.
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 Sexual health services.
 Rest Home care and home based support services for our Older People.
 Dental services  school based dental, adolescent dental services and special
benefits.
Although caring and treating people when they are ill remains a top focus of Taranaki
DHB, we recognise that there needs to be a greater emphasis on keeping people
healthy and well. One of the best ways of preventing illness is having a healthy
lifestyle  eating a healthy diet, exercising regularly, quitting smoking, getting regular
health checks and that is something each individual can do.
While healthy lifestyles are the foundation of good health and wellbeing, it is a fact
that some groups suffer more ill health than others due to a range of social, economic
and environmental factors. These groups are more likely to experience risk factors
associated with certain diseases, experience the burden of disease longer and die
earlier than others.
Reducing the incidence and impact of chronic disease is also vital. Managing chronic
disease, such as diabetes, cancer, cardiovascular and respiratory disease, will be
one of the greatest challenges of the 21st century. 70 percent of our funding is
already spent on chronic disease management, and chronic disease is the most
common cause of people being hospitalised and the major cause of death. Again,
many of the risk factors that contribute to chronic disease are preventable and its
impact can be greatly reduced by early intervention and treatment.
This diagram highlights why Chronic Disease Management is a Strategic Focus Area.

Mortality  Top Five  numbers and percentages for Taranaki 1988  2001
for all ages and all ethnicities

All of the top five causes of
death in Taranaki are
chronic disease related,
with Ischaemic Heart
Disease as the most
common cause of death
at 44%.
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STRATEGIC FOCUS AREAS
Children and Young People
Our children are our future. By ensuring children and young people stay well and
enjoy healthy lifestyles now, they will have better health as adults and live longer
lives. This is because poor health in the childhood and adolescent years very often
leads to poorer health as an adult. Habits developed in early life very often carry
on into adulthood.
Children and young people respond to illness, injury and disability in a fundamentally
different way to adults. This means that any illness, injury or disability that they
suffer can have very long term impacts often into their adult life. Not all children
and young people in Taranaki are equally healthy. Some live in poor housing and
in families with low incomes and have poorer health as a consequence.
In Taranaki, more children and young people are developing conditions that are
preventable, such as Type 2 Diabetes. This type of diabetes is linked to obesity, but
this can be prevented through good nutrition and increasing levels of physical
activity. Hospital admission rates for cellulitis (inflammation under the skin resulting
from bacteria) are also high, especially for children aged 1-4, but key risk factors
like poor housing and overcrowding can be addressed.

What we intend to do

 Develop and implement a Children and Young People Plan
 Target healthy lifestyle messages to children, young people and their parents
focused on:
 Vaccination
 Good nutrition
 Injury prevention
 Physical activity
 Non-smoking
 Sexual health
 Alcohol and drug use
 Work with councils and other social agencies to address poor housing and
overcrowding
 Increase the enrolment of children and young people in Primary Care
 Provide services that are child and young people focused

We will have been successful if

 Children and young people have healthy lifestyles and are not developing the
risk factors associated with certain diseases
 Fewer children and young people develop diseases that are preventable through
vaccination
 Fewer children and young people are admitted to hospital for injuries
 Services are well-coordinated across all agencies and the services are child and
young person friendly
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How we will measure our progress

 Improved rates for sustained breastfeeding
 Reduced tooth decay rates at age 5
 Increase in age appropriate vaccination rates for 2 year olds to greater than
85%
 Increased PHO & General Practice enrolments for children and young people,
with 97% of Mäori children under 15 years enrolled (currently 84%)
 Reduction in the rate of increase in chlamydia infections
 Reduction in the rates of asthma in children and young people
 Reduction in the rates of obesity in children and young people
 Reduced number of terminations for teenagers
 Reduction in the number of unintentional injuries in children

Mortality Top Five for Taranaki Ages 0-14 and all ethnicities 1988  2001

aranaki Ages 15-24 and all ethnicities 1988  2001
Mortality Top Five for Taranaki
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The top five causes of
death for children and
young people over a 13
year period from 1988 
2001 are illustrated in the
charts above. The only
common cause of death for
both age groups is road
traffic injuries which account
for over half of the deaths
of our children and young
people. This illustrates that
the two groups have quite
different health needs
during these two phases
of life.

13

van der Linden-Ross P,
Wilson S,
Analysis of Paediatric
Hospital Admissions for
Unintentional Injury in
Taranaki 2000-2002,
Kidsafe Taranaki Trust,
New Plymouth, 2005

Hospitalisations for Children

Unintentional injury is the biggest cause of injury to children in New Zealand.
Accidents and unintentional injuries are common among children, many resulting
in trauma, hospitalisation and death.
Recent13 analysis has shown that the total number of paediatric admissions for
unintentional injury in Taranaki was 1140 over the three-year-period, 2000-2002.
During the three year period, the most common age (36%), for paediatric admissions
in Taranaki are children between the ages of 5-9.
Total number of admissions by year and age group
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1996 Census
http://www2.stats.govt.nz/
domino/external/web/
ExtraPages.nsf
01/12/2004

15 Taranaki

Region
Community Profile
http://www2.stats.govt.nz/
domino/external/web/
CommProfiles.nsf
4/12/2004

The number of unintentional injuries in Taranaki in the 0-14 year age group has
decreased from 1581 per 100,000 age specific population in 199614 - 1998 and
1560 per 100,000 age specific population in 200015 - 2002. This represents a 0.7%
decrease in the rate of unintentional injury. The population of 0-14 year old age
group in Taranaki has decreased by 3.5% between 1996 and 2001, which is in line
with the continuing trend for the total population.
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The Importance of Oral Health
The current pattern of dental disease in New Zealand has three noteworthy
characteristics. First, tooth decay has reduced due to water fluoridation and the
use of fluorides in other forms. Second, a change in attitude has meant that more
people choose to keep their teeth. Third, even though disease has fallen, large
groups in the community still have high levels of disease.
As a District Health Board, we need to work proactively with our communities
and local councils to maintain water fluoridation in those communities that currently
receive fluoridated water, and to develop other strategies for non-fluoridated
communities.
The oral health of all New Zealanders and of children in particular, would be
enhanced with the implementation of appropriate preventive strategies.
Treatment services will never successfully tackle the underlying cause of oral disease.
Oral health inequalities will only be reduced through effective preventive strategies
and the implementation of effective and appropriate oral health promotion policies.
A health promotion approach that recognises the importance of tackling the
underlying social and environmental determinants of oral health is needed. (Ministry
of Health - Oral Health Toolkit).
Taranaki Caries Free Status for 5-year-old and Year-8
-8 Children, 2003 & 2004
The percentage of children
who are caries free has
improved for Mäori and
Pacific groups, but an
inequality gap still exists.

Future Developments of Oral Health Services
In response to changes in demographics and dental need, The Taranaki DHB will
pursue the following developments in oral health services.
 Elderly people will remain dentate for longer periods. Their treatment may be
complicated by medical co-morbidities and an inability to afford the cost of
private care. The Oral Health Service will work with the Service for the Elderly
to overcome these problems.
 A range of Oral and Maxillo Facial surgery has traditionally been referred out
of the District. The TDHB will in future provide these services from Base
Hospital.
 The Taranaki DHB will continue to explore innovative ways of supporting the
Adolescent Dental Programme.
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Older People
In Taranaki, the number of older people will grow in the coming years. In fact, the
Taranaki over 65 population is growing faster than the rest of New Zealand. While
many older people aged over 65 years are fit and healthy, this age group is more
likely to have a disability and suffer from a chronic illness than any other age group.
Most people hospitalised with a chronic illness are aged between 65-74 years.
As people get older they often need some assistance or support to continue living
independently. This means that older people need good information, services that
are accessible, and to be able to make lifestyle and health choices that maintain
quality of life in the home environment.
Older people have different patterns of mental illness which is often brought on
by loneliness, being frail and being ill. Enabling older people to continue to be part
of family, whänau and community life is therefore important. There is now a focus
on locating more services in the community.
Mäori people live on average eight years less than the rest of the population, and
it is the aim of the DHB to increase life expectancy of Mäori in the long term, and
provide culturally appropriate services for older Mäori people.

What we intend to do

 Continue to develop and implement the Health of Older People Plan (ageWELL)
 Have more services delivered in the community and in settings that are accessible
and appropriate to older people
 Increase the level of home based rehabilitation and support options
 Develop and refine specialist support across a range of care settings
 Increase coordination and information sharing between different services
 Develop a health promotion strategy targeted at older people

We will have been successful if

 Fewer older people are hospitalised
 Hospital and community based services are coordinated and appropriate to the
needs of older people
 More older people are healthy and living longer in their own homes
 More older people are able to participate in family, whänau and community life

How we will measure our progress

 Increase in the numbers of Mäori people receiving support in their own home
 Flu vaccine coverage for older people is greater than 75%
 Increase in the number of Mäori people living beyond the age of 65 years
Other measures will be developed as the Health of Older People Plan is implemented
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Proportion of Taranaki population aged 65 years and over using medium projection
factors for fertility, mortality and migration assumptions.

Disability Services
Disability Support Services are an important part of the DHBs work. Underpinning
the NZ Disability Strategy is a vision of a fully inclusive society  this means living
in a society that highly values our lives and continually enhances our full participation.
Coordination of disability services for older people within Taranaki is our responsibility
and we work closely with the Disability Services Directorate, who plan and fund
disability services for people under 65 years. We have responsibility for older people
with disabilities (over 65) and have funding responsibility for those considered close
in interest (50-64 years). We also have funding responsibility for health services for
people with disabilities of all ages. It is important to remember that disability affects
people of all ages and from all groups in Taranaki. The DHB will work closely with
other agencies to offer the right support to people with disabilities in line with the
national direction.
The DHB is committed to Making a World of Difference/ Whakanui Oranga by
implementing the NZ Disability Strategy. One in five of all New Zealanders has a
long-term impairment, and many are unable to reach their full potential or fully
participate in the community because of the barriers they face.
The DHB will work effectively with the Disability Services Directorate, and other
disability agencies, to ensure that our collective actions and responses will reduce
barriers and enhance the lives of people with disabilities in our community. The
DHB will achieve this by focusing on the following six action pathways:
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The number of people aged
65 years and over is
projected to increase from
14% of the Taranaki
population to 23% in the
next 20 years. The people
in this age group are high
users of health and
disability services and are
most likely to suffer from
chronic disease.

 Reducing Barriers
 Raising Awareness
 Responsiveness
 Building Sector Capacity
 Preventing Disabilities and Restoring Function
 Access
These pathways have been chosen as being most reflective of the needs in Taranaki
out of all the objectives highlighted in the NZ Disability Strategy. The DHB Disability
Action Plan will address these over the next 5 years.

Taranaki Disability Statistics (extrapolated from NZ Disability Survey)

In Taranaki this means that almost 22% (or 22,629) of Taranaki Adults (people
aged 15 years and over) and 11% (or 2,681) of children (people aged 0-14) live
in households with someone who has a disability. Older people are substantially
more likely than younger people to experience disability and 9% of young people
(aged 15-24) have a disability compared with an estimated 87% of people aged 85
and over.

Maori People
Mäori have the poorest health of any ethnic group in New Zealand, dying on average
eight years earlier than people who are non-Mäori. Although Mäori make up 15
percent of the Taranaki population, they make up a higher proportion for many
types of hospital admissions relating to chronic diseases. Data also shows Mäori
are over represented in terms of common risk factors for disease such as smoking
and obesity. Mäori therefore have more illness and use health services more in
relation to the rest of the people of Taranaki.

What we intend to do

 We will work with Mäori in developing and implementing an Inequalities Plan
 We will work with Mäori and other groups to address the barriers that exist for
Mäori in accessing health services
 Promote healthy lifestyles and work closely with Mäori to find the best way to
get important health messages across
 Work with our partners to tackle the wider issues that affect health like housing,
education and social support

We will have been successful if

 Mäori live longer, and enjoy similar levels of health as other people within
Taranaki
 Fewer Mäori are developing the diseases that have preventable risk factors.
 Mäori experience fewer barriers in getting the right care when they need it
 The capability & capacity of Taranaki Mäori health infrastructure has improved
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How we will measure our progress








Accurate ethnicity data is captured
The appropriate workforce is in place to meet the need of Mäori
Increase in Mäori life expectancy
Reduction in the disparity gap between Mäori and non-Mäori mortality rates
Reduction in the number of Mäori who smoke
Reduction in the rates of Mäori obesity
Increase in the number of Mäori enrolled in PHOs & General Practice

Life expectancy by age, in Taranaki and New Zealand between Mäori and nonMäori and between males and females

Taranaki Mäori, like NZ
Mäori, die on average eight
years younger than nonMäori. This graph also
illustrates that women in
New Zealand, both Mäori
and non- Mäori live longer
than their male
counterparts.

Age Standardised Ischaemic Heart Disease Hospital admissions rate per 10,000 
Mäori Ethnicity, 1997-2003

Taranaki Mäori have higher
rates of Ischaemic Heart
Disease than the average
for New Zealand as a
whole.
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Cardiovascular Disease
Cardiovascular disease is the leading cause of death in New Zealand and in Taranaki.
It is also the leading cause of lost years by people dying early. Of the cardiovascular
diseases, ischaemic heart disease is the major cause of death, followed by stroke,
which is the greatest cause of disability in older people. The numbers of people
in Taranaki who have cardiovascular disease is growing faster than the New Zealand
average.
Up to three quarters of all cardiovascular disease may be preventable - by doing
things like not smoking, exercising regularly and having a healthy diet. Also important
is controlling blood pressure and cholesterol levels.
Cardiovascular disease is the leading cause of death for Mäori people and Mäori
have higher rates of the disease than the general population.

What we intend to do

 Develop and implement a Disease Prevention and Management Plan
 Promote healthy lifestyle messages to the Taranaki population and target specific
groups
 Increase early detection of cardiovascular disease by expanding the use of
screening
 Improve self management and monitoring of people with cardiovascular disease
by the use of care plans, regular health checks and the use of appropriate
medications
 Implement the Healthy Eating Healthy Action Plan

We will have been successful if

 Fewer people are developing cardiovascular disease due to healthier lifestyles
 Early detection of cardiovascular disease has increased due to the use of effective
screening programmes
 The quality of life for those with cardiovascular disease has improved due to
more effective self management
 Mäori rates of cardiovascular disease have reduced

How we will measure our progress

 Increased use of statins and other evidence based medications that control
existing conditions such as high blood pressure, high cholesterol
 Reduction in the rates of high blood pressure and hypertension
 Reduction in the number of people who smoke
 Reduction in the levels of obesity
 Reduction in the numbers of acute admissions and readmissions for cardiovascular
disease
When the Disease Prevention and Management Plan is developed there will be
outcome measures associated with it.
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Age Standardised Hospital admission Rates for Ischaemic Heart Disease per 10,000
aranaki and New Zealand  Total
T
Population, 1997-2003
for Taranaki
The rate of Ischaemic Heart
Disease is increasing and
is consistently higher here
in Taranaki than the New
Zealand average.

Cancer
Cancer is the second leading cause of death (27 percent) and a major cause of
hospital admission (7 percent) in New Zealand, with similar rates for Taranaki.
Cancer rates will continue to rise as the population of Taranaki gets older, because
the highest rates of cancer occur in the middle and older age groups. In New
Zealand, the cancer death rate is higher, and is increasing at a faster rate, than in
countries that are similar to ours.
While the incidence of cancer may be increasing, the risk of dying from cancer has
reduced due to improved treatment and earlier diagnosis. In addition, approximately
one third of cancers are preventable.
Controlling cancer, and caring for people with cancer, can only be done through
all organisations working closely together.

What we intend to do

 Develop and implement a Disease Prevention and Management Plan, and a
Regional Cancer Control Strategy
 Implement the Healthy Eating Healthy Action Plan
 Promote healthy lifestyle messages and increase awareness of cancer risk factors
 Increase early detection and diagnosis of cancer by expanding screening
programmes and encouraging regular health checks
 Ensure access to cancer treatments and rehabilitation services are in line with
best practice in a New Zealand setting
 Work with different agencies to ensure people with cancer have the support
they require and access to appropriate palliative care services when appropriate.
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We will have been successful if

 Fewer people are developing those cancers whose risk can be minimised by
healthy lifestyles
 Early detection of cancer has increased due to systematic screening
 Fewer people are dying of cancer due to effective treatment
 A coordinated approach to cancer is well established that covers prevention,
screening, early detection, diagnosis, treatment, rehabilitation and palliative
care.
 No group in Taranaki is affected by cancer any more than other groups

How we will measure our progress









Increase in cervical cancer screening coverage (age 20-69 years)
Increase in breast cancer screening coverage (age 45  69 years)
Increase in screening for colorectal and bowel cancers
Endoscopy and colonoscopy rates
Colposcopy rates
Reduction in the number of people who smoke
Cancer treatment times
Melanoma and non-Melanoma skin cancer rates

When the Disease Prevention & Management Plan is developed there will be
outcome measures associated with it.

Taranaki Cancer Registration, All Conditions  Proportion by Age and Gender,
1991-2000

Cancer registrations are
most common in our older
people.
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Respiratory Diseases
Respiratory diseases, in particularly Asthma and Chronic Obstructive Pulmonary
Disease (COPD), create a significant burden of disease and cause of death for
people within Taranaki. Asthma is particularly significant for children and Mäori and
accounts for high numbers of admissions to hospital in Taranaki. COPD (which
includes emphysema and chronic bronchitis) has a strong impact on older people.
Cigarette smoking is the most important risk factor that can cause these diseases,
and is something that we can change in our communities. Other risk factors for
respiratory disease include obesity, environmental pollutants and poor housing,
which are also factors we can influence and change. More self management and
local care for respiratory disease can also reduce hospital admissions and the severity
of the disease for individuals.

What we intend to do

 Develop and implement a Disease Prevention and Management Plan
 Promote healthy lifestyle messages, particularly targeted at school age children
around the risks of smoking
 Support smoking cessation programmes
 Implement the Healthy Eating Healthy Action Plan
 Improve self management strategies for people suffering from respiratory disease
 Work with our partners to address issues such as environmental pollution and
poor housing

We will have been successful if

 Less people are developing respiratory disease, especially those diseases whose
main risk factor is smoking
 Fewer people are dying of respiratory diseases due to effective treatment
 A coordinated approach to respiratory disease is well established that covers
prevention, screening, early detection, diagnosis, treatment, rehabilitation and
palliative care
 We have increased early detection and reduced the inequality gap

How we will measure our progress





Reduction in the number of people who smoke
Reduction in the rates of Asthma
Reduction in the rates of COPD
Reduced admissions and readmissions for respiratory disease

When the Disease Prevention and Management Plan is developed there will be
outcome measures associated with it.
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Age Standardised COPD Hospital admissions Rate per 10,000 - Total Ethnicity,
1997-2003

Hospital admissions for
COPD have increased over
the last seven years.
Since 2001 our rates have
been higher than the NZ
average.

Diabetes
Diabetes is estimated to cause at least 1,200 deaths in New Zealand every year.
Diabetic complications (such as heart disease, stroke, blindness, kidney failure and
limb amputations) increase the burden of the disease experienced by people from
middle age, especially in Mäori and Pacific communities.
Obesity, poor nutrition and smoking are key risk factors, particularly with respect
to Type 2 (non-insulin dependent) Diabetes. Over the last few years, more children
in Taranaki have been hospitalised because of Type 2 Diabetes than ever before.
However, we can do something about the risk factors for this illness and if we
detect diabetes early and manage the condition, then peoples health can be
significantly better.
Among Mäori, diabetes is estimated to cause almost 20 percent of all deaths and
years of life lost. This is second only to the negative impacts of tobacco.

What we intend to do





Develop and implement a Disease Prevention and Management Plan
Implement the Healthy Eating Healthy Action Plan
Promote healthy lifestyle messages
Increase awareness of diabetes, particularly about the risks of being overweight
and having poor nutrition
 Ensure resources are available in the community so that diabetics can self manage
their condition and get effective treatment
 Work with our partners to ensure people with diabetes have access to support
 Investigate a renal screening programme and register
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We will have been successful if

 Fewer people are developing Type 2 diabetes, which is associated with lifestyle
factors
 Early detection of diabetes has increased due to greater awareness of risk factors
and the use of screening tools
 Fewer people require treatment and admission to hospital for complications
related to diabetes due to earlier and better self management
 A coordinated approach to diabetes is well established that covers prevention,
screening, early detection, diagnosis, treatment, rehabilitation and palliative
care.

How we will measure our progress






Reduction in the rate of Type 2 Diabetes*
Number of people getting diabetes annual checks
Screening rates of HBA1c Blood Glucose levels
Reduction in the levels of obesity.
Reduction in the numbers of acute admissions and readmissions for diabetes

* Note
As we increase awareness
and improve our screening
our diabetes rates will
initially rise and then we
aim for a levelling off with
ultimately a reduction in
diabetes for the Taranaki
population.

When the Disease Prevention and Management Plan is developed there will be
outcome measures associated with it.

Hospital Admissions for Diabetes from 1997 to 2003 with the corresponding
percentage of Mäori admissions
Admission rates have been
increasing since 1998.
Mäori make up 15% of the
Taranaki population but
have much higher than
15% admission rates
because of Diabetes.
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Mental Health & Addictions
One in five New Zealanders experience a mental illness and/or an addiction at any
single point in time [this represents about 20,500 people in Taranaki], and this takes
a huge toll on individuals, their families, on society and on the economy. People
with mental illness and/or addiction can also experience severe discrimination, and
this may affect how well or fast people recover. The government has recently
broadened its interest in mental health from people severely affected by mental
illness to all New Zealanders  while continuing to place an emphasis on ensuring
that people with the highest needs can access specialist services.
In New Zealand, three out of every hundred adults experience severe mental illness
and five out of every hundred children and young people experience severe mental
illness. Nearly a quarter of all hospital admissions due to suicide in Taranaki are
children and young people aged 10-24 years old. In the past the focus has been on
preventing youth suicide, now work will commence on preventing suicide across
all age groups.
Nationally, older people dont access services as much as they could or need to.
An ageing population means that addressing the mental health needs of this group
will be increasingly important in coming years.
There is a strong link between depression, anxiety disorders and substance misuse.
A growing number of people have an addiction (either from alcohol and/or other
drugs or from gambling) and a mental illness. Mäori people are particularly affected
by addictions and mental illness.
Of the top ten leading causes of disability worldwide, five out of the ten were
mental health problems.
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Mental Health Projections

It is estimated that 2.5 percent of the Taranaki adult total population (or 2,647
individuals) have severe mental health disorders and another five percent (or 5,143)
have moderate/severe mental health disorders. Further, a total of 20 percent (or
20,572 individuals) of the population will have some kind of mental health disorder16
during their life.
Improving the health status of people with severe mental illness will reduce hospital
utilisation of crisis and inpatient mental health service. The community overall will
benefit through improved family and community relations.

Estimated Number of People with Severe Mental Illness in Taranaki

Year

Estimated number
Estimated number Estimated number
of people with
of people with
of people with
depressive
bipolar disorders
schizophrenia
disorders

2001

2,012

529

212

2006

2,006

528

211

2011

1,960

516

206

2016

1,908

502

201

The above information is based on current predictions and gives a broad indication
of future need.

What we intend to do

 Develop a Mental Health and Addictions Plan for Taranaki which will take into
account the Regional Plan and the Second National Mental Health & Addictions
Strategy.
 Implement recommendations of Service Reviews so that we can increase access,
reduce barriers and meet unmet needs
 Support the primary care sector
 Provide greater mental health and addictions services for people who experience
mild to moderate mental illness

We will have been successful if





People have access to the services they need and are in control of their care
There is a strong focus on the prevention of mental illness and addictions
More services are based in the community
Fewer people experience acute episodes of mental illness due to early and
effective intervention
 Everyone who provides support works closely together
 Suicide rates across all age groups are stabilised, then reduced
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16

DHB Toolkit: Mental
Health. MoH 2001 and
Blueprint for mental health
services. MHC 1998

How we will measure our progress

 Increased mental illness and addictions access rates to the targeted national
rates
 Improved outcomes for people accessing services (MHSmart)
 Reduction in suicides (using Coroners information) and attempted suicides
across all age groups
 Emotional Wellbeing (measured every three years)
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CAPABILITY
Underpinning all the work that we do: people and infrastructure
We will only be able to improve the health of the Taranaki community, and deliver
the health gains outlined, if we have the right people with the right skills in the right
place and the infrastructure (such as information systems, equipment and facilities)
to support the range and type of services required.
With regard to people, Taranaki has an ageing health workforce. If we do not
address this there will be gaps and skill shortages as these people retire. However,
addressing this is a challenge as New Zealand is currently losing many of its health
professionals overseas. Another focus is getting more Mäori people in the health
workforce.

What we intend to do

 Develop and Implement a Taranaki-wide Workforce Action Plan
 Invest $2.5million in the shorter term to address workforce issues of recruitment,
retention, capacity and development
 Continue developing a more coordinated and integrated approach to service
delivery to make the best use of resources
 Work with other DHBs on regional planning and strategy development
 Address infrastructure issues in the development of strategies and plans

We will have been successful if we have









How we will measure our progress








.

Increased Mäori workforce across the DHB and NGO sector
A stable and sufficient Taranaki health workforce
A stable DHB staff turnover (voluntary) rates
Stable DHB staffing levels (organisational ability to recruit and retain staff
effectively)
Maintained our financial performance record
High client satisfaction rates
High DHB staff satisfaction rates
High percentage use of the NHI number (National Health Index) to ensure coordination of care, safety of the patient and good ethnicity data collection.

Stable Taranaki health workforce
Stable staffing levels
Stable staff turnover
High DHB staff satisfaction rates
High client satisfaction rates
Maintenance of financial performance record
High percentage use of the NHI (National Health Index) number to ensure coordination of care, safety of the patient and good ethnicity data collection
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Age structure of active medical workforce
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RISK MANAGEMENT &
OUR APPROACH TO QUALITY
Quality is an integral component in Health in New Zealand. The National Health
Committee states in its report Safe Systems Supporting Safe Care (May 2002)
that quality improvement should be the prime focus of health care delivery in this
country.
The TDHB has a culture of high expectation in regard to standards, quality processes
and systems and strives to ensure that the best patient care services are funded
within available resources. The fundamental activity, that continues to underpin
quality and risk management activity within the hospitals and specialist health
services, is the accreditation programme with Quality Health New Zealand.
Maintaining continuous accreditation status since 1994 is a significant achievement
that recognises the quality of healthcare delivered to the people of Taranaki, the
ongoing commitment to continuous quality improvement and the dedication of
staff at all levels of the organisation.
The following 10 goals from the Improving Quality (IQ): A Systems Approach for
the New Zealand Health and Disability Sector (2003) are used as the basis for the
annual Taranaki DHB quality plan. The Plan outlines objectives and actions to be
taken to improve service provision, quality of care, systems and processes, therefore
supporting the DHBs vision of Taranaki together, a healthy community. The plans
do have a hospital and specialist health services focus, however, the aim over time
is to further articulate a quality approach for all health and disability services in the
Taranaki District.
1. Treaty of Waitangi  There are more effective service outcomes for Mäori by
acknowledging the special relationship between Mäori and the Crown.
2. Leadership  There is a shared vision towards safe and quality care that is
engendered through committed leadership at all levels.
3. People Involvement  People are encouraged and supported to participate in
the planning, delivery and assessment of health and disability services and
programmes.
4. Quality Improvement Culture  There is a widespread awareness, understanding
and commitment to a quality improvement culture at all levels of the health and
disability sector.
5. Redesign Of Systems  There is evolutionary redesign of systems of care to
support delivery and quality services.
6. Managing Unexpected Outcomes  Unexpected adverse outcomes are managed
in an open and supportive manner that builds trust and confidence in the system.
7. Communication, Co-ordination and Integration  There is effective and open
communication, co-ordination and integration of service activities that recognise
the value of teamwork.
8. Supporting the Workforce to Undertake Quality Improvement Activities  There
is a supportive and motivating environment that provides the workforce with
appropriate tools, including culture competency tools, for continuous learning
and ongoing improvement in the planning delivery and assessment of health and
disability services.
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9. Knowledge and Information Infrastructure  Useful knowledge and information,
including Mäori satisfaction information and clinical evidence, is readily available
and shared to support a quality-conscious culture.
10.People Protection  Regulatory protections that assure safe care is in place to
support people and service providers.

Emergency Management Planning
The DHB has established a Health Emergency Management Group that provides
strategic direction and risk management covering the 4 Rs of emergency
management - risk reduction, readiness, response and recovery. The groups terms
of reference include:
 Identify any issues related to Emergency Reduction, Readiness, Response and
Recovery and ensure that appropriate action plans are established and
implemented.
 Ensure that TDHB complies with all legal requirements and national standards
regarding emergency planning and response co-ordination.
 Oversee the development, maintenance and testing of the current TDHB,
Taranaki Base Hospital and Hawera Hospital Major Incident and Emergency
Plans as well as the Public Health and Mental Health plans.
 Provide advice, support and co-ordination in the event of an emergency or
incident impacting on local and or regional health service provision.
 Report to the CEO on issues of importance
 Liaise with the Health Advisory Group and the Emergency Preparedness
Committees regarding issues of mutual concern.
 Liaise with Taranaki Emergency Management Office, the Midland HCC, the
Ministry of Health and other DHBs in the event of a regional emergency affecting
health services.
The DHB is beginning to place particular emphasis on the involvement and emergency
preparedness of community health providers and has led the establishment of the
Health Advisory Group in line with the Taranaki Civil Defence Management Group
Plan. We are currently assisting community health providers with the review and
updating of their emergency/contingency plans, as well as putting significant resource
into pandemic planning both from a hospital and DHB perspective.
The DHB has been part of the establishment and ongoing review of the Midland
Regional Health Incident Co-ordination Plan. This Plan can be extended to allow
a co-ordinated response with the Midland region, as required by the National
Health Emergency Plan: Infectious Diseases.
The DHB will continue to support local, regional and national emergency planning
and take part in exercises as applicable.
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Our biggest challenges/impacts for future years are

.

We asked our staff, managers, a selection of health providers and a selection of
collaborative partners to consider the major challenges and impacts facing the DHB
and health and disability services in Taranaki. We were pleased to note there was
astounding agreement amongst the different groups, which indicates a good
knowledge of the sector and issues both internal and external to the DHB. The
most common challenges identified can be summarised into three areas:
1. The impact of chronic disease
 We have an increasing ageing population in Taranaki and already high incidences
of chronic disease indicating the problem is going to get worse. Our funding is
contained so we need to investigate other means of dealing with this issue.
 Increasing the momentum for integration between hospital and community
health services is an ongoing challenge that needs some immediate impetus to
help with the chronic disease situation. By limiting the effects of health risk
factors and treating people earlier in their conditions we will keep people
healthier and use our health dollars more effectively. We need people to seek
treatment earlier and we need to have effective early treatment readily available.
2. We have increasing difficulty in maintaining our financial viability
 Population based funding will not match increased community and government
expectations for services. Our funding under the current regime is only predicted
to increase with general price increases over the next 10 years.
 The current financial situation restricts us in making strategic investment decisions
due to immediate funding needs.
 We will need to make some tough decisions about the range of services offered
from within Taranaki to remain financially viable. Any decision on changes to
services will only be made after community consultation.
3. Workforce recruitment and retention
 Maintaining the number of General Practitioners, especially in the rural areas
 Attracting specialists to Taranaki and retaining them

46

CONCLUSIONS:

PAINTING A PICTURE OF THE FUTURE
The whole purpose of the draft District Strategic Plan is set out the broad direction
that Taranaki DHB intends to take for the planning and funding of health and
disability services over the next ten years.
We will know that we have been successful when we have achieved Our Vision
(Te Matakite)  What we want the future to be like.

Taranaki Together, a Healthy Community
Taranaki Whänui He Rohe Oranga
Our Outcomes for Ten Years:

In ten years time what will Taranaki Together, A Healthy Community look like?






People will be smoking less
People will be eating more healthily
People will be more physically active
The impact of disease will be less
We will have a skilled workforce and the right infrastructure, with people
working together

Measuring Our Success

Each year well be able to measure how far we have travelled towards achieving
our vision through the outcomes listed above, and those outlined in each strategic
focus area.
Every three years, we will review the strategic plan, and take into account any new
or future development that will affect us in achieving our vision of

Taranaki Together, a Healthy Community
Taranaki Whänui He Rohe Oranga
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APPENDIX 1 ABOUT THE DHB .
What were here to do  Our Mission (Te Kaupapa)
Improving, promoting, protecting and caring for the health and wellbeing of the
people of Taranaki
Taranaki DHB has three key roles:
Planning to determine the health needs of our community and how these can be
met.
Funding organisations and individuals to provide specific health and disability services.
Providing specific health and disability services to our community.
In carrying out these roles the DHB is responsible for:
 Assessing the districts health needs through the Health Needs Assessment
every three years.
 Prioritising the funding received from the government across the health and
disability services to be delivered.
 Funding those health and disability services across the region through contracts
with community providers and service agreements with our own hospitals and
mental health provider.
 Providing health and disability services through our own hospitals and health
centres.
 Monitoring service performance through provider audits to ensure quality
services are delivered (includes auditing of our own health services and community
providers).
 Engaging with the community on health needs and service changes; and
 Liaising with and reporting to the Ministry of Health on national requirements
and any proposed service changes.
Taranaki District Health Board (DHB), one of 21 DHBs in the country, is responsible
for funding the majority of public health and disability services for the people of
Taranaki. The funding comes from the government but it is up to the Taranaki DHB
to decide what health and disability services are needed and how to best use the
funding available, while meeting minimum national standards, addressing national
health strategies and seeking consultation with the Taranaki community. We are
committed to collaborating locally, regionally and nationally to ensure better services
and programmes are available to the Taranaki community and already participate
in many regional service planning forums and national projects. At this point in time
we have no significant changes to services funded by Taranaki DHB pending. Some
service reconfiguration is likely once the next phase of strategy development is
complete which is likely to occur in the short to medium term.
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The funding we receive each year is proportionate to Taranakis population, which
loosely equates to 2% of the national health budget, $204 million for 2005/06. This
funding has to also cover services used at other DHBs hospitals and clinics by
Taranaki people. These services get utilised when Taranaki people get ill while
staying elsewhere or require specialist services not available in Taranaki (eg heart
surgery in Hamilton, oncology treatment in Palmerston North). Some very specialised
services, like heart transplant surgery in Auckland, are still covered by a separate
national budget.
Since 2001, when DHBs were formed, the health and disability services funded by
the DHB have gradually increased, however there are still some services funded
directly by the Ministry of Health. The current range of services funded by the
DHB includes:

Hospital and specialist services
Impact on Secondary Care
In terms of future demand, there are a lot of unknowables. What we do know
is that there will always be a need for high quality secondary care services to support
all other possible changes in health need and healthcare delivery over the coming
years. Changes in technology, the ageing population, the workforce ageing as well,
developments in pharmaceuticals and the impact of disease  these will all influence
the future shape of services. And these will all need to be underpinned by stable
and high quality secondary service delivery.

Elective Services
Elective Services

The DHB is committed to achieving Government policy for Elective Service Delivery,
particularly in the areas of Patient Flow Management, Level of Service and Order
of Service.

Patient Flow Management

The DHB is committed to achieving and maintaining compliance with the Elective
Service Patient Flow Indicators (ESPIs). Our commitment to work with the MoH
is shown by our Elective Services Steering Group which has been established to
meet the challenges of compliance. This includes monthly reporting on our Recovery
Plan to the MoH, and quarterly meetings direct with the MoH to discuss progress.
Our data issues are in the process of being resolved and we are close to the
resolution of ongoing issues.

Level of Service

The DHB is committed to maintaining Elective Volumes and reviewing and addressing
any areas that have comparative under provision (as indicated by Standardised
Discharge Ratios). The DHB is also working towards achieving Orthopaedic Initiative
Targets set by the MoH.
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Order of Service

Equity of access is an important concern for the DHB. We will continue to work
with all services regarding prioritisation processes to ensure that people are being
consistently prioritised and receiving services that match the priority level given.
The DHB is committed to using nationally recognised processes or tools in our
approach to prioritisation. This is reflected in the DHB Status for our Elective
Services Patient Flow Indicators.

Other Services we fund or provide
 Mental health services including community residential facilities around the
district
 Public Health protection and promotion services
 District Health nursing
 Sexual health clinic
 Pharmaceuticals and service subsidies
 Laboratory services
 Radiology services
 GP subsidies
 Rest Home care and home based support services for our Older People
 Travel and accommodation
 Hospice/palliative services
 Dental services  school based dental and special benefits
 Ambulance services
 Mäori Health services
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Key government imperatives and policy frameworks
Taranaki DHB, in its development of this draft Strategic Plan, has been guided by the overarching strategic
directions contained within the New Zealand Health Strategy, New Zealand Disability Strategy, He Korowai
Oranga (Mäori Health Strategy), national health strategies and other government imperatives shown in the diagram
below. Our Health Needs Assessment is another key planning influence informing our strategic planning and
prioritisation processes. Our strategic focus areas reflect the governments current imperatives and address the
outcomes of our Health Needs Assessment.
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APPENDIX 2 WHY FOCUS ON REDUCING THE RISK FACTORS?
There are so many ways that we can be in charge of our own health and they are
related to the way that we live our lives. Below, we outline the impact of those
risk factors on our lives.

Population Health Risk Factors
Tobacco Smoking
Tobacco smoking is a key lifestyle risk factor, even leading to deaths that could have
been avoided. It is responsible for approximately 15 percent of all deaths in New
Zealand. On average, people who die from smoking-related illness will die 14 years
earlier than if they had not smoked. As well as causing early death, illness and
disease, the effects of smoking can greatly reduce our quality of life. The diseases
caused by smoking include cardiovascular disease, many different cancers and other
conditions. In addition, second-hand cigarette smoke is now recognised to be
harmful to those close to people who smoke.
Mäori people have higher smoking rates than other groups and this contributes to
the gap  the inequality gap  where some groups such as Mäori have more illness
and die younger than others.
Percentage prevalence of current Smokers by Gender and Ethnicity for
Taranaki and New Zealand

Trends on Proportion
Proportion of Year
Year 10 Students smoking daily,
daily, total smoking monthly or
more often or never smoked, 1999-2004
This graph shows good
news. The proportion of
young people smoking daily
and monthly is dropping.
But we still have more work
to do.
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Nutrition and Physical Activity
When we dont eat well and dont do any or enough exercise, then we are more
likely to become overweight and obese, and suffer from conditions like Diabetes.
The World Health Organisation has described this as a global epidemic.
Being overweight and obese means we are more likely to suffer from a wide range
of diseases and our lives may be much shorter. Even our children are more
overweight and obese than ever before.
Good nutrition and regular physical activity has the potential to reduce the risk of
a range of health problems, including cardiovascular disease, obesity and overweight,
diabetes, mental health, some cancers and falls in older people.
The more we are able to influence our behaviours and treat diseases early on, the
better the chance for us to live long and healthy lives.
In New Zealand two out of every five deaths each year (approximately 11,000
annually) are due to nutrition-related risk factors such as high cholesterol, high
blood pressure, overweight and obesity, and inadequate vegetable and fruit intake.
Of these 11,000 deaths a year, 8000 to 9000 are likely to be due to our diet alone,
and the remaining 2000 to 3000 due to not exercising enough. Obesity and poor
nutrition is more of a problem for Mäori and Pacific communities than other New
Zealand groups.

Percentage Prevalence
Prevalence of Obesity by Gender and Ethnicity for Taranaki
Taranaki
and New Zealand
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Alcohol and Drugs
Nearly one in five New Zealanders suffer from the effects of drinking too much
alcohol. This significantly leads to death and injury on the roads, drowning, suicide,
assaults and domestic violence.
Mental health problems related to alcohol and drug dependency are an issue
particularly for Mäori and for young people.

What other things affect our health?
Our age, sex, hereditary factors are key contributors to our health, however they
are factors that we cannot control.
But there is a range of other factors that affect our health, wellbeing and independence
over which we can have more control. Their impact on our health can be affected
by changing our individual behaviour and how we behave as a community.
These include:
 Individual lifestyle factors  for example, what we eat, whether we smoke,
exercise, how much alcohol we drink.
 Social and community influences such as whether we belong to a strong
community, feel valued and able to make decisions. Isolation, lack of support
and stress affect our health and wellbeing.
 Living and working conditions  for example, whether we live in safe housing
and have decent working conditions.
 Culture & historical and gender issues  for example, the way we fit into our
community based on our gender, our culture and our history as a people.
 General socioeconomic and environment conditions  for example, our position
in society, including income, education and employment. These all affect our
ability to adopt healthier behaviours. People living in rural communities also
encounter issues and barriers of access to services that they need.
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APPENDIX 3 - DESCRIPTIONS
OF THE PLANS UNDER DEVELOPMENT
A number of plans are already under development or will be developed to deliver
the health improvements signalled in this Strategic Plan. These plans will cover the
following areas:







The Public Health
Inequalities
Primary Health Care
Children and Young People
Health of Older People
Mental Health and Addiction

Rather than develop local strategies for Taranaki, our focus will be to develop
robust and prioritised implementation plans based on the National Strategies that
already exist. For the Health of Older people the focus will be on developing a
robust and prioritised implementation plan based on the ageWELL plan developed
in 2004.
A number of issues require strategic planning at a local level rather than the
implementation of a National strategy, these are:
 Clinical Services Plan  The Clinical Services Plan will define the services that
will be offered locally and from other DHBs. This will allow us to make the best
use of our resources and see services delivered in the most appropriate location.
The plan is due for completion by early 2006 with buy in from all key stakeholders.
 Disease P
Prevention
revention and Management Plan  The overall goal is to introduce a
system of chronic care management across the Taranaki community and hospital
settings that maximises health care outcomes in an efficient manner. We intend
to take a four pronged approach: targeting high risk patients; promoting an
organised patient focused system of care; having an integrated IT system and
prevention measures.
 Mäori Health Plan  This plan was developed in 2004 and explicitly articulates
Taranaki DHBs commitment to improving the health of Mäori people in its
region.
 Workforce Action Plan  This plan will guide, support and prioritise local
workforce planning and development initiatives. Taranaki DHB has committed
$2.5 million over the next five years to enable strategic investments in Taranakis
future workforce to be made over and above the significant activity already
taking place in this area.
The outcome of this strategic planning work will be measured by reference to the
short, medium and long-term indicators listed in Appendix 4.
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APPENDIX 4 
MONITORING AND REPORTING
Timescales and Reporting Schedule
In the short term (over the next one to three years).
1. We will systematically develop plans focused on key areas for improvement
based on national strategy, peoples needs and the available resources. These
plans will include, but are not limited to:
 Public Health Plan
 Inequalities Plan
 Primary Healthcare Plan (includes rural)
 Clinical Services Plan
 Disease Prevention and Management Plan
 Children & Young People Plan
 Health of Older People Plan
 Maori Health Plan
 Mental Health and Addictions Plan
2. We will develop implementation frameworks for the plans and prioritise resources
where needed.
3. We will develop a Taranaki-wide Workforce Action Plan that addresses workforce
issues of recruitment, retention, capacity and development.
4. We will continue to develop our inter agency partnerships to deliver consistent
healthy lifestyle messages targeting smoking, nutrition, physical activity and
obesity.
5. We will encourage councils and other agencies to adopt initiatives that are good
for the health and wellbeing of the people of Taranaki.
6. We will develop further systems that enable quality data collection and information
sharing between providers.
7. We will continue to work with other District Health Boards to coordinate
service planning and provision for the people of Taranaki.
Each of the strategies and plans described will give us:
 A timeline for future developments
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They will take into account and address:
 The continuum of care approach to the services within the strategy.
 The strategic focus areas  Children and Young People, Older People, Mäori
People, Cardiovascular Disease, Cancer, Respiratory Diseases, Diabetes and
Mental Health and Addictions.
 Equitable access to services taking into account rural and city dwellers.
 Collaboration with Iwi and other key stakeholders (particularly our health
service providers).

In the medium term (over the next three to six years)
 We will implement and evaluate the prioritised plans and strategies.
 We will implement the Taranaki-wide Workforce Action Plan and continue
to identify current and future workforce needs.
 We will continue to encourage councils and other agencies to adopt initiatives
that are good for the health and wellbeing of the people of Taranaki.

m (over the six to ten years)
In the longer term
 We will evaluate impact and health outcomes of the plans and review as
required.
 We will implement the Taranaki-wide Workforce Action Plan and continue
to identify current and future workforce needs.
 We will continue to encourage councils and other agencies to adopt initiatives
that are good for the health and wellbeing of the people of Taranaki.

Overarching Principles:
We will aim for an improvement in all measures but NOT at the expense of a
widening inequality gap.
We will aim for higher enrolment rates in Primary Care for all population groups.
We will measure obesity rates across all population groups.
We will measure smoking rates across all population groups.
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Our Measures of Success are:
(still in discussion with experts)
CHILDREN AND
YOUNG PEOPLE

Short
1-3 years

Medium
3-6 years

Long
6-10 years

Reduced tooth decay
rates at age 5

Increase

Stabilise

Reduce

Increase in age
appropriate vaccination
rates for 2 year olds to
greater than 85%

Increase

Maintain

Maintain

Increased Primary
Care enrolments for
children and young
people, with 97% of
Mäori children under
15 years enrolled
(currently 92%)

Increase

Increase

Maintain

Reduction in the rates
of obesity in children
and young people

Increase

Stabilise

Reduce

Reduction in rates of
un-intentional injuries

Increase
(in detection)

Stabilise / Slight
Decrease

Stabilise / Slight
Decrease

OLDER PEOPLE

Short

Medium

Long

Increase in the
numbers of Mäori
people receiving
support in their own
home

Increase

Increase

Maintain

Flu vaccine coverage
for older people is
greater than 75%

Increase

Increase

Maintain

Number of Mäori living
beyond age 65

Decrease

Stabilise

Slight increase

Other measures will be developed as the Health of Older People Plan is implemented
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MÄORI PEOPLE

Short

Medium

Long

Accurate ethnicity data
is captured

Yes (DHB)

Yes (Wider
Health Sector)

Yes

Increase

Increase

Stabilise then small
reduction

Increase in the number
of Mäori enrolled in
Primary Care

Increase

Increase

Maintain

Cardiovascular Disease

Short

Medium

Long

Reduction in the
number of people who
smoke.

Decrease

Decrease

Plateau

eduction in the levels
Reduction
of obesity.

Increase

Increase / Stabilise

Stabilise / Slight
reduction

Cancer

Short

Medium

Long

Increase

Increase

Reach 85-90%

Increase in breast
cancer screening
coverage (age 45  69
years)
(extended age range)

Increase in numbers

Increase in numbers
and coverage

Increase in numbers
and coverage

Skin Cancer Rates
(Melanoma and NonMelanoma)

Increase

Increase

Stabilise / Small
increase

Reduction in the gap
between Mäori and
non-Mäori mortality
rates

Increase in cervical
cancer screening
coverage (age 20-69
years)

Other outcome measures will be developed when the Disease Prevention & Management Plan is implemented.
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Short

Medium

Long

Reduction in the rates
of Asthma
(hospitalisations)

Increase

Stabilise

Decrease

Reduction in the rate
of COPD
(hospitalisations)

Increase

Stabilise

Decrease

DIABETES

Short

Medium

Long

Increase in
detection

Stabilise

Decrease

Stabilise

Decrease

Decrease

RESPIRATORY
DISEASES

Reduction in the rate
of Type 2 Diabetes

Reduction in the
numbers of acute
admissions and
readmissions for
people diagnosed with
diabetes

Other outcome measures will be developed when the Disease Prevention & Management Plan is implemented.

MENTAL HEALTH &
ADDICTIONS

Short

Medium

Long

Emotional Wellbeing

Maintain

Increase

Increase
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INFRASTRUCTURE we will have been
successful if we
have
..

Short

Medium

Long

Increased Mäori
workforce across the
DHB and NGO sector

Maintain

Increase

Increase

Maintenance of
financial performance
record

Maintain

Maintain

Maintain

High DHB staff
satisfaction rates

Increase

Increase

Maintain

Increase in
accurate use

Increase

Maintain

High percentage use of
the NHI number
(National Health Index)
to ensure coordination of care,
safety of the patient,
good ethnicity data
collection.

61

APPENDIX 5 
GLOSSARY
Admissions

A measurement of the number of people entering a
healthcare facility, usually as an inpatient.

Age standardised rates

A technique used for reducing the effect of variations
in the population age structure when comparing rates
between populations (eg Taranakis population with
New Zealands population) or rates of the same
population at different times.

Asthma

Asthma is characterised by episodic, reversible airflow
obstruction (experienced as wheeze, breathlessness
and cough).

Chronic Disease/Illness

A disease that affects a person for a period longer than
six months.

Continuum of Care

An individual experiencing a health issue will often
come in contact with a multitude of health providers
as they receive their treatment and rehabilitation
where appropriate. We define the series of interactions
as the continuum of care and aim to look at our services
with this in mind so that the patient journey is taken
into account in providing seamless service delivery.

COPD

Chronic Obstructive Pulmonary Disease
Refers to several chronic lung disorders, common
forms include emphysema and chronic bronchitis. It
is a progressive, disabling disease with serious
complications and is a major cause of disability, hospital
admission and premature death.

Determinant

A social, cultural, economic demographic or
environmental variable associated with exposure to
a risk factor or incidence of a disease or other health
condition.

DHB

District Health Board

Health & Disability
Services

The DHB is responsible for funding and planning a
multitude of health and disability services in Taranaki.
Wherever we have used the term health services in
this document we mean health and disability services.
Currently the DHB only funds disability services for
people 65 years and over and for people over 50 years
who have age related disabilities (called close in
interest). The remaining disability services which
includes intellectual disability services are funded by
the Wellington based Ministry of Health.

Health Needs
Assessment

A process designed to establish the health requirements
of a particular population.

Inequalities/Inequality
Gap

Inequalities are differences in health that are
unnecessary, avoidable and unjust. The inequality gap
is the difference in health status between ethnic groups
and other definable groups of people eg low income,
education qualifications
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Infrastructure

The resources required to provide the health and
disability services such as workforce, facilities, medical
technology, information technology.

Inter-agency partnerships

The coordination and cooperation between agencies,
both government owned (like the Ministry of Education,
Ministry of Social Development, Housing NZ, Police)
and independent (like Plunket, rest homes) is being
formalised through inter-agency partnerships and is
linked with the Community Outcomes work by the
district and regional councils.

Ischaemic Heart Disease

Also known as Coronary Artery Disease, it is a
condition that affects the supply of blood to the heart.
It is associated with high blood cholesterol, tobacco
smoking, high blood pressure, overweight and obesity,
physical inactivity, diabetes, and inadequate fruit and
vegetable intake, as well as genetic factors.

NGO

Non-government organisation
A term used to differentiate between the DHB and
Ministry of Health delivered health services and those
delivered by other health and disability providers.

Primary Care

Often defined as the first level of contact with the
health system and a service that an individual can
access without first being referred by their General
Practitioner (GP). Most primary care services in
Taranaki are delivered in the community and are
provided by either independent providers or the DHB.

Prioritisation

The process utilised to allocate our funding to new
and existing services.

Secondary Care

Specialist care that is typically provided in a hospital
setting.

Stakeholders

Individuals and groups who have a vested interest.
Our stakeholders include (but is not limited to) our
patients and clients, the Taranaki DHB Board, DHB
staff, the Taranaki community, the Taranaki councils,
government agencies, health and disability service
providers, the Ministry of Health and the Minister of
Health.

Statins

A medication used to control cardiovascular disease
risk factors.

Vaccinations

Provide protection from communicable diseases such
as measles, meningococcal disease
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Management of financial performance during the plan period
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.
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 pursue short term initiatives to provide immediate
gains, while progressing a series of longer term initiatives to achieve sustainability.
1. Taking into account 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. Strategies would include:






Sustainability of services in line with funding.
Alignment towards a more sustainable clinical services model.
Internal cost controls and close monitoring of operating budgets.
Achievement of initiatives and efficiency measures.
Contract performance against targets for community and hospital providers.

2. Primary and secondary sector integration will be key to deliver the outcomes
desired.
3. The hospital services will continue to pursue operational efficiencies through
initiatives and measures to further reduce its service costs and/or increase non
DHB funded revenue.
4. Cost containment together with focus on cost reduction in primary costs across
the hospital provider operations such as staffing and operational overheads will
continue to be pursued.
5. The Board will strive to achieve a consolidated financial breakeven result in each
year of the plan period, thereby creating the pathway to financial stability and
sustainability.
6. During the plan period 2005-15, normal capital expenditure (other than major
site redevelopment projects) is expected to be contained within annual baseline
depreciation accruals, so that additional equity injection or borrowing is not
required.
7. A preliminary Facilities Development Plan for the Boards hospital services has
been scoped, around which the redevelopment of core Base hospital inpatient
and clinical block is expected to be progressed over the medium term. This
plan will be reviewed in conjunction with the current assessment of services
delivery for the district and dovetailed with the Clinical Services Plan that is
being progressed. Thereafter, based on the outcome of this review a Business
case will be developed and forwarded to the Ministry for approval. The Board
will also seek funding allocation from the national capital development pool
which has been established for this purpose.
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8. Taranaki DHBs Asset Management Plan (AMP) will determine the asset
replacement programme to support the planned clinical and health services by
the secondary services and linkages with primary services. The asset management
plan will be matched against the financial capability of the DHB to support the
plan, and also co-ordination and integration with the Regional Capital Committee
asset management plans.
9. In keeping with the guidelines received from the MOH on treatment of Mental
Health Ring fence surplus the amount of any under-expenditure will be reported
as a surplus in Taranaki DHBs Statement of Financial Performance in the year
the surplus is generated. Further, the surplus arising will be applied to mental
health operating expenditure in the following year and possibly the out years.

DSP Financial Assumptions:
The Story Behind the Numbers
The District Strategic Plan outlines the destination of where we want to be as a
healthy community in the next 10 years. The plan also contains some of the signposts
and stages of the journey and the financial aspects of the plan act as the foundation
for making it happen. These will be defined more clearly each year in our District
Annual Plan.
So, what will healthcare look like in 10 years time compared to 2005?
There will be a much greater focus on wellness rather than illness, and a greater
awareness by us all about the ways that we can influence our own health. More
services will be delivered in community settings, close to the lives of the people
of Taranaki, supported by hospital based specialist services where needed. As
further investment is made in the community and primary health services, this is
likely to place additional pressures over this period on hospital and specialist services.
Recognising this and, at the same time, supporting the maintenance and development
of these services will be a significant but necessary challenge.
Diseases will still affect us, but the impact they have on our lives will be less due
to healthier living, early detection like screening, and better management of diseases
when we do have them.
Technology will help us, with smarter equipment, better drugs, and easier
communication between services.
As a population, we will be getting older, with extra demands on services simply
because of our age. But we will be helped by a big emphasis on remaining healthy
for as long as possible, and by having more choices about the kind of care we have
when we are ill or live with a disability.
The kinds of roles we need in healthcare will change as new challenges arise and
new ways of dealing with health issues are found. But we will find as many of the
people as we can to do the jobs by planning ahead and working together.
Within our community, some groups who in the past suffered more illness and
earlier death will have the opportunity and support to live full, healthy and longer
lives.

65

This will all mean some careful thinking and difficult choices around how we plan
and fund future services. But well make those choices together and with full
consultation, and in the knowledge that we are all contributing to Taranaki Together,
A Healthy Community.

Capital Investment In Facilities
Taranaki District Health Board commenced a programme of up-grading existing
hospital facilities including some clinical services, diagnostic services and mental
health services in 1999. Since that time a number of areas now provide a good
modern standard of facility.
However, to date no work has been undertaken on up-grading the in-patient
facilities at the Base Hospital in New Plymouth (with the exception of the Mental
Health unit), and this accommodation is now in need of attention to bring it to the
standards found in hospitals elsewhere in New Zealand and enable it to meet future
service demands.
Whilst the initial planning for this redevelopment has commenced, the design and
layout of services will be dependent on the outcome of the clinical services planning
project currently in progress, and an assessment of patient and process flows
needed for the future. Though the draft Clinical Services Plan is expected only in
early 2006, at a higher level the following objectives underpin the proposed
redevelopment:
 Provision of sufficient inpatient accommodation to meet the forecast changes
in population profile, clinical services and service volumes of the Taranaki
community to 2015 and beyond.
 Continuation of the current programme of consolidation of all patient facilities
and services into a more compact, efficient base hospital centred on the main
entrance and vertical distribution system at the northern end of the main hospital
campus in New Plymouth.
 Improvement of all inpatient accommodation to comply with clinical, seismic
and other regulatory standards.
 Improvement in operational efficiency through better workflow systems, lower
resource costs and improved levels of service through consolidation of facilities.
 An assessment and programme for the management of operating cost impact
as a result of the redevelopment.
 A focus on the design and delivery of modern models of care throughout the
process of redevelopment. This includes the analysis of savings and change
requirements in order to achieve efficiencies associated with the redevelopment.
 Establishment of a framework to proactively manage local and regional impacts
that may arise as a result of the redevelopment.
The redevelopment of in-patient facilities is currently planned for commencement
in 2008 and early estimates indicate a cost of approximately $40 million. The final
capital outlay net of efficiencies arising from the redevelopment will be known once
the business case is developed and submitted for approval to the Ministry of Health.
The financing of the redevelopment will be met from a mix of internal cash reserves
and long term borrowing.
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APPENDIX 6 
FINANCIAL INFORMATION
Financial Projection For The Years 2005 Through 2015
(Financial year ending 30 June)
(Amounts in $ Millions)

A: PROJECTED FINANCIAL PERFORMANCE
Short term: 2005 - 2008

2005/06

2006/07

2007/08

*Ministry of Health funding
- Hospital services
- Non-hospital services
*Other Income

116.95
104.78
10.33

119.59
108.95
10.48

123.17
112.22
10.55

TOTAL REVENUE

232.06

239.02

245.94

*Hospital services
*Non-hospital services

127.23
105.73

130.04
109.19

133.67
112.22

TOTAL OPERATING EXPENDITURE

232.96

239.23

245.89

-0.90

-0.21

0.05

2008/09

2009/10

2010/11

*Ministry of Health funding
- Hospital services
- Non-hospital services
*Other Income

126.25
115.03
10.87

129.41
117.90
11.19

132.64
120.85
11.53

TOTAL REVENUE

252.14

258.50

265.02

*Hospital services
*Non-hospital services

137.07
115.03

140.54
117.90

144.12
120.85

TOTAL OPERATING EXPENDITURE

252.10

258.44

264.97

0.05

0.06

0.05

REVENUE

EXPENDITURE

NET SURPLUS / (DEFICIT)

Medium term: 2008 - 2011
REVENUE

EXPENDITURE

NET SURPLUS / (DEFICIT)

67
37

Long term: 2012 - 2015

2011/12

2012/13

2013/14

2014/15

136.62
124.47

140.72
128.21

144.94
132.05

149.29
136.02

11.87

12.23

12.60

12.98

272.97

281.16

289.59

298.28

*Hospital services
*Non-hospital services

148.47
124.47

152.94
128.21

157.53
132.05

162.25
136.02

TOTAL OPERATING
EXPENDITURE

272.94

281.15

289.58

298.27

0.02

0.01

0.01

0.01

REVENUE

*Ministry of Health funding
- Hospital services
- Non-hospital services
*Other Income
TOTAL REVENUE

EXPENDITURE

NET SURPLUS / (DEFICIT)
Notes:
*
*

Ministry of Health funding in the short term is as per current indications.
Ministry of Health funding assumed to increase annually by 2.5% in the medium term and by 3%
in the longer term.

B: PROJECTED FINANCIAL PERFORMANCE
Short term: 2005 - 2008

2005/06

2006/07

2007/08

95.31
59.68
35.64

95.23
59.80
35.43

95.20
59.72
35.48

2008/09

2009/10

2010/11

132.93
97.40
35.53

132.99
97.40
35.59

113.04
77.40
35.64

* Total Assets
* Total Liabilities
* Crown Equity

Medium term: 2008 - 2011
* Total Assets
* Total Liabilities
* Crown Equity

Long term: 2012 - 2015
* Total Assets
* Total Liabilities
* Crown Equity
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2011/12

2012/13

2013/14

2014/15

113.06
77.40
35.66

113.07
77.40
35.67

113.08
77.40
35.68

103.10
67.41
35.69

C: PROJECTED MOVEMENT IN EQUITY
Short term: 2005 - 2008

2005/06

2006/07

2007/08

Total equity at beginning of period
* Net financial results for the period
* Equity injections / (repayments)

38.54
-0.90
-2.00

35.64
-0.21

35.43
0.05

Total equity at end of period

35.64

35.43

35.48

2008/09

2009/10

2010/11

Total equity at beginning of period
* Net financial results for the period
* Equity injections / (repayments)

35.48
0.05

35.53
0.06

35.59
0.05

Total equity at end of period

35.53

35.59

35.64

Medium term: 2008 - 2011

Long term: 2012 - 2015

2011/12

2012/13

2013/14

2014/15

Total equity at beginning of period 35.64

35.66

35.67

35.68

* Net financial results for the period 0.02
* Equity injections / (repayments)

0.01

0.01

0.01

35.67

35.68

35.69

Total equity at end of period

35.66

D: PROJECTED CASHFLOWS
Short term: 2005 - 2008
OPENING CASH BALANCE
* Net cashflow from operating
* Net cashflow from investing
* Net cashflow from financing

CLOSING CASH BALANCE

2005/06

2006/07

2007/08

2.80

0.99

3.98

5.85
-5.53
-2.13

7.27
-4.23
-0.05

7.61
-9.00
0

0.99

3.98

2.59
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Medium term: 2008 - 2011

2008/09

2009/10

2010/11

2.59

13.97

18.94

* Net cashflow from operating
* Net cashflow from investing

11.38
-38.40

11.67
-6.70

11.96
-8.70

* Net cashflow from financing

38.40

0.00

-20.00

CLOSING CASH BALANCE

13.97

18.94

2.20

OPENING CASH BALANCE

Long term: 2012 - 2015

2011/12

2012/13

2013/14

2014/15

2.20

5.02

8.11

10.08

* Net cashflow from operating
* Net cashflow from investing

12.32
-9.50

12.69
-9.60

13.07
-11.10

13.46
-11.20

* Net cashflow from financing

0.00

0.00

0.00

-10.00

CLOSING CASH BALANCE

5.02

8.11

10.08

2.34

OPENING CASH BALANCE

E: PROJECTED CAPITAL EXPENDITURE
Short term: 2005 - 2008

2005/06

2006/07

2007/08

* New Buildings
* Site redevelopment
* Plant & clinical equipment
* Information technology
* Motor Cars

0.00
1.89
1.75
0.75
1.14

0.00
1.20
1.80
0.75
0.48

5.00
0.50
2.00
1.00
0.50

TOTAL

5.53

4.23

9.00

70

Medium term: 2008 - 2011

2008/09

2009/10

2010/11

* New Buildings
* Site redevelopment
* Plant & clinical equipment
* Information technology
* Motor Cars

35.00
0.20
2.20
1.00
0.00

0.00
0.50
4.50
1.50
0.20

0.00
0.90
5.80
2.00
0.00

TOTAL

38.40

6.70

8.70

Long term: 2012 - 2015

2011/12

2012/13

2013/14

2014/15

* New Buildings
* Site redevelopment
* Plant & clinical equipment
* Information technology
* Motor Cars

0.00
1.00
6.00
2.00
0.50

0.00
1.00
6.00
2.50
0.10

0.00
1.50
6.50
3.00
0.10

0.00
1.50
6.50
3.00
0.20

TOTAL

9.50

9.60

11.10

11.20

Notes:
1. New buildings comprise the final phase of hospital redevelopment programme involving inpatient
facilities. This is planned to commence in 2007/08 and currently estimated to cost $ 40 million.
2. Site redevelopment expenditure relates to minor work including structural modifications,
mechanical upgrades and reconfiguration of work places.
3. Financing of capital expenditure met through mix of long term debt and internal cash accruals.
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Whakatau ki
"What is the most important thing in the world?
I say to you
It is people
It is people
It is people"

"He aha te mea nui o tenei ao?
Maaku e ki atu
He tangata
He tangata
He tangata"

Taranaki District Health Board
David Street
Private Bag 2016
New Plymouth

Telephone 06 753 6139
Fax 06 753 7780
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