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1.0 INTRODUCTION FROM THE CHAIRMAN AND CHIEF EXECUT IVE 
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2.0 THE TREATY OF WAITANGI (Te Tiriti o Waitangi) 
 

Te Tiriti o Waitangi is widely acknowledged as the founding document of New Zealand and is often referred to in overarching strategies and plans 
throughout all sectors. The Taranaki District Health Board (DHB) is one of many organisations that value its importance in the context of the work 
that we do. 
 
Central to the Treaty relationship and the acknowledgement of the Treaty principles, is a common understanding that Māori will have an important 
role in developing and implementing health strategies for Māori.  
 
He Korowai Oranga – Māori Health Strategy, emphasises that the relationship must be based on: 
 

Partnership : working together with whanau, hapu, iwi and Māori communities to develop strategies for improving the health status of Māori. 
 
Participation : involving Māori at all levels of the sector in planning, development and delivery of health and disability services that are put in 
place to improve the health status of Māori.  
 
Protection : ensuring Māori well-being is protected and improved as well as safeguarding Māori cultural concepts, values and practices. 

 
The Taranaki DHB is committed to the application of these Treaty obligations. 
 
Taranaki DHB is committed to operationalise the Treaty of Waitangi and do so by working in partnership with the regional Māori governance body 
“Te Whare Pūnanga Kōrero” (TWPK).  The Memorandum of Understanding between Taranaki DHB and TWPK provides for Māori input into 
decision-making and performance monitoring at the governance level. 
 
In addition, the Taranaki DHB has strong operational relationships with Tui Ora, the regional Māori Development Organisation that is the umbrella 
body for 13 Māori provider organisations, as well as with Te Tihi Hauora O Taranaki Māori PHO and its affiliated iwi providers. These 
relationships are an important practical expression of Treaty of Waitangi obligations in action on a day-to-day basis.  
 
The application of Treaty obligations is the responsibility of all organisations and individuals involved in planning, designing and delivering health 
services to Taranaki communities. 
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3.0 OPERATING ENVIRONMENT 
 

The District Annual Plan describes how the DHB plans to achieve the priorities identified in its District Strategic Plan1; and Government and 
Minister’s priorities.  It also sets out how the DHB will collaborate with others and how local, regional and national priorities will be balanced. 
 
 

3.1 The District Strategic Plan 
 

 
 

 
 
 

Our aims  

• To promote healthy lifestyles and self responsibility 

• To have the people and infrastructure to meet changing health needs 

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

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

• To have a multi-agency approach to health 

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

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

• To make the best use of the resources available 
 

 
 

                                                 
1 Web link to DSP ( http://www.tdhb.org.nz/misc/documents/tdhb_strategic_plan.pdf ) 

Vision : Taranaki Together, a Healthy Community 
Taranaki Whanui He Rohe Oranga 
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3.2 Government Priorities – Health Targets 
 

Health 
Targets Indicator Planned Actions for 2010/11 

 

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

• Implement nurse intervention – see and treat 

• Improve access to diagnostics 

• Develop pathways for specific groups 

 

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

• Increase investment in cardiology first specialist 
assessments to ensure increase in patients listed 
for surgery at Waikato 

• Increase access to diagnostics 

• Theatre productivity projects 

 

Everyone needing radiation treatment will have 
this within six weeks by the end of July 2010 and 
within four weeks by December 2010. 

• Continue close collaboration with MidCentral 
Cancer Centre to identify early any risk to their 
ability to meet the target and identify options for 
corrective action 

• Invest in additional activity (one off) to reduce 
waiting time from six weeks to four weeks 

 

92% of two year olds are fully immunised by July 
2011; and 95% by July 2012. 

• Target outreach immunisation activity on areas with 
low uptake 

• Work with providers to improve alignment of 
maternal child and youth services 

• Incentivise all providers of maternal, child and 
youth services to increase uptake of immunisation 

 

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

80% of patients attending primary care will be 
provided with advice and help to quit by July 2011; 
90% by July 2012; and 95% by July 2013. 

• Train Primary, Community and Hospital health 
professionals in ABC Smoking Cessation 
Guidelines 

• Provide more nicotine replacement therapy 



 

District Annual Plan 2010/11   8  

Health 
Targets Indicator Planned Actions for 2010/11 

 

Increased percentage of eligible adult population 
will have had their CVD risk assessed in the last 
five years. 

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

Increased percentage of people with diabetes will 
have satisfactory or better diabetes management. 

• Link greater funding flexibility for PHOs to 
achievements of health targets 

• Implement chronic care screening through PHOs 

 
 
3.3 Minister’s Expectations 
 

The Minister of Health expects all DHBs to: 

• Improve service and reduce waiting times 
− increase elective surgical volumes year on year 
− improve Emergency Department waiting times 
− improve cancer treatment waiting times, particularly radiation treatment 

• Implement the next steps in the Primary Health Care Strategy 
− work with community and hospital clinicians to provide a wider range of services at no cost to patients 
− actively investigate and facilitate opportunities to consolidate PHOs where appropriate, acknowledging existing provider networks 

• Strengthen clinical engagement from the governance level throughout the organisation 

• Accelerate closer collaboration with neighbouring and close DHBs, including Regional Service Plans and clinical networks 

• Work constructively with the National Health Board to achieve a more effective unified system, focusing on collective procurement, back 
office rationalisation, quality and safety 

• Implement specific actions to take ownership of financial performance and live within its means year on year. 
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3.4 Five Key Priorities for 2010/11 
 

This Annual Plan describes the actions that Taranaki DHB will take to make progress against all the priorities identified by the Government, 
the Minister of Health and in its District Strategic Plan.  However, five key priorities have been identified where the DHB’s efforts will be 
focused in 2010/11 in order to make the biggest impact: 

 

 What? Why? 

1.  Reduce the number of 
Taranaki people who smoke 

Smoking is the greatest cause of ill 
health and early death amongst our 
people 

2.  Plan the new hospital and 
models of care which will be 
delivered 

This will improve the productivity and 
quality of hospital services from 2012 

3.  Better, sooner, more 
convenient primary health care 

Increasing access to health care closer 
to home will make people healthier and 
reduce pressure on hospital services 

4.  Increasing our organisational 
efficiency 

Will enable future health needs of 
people to be met within a lower future 
funding pathway 

5.  Shifting our allocation of 
funding to match needs of our 
population 

Allocation of funding reflects historical 
service patterns rather than health 
needs of our people 
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4.0 APPROACH 
 
This section describes what activities are planned for 2010/11 and why the DHB believes that these activities will help achieve our objectives.  
Figure 1 illustrates how the DHB has grouped these activities into areas of focus to deliver both local and national objectives. 

 

Maternity, 
Child and 

Youth

Chronic 
Diseases

Elective 
Surgery

Whanau Ora
Health Priorities 
and Groups we 
will focus on

Clinical Leadership

Workforce Development

Collaboration

Better, sooner, more convenient Primary Health care

Hospital Productivity, Safety and Quality

The approaches 
we will focus on

The services we 
will focus on

Figure 1

 
 

The following pages outline for each area of focus an overview of the current situation, where we want to be, how we are going to get there 
and the “performance story”.  Each “performance story” describes the logic which links activities and interventions to short and long term 
outcomes; and how we will measure our performance. 
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4.1 Maternity, Child and Youth 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

A range of providers ensure that comprehensive 
health services are delivered to Taranaki mothers, 
children and youth.  Some of these services, such 
as primary maternity services, health promotion 
and Plunket Well Child services, are funded 
directly by the Ministry of Health.  However, the 
remaining services are planned and funded by the 
District Health Board. 

• Oral Health services are delivered from one 
mobile and 24 fixed clinics. 

• Immunisation/vaccination services are offered 
through Tamariki Ora providers, Outreach 
services, Paediatric Inpatient and Outpatient, 
one-stop youth health service and General 
Practice. 

• B4 School checks are undertaken by Public 
Health nurses and Tamariki Ora providers to 
identify any health issues before children start 
school. 

• Public Health nurses provide services to 
Kohanga Reo and Kura Kaupapa, early 
childhood centres, primary schools and 
secondary schools. 

• WAVES provides a one-stop Youth Health 
Service in New Plymouth. 

• Specialist obstetric, paediatric and mental health 
services are provided at Base Hospital with 
outpatient services provided at Hawera Hospital. 
A Community Paediatric District Nurse provides 
community based nursing service to children 
and young people in their own homes. 

We aim to: 

• Improve the health of mothers, children and 
young people by reducing the incidence of 
smoking. 

• Reduce the incidence of preventable diseases 
by increasing the uptake of immunisation in 
children and young people. 

• Raise healthy and health conscious young 
people who are self-managing their own 
health outcomes. 

• Have services accessible to children, young 
people and their families. 

• Ensure close coordination and collaboration 
between all service providers to maximise 
synergy. 

 

• Oral Health – continue the development and 
implementation of the community based oral 
health services with new clinics and mobile 
services being offered to children and 
adolescents. 

• Smoking – embed the New Zealand smoking 
cessation guidelines into primary and secondary 
care and develop smoke free environments and 
community action on tobacco. 

• Going Home initiative in Primary Care will 
coordinate the discharge of mother and baby 
into a supportive environment. 

• Integration of Well Child Nurses into Family 
Health Care Teams. 

• “Very Important Project” – collaboration between 
primary care, primary schools and libraries so 
that every four year old completes key 
milestones before they turn five (eyes, ears, 
teeth, B4 school, meet the teacher, and join the 
library). 

• Free High School exit health checks at either 
school clinic or General Practice to assist people 
in the range of health choices available on 
leaving school. 

• Integrated packages of care for Māmā, Pēpi and 
Tamariki, delivered close to home, that link to 
the continuum of care from pre-conception to 
the age of four years and provides increased 
opportunities for immunisation uptake. 
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Performance Story:  Maternity, Child and Youth 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level of 
investment: 

• Mothers, babies, 
children and young 
people as healthy 
as they can be 

 

• Better help for 
smokers to quit 

• Increased 
immunisation 

• Improving the 
health status of 
people with 
severe mental 
illness 

• Oral health 

• Family violence 
prevention 

• Improving breast 
feeding rates 

• Better, sooner, 
more convenient 
primary health 
care services 

• Smoking 

• Immunisation 

• Breastfeeding 

• Family violence 

• Mental health 

• Alcohol and Drugs 

• Access to services 

• Coordination of 
services 

• Reduced incidence of smoking 

• Increased uptake of 
immunisation 

• More babies exclusively or fully 
breastfed 

• Reduced number of mothers, 
children and young people living 
with violence 

• Reduced incidence of hazardous 
drinking and use of marijuana 
and other illicit drugs amongst 
youth 

• Services which are accessible 
and which wrap around families 
and whanau 

• Smoking cessation and nicotine 
replacement therapy 

• Primary, community, specialist 
and outreach services for 
children and young people 

• Primary and Community oral 
health services 

• Child, adolescent and maternal 
mental health and addiction 
services 

• Community and specialist 
maternity services 

• Kaupapa Māori Alcohol and 
Drugs services 

• Family violence intervention 
services 

 

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

• More nicotine replacement 
therapy 

• HPV and influenza 
programmes 

• Outreach immunisation 
programmes focused on low 
uptake areas 

• Peer support for breastfeeding 
mothers 

• Evaluation of “Breastfeeding 
Welcome Here” programme 

• Joint venture delivering child, 
adolescent and maternal 
mental health services 

• A&D early intervention 
programme 

• Family violence screening 
implemented in ED, maternity, 
paediatrics and mental health 
services of the DHB 

• 5 year Community 
Development Programme in 
Decile 10 community - 
$100,000 p.a. 

Smoking 
$370,000 
 
 
 
 
Immunisation 
$700,000 
 
 
 
Breastfeeding 
$72,215 
 
Mental Health 
$3.1 million 
 
 
Family violence 
intervention 
$85,000 
 
 
5 year Community 
Development 
Programme in Decile 
10 community - 
$100,000 p.a. 

Performance Measures  

Outcome Measures:    Output Measures:     

• HT4 – % two year olds fully immunised (Māori and total) 

• HT5 – % hospitalised smokers provided with advice and help to quit 

• HT5 – % patients attending primary care provided with advice and help to quit 

• PP6 – % people aged 0 – 19 years with severe mental illness seen per year 

• PP8 – DHB alcohol and drug service waiting times and waiting lists 

• S17 – % infants exclusively and fully breastfed at 6 weeks, 3 months and 6 months 

• PP7 – % long term clients aged 0 – 19 years with severe mental illness who have relapse 
prevention plans 

• PP14 – Family violence intervention programme audit score 
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4.2 Chronic Disease including Mental Health and Add iction 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

A range of primary health care providers deliver primary 
and community services to people with chronic health 
conditions.  Primary Health Organisations coordinate 
the delivery of services by General Practitioners and 
Primary Health Care teams.  A range of Kaupapa Māori 
services are delivered by the Tui Ora network and Iwi 
providers, Te Atiawa in North Taranaki, and Ngati 
Ruanui and Nga Ruahine in South Taranaki.  These 
include both personal health and mental health & 
addiction services.   

Supported employment and training and development 
providers deliver services to people experiencing severe 
mental illness.  Home based support services deliver 
both domestic support and personal care to frail elderly 
living in their own homes.  A number of age related 
Residential Care providers deliver rest home, hospital 
and dementia services to frail elderly. 

Specialist support to these primary care providers is 
delivered episodically by hospital services at Hawera 
Hospital and Taranaki Base Hospital.  For a small 
number of people highly specialised services are 
delivered intermittently by large hospitals outside the 
area. 

• People accessing services at the most appropriate 
level 

• Reduced demand for hospital services, particularly 
General Practice type presentations at hospital 
Emergency Departments 

• Consolidated and coordinated services with effective 
transfer of appropriate information between 
providers 

• People taking a greater role in the management of 
their health needs and the health needs of their 
family and whanau 

• Greater integration of mental health services and 
personal health services 

• General Practice taking a greater role in the delivery 
of mental health services for people experiencing 
mild to moderate mental illness 

• The Taranaki population identified as having 
diabetes will receive a Diabetes Annual Review and 
every eligible patient a free Cardiovascular Risk 
Assessment 

• The Taranaki population is assessed and the level of 
risk of chronic disease for each enrolled patient is 
identified 

• Subject to the outcome of consultation on “Project 
Splice”, the following actions are planned to meet the 
needs of older people and those with long term 
conditions: 
o Establish clusters and District based structures 

which align NGO, pharmacy, district nursing, 
home based support and general practice 

o Establish new care management arrangements 
for older people 

o Establish District support and development 
function to provide professional support, nursing 
leadership, quality and oversight of services 

o Establish restorative home support 
o Work with people living with long term conditions, 

via continued Optimising the Patient Journey 
Phase 2 to increase self-management 

• Consolidation of mental health providers through 
contractual change to reduce number of providers by 
at least 50% 

• Implementation of a continuum of care for adult 
mental health services 

• Establishment of a single service joint venture for 
child, adolescent and maternal mental health services 

• Work with PHOs and others to develop Integrated 
Family Health Centre services, including in Patea, 
Hawera, Stratford and New Plymouth 

• Development of Whanau Ora centre in New Plymouth 

• All people identified at >20% risk of chronic disease 
will have a Care Plan.  

• All people with Diabetes who have had a Diabetes 
Annual Review will have a Care Plan. 

• 67% of eligible people have had a Cardiovascular 
Risk Assessment 
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Performance Story:  Chronic Disease including Mental Health and Addiction 
If we want this 

long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these  
outputs: 

For this level of 
investment: 

• Fewer people have 
chronic disease 

• People with chronic 
disease are 
healthier 

• Improved 
outcomes for 
people with cancer 

• Fewer people 
experience acute 
episodes of mental 
illness 

• Shorter stays in 
ED 

• Better help for 
smokers to quit 

• Better diabetes 
and cardio-
vascular services 

• Primary Health 
Care Strategy 

• Financial 
performance 

• Smoking 

• Better Primary Care 
services 

• Improved health 
literacy 

• Access to services 

• Coordination of 
services 

• Consolidation of 
providers 

• Earlier intervention and 
treatment 

• More people with chronic 
disease identified earlier 

• Number of unnecessary hospital 
admissions reduced 

• Reduced rates of complications 

• People have access to the 
services they need and are in 
control of their care 

• Access barriers between 
services removed 

• Living within our means 

• Smoking Cessation and 
nicotine replacement therapy 

• Integrated primary and 
community services delivering 
medical, nursing, pharmacy, 
allied health and mental health 
services 

• Kaupapa Māori services 

• Specialised medical and 
mental health services 

• Aged residential care 

• Restorative home support 
services 

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

• More nicotine replacement 
therapy 

• Care management 
arrangements for older people 

• Coordinated services clustered 
around geographical areas 

• Quality and professional 
oversight to support new service 
clusters 

• Integrated family health centres 
developed in Patea, Hawera and 
New Plymouth 

• Development of Whanau Ora 
Centres in New Plymouth and 
Hawera 

• 5 year Community Development 
Programme in Decile 10 
community - $100,000 p.a. 

• 83% of people coded as 
diabetics will have had a 
Diabetic Annual Review 

• All people with Diabetes who 
have had a Diabetes Annual 
Review will have a Care Plan 

• All people identified at >20% risk 
of chronic disease will have a 
Care Plan 

• 67% of eligible people have had 
a Cardiovascular Risk 
Assessment 

Smoking 
$370,000  
 
 
Primary Care 
$61.0 million 
Health of Older 
People  
$37.4 million 
Mental Health and 
Addictives 
$30.6 million 
 
 
 
 
 
 
 
5 year Community 
Development 
Programme in Decile 
10 community - 
$100,000 p.a. 

Performance Measures  

Outcome Measures:    Output Measures:     
• HT1 – shorter stays in ED 
• HT5 – Better help for smokers to quit 
• HT6 – Better diabetes and cardiovascular services 
• PP8 – DHB alcohol and drug service waiting times and waiting lists 

 

• PP2 – Implementation of Better, sooner, more convenient primary health care 
• PP6 – Improving the health status of people with severe mental illness 
• PP7 – Improving mental health services using crisis intervention planning 
• PP9 – Delivery of Te Kokiri in the Mental Health and Addiction Action Plan 
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4.3 Elective Surgery 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

Taranaki DHB currently provides a wide range of 
elective clinical services for our population. This is 
achieved through the services of both our Provider 
Arm and other DHBs around the country when 
they perform an elective procedure on a Taranaki 
domiciled patient.  We currently deliver an agreed 
baseline amount of 3,921 elective discharges per 
annum. 

The health target focuses on a number of surgical 
specialties which total 3,302 discharges. 

While delivering these services, quality issues 
such as the length of time it takes to access 
services and how many procedures are performed 
on Taranaki people compared to other parts of the 
country are measured and reported. 

• Taranaki DHB intends to deliver, in addition to 
the base discharges of 3,921, an additional 
919 discharges.  This represents a 23% 
increase over the baseline volumes and is to 
be sustained into the future. 

• Within these volumes, TDHB will focus on key 
areas of service delivery.  In particular, 
Cardiac and Cardiothoracic surgery 
procedures, both to increase the volume of 
discharges and also to improve the patient 
pathway (including access to cardiac 
diagnostics and ultimate cardiothoracic 
surgical referral). 

• Other focal areas such as the delivery of major 
joint replacements and cataract procedures 
remain. 

Establishment of a programme/project to focus on 
the clinical path for cardiac patients and access to 
diagnostic services. 

The investment of an additional $6M allocated by 
the MoH, along with an investment by TDHB of 
$19M, will be utilised to deliver the following 
elective procedures and to move towards a 
standardised intervention rate that is equitable 
with other DHBs, an overall electives target of 
4,840 discharges.  Within the electives initiative, 
TDHB will meet the health target of 4,133 
discharges as detailed below : 

Inpatient dental:    416 
Cardiology:    291 
    707 
 
Health Target: 
General surgery: 1,347 
Cardiothoracic:      48 
ENT:    705 TOTAL ELECTIVES 
Gynaecology:    395 INITIATIVE 
Neuro:      31 
Ophthalmology:    620 
Orthopaedics:    650 
Paediatrics:      28 
Plastics & Burns:      53 
Urology:    252 
Vascular:        4 
 4,133 
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Performance Story:  Elective Surgery 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level of 
investment: 

• People live longer 
and have improved 
quality of life  

• People return to 
work earlier and/or 
live independently 
in the community 

• Improved access 
to Elective 
Surgery and 
focus on 
Continuous 
Quality 
Improvement  
(SER-04) 

• Improving  access 
to cardiac 
diagnostic services 
which in turn leads 
to an increase in 
cardiothoracic 
procedures 

• Major joint 
replacements and 
cataract procedures 

• Maintenance of 
increased elective 
discharges 

• More individuals achieve 
functional independence  

• Patients receive earlier 
intervention in their disease 
process  

• People in Taranaki receive 
equitable access to services 
compared to the rest of 
New Zealand 

• Cardiothoracic Surgical service  

• Cardiac diagnostic services 
pathway programme 

• All other elective surgical/ 
medical services  

• 48 cardiothoracic 
procedures 

• 252 Major joint replacement 
and 306 cataract procedure 
volumes are delivered  

• Total of 4,840 elective 
discharges, of which 4,133 
contribute towards the MoH 
surgical elective health 
target 

$25M Elective surgery 

$872K   Diagnostics 

$  30K   Process 
 improvement 
$26.2M 

Performance Measures  

Outcome Measures:    Output Measures:     

• HT2 – Improved access to elective surgery 

• S14 – Elective services standardised intervention rates: 

− Intervention rate per 10,000 

− Major joint procedures intervention rate for hip and knee per 10,000 

− Cataract procedures intervention rate per 10,000 

− Cardiac procedures intervention rate per 10,000 

 

• 0S3 – Elective and arranged inpatient length of stay 

• 0S5 – Theatre productivity 

• 0S6 – Elective and arranged day surgery % 

• 0S7 – Elective and arranged day of surgery admissions % 
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4.4 Whanau Ora 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

Whanau Ora services contribute to the physical, 
emotional, spiritual and social dimensions of 
individuals within a wider whanau context.  
Whanau Ora services recognise the inter-
connectedness of health, education, social, 
justice, housing, and other lifestyle agencies in 
improving health outcomes for Māori.   

Whanau Ora services in Taranaki are currently 
represented by a wide but not necessarily 
connected network of health services and 
programmes that focus specifically on Māori 
communities and contribute to Whanau Ora 
outcomes.  These include: 

• Primary personal health, disability support and 
mental health services delivered by Māori health 
providers 

• Those PHO-led primary health care services 
centred around General Practice that are 
connected to wider health and social service 
networks 

• Mental health services designed specifically for 
Māori that are delivered as joint ventures 
between TDHB Mental Health services and 
Māori mental health providers 

• Public health prevention and early intervention 
programmes, in particular Oranga Kai, Oranga 
Pumau Community Action projects 

• A robust intersectoral services frame-work that 
supports whanau to achieve Whanau Ora 
outcomes 

• Reduced number of our people who smoke 

• More people choosing a healthier lifestyle 

• Greater collaboration between providers 

• A ‘whole of sector’ approach to improving Māori  
health outcomes 

 

• Establish an intersectoral ‘Māori Inequalities’ 
funding agencies forum and a framework to 
support Whanau Ora outcomes for Taranaki 
whanau 

• Support the establishment of Whanau Ora 
Centres in New Plymouth and Hawera 

• Support the development of a Whanau Ora 
Centre in South Taranaki aligned to an 
Integrated Family Health Centre 

• Initiate service innovation projects to build Māori  
provider capacity 

• Extend the Kaiawhina project into high needs 
communities 

• Smoking – engage Te Whare Punanga Korero 
Iwi relationship board to identify strategic 
opportunities for Auahi Kore development 

• Review and support strategies that capture 
ethnic specific data (Māori) for reporting 
progress against health targets and for planning 
purposes 

• Implement the Māori health monitoring 
framework across sector as required by Te 
Kawau Maro, Taranaki Māori  Health Strategy 
2009-2029 

• Support the installation of information 
technology to assist Māori  provider clinicians to 
meet job/service performance 

• Continue to identify and support community 
action to improve nutrition and increase physical 
activity 
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Performance Story:  Whanau Ora 

If we want this 
long term 
outcome 

That aligns to 
government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs 

For this level of 
investment 

• Whanau supported 
to achieve their 
maximum health 
and wellbeing  

 

• Shorter stays in 
ED 

• Improved access 
to elective 
surgery 

• Shorter waits for 
cancer treatment 

• Increased 
immunisation 

• Better help for 
smokers to quit 

• Better diabetes 
and 
cardiovascular 
services 

• Financial 
performance 

 
 

• Whanau Ora  

• Workforce 
development 

• Smoking 

• Obesity 

• Access to services 

• Coordination of 
services 

• Consolidation of 
providers 

 

• Improve access by whanau to 
timely, appropriate and seamless 
support systems and services 

• Whanau managing illness and 
harmful behaviours sooner and 
better 

• Increase in the number of Māori 
working in health and disability 
workforce 

• Culturally competent health and 
disability workforce 

• Reduced rates of complications 

• Living within our means 
 

• Multi-disciplinary seamless 
support available to high risk 
communities 

• Intensive support for Māori to 
take up health career pathways 

• Cultural competencies 
improvement programme 

• Integrated primary and 
community services, delivering 
medical, nursing, pharmacy, 
allied health and mental health 
services 

• Health services connected to 
social, employment, housing, 
education, justice and lifestyle 
support services 

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

• Two multi-disciplinary 
intersectoral Whanau Ora 
service centres established or 
in development, in North and 
South Taranaki  

• Māori participation and 
partnership in Alliance 
Contracting 

• Implement Yr 1 Stage 1 of the 
“Whakatipuranga Rima Rau” 
10-year Māori Workforce 
Development project plan 

• Primary, community and 
hospital health professionals 
trained in ABC Smoking 
Cessation guidelines 

• More nicotine replacement 
therapy 

• Increased uptake of 
communication 

• 5 year Community 
Development Programme in 
Decile 10 community - 
$100,000 p.a. 

Smoking 
$370,000 
 
 
Workforce 
development 
$100,000 
Māori Health 
investment plan  
$600,000 
Immunisation 
$700,000 
 
 
 
 
 
 
 
 
 
 
 
5 year Community 
Development 
Programme in Decile 
10 community - 
$100,000 p.a. 

Performance Measures 

Outcome Measures:    Output Measures:     

• HT4 – Increased immunisation 

• HT6 – Better diabetes and cardiovascular services 

• PP6 – Improving the health status of people with severe mental illness 

• PP10 – Oral Health DMFT score at Year 8 

• PP11 – Children caries free at 5 years of age 

• S17 – % infants exclusively and fully breastfed at 6 weeks, 3 months and 6 months 

• PP3 – Local Iwi/Māori engagement and participation in DHB decision-making, development of 
strategies and plans for Māori health gain 

• PP4 – Improving mainstream effectiveness DHB provider arm, pathways of care for Māori 

• S15 – Agreed funding for Māori Health and Disability initiatives 
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4.5 Clinical Leadership 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

The Taranaki District Health Board has clinical 
leadership roles from the executive management 
level to unit level. 

Clinical governance is evidenced by the Clinical 
Board, a variety of quality improvement 
committees, structures and indicator/audit activity.  

Policies and guidelines direct evidence based 
practice. 

A Clinical Project Group engaged in Funder 
activities including consideration of Primary Care 
EOI proposals and planning changes to future 
funding allocation to align funding with health 
needs. 

• DHB governance promotes and supports clinical 
leadership and clinical governance at every level of 
the organisation. 

• Clinical governance covers the whole patient 
journey, including horizontal integration across the 
sector and across primary and secondary/tertiary 
services 

• Clinical leadership includes the whole spectrum 
from inherent, through peer-elect to clinician-
management appointment 

• Clinical leadership guides actions to enable DHB 
to live within its means 

• Systems in place to identify and foster actual and 
potential clinical leaders 

• Systems in place to support the focus on reducing 
Māori health inequalities 

 

• TDHB Clinical Board work plan established, 
implemented and evaluated 

• The Planning and Funding Clinical Project 
Group work plan will be established and 
business cases developed  

• Engagement by clinicians in the facility redesign 
planning and changed models of care 

• Clinician participation in quality and safety 
activities 

• Links strengthened between DHB Funder and 
Heads of Department, Hospital Nursing/ 
Midwifery Leadership group, and Allied Health 
Advisors/Coordinators group 

• Identify and champion research into establishing 
a baseline of information regarding Māori  
access to secondary and tertiary cardiology 
interventions 

• Hospital and Community based clinicians play a 
key role in engaging with and advising on better 
coordinated services for South Taranaki 
community 
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Performance Story:  Clinical Leadership 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level 
of investment: 

• Strengthened 
clinical leadership 
and staff 
engagement 

• Strengthened 
clinical 
engagement from 
the governance 
level throughout 
the organisation 

• TDHB Clinical 
Board 

• Planning & Funding 
Clinical Project 
Group 

• Facility redesign 

• Organisational 
quality and safety 
activities 

• Heads of 
Department 

• Hospital Nursing/ 
Midwifery 
Leadership Group 

• Allied Health 
Advisors/ 
Coordinators Group 

• Clinical leadership recognised 
and valued 

• Turnover of clinicians reduced 

• Clinical outcomes maximised 

• Quality and Safety failures 
minimised 

• DHB able to live within its means 

• Health targets achieved 

• Facility supports delivery of high 
quality and effective clinical 
services 

• Clinical Leadership and Clinical 
Governance embedded at all 
levels and in all activities of the 
DHB. 

• Clinical Board work plan 
evaluated 

• Planning and Funding Clinical 
Project Group business cases 
developed 

• Multidisciplinary mortality, 
morbidity and improvement 
committee established 

• Facility plans signed off by 
relevant clinical groups 

 

Clinical Board 
$50,000 

Planning & Funding 
Clinical Project 
Group 
$50,000 

Performance Measures 

Outcome Measures:    Output Measures:     

• OS2 – Capital expenditure in line with plan  

• OS8 – Acute readmission to hospital 

• OS9 – 30 day mortality 

• SI6 – Risk reporting 
 

• PP1 – Clinical Leadership self-assessment 

• OS1 – Staff turnover by major professional group 
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4.6 Workforce Development 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

The aim of Taranaki DHB’s Workforce 
Development Programme is to ensure that the 
DHB has the right people, with the right skills and 
cultural competence at the right place and time to 
deliver effective health services to our people. 

The DHB has secured significant workforce 
achievements in General Practitioner (GP) 
training, Aged Care, Nursing leadership 
development and education.  In addition, new 
models of care have been developed for the new 
facility being built at Taranaki Base Hospital and 
the scholarship programme has delivered a supply 
of young health graduates returning to Taranaki 
and taking up roles within the sector. 

TDHB is proactive and participates nationally in a 
range of strategy groups and regionally in the 
development of the Midlands Clinical Services 
Plan and the associated workforce programmes. 

• Transition effectively to a new purpose built 
facility which provides the best possible care  

• Ensure that services purchased and provided 
have access to suitable and appropriate 
workforce, ready and able to deliver the right 
services, now and into the future 

• Ensure that Taranaki is viewed as a place where 
people really matter and the local health sector 
remains a career destination of choice for health 
professionals 

 

• Implement Phase 2 of the GP rotation 
programme, ensuring a greater level of 
continuity of rural GP’s  

• Develop a workforce profile for the new facility, 
and develop a suitable transition programme  

• Implement the initial stages of Whakatipuranga 
Rima Rau, the intersectoral workforce 
programme aimed at ensuring greater 
participation of Māori in the local health 
workforce 

• Focus on clinical leadership and clinical 
leadership development through engagement in 
service development and reform 

• Measurement of HR key performance indicators 
such as staffing levels, turnover, vacancies and 
staff satisfaction 

• Targeted recruitment and developmental 
planning programmes to ensure an ongoing 
supply of clinicians 

• Scholarships, engagement with students and 
programmes to promote/facilitate health as a 
career choice 

• Regional and national collaboration on 
workforce matters 
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Performance Story:  Workforce Development 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level 
of investment: 

• Ongoing supply, 
recruitment, 
attraction and 
retention of health 
professionals for all 
parts of the local 
health sector 

• Achievement of 
health targets 

• Improve service 
and reduce 
waiting times 

• Clinical networks 

• Finance 
performance 

• Recruitment 

• Retention 

• Training and 
development 

• Collaboration 

• Living within our 
means 

• Image of 
organisation in the 
community and 
health sector 

• An organisation that continues to 
be considered a great place to 
work 

• Increased supply and availability 
of health professionals in 
Taranaki District Health Board. 
An engaged and committed 
workforce 

• A workforce that is responsive to 
the health needs of the 
population 

• Strong connections and linkages 
with regional and national 
initiatives 

• Career choice and mentoring for 
school students 

• Scholarships 

• GP training programmes 

• New graduate schemes in 
primary and secondary care 

• Medical, Nursing and Allied 
Health placement and 
development programmes 

• Local/intersectoral and regional 
workforce programmes 

• More General Practitioners 

• More Māori working in the health 
sector 

• Targeted recruitment 
programmes 

• Support to access professional 
development programmes 

• Current and future workforce 
profiles 

• Staff and industrial relations 
forums 

• Change management support 

DHB investment 
$100K 

Additional funding 
through 
intersectoral 
collaboration and 
sponsorship 

Performance Measures  

Outcome Measures:    Output Measures:     

 • OS1 – Staff turnover by major professional group 

• S13 – Service coverage 
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4.7 Collaboration  

 
 

Overview of key collaborations  Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

Midland Regional Collaboration: 

• HealthShare Ltd 
• Several regional service plans, e.g. mental health 

and addiction 

Central Regional Collaboration: 

• Central Cancer Network  

Taranaki DHB, along with Bay of Plenty, Lakes, 
Tairawhiti and Waikato DHBs, is a member of the 
Midland Group of DHBs.  The focus on regional 
collaboration has involved an increasing delegation 
of authority for regional decision-making to occur.  
Whilst a number of regional service plans have been 
developed over the years, e.g. mental health and 
addictions, our focus is now on the development of a 
regional clinical services plan (CSP).  This plan will 
be reflected in the development of strategic, annual 
and other plans developed by Taranaki DHB and the 
other Midland DHBs. 

The Midland region is currently implementing two 
vulnerable service plans in the areas of obstetrics/ 
gynaecology and rural primary care.  These services 
were identified as initial focus areas based on work 
that was completed in early 2009. 

Taranaki DHB, along with Capital and Coast, 
Hawke’s Bay, Hutt Valley, MidCentral, Tairawhiti, 
Wairarapa and Whanganui DHBs, is part of the 
Central Cancer Network. 

  

• Reconfigured service delivery across Midland 
Region to contribute to the financial viability of 
the Region 

• Matched a whole of systems view of the 
health  needs of the Midland population with 
clinical service provision and infrastructure 
requirements 

• Address issues of workforce, demand growth 
and funding, which impact on vulnerability of 
identified services 

• Planned capital investment across the Region to 
increase resilience of the overall system and 
deliver services which are affordable within 
future funding path 

• Have in place a robust intersectoral services 
framework that supports whanau to achieve 
Whanau Ora outcomes 

 

• Complete the Midland Regional Clinical Services 
Plan by 30 September 2010.  Through a process 
of consultation, vulnerable services will be 
selected for detailed regional service planning, 
including action plans to ensure their ongoing 
clinical sustainability and financial viability. 

• Regional Planning: 
− CVD, diabetes training for Midland primary 

health care nurses 
− Cardiac patient journeys agreed and mapped 
− Approval and implementation of a Midland 

Renal Plan 

• Development of the Midland Chronic Care and 
Disease Management IS programme, including 
delivery of: 

− Agreed standards for access to shared clinical 
information 

− Privacy framework 
− Stocktake of solutions for transfer of care and 

clinical decision support 
− Improved connectivity and shared access to 

core clinical information 

• Complete Regional Asset Management Plan by 
August 2010, focusing on shared service planning 
and capacity planning at district, regional and 
national levels. 

• Implement a Midland Regional Trauma system and 
build functional capacity, particularly the Trauma 
Nurse Specialist role. 



 

District Annual Plan 2010/11   24 

Overview of key collaborations  Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

The purpose of the Central Cancer Network is to take 
a proactive leadership, facilitation and coordination 
approach to cancer care in the network area, 
together with the community.  The main areas of 
focus of the Network are management of the 
implementation of the New Zealand Cancer Control 
Strategy and Action Plan; and improvement of the 
journey of cancer patients and their family/whanau. 

Taranaki DHB is a member of the Future Taranaki 
Facilitation Group, whose focus is on collaboration to 
deliver several community outcomes identified for the 
Taranaki community. 

 • Develop and implement a single clinical nursing 
procedure manual to improve patient safety and 
outcomes. 

• Regional Māori Relationship Board initiative 
providing leadership on: 

− Implementation of Whanau Ora 
− Improved immunisation rates 
− Reduced smoking rates 

• Midland Regional Mental Health Network 
− Implementation of Eating Disorders Plan 

actions for 2010/11 
− Ensure all contracted NGO providers reporting 

electronically to NZIS (PRIMHD initiative) 
− Let’s Get Real programme implemented by 

NGOs and provider arms 

• HealthShare 
− Agree 2010/11 routine audit programme and 

conduct issues based audits on request 
− Secretariat services as required for Midland 

Regional Peer Review Committee 

• Midland Workforce and Development 
− Graduation of Midland Learning and 

Development Leadership programme 
− Implement the Kia Ora Hauora Midland 

programme 
− Targeted recruitment practices for scarce 

resources 

• Midland Regional Information Systems 
development 

− Implementing a Midland Regional Connected 
Health Data Network by November 2011 
(subject to business case) 
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Performance Story:  Collaboration 

If we want this 
long term 
outcome 

That aligns to 
government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs 

For this level of 
investment 

Future service 
delivery able to 
accommodate 

• Projected demand 
growth 

• Sufficient workforce 
to deliver new 

− Models of care 

− Services 
affordable within 
expected future 
funding track 

• Improved service 
and reduced 
waiting times 

• Closer 
collaboration with 
neighbouring and 
close DHBs 

• More effective 
and unified 
system 

• Financial 
performance 

• Delivery of 
Health Targets 

• Collaboration with 
local PHOs 

• Local intersectoral 
collaboration 

• Collaboration with 
Midland DHBs 

• Collaboration with 
Central Region 
Cancer Network 

• Collaboration with 
National Health 
Board 

• Sustainable distribution of 24/7 
acute and elective secondary 
services 

• Affordable capital investment 
plan 

• Regionally consistent models of 
care 

• Improved access to services 

• Live within our means 

• Participation in Regional Clinical 
Services Plan Steering Group 

• Development of lung and bowel 
cancer tumour stream 

• Regional Trauma System 

• NGO PRIMHD 

• Midland Chronic Care and 
Disease Management System 

• Midland Regional Clinical 
Services Plan 

• Regional Planning 
 

• Midland Chronic Care and 
Disease Management IS 
Programme 

• Regional Asset Management 
Plan 
 

• Midland Regional Trauma 
System 
 

• Single nursing procedure 
manual 
 

• Regional Māori Relationship 
Board initiative 
 

• Midland Regional Mental 
Health Network 
 

• Eating Disorders 
 
 

• PRIMHD 
 
 

• Regional Mental Health  
Workforce Development 
 

• HealthShare 
 
 

 

• Midland $50,000 
TDHB Share $6,635 

• Midland $50,000 
TDHB Share $6,635 

• Midland $2.6million 
predominantly met 
by Waikato DHB 

• Absorbed within 
normal operating 
costs 

• Absorbed within 
normal operating 
costs 

• Absorbed within 
normal operating 
costs 

• Absorbed within 
normal operating 
costs 

• Midland $678,238 
TDHB share 
$90,002 

• Midland $258,330 
TDHB share 
$34,280 

• Midland $149,667 
TDHB share 
$19,861 

• Midland $94,500 
TDHB share 
$12,540 

• Midland $1,015,541 
TDHB share 
$134,762 
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Performance Story:  Collaboration 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level of 
investment: 

     • Shared recruitment 
 

• Midland Regional Data 
Network (subject to business 
case) 

• Midland $38,960 
TDHB share $5,036 

• Midland Capex 
$2million 
TDHB share 
$265,400 

• Midland Opex 
$800,000 
TDHB share 
$106,160 

Performance Measures  

Outcome Measures:    Output Measures:     

• PP5 – Waiting times for chemotherapy treatment 

• S14 – Elective services standardised intervention rates 

 

• S12 – Regional service planning  

• S13 – Service coverage 
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4.8 Better, sooner, more convenient Primary Health Care 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations (PHOs) for 2010/11 

Four Primary Health Organisations operate in 
Taranaki: Peak Health Taranaki PHO, Hauora 
Taranaki PHO, Te Tihi O Hauora PHO, and Te 
Oranganui Iwi Health Authority PHO.  In addition, 
there is one General Practitioner who is not 
aligned to a Primary Health Organisation. 

The district has many other provider organisations 
which contribute to our comprehensive Primary 
Health infrastructure: 23 dental practices, 24 
pharmacies, 19 community personal health 
providers, Tui Ora and affiliated Māori providers, 
three Iwi based personal health providers, 
community laboratory and radiology providers and 
31 providers of support services for older people. 

• Consolidation of providers to reduce 
expenditure on overheads and increase 
proportion of funding for clinical services 

• Closely coordinated services wrapped around 
communities 

• Models of care spanning primary, community 
and secondary services which are evidence 
based and sustainable 

• Integrated information management ensuring 
efficient transfer of information between 
providers 

• Integrated family health centres delivering a 
wider range of services to communities 

• Regionally consistent clinical access criteria for 
primary referral diagnostics such as radiology 

 

All four local PHOs were partners in two separate 
successful Expressions of Interest (EOI) for Better, 
sooner, more convenient Primary Health Care.  
Peak Health Taranaki PHO and Hauora Taranaki 
PHO, along with the Tui Ora network, are 
members of the Midland PHO Network.  Te Tihi 
Hauora O Taranaki PHO and Te Oranganui Iwi 
Health Authority PHO are members of the National 
Māori PHO Coalition. 

Taranaki DHB is collaborating with the Network, 
the Coalition and other affected DHBs in the 
deployment of the two EOI business cases.  The 
planned actions for 2010/11 arise from the two 
EOI business cases and the implementation of 
Project Splice (see Section 4.2). 

The four Midland DHBs (Taranaki, Lakes, 
Tairawhiti and Waikato) are working with the 
Midland PHO Network towards agreed strategies 
and operational governance arrangements.  
Conversations have not yet begun with respect to 
DHB governance arrangements with the National 
Māori Coalition. 

The DHB is awaiting confirmation of PHO 
reconfiguration plans from the PHOs involved. 
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Performance Story:  Better, sooner, more convenient Primary Health Care 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level of 
investment: 

• People accessing 
services at the 
most appropriate 
level 

• Reduced demand 
for hospital service 

• Consolidated and 
coordinated 
services with 
effective transfer of 
information 

• People taking a 
greater role in the 
management of 
their health needs 
and those of their 
family/whanau 

• % increase in 
coded smokers 

• % increase in 
number of smokers 
offered brief advice 

• % increase in 
number of smokers 
referred/offered 
smoking cessation 
support 

• Increased % coded 
smokers that had 
quit in the past x 
months (and 
remain non-
smokers) 

• Shorter stays in 
ED 

• Better help for 
smokers to quit 

• Better diabetes 
and cardio-
vascular services 

• Improved service 
and reduced 
waiting times 

• Implementation 
of Primary Health  
Care Strategy 

• Financial 
performance 

 
 

• Smoking & 
Lifestyles  

• Better Primary Care 
services 

• Improved health 
literacy 

• Access to services 
• Coordination of 

services 
• Consolidation of 

providers 
• Effective use of IT 
 

• Earlier intervention and treatment 
• Number of GP type ED 

presentations reduced 
• Number of unnecessary hospital 

admissions reduced 
• People have access to services 

they need, when they need them, 
and are in control of their care 

• Implementation of a Midland IT 
network connecting all providers 

• Living within our means 

• Smoking Cessation and 
nicotine replacement therapy 

• Integrated primary and 
community services delivering 
medical, nursing, pharmacy, 
allied health, mental health 
and Kaupapa Māori services 

• Restorative home support 
services  

• All identified smokers will be 
offered brief advice and then 
referred if applicable to a 
smoking cessation provider 

• Every smoker in the Midlands 
Network will be provided with 
support to quit 

• Patients who smoke will have 
access to quit coaches 

• All patients enrolled in an 
IFHC will have access to a 
cessation provider within the 
practice 

• ABC in primary care will be 
captured in PMS to ensure 
compliance with national 
guidelines 

 
 
 

• Smoking cessation services and 
increased nicotine replacement 
therapy 

• New model of care for older 
people and others with chronic 
disease 

• Integrated family health centres 
in Patea, Hawera, New Plymouth 
and Stratford 

• Whanau Ora Centre in New 
Plymouth 

• Electronic referrals and 
discharges 

• 5 year Community Development 
Programme in Decile 10 
community - $100,000 p.a. 

• Teledermatology pilot delivering 
500 virtual FSAs and 100 virtual 
follow-ups 

• Cardiac Nurse Practitioner 
delivering 70 FSAs in a 
community setting 

• Midland Network agreed health 
targets for immunisation and 
diabetes 

• Revised and updated TDHB 
Tobacco Action Plan. All those 
offering brief advice will know the 
referral pathways to a cessation 
provider 

• Training provided to GPs, 
Nurses and Administration staff 
on smoking cessation 
programmes 

• General practice staff trained in 
the online ABC tool and will offer 
brief advice 

• Clinical leaders/champions in 
Primary Care to support ABC 
tobacco initiatives 

 

Smoking 
$370,000 
 
Primary Care 
$61million 
 
Community and 
Home based support 
services 
$6million 
 
 
 
5 year Community 
Development 
Programme in Decile 
10 community - 
$100,000 p.a. 
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Performance Measures  

Outcome Measures:    Output Measures:     

• HT1 – Shorter stays in ED 

• HT4 – Increased Immunisation 

• HT5 – Better help for smokers to quit 

• HT6 – Better diabetes and cardiovascular services 

• SI1 – Ambulatory sensitive hospital admissions 

• PP2 – Implementation of Better, sooner, more convenient Primary Health Care 
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4.9 Hospital Productivity, Safety and Quality 
 

Overview of services provided for the people 
of Taranaki  

Where we want to be 
 

How we are going to get there – planned 
actions by the DHB and local Primary Health 
Organisations for 2010/11 

TDHB provides public health, medical, surgical, mental 
health, allied health, ambulance and primary health care 
services to the Taranaki region via the Hospital Provider 
Arm. 

Taranaki has two hospitals: Taranaki Base Hospital in New 
Plymouth and Hawera Hospital, with health centres at 
Stratford, Opunake, Waitara, Mokau and Patea.   

The main regional hospital is Taranaki Base Hospital  in 
New Plymouth, where a range of specialist secondary 
services are based. These include Level 4 emergency 
services, acute inpatient and outpatient medical, mental 
health and surgical services, elective surgery, allied and 
diagnostic services, inpatient and outpatient obstetrical, 
paediatric and neonatal services and services for the 
elderly. Tertiary level services are provided by visiting 
clinicians and/or by the onward referral of patients 
requiring tertiary level care.  

Hawera Hospital  has medical, ATR inpatient and 
primary maternity beds, a 24-hour emergency 
department, with a wide range of outpatient, allied and 
community services including community mental health, 
district, ambulance and public health services. It is 
supported by the Base Hospital 

• Local hospital services focused on episodic delivery 
of care specialist services, to support ongoing care of 
the population by Primary Health Organisations and 
networks 

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

• Strengthened clinical networks with neighbouring 
DHBs in the Midland and Central Regions, which 
support the recruitment and retention of specialist 
staff; and which facilitate equitable access to tertiary 
services by our population 

• Reprofiled services which deliver primary, community 
and specialist outpatient services as part of integrated 
family health centres and Whanau Ora centre 
arrangements 

• Integration of all community and specialist outpatient 
services, currently delivered in health centres, with 
Primary Health Organisations and Community Trusts 

• Better coordinated health services for community of 
South Taranaki, that are clinically sustainable and 
affordable for the future 

• Living within our means 

Acute admission processes  - Key focus for 10/11 is to 
reduce the waste in the time taken to complete inpatient 
team assessment of patients in the ED by: 
o Hospital wide focus on delivery of ED targets 
o Earlier referral to inpatient teams 
o Earlier access to diagnostics 
o Considering short stay assessment beds 
o Developing pathways for specific groups 
o Nurse interventions – see and treat 
o Earlier discharge from wards 
o Improving IT functionality 
o Improving Māori responsiveness 
o Optimising the Patient Journey (lean) initiative 
o Six Sigma training 
o Local action arising from participation in Health 

Round Table, focusing on stroke, theatre and ED 
o Implementing the Productive Ward project 

The full Acute Pathway Delivery Plan can be found in 
Appendix F. 

Integration of primary and secondary care services : 
o Continue development of integrated health centres 

in Patea, Opunake and Stratford 
o Single point of entry for all referral and booking 

processes 
o IT projects medicine reconciliation and clinical 

portal 
o The DHB will work with PHOs, health service 

providers, DHB staff and the community 

Hospital value for money initiatives  – staffing, use of 
diagnostics, changed models of care, implementing 
principles of the productive ward to meet LOS targets 
and discharge timeliness: 
o Acute ALOS from 4.17 to 4.01 days 
o Elective ALOS – maintain at or below 3.83 days 
o Discharge by 11am date of discharge 
o Improve staff allocation management 
o Realise savings from National Procurement 
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Performance Story:  Hospital Productivity, Safety and Quality 

If we want this 
long term 
outcome 

That aligns to 
Government 

priorities 

Then our focus 
areas will be: 

And we will achieve these 
medium term outcomes: 

And we will offer these 
services: 

That deliver these 
outputs: 

For this level 
of investment: 

• Services affordable 
within a reduced 
future funding 
pathway 

• Clinically 
sustainable models 
of care 

• Ongoing 
improvements in 
patient safety and 
service quality 

• Patients receiving 
services at the 
most appropriate 
level in the health 
system 

• Shorter stays in 
ED 

• Improved 
access to 
elective surgery 

• Shorter waits for 
cancer 
treatment 
radiotherapy 

• Better help for 
smokers to quit 

• Primary Health 
Care Strategy 

• Collaboration 
with 
neighbouring 
DHBs 

• More effective 
and unified 
system 

• Financial 
performance 

• Productivity 

• Collaboration 

• Consolidation and 
reporting of services 

• Coordination of 
services with primary 
care 

• Access to services 

• Smoking 

• Models of care and 
patient flows 

• Procurement and 
supply chain 

• Patient safety and 
clinical quality 

• Hospital delivering episodic 
specialist care 

• Acute inpatient consolidation: 

o Maximise occupancy where 
appropriate 

o Reduce length of stay 

o Implement enhanced 
intermediate care options for 
elderly 

• Clinically sustainable models of 
care delivered from a new facility 

• Integrated Family Health Centres  

• Strengthened clinical networks with 
neighbouring DHBs 

• Close integration of services with 
primary care 

• Surgical service delivery to 
optimise efficiency 

• Specialist inpatient and 
outpatient personal health 
services 

• Specialist inpatient and 
outpatient mental health 
services 

• Smoking cessation and 
nicotine replacement therapy 

• All health professionals trained in 
ABC Smoking Cessation 
Guidelines 

• Regional Clinical Services Plan 
(see section 4.7) 

• National Quality Improvement 
Programmes 

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

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

• Senior Doctor championing the 
smoking target 

Smoking 
$370,000 
 

Hospital Services 
$140.4million 

Additional Electives 
$6 million 

Performance Measures  

Outcome Measures:    Output Measures:  

• HT1 – Shorter stays in Emergency Departments (ED) 

• HT2 – Improved access to Elective Surgery 

• HT3 – Shorter waits for cancer treatment 

• HT5 – Better help for smokers to quit 

• OS8 – Acute readmissions to hospital 

• OS9 – 30 day mortality 

• OS11 – Hospital outputs are delivered to plan 

• OS12 – National Patient Satisfaction survey 

• PP5 – Waiting times for chemotherapy treatment 

• SI1 – Ambulatory sensitive (avoidable) hospital admissions 

• SI4 – Elective services standardised intervention rates 

• OS2 – Capital expenditure in line with plan 

• OS3 – Elective and arranged inpatient length of stay 

• OS4 – Acute inpatient length of stay 

• OS5 – Theatre productivity 

• OS6 – Elective and arranged day surgery 

• OS7 – Elective and arranged day of surgery admissions 

• OS10 – Improving the quality of data provided to national collection systems 

• PP2 – Implementation of Better, sooner, more convenient primary health care 

• PP4 – Improving mainstream effectiveness DHB provider arm pathways of care of Māori  

• SI2 – Regional service planning 

• SI3 – Service coverage 

• SI6 – Risk reporting 
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5.0 PERFORMANCE IMPROVEMENT ACTIONS 
 
DHBs are required to develop Performance Improvement Actions.  The aim of these is to identify those few vital actions which will have a 
material impact over the next one to five years on efficiency, effectiveness and alignment with Government Priorities. 
 

PIA 
Number Performance Improvement Action Savings Impact 

5.1 Achieve Financial Security – by ensuring delivery on Minister agreed financial forecasts within available 
funding, through active cost management and achieving planned productivity savings 

  Operations $2.40M 

   

5.2 Improve Productivity and Quality – with a focus on hospital wards, theatre utilisation, increasing day surgery 
and emergency departments 

$2.87M 

5.3 Enhance Regional Cooperation – through development of Clinical Regional Service Plans and greater 
regionalisation of shared services and back-office functions 

$10K 
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6.0 NOTICES 
 
6.1 Service coverage expectations 

 
Taranaki District Health Board meets the requirement of the national service coverage document as specified in the Operational Policy 
Framework and Service Coverage Schedule.  At the time of writing, Taranaki District Health Board has not identified any exceptions to the 
Service Coverage Schedule for 2010/11. 

 
6.2 Service change 

 
Forecast demographic changes suggest that Taranaki will continue to experience lower population growth than the national average.  As a 
consequence the DHB will experience a lower funding path. 

 

Change Description Benefits Link to lower 
funding path 

Is change 
associated with 
regional clinical 

service planning? 

Devolution of 
services to primary 
care 

Two business case proposals for Better, sooner, 
more convenient primary health care impact on 
service delivery in Taranaki. 

The Midland PHO Network proposal includes 
Hauora Taranaki PHO, Peak Health Taranaki 
PHO, and Tui Ora Ltd.  The National Māori PHO 
Coalition includes Te Tihi Hauora O Taranaki 
PHO and Te Oranganui Iwi Health Authority PHO.  
Both proposals include a focus on a range of 
services such as district nursing, allied health and 
public health nursing which are currently provided 
in secondary care.  These services could be either 
devolved or co-located in primary care if the 
business cases are accepted by the Ministry of 
Health. 

Any changes would be subject to consultation in 
2010/11 

• More seamless service delivery in 
primary care 

• Broaden the range of services 
provided within a primary care 
setting 

• Reduced waiting times and 
improved access to services 

No 

However, changes 
must not drive an 
increase in total 
sector costs 

Regional and local 
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Change Description Benefits Link to lower 
funding path 

Is change 
associated with 
regional clinical 

service planning? 

Community 
Pharmacy 
Services 

Current pharmaceutical dispensing costs are 
financially unsustainable.  Workforce is not well 
integrated with primary care and clinical expertise 
not utilised to maximum effect. 

Little incentive in current funding arrangements to 
focus on health outcomes and management of 
chronic conditions. 

Proposal to develop an alternative funding 
mechanism for community pharmacy services 

• Contain dispensing costs 

• Improve health outcomes for 
people with chronic conditions 

• Greater integration of pharmacy 
services with the rest of the sector 

Yes Regional initiative to 
improve community 
pharmacy services 

National commitment to 
review services as part 
of current national 
agreement 

Acute Inpatient 
and Emergency 
Department 
Service 
Reconfiguration 

Following a review of reconfiguration of hospital 
services across Taranaki, a change in service 
configuration and model of acute care for 
Inpatient/Emergency Department services is to be 
identified, the aims being to maximise 
occupancies where appropriate, reduce length of 
stay, and implement enhanced intermediate care 
options for the elderly.  In addition, a province 
wide model of access will be developed to ensure 
appropriate care day or night. 

The DHB will work with PHOs, health service 
providers, DHB staff and the community to identify 
a reconfiguration of better coordinated health 
services for the community of South Taranaki, that 
are clinically sustainable and affordable for the 
future. 

Opportunities will be explored incorporating 
appropriate elements into Integrated Family 
Health Centres and Whanau Ora Centres. 

• A reduction in expenditure on 
specialist services and a broader 
range of community service 
options will be available 

• Patients receive good primary and 
ongoing support in the community 
in a timely way 

• Patients requiring acute specialist 
care will be admitted directly to the 
most appropriate facility 

Yes Yes 

Regional planning for 
Integrated Family 
Health Centres and 
Whanau Ora Centres 
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Change Description Benefits Link to lower 
funding path 

Is change 
associated with 
regional clinical 

service planning? 

NGO Community 
Mental Health 
Services 

50% reduction in the number of NGO mental 
health providers and change in basis of 
contracting away from FTE basis to capacity 
contract. 

• Reduction in expenditure on 
overheads 

• Reduction in mental health 
expenditure towards mental health 
ring fence 

• Closer integration of specialist 
mental health services with primary 
health care 

Yes No 

Ambulance 
Services 

Taranaki DHB is one of only two DHBs to own 
and provide Ambulance services.  The DHB 
wishes to be more consistent with other DHBs in 
this service arrangement.  The DHB no longer 
wishes to be a direct provider.  Alternative 
provider to be sought by NASO. 

Cost of service exceeds the funding available for 
this service.  DHB is not able to fundraise like 
St John’s and Wellington Free Ambulance 
services.  DHB is unable to expand service to 
meet demand for new bases, e.g. Bell Block. 

• Cost of service will no longer divert 
funding from other services 

• Increased access to funding from 
non-MoH/DHB sources 

• Expansion of service to meet 
needs of population 

• Standardisation of service delivery 
with other areas 

Yes No 

 
 

6.3 Regional Clinical Service Plan 

The five Midland DHBs have embarked on the development of a regional Clinical Services Plan (CSP) that focuses on clinical and financial 
sustainability in the whole Midland region. 

The CSP will describe a 10 year plan for regionally led, collaborative community and hospital services in the Midland Region, taking a whole-
of-system approach.  The plan will take a long-term (20 year) view of health needs across the Midland population and will match that to future 
clinical service provision and infrastructure requirements.  The plan will examine services that are currently vulnerable (or may become so) 
because of workforce, demand growth or funding issues. 

The CSP will include an assessment of the status quo financial situation of Midland DHBs, likely cost growth and changes required to live 
within the expected future funding track.  It will include a 5 – 10 year financial forecast. 
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The Ministry of Health’s Role Delineation Model will be used to inform the development of future service configuration.  The final plan will be a 
coherent document that includes both primary and hospital services and that provides a regional roadmap to enable DHBs in the Midland 
region to make critical strategic decisions about the future delivery of specialist health and disability support services, for example, in relation 
to: 

• the distribution of 24/7 acute and elective secondary services 
• the distribution of tertiary services 
• future capital investment decisions 
• changes to models of care, levels of care, or locus of care required to improve quality and live within the available resources. 

The final output will provide a suggested high level future configuration of services. 
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7.0 FUNDING ACCOUNTABILITY 
 
7.1 How is Money Allocated to Taranaki District Hea lth Board? 

 

Funding to District Health Boards is allocated on the basis of a Population Based Funding Formula (PBFF). This is a mathematical formula 
that determines the share of funding to be allocated to different districts in the country, based on the population living in each district.  The aim 
of the PBFF is to fairly distribute available funding between DHBs, according to the relative needs of their populations and the cost of 
providing health and disability services to meet those needs.  Each year the PBFF is reviewed to ensure that it fairly reflects the relative costs 
of providing health care to different populations.   

The key factor in PBFF is the size of the population.  However, PBFF takes account of population factors such as age, sex, ethnicity and 
levels of social deprivation and unmet need, and other factors such as rural areas and numbers of overseas visitors.  Every year the 
population forecast is recalculated and used in the revised PBFF.  Changes to PBFF and Taranaki’s slower than national average population 
growth has led to a sharp reduction in our funding share for the year ahead.  Forecast local demographic changes will result in a lower funding 
path in the future.  These economic factors mean that the District Health Board can no longer provide high levels of sustainability funding to 
the hospital provider.  Similarly, health services across the sector will need to be reshaped to meet the needs of the population within the 
funding available. 

Therefore, planning and prioritisation has to take place to determine which health and social needs will be met by publicly funded services and 
which will remain unmet. Our clear focus is to allocate funding to achieve significant health gain in our population and reduce inequalities for 
those with the poorest health status.  

 
 
7.2 How Does the District Health Board Prioritise? 

Prioritisation is the allocation or reallocation of funding on the basis of evidence, to services which are more effective in improving health and 
self-management and reducing inequalities. 

The health sector is continually changing, sometimes in accordance with changes in health needs, or accepted clinical practice or medical 
technology. Services which were funded with the intention of reducing health inequalities may not prove to be as effective as originally 
anticipated. Established services can change, sometimes expanding in an unplanned or uncontrolled way. Growth in expenditure in any 
service is always at the expense of other services, since health resources are constrained. If the District Health Board does not intervene 
when unplanned changes are inconsistent with the strategic direction, this leads to prioritisation through inertia. The risk is that major 
prioritisation decisions are made in this way rather than through a considered prioritisation process. 
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When considering prioritisation decisions Taranaki District Health Board will apply the following criteria: 

Effectiveness : This relates to the extent to which services produce improvements in health status or reduce or prevent a decline in 
health status. Higher priority will be given to services which produce the greatest improvement to the health status at a population 
level. 

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

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

Māori  Health : This refers to the degree to which Māori will take up and benefit from the proposal, whether it is appropriate and 
acceptable to Māori and whether it will reduce disparities between Māori and Non-Māori. 

Strategic  Fit : This relates to the delivery of health gain in the strategic focus areas outlined in the Taranaki DHB District Strategic Plan 
2005-2015, or with the delivery of services required by the Ministry of Health under the Service Coverage Schedule. 

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

 
Taranaki District Health Board would like to make all decisions based on good epidemiological data and evidence on outcomes. However, this 
type of information is not always available and sometimes decisions will have to be made on the best information available. In this situation the 
Board commits to ensuring fair and accurate representation of the need and benefit; and reasonable estimation of the relative importance or 
value of proposals. It is also acknowledged that on occasions prioritisation decisions will take place outside the control of the DHB. e.g. 
through national policy setting or direction from the Minister of Health. 
 
Taranaki DHB acknowledges that the historical basis of local funding allocation to services reflects historic service delivery rather than health 
needs.  A Planning and Funding Clinical Project Group encompassing clinicians from primary and secondary care has been established to 
advise on the reallocation of funding to better reflect the needs of our population. 



 

District Annual Plan 2010/11   39 

8.0 CONSOLIDATED FINANCIAL SUMMARY: 2010-2013 
 
The consolidated financial summary below includes the Hospital Provider (Personal Health, Mental Health, Public Health and DSS), DHB 
Governance & Funding Administration, and the DHB Funder operations. 
 

 
($’000) 

2008/09 
audited 

Year 0 
2009/10 
Actual 

 
Year 1 

2010/11 
plan 

Year 2 
2011/12 

plan 

Year 3 
2012/13 

plan 

Hospital Provider + Governance Funding 
(including other income) 

165,200  167,655   167,821 174,347 177,644 

Non Hospital Provider Funding (NGO) 124,039 138,124  140,168 142,971 145,830 

TOTAL FUNDING 289,239 305,779  307,989 317,318 323,474 

Hospital Provider + Governance Operating 
Expenses 

168,684 175,189  176,545 177,003 178,417 

Payments to Non Hospital Providers (NGO) 120,598 132,338  131,293 136,468 140,611 

TOTAL OPERATING EXPENSES & 
PAYMENTS 

289,282 307,527  307,838 313,471 319,028 

Hospital Provider + Governance Operating 
Deficit 

(3,484) (7,534)  (8,724) (2,656) (773) 

       

TDHB Funder surplus before strategic 
expenditure 

3,441 5,786  8,875 6,502 5,219 

OPERATING RESULT FOR THE FISCAL  
PERIOD 

(43) (1,748)  151 3,847 4,446 
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($’000) 

2008/09 
audited 

Year 0 
2009/10 
forecast 

 
Year 1 

2010/11 
plan 

Year 2 
2011/12 

plan 

Year 3 
2012/13 

plan 

Expenditure against prior period surpluses 
(TDHB Funder)   

* Mental Health services  

* Workforce Development 

 * Māori Health inequalities project 

* Hospital Provider strategic projects 

 

TDHB Funder surplus after strategic 
expenditure 

 

 

 

(112) 

(337) 

(162) 

- 

 

 

2,830 

 

 

(843) 

(354) 

(47) 

- 

 

 

4,542 

  

 

- 

(100) 

(600) 

(1,750) 

 

 

6,425       

 

 

- 

(100) 

(600) 

- 

 

 

5,802 

 

 

 

- 

(100) 

(600) 

- 

 

 

4,519 

NET CONSOLIDATED SURPLUS/(DEFICIT) (654) (2,992)  (2,299) 3,147 3,746 

 
 
Notes:  
 
A: The net consolidated financial result is AFTER recognising the: 

i. expenditure on account of Workforce Development initiatives (an appropriation against retained surpluses),  
ii. expenditure on Māori Health gains project (an appropriation against retained surpluses), and 
iii. expenditure on Strategic Hospital Provider projects (an appropriation against retained surpluses) 

 
The consolidated operating result BEFORE the appropriations against prior period retained surpluses is a financial breakeven position, with an 
operating surplus of $0.15M, $3.85M and $4.45M for the plan periods 2010/11, 2011/12 and 2012/13 respectively.  
 
B:  Expenditure against prior period surpluses: These relate to short to medium term investment in strategic services and operations: 

i.   Workforce development ($0.1M) for each of the planning periods 2010-2013 (Board commitment of $2.5M over a five year period) 
ii.  Māori Health inequalities ($0.6M) for each of the planning periods 2010-2013 (Board commitment of $3.0M over a three year period) 
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These annual investments were committed by the Board, span more than one financial period, and are outside the core annual operating budget. The 
investment is being funded out of carried forward surpluses from prior periods.  
 

iii.  Hospital provider strategic projects to support transformational and structural service changes ($1.75M) for the plan period 2010/11 
 
This major outlay for 2010/11 is related to strategic projects to implement changes to service configurations across the two hospitals and health 
centres. The changes are focussed particularly around acute in-patient consolidation, reallocation of outpatient and procedural services, specific 
procedure consolidation, changes to allied health services and mental health service delivery. The Board is also progressing the exit of ownership 
and provision of ambulance services in favour of a nationally provided ambulance service as currently prevalent in other parts of the country.  If 
successful, the ambulance services will transfer to the new provider on 1 February 2011.  The resultant cost reduction is expected to be $0.50M for a 
full year post exit. 

In addition, a specific project is currently underway utilising proprietary workforce allocation software to actively manage supplementary staff costs 
arising from use of casuals, backfills, overtime and locums across the whole of the organisation. The manner in which the workforce is profiled and 
rostered will result in a reduction in the wage bill.  
 
Further, it is recognised that these are material changes in service provision and integration with the primary sector.  The DHB will work with PHOs, 
health sector providers, DHB staff and the community to identify a reconfiguration of better coordinated health services for the district that are 
clinically sustainable and affordable for the future.  
 
Accordingly, timelines for the transition will perhaps span more than the 2010/11 financial period and extend into Year 2 and 3 of the plan period. 
Nonetheless, these service reconfigurations are crucial for Taranaki DHB hospital services to reduce its cost structures and operating deficit. It is 
required to be undertaken at this strategic point in the operations of the DHB when faced with reduced future funding growth, increased demand, 
growth in services and operating costs, and a $80M hospital redevelopment project to be completed by June 2013.  
 
C: It is also to be noted that expenditure ($1.44M towards capital charge and depreciation) incidental to the revaluation of assets (per FRS3 - land 
and buildings) carried out on 30 June 2008 continues to be charged against the hospital provider. This extraordinary expenditure has had a material 
impact on TDHB’s financial and cash positions. No confirmation or commitment for funding this expenditure has been received (this was funded on a 
cost neutral basis during previous revaluation exercises). The corresponding funding if/when received will improve the hospital provider and also the 
consolidated financial results by approximately $1.44M each year - a significant improvement in the financial results of the DHB. 
 
D: These financial results are to be read with the accompanying notes and assumptions.  
 
8.1 Key Points from the Budgeted Financials 2010-20 13 
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In principle, the Board has planned for a consolidated financial breakeven result in each year of the plan period.  However, this financial breakeven 
goes against the emerging trend across the entire planning period 2010-2013, which clearly indicates that cost growth in the hospital provider 
operations is significantly in excess of funding received, leaving residual operating deficits. The consolidated surplus is solely on account of the 
surpluses generated in the Funder operations during each of the fiscal periods under consideration.   

 
1. The Hospital Provider Arm is facing a significant budgetary cost to funding gap resulting in operating deficits in each year covered by this plan. 

This financial gap could increase to $11.60M in 2010/11 if other identified risks and associated costs (estimated at $2.80M) were to 
materialise fully.  With the residual risk estimated at $2.0M, the resultant financial gap could be in the region of $10.80M. (Please refer to the 
“Sensitivity Analysis” section for details). 

 
2. In applying the stated budgetary assumptions, it is evident that current cost structures in the Hospital Provider have little to offer by way of 

further savings, unless there are fundamental changes in some of its services, workflows and staffing levels. In view of the increasing cost 
pressures and risks, the financial budget for the provider arm hinges on the implementation of some major cost reduction initiatives.  . These 
.changes are primarily service reconfigurations and are expected to generate approximately $4.50M of reduced operating costs, of which 
$0.50M is expected to be realised during 2010/11 and $ 2.0M each in the following years 2011/12 and 2012/13 of the current plan period.  
This is besides the $2.40M in efficiencies and productivity gains as noted in the “Efficiency & Productivity Improvements” section of this 
document. 

 
3. Additionally, it is carrying unbudgeted financial risks in many of its cost structures that are likely to materialise in part or full during the plan 

period. (Please refer to the “Sensitivity Analysis” section for details). 
 

4. The Board therefore recognises that the operating cost to funding gap in the Hospital Provider operations will need to be addressed through 
options that could result in significant changes to models of care, service configurations and re-alignment of services within funding available. 
It acknowledges these changes are essential if the Hospital Services arm is to remain financially viable when faced with increased costs on 
several fronts. 

 
5. In context of increasing cost structures and continuing operating deficits, it is to be noted that Taranaki DHB is about to embark on a staged 

redevelopment of the Base Hospital inpatient facilities. There are several compelling reasons to undertake the redevelopment, but none more 
compelling than the fact that the current hospital layout and structures are not conducive for delivery of complex clinical pathways and modern 
models of care.  Consolidation of specialist services and improved models of care and pathways will result in more efficient use of clinical 
resources and thereby reduction in core operating costs. The redevelopment will pave the way for a recovery plan for Hospital Services to 
align itself more efficiently – both clinically and financially. The impact will be evident post redevelopment of the Base Hospital facilities.  

 
6. Likewise, the DHB Funder operations is planning to reprioritise funding worth $4.0M to enable the DHB Funder operations to manage its costs 

down and deliver the operating surplus planned for 2010/11. It is also faced with an overall exposure in its contracts estimated at around 
$7.0M for 2010/11, with a probability factor leaving a residual risk equating to about $3.50M.  This is in addition to the financial risks carried by 
the Hospital Services operations. (Please refer the “Sensitivity Analysis” section for details). 
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7. In the final tally, though the Board is planning a financial breakeven it is faced with: 

a. a significant deficit in the Hospital Provider operations for 2010/11, though reducing in the out years, 
b. additional financial exposure in its expense budgets which could materialise in part or full 
c. the need to make radical changes and re-align service configurations in its hospital service operations to reduce the current deficit 
d. the financial recovery for its Hospital Provider operations being largely dependent on cost reductions incidental to service 

reconfigurations and work force management for the current plan period, and efficiencies arising from the redevelopment of the 
hospital facilities in the period following the current 3 year plan period 

e. its Funder operations having to significantly reduce investment in additional services during the period the hospital operation is going 
through this transition. 

 
Recognising that additional risks continue to be carried both within and outside the financial budget and its reliance on the timely outcomes 
from structural changes to reduce the hospital operating deficit, Taranaki District Health Board’s financial risk assessment of the current 
District Annual Plan is potentially “medium to high” risk under the assumptions and risks as stated. 

 
8.2 Key Financial Risks 
 

8.2.1 Taranaki DHB’s Funder  

1. The 2010/11 Funding Envelope indicates an increase of $8.22M over the 2010/11 Funding Package start point.  The increase includes 
$3.63M demographics and $4.59M as a contribution to cost pressures.  Whilst this increase is welcome, it amounts to only two thirds of 
the increase received in 2009/10 and is not as great as the general funding and expenditure pressures being experienced by the DHB. 

2. Unlike previous years, the Government has made no decision on funding for 2011/12 and 2012/13.  Taranaki DHB has therefore prepared 
the DAP on the assumption that funding increases for cost growth in out years will be of the same nominal value as 2010/11. 

3. Taranaki DHB’s share of population based funding for 2010/11 is 2.76% and is forecast to decline to 2.75% in 2011/12 and 2.73% in 
2012/13, reflecting the slower population growth of Taranaki in comparison to other parts of the country.  This lower funding for cost growth 
will require the DHB to reconfigure services as we strive to meet increasing demand and live within our means. 

4. The Funding Envelope advice indicates that there may be some further additional funding made available to DHB’s from non-devolved 
funding held by the Ministry of Health for 2010/11.  Further advice on the level of increases is awaited.  However it should be noted that 
any funding would already be committed to contracts currently held by the Ministry and which would be transferred to DHB’s.  Furthermore 
the Ministry has indicated that the level of contribution to cost pressures allocated to these contracts will be less than that allocated to 
DHB’s.  This could therefore result in further cost pressures for the DHB in the future.  

5. The financial impact of the implementation of EOI business cases for Better, sooner, more convenient Primary Health Care is unknown at 
this time.  However it has been assumed at this time that no funding other than existing primary care funding will be required for the 
implementation in 2010/11. 
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6. The proposed devolution of the Interim Funding Pool for long term conditions from the Ministry of Health to DHB’s in 2010/11 has been 
assumed to be financially neutral. 

7. General hospital and specialist services delivered by the DHB’s own Provider Arm are specified in the Provider Arm Volume Schedule 
(Appendix B) and are paid for according to national inter-district flow (IDF) prices.  Mental health services delivered by the DHB’s Provider 
Arm are specified in the same way and paid for according to local prices.  However, the cost of delivering both general and mental health 
services exceed the funding allocated.  Significant reconfiguration of the DHB’s hospital and specialist services is therefore planned over 
the next three years to bring the cost of service delivery closer to the funding available.   

8. In order to maintain a consolidated breakeven position the Funder is required to achieve significant surpluses over the next three years to 
offset planned deficits in the Provider Arm whilst it is undergoing a transition.  In 2010/11 the planned Funder surplus is $6.4M (after 
strategic expenditure).  Delivery of these surpluses will present significant challenges for the Funder. 

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

10. Close monitoring and analysis of IDFs will be undertaken, with information on referrals, cost and expenditure being fed back routinely to 
referring Specialists.  The intention is to reduce expenditure by $1.5M million through a rigorous approach to controlling expenditure in this 
area. 

11. The 2009/10 DAP signalled the DHB’s intention to change the provision of services for older people and others with chronic health 
conditions.  The DHB expects to have completed all consultation requirements prior to the start of the 2010/11 financial year.  
Implementation of the new model of care is expected to generate savings of $1M in 2010/11 against current expenditure trends. 

12. In order to deliver a net $6.4M surplus the Funder plans to deliver further service changes signalled in section 6.2.  These changes are 
transformational in nature and it is believed will deliver better services for less cost.  

 
In summary, the level of funding allocation may prove insufficient to cover all risks that have been identified. Therefore, robust management 
and monitoring of potential risks will be required and revised management proposals developed if the level of risk rises above that 
manageable within the funding regime. 
 
8.2.2 Taranaki DHB’s Hospital Provider 
 
1. The funding for cost growth for 2010/11 is 1.73%. However, the real cost growth in hospital provider services is well in excess of this 

adjustor. The year on year cost movements across several expenditure lines are on an average between 3% and 5%. This gap between 
FFT and real cost growth has resulted in a budgetary deficit of $8.80M after considering all current efficiencies and cost savings. This 
growth is particularly evident in the following: 

a. wages – primarily provisions for MECA commitments 
b. clinical staff – primarily nursing  
c. outsourced clinical staff – primarily locum doctors and psychiatrists  



 

District Annual Plan 2010/11   45 

d. diagnostics – primarily radiology 
e. blood costs, pharmaceuticals, air ambulance retrieval costs 
f. acute services such as renal, intensive care, mental health inpatient services, emergency services 
g. increasing cost impacts of statutory compliances, financial standards, quality and accreditation deficits and adherence to a number 

of legislative requirements 
h. general overhead costs – primarily utilities, travel, transport, legal, professional services, communication costs etc. 
i. information and communication technology (ICT) capital investment and operating costs  

 
Overall, the Hospital Provider’s financial plan for the three year period is highly geared and has no flexibility to accommodate unplanned 
cost movements. Its operating budget carries financial risks and it is highly dependent on the realisation of targeted savings within planned 
timelines to meet its 2010/11 financial targets. 
 
On the basis of current trends in expenditure, the issues requiring tight management and efficiency gains are: 

• Payroll  costs make up over 65% of total operating expenditure (excluding interest and depreciation) and have increased significantly 
over the recent periods. The flow-on impacts of MECA agreements, together with an increase in base rates, are in excess of inflation 
adjustors and present budgetary risks. We estimate this impact to be $0.30M, to be managed to the extent possible through strict 
FTE planning, attrition and deferment of staff vacancies. 

• Outsourced clinical staffing  costs  – mainly locum doctors and psychiatrists. The increasing cost of locums to cover vacancies has 
been one of the primary contributors to recent period deficits. Whilst it is acknowledged that this is a national issue, the impact on 
costs at a local level is perhaps more significant. The financial exposure in the 2009/10 budget is estimated at $0.75M, with best 
efforts being directed towards more aggressive and extensive recruitment initiatives to fill vacancies and reduce the dependence on 
locums. 

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

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

• Costs of clinical supplies and treatment consumables  have been steadily increasing for a variety of reasons. The budgetary risk 
carried for 2010/11 is expected to be managed by contract re-negotiations and pricing gains generated from the Value for Money 
(VFM) collective procurement projects at the local and national level.  

• General operating overheads  including travel, training, conferences, stationery, transport, general repairs and such other 
discretionary costs have annually been subjected to reductions in unit budgets. These expense lines are budgeted at minimum 
levels, with a high probability to exceed the budgetary outlay. Cost growth in most of these lines is driven by external influences. 
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These lines are highly vulnerable to small movements in prices, rates or increase in service levels. Estimated exposure is around 
$0.68M, which is expected to be managed through internal cost controls, budgetary caps and contract re-negotiations.  

 
The overall impact is a financial exposure close to $2.80M, with a probability factor leaving $2.00M as a real and potential risk. (Please 
refer ‘Sensitivity Analysis’).  

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

3. The Hospital Services Provider is fully dependent on sustainable revenue streams. With over 90% of its revenue derived from health 
funding (via Taranaki DHB and the Ministry of Health), the Hospital Provider has few alternate income streams for significant revenue 
growth opportunities. In the 2010/11 budget there has been a reduced dependence on ACC revenues in view of changes in ACC referrals 
and claims payments. Consequently, contributions from ACC work have reduced with corresponding impact on the financial result. 

4. In view of the increasing cost pressures, the financial budget for the Provider Arm continues to hinge on a number of efficiency gains, 
which are expected to generate approximately $2.40M of reduced operating costs during 2010/11. (Please refer to the “Efficiency & 
Productivity Improvements” section for details). 

 
In summary, the gap between funding and the realistic cost model for services has resulted in a very sensitive financial budget for the planning 
period 2010/11 and out years. In financial terms the budgetary gap in the draft hospital provider budget presented for the period 2010/11 is 
around $2.0M. The hospital provider will have to bridge this budgetary gap plus realise the efficiency gains and cost reductions targeted if it is 
to remain under its DAP financial deficit of $8.80M. This will involve some hard decisions around rationalisation of services and reduction in 
FTE levels within its hospital structures - in an urgent and time sensitive manner. These changes will have to be undertaken in order to exit 
costs and reduce the deficit in a planned manner to realistic funding levels.     

 
8.3 Key Financial Strategies 

a. The Hospital Provider Arm is faced with an operating deficit of $8.80M in its 2010/11 operating budget plus other financial risks. The 
Hospital Provider has identified a number of key areas and is considering a framework for effecting these service rconfigurations and 
operating structures. These include, amongst others, plans for:  

• A targeted reduction of $4.50M in operating costs (with $2.0M achieved in 2010/11) through service reconfigurations and improved 
workforce allocation. These strategic changes will span more than a single financial period to be fully implemented, but are the only 
realistic options to achieve financial sustainability in the hospital services operations.  (Focus: Exit ownership of Ambulance services, 
fringe clinical services, community referred diagnostics, relocation of outpatient and procedure services, workforce profiling and 
management) 

• Integration of Health Centre services/facilities with primary care and other providers. (Focus: Stratford Health Centre, other Health 
Centres) 
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• Selective capital investment in Information Technology aimed at improving work flows and processes, and releasing FTEs. (Focus: 
Workforce allocation software programme) 

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

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

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

• Service reviews.  (Focus: Allied Health Services, Pharmacy, Maternity, Neonatal) 

• Staffing reviews aimed at improving productivity and reduction in core FTEs.   (Focus: FTE and vacancy management across all DHB 
operations plus online monitoring of workforce allocations) 

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

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

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

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

• identifying and evaluating service options to match costs with funding 

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

• internal cost controls and closer monitoring of operating budgets 

• achievement of systems and process improvements, initiatives and efficiency gains 

• technology driven solutions  

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

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

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

Services with providers, while the secondary service aligns itself. 
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f. The Hospital Provider Services will continue to pursue operational efficiencies to reduce its service costs and decrease its operating 

deficit.   
 

g. Greater focus on cost reduction across the Hospital Provider operations in growth areas such as staffing and operational overheads will 
continue to be aggressively pursued. 

 
h. During the plan period 2010-2013, baseline capital expenditure is expected to be contained within annual depreciation accruals, so that 

additional equity injection or borrowing is not required.  The only exception will be funding to support the stages of the hospital 
redevelopment programme in line with funding approvals received.  

 
8.4 Key Financial Assumptions 
 

The following key assumptions have been employed in the preparation of the financial statements for the three-year planning period 2009/12. 
 

8.4.1 Application of New Zealand Equivalents to Int ernational Financial Reporting Standards (NZ IFRS) 
 

The DAP financial template for the plan period 2010-2013 and comparative years has been prepared in accordance with NZIFRS.  
 
8.4.2 Equity and Borrowing 

• The District Annual Plan 2010-2013 has not assumed any additional Crown equity, other than the capital funding approved to 
undertake the rollout of the Community Oral Health Project ($3.04M) which is being treated as equity.  

• Term borrowing from the Crown Health Financing Agency (CHFA) to fund the first stage of the capital redevelopment programme 
proposed for the inpatient facilities at the Base Hospital has been included in the DAP 2010-2013. Approval for Stage 1 
(estimated cost: $80M) of the redevelopment was received in July 2008, which includes a CHFA funded borrowing of $45M.   

• With the exception of the capital outlay envisaged on inpatient facilities redevelopment as noted above, base line capital 
expenditure outlay is expected to be contained within the level of depreciation for 2010/11 and the two years following. 

• Taranaki DHB has been moved from  “standard monitoring” to “performance watch” status on the performance monitoring scale 
in July 2010.  It was advised that monthly funding will continue to be received in advance. 

 
8.4.3 Wages and Operating Cost Growth 

1. Wage costs:  in principle, wage budgets for employee groups covered by national MECA settlements are essentially in 
accordance with the agreement(s) and in line with collective DAP assumptions agreed nationally.    
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2. Clinical supplies: average around 1.20% for 2010/11 + estimated on activity levels + reduced for efficiencies and value for money 
(vfm) gains.  

3. General operating expenditure: average 2.0% for 2010/11 + confirmed outflows + reduced for efficiencies and value for money 
(vfm) gains.  

4. Value for Money (VFM) impacts: the potential impact of efficiencies and cost reductions likely to be generated from SSEB/ 
National VFM programmes and initiatives has been estimated and built into the relevant operating budgets and expense lines.  
Other potential gains from local initiatives and projects have also been considered in the relevant expense budgets. 

 
8.5 Taranaki DHB Funder – “Ring Fence Principle” an d Application of Surplus/Deficits  
 

8.5.1 Mental Health Services 

In keeping with the guidelines on treatment of “Mental Health Ring fence surplus” the amount of any under-expenditure carried forward 
from previous accounting periods has been reported as a surplus in Taranaki DHB’s Statement of Financial Performance in the year 
the surplus is generated. The ring fenced surpluses as at the beginning of FY 2009/10 have been fully applied to Mental Health 
Services either in the Hospital Provider or community during 2009/10. Based on expenditure to date and forecasts, there is likely to be 
no surplus remaining on 30 June 2010. No surpluses from Mental Health services are envisaged during the 2010-13 plan period and, if 
any surpluses do eventuate, these will be ring fenced and expended in the year(s) following.  

 
8.5.2 Mental Health Services and Strategic Initiati ves Expenditure 

Expenditure on strategic projects and initiatives (viz. Workforce Development, Māori Health Gains and Hospital Services Strategic 
Projects to support transformational and structural changes) is being funded from prior period retained surpluses and is in line with the 
strategic direction set by Taranaki DHB.  In principle, this strategic spend being outside the 12 month fiscal period may result in a 
financial deficit for the period, however no additional funding or deficit support is being requested by the DHB to progress these long 
term initiatives. 

The DHB received Mental Health blueprint funding in 2009/10 which has been used to support the development of an eating disorder 
service locally. 
  

 
8.5.3 Interest Rates  

 
Interest rates have been assumed along current monetary indicators and commitments and averaged as appropriate over the mix of 
funding streams and options as follows: 
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 Overdraft CHFA loans 
(existing) 

CHFA loans 
(new) Deposits Equity 

Year 1  (2010/11)  8.00% 6.85% 7.00% 5.50% 8.00% 
Year 2  (2011/12)  8.25% 6.85% 7.50% 6.00% 8.00% 
Year 3  (2012/13)  8.50% 6.85% 7.50% 7.00% 8.00% 

 
Notes : 

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

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

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

 
8.5.4 Asset Revaluation and its Impact  

 
Under the provisions of FRS3, TDHB is required to undertake an asset revaluation exercise as at 30 June each year, and recognise 
any material increase in land and building values, and also its impact on depreciation and capital charge.  
 
TDHB was required to revalue its land and buildings as at 30 June 2008 and take into consideration the future carrying values of its 
buildings incidental to the redevelopment of its Base Hospital inpatient facilities. The impact of the revaluation was a net increase of 
$9.01M in its current land and building values, resulting in an increase in capital charge ($740K) and depreciation ($700K). The impact 
($1.44M) is already being carried in the financial statements with no corresponding funding from the MoH (as was provided on a cost 
neutral basis for previous revaluations).  
 
Revaluation of land and building assets was undertaken on 30 June 2009 with no material movements noted.  The movement in asset 
base as at 30 June 2010 is not material and accordingly no provision for changes in asset values and related costs is required.  

 
8.5.5 Depreciation  

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

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

8.5.7 Leasing  
 

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

8.5.8 Financial Covenants and Ratios  
 

There are no specific financial covenants stipulated by the Crown Health Financing Agency (CHFA) for its term lending to TDHB. No 
financial covenants have been stipulated by ASB for transactional banking and standby overdraft arrangements.  

 
The following are some key financial ratios as derived from the consolidated financial statements for the period 2010-2013.  

 
TDHB 

2009/10 
TDHB 

2010/11 
TDHB 

2011/12 
TDHB 

2012/13  Financial ratios 
actual plan plan plan 

1 Revenue to net funds employed 3.00 3.10 2.27 2.16 

2 Operating margin to revenue 3% 3% 5% 6% 

3 Operating return on net funds employed 8% 10% 12% 11% 

4 Debt to debt equity ratio 29% 30% 48% 50% 

5 Interest cover ratio 4.13 5.12 8.01 8.54 

 
8.5.9 Changes in Accounting Policies  

 

There have been no changes from the accounting policies adopted in the last audited financial statements other than the changes 
brought about by the adoption of NZIFRS in the financial statements. All policies have been applied on a basis consistent with the 
previous period. These are detailed in the Statement of Intent for 2009/10.  
 

8.5.10 Capital Investment 
 

The capital investment planned during the Business Plan period and the proposed funding lines to finance the investment are as follows: 
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Capital Outlay Year 1 
(2010/2011)  

Year 2 
(2011/2012) 

Year 3 
(2012/2013) 

Total 
(2010/2013) 

Operating      

Clinical Equipment 1,600 2,000 2,000 5,600 
Other Equipment 350 450 450 1,250 

Motor Vehicles 50 50 50 150 
Minor Site Redevelopment 
(excluding prior year WIP)  

500 500 500 1,500 

SUB - TOTAL  2,500 3,000 3,000 8,400 
     

Information Technology 4,000 4,000 4,000 12,000 
(100% subsidiary - HIQ Ltd)      
     
TOTAL  6,500 7,000 7,000 20,500 
     

Strategic      

Community Oral Health 
Project 

Base Hospital 
redevelopment project 

777 
 
 

1,500 

199 
 
 

33,914 

- 
 
 

45,605 

976 
 
 

81,019 

TOTAL 2,277 34,113 45,605 81,995 
     

GRAND TOTAL  8,777 41,113 52,605 102,495 
Sources of Funding     
Crown Equity  777 199 0 976 
Bank Borrowing 0 0 0 0 
CHFA Term Loans 0 33,914 11,086 45,000 
Internal Cash Accruals   8,000 7,000 41,519 56,519 

 
Note :  Effective 01 July 2009, HIQ Ltd (previously the Joint Venture between Capital & Coast DHB and Taranaki DHB for delivery of 

ICT services) became a fully owned subsidiary of TDHB.  Capital outlay on Information and Communication Technology (ICT) 
is in relation to capital investment in HIQ Ltd as a 100% subsidiary of TDHB.  

 
 

8.5.11 Capital Divestment 
 

The disposal of surplus assets proposed during the period 2010-2013 is as follows:  
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Asset Book value 
($) 

Realisable 
Value ($) 

Gain/(loss) 
On sale ($) Timing 

* Miscellaneous 
equipment 
(discarded/obsolete) 

* Surplus land 

 
 
0 

0 

 
 

Not material 

0 

 
 
0 

0 

 
 

2010/11 

2010-2013 

Total 0 0 0  

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

 
8.5.12 Personnel  

 

A: Paid / contracted / core FTEs:  

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

 2009/10 
forecast 

2010/11 
plan 

2011/12 
plan 

2012/13 
plan 

Medical 115 140 140 142 
Nursing 529 528 510 508 
Allied Health  245 256 250 248 
Support 90 88 86 86 
Management & Admin  231 231 229 229 
     

Average worked FTE’s  1210 1243 1215 1213 
     

Subsidiary: HIQ Ltd 
(Category: Mgt & Admin) 36 39 40 42 
     

Oral Health and other 
national projects  2 7 7 8 

 
The average worked FTE numbers for the three-year plan period are expected to be managed within the core staffing numbers 
indicated above.  
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• An initiative/project is currently underway utilising proprietary workforce allocation and real-time monitoring software to actively 
manage supplementary staff costs arising from use of casuals, backfills, overtime and locums across the whole of the 
organisation. The manner in which the workforce is profiled and rostered will initially reflect in increase of core FTE’s, though 
there will be an overall reduction in the wage bill – primarily because of reduction in use of casuals, overtime, backfills, leave 
rosters and other marginal costs that tend to drive wages disproportionate to staff deployed. This is an interactive workforce 
management tool and has inbuilt levels of authority and decision matrixes that are expected to promote a significant change in 
the traditional methods of workforce allocation and management.  

• Medical FTE count will increase on the assumption that vacancies are likely to be filled over the coming period in lieu of locum 
cover (with corresponding drop in locum costs). Reduction in nursing staff over the 3 year plan period is primarily due to service 
changes proposed, plus review of nursing support for one on one care and the use of casuals. Movements in Allied Health and 
support staff are essentially vacancies that are likely to be filled in 2010/11. Overall Management and Administration staff are 
expected to be remain at current levels , with possible reduction in back office and administration staff arising from efficiency 
reviews and reduction in staff managed through attrition.  Reduction of FTEs is a primary goal to reduce operating costs and the 
deficit, and the service reconfiguration changes proposed for 2010/11 and the two years following are expected to bring FTE 
reductions across nursing and related areas in conjunction with closer internal monitoring of FTE movements and deferment of 
vacancies.  

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

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

• The baseline average worked FTE count is 1,243 FTE, 1,215 FTE and 1,213 FTE for the plan periods 2010/11, 2011/12 and 
2012/13 respectively. 

• In principle, the personnel budget has not planned for FTE increases – rather a phased reduction in FTEs to manage the overall 
wage bill carried by the DHB. Though there will be movementsdue to workforce profiling, vacancies, increases in clinical activity 
and service specifications, reductions planned in other staff lines should result in net decrease in the core FTE base. There will 
also be likely reductions from changes to services and models of care that are planned for 2010/11 and out years. The overall 
strategy is to cap and reduce core FTEs; however it is acknowledged that there is likely to be demand for clinical resources due 
to an expected increase in normal activity levels – both acute and elective. Additionally, as the current year statistics indicate, 
there has been an increase in specialling patients (one-on-one care) in ICU and Mental Health inpatient admissions. TDHB will 
continue to aggressively pursue measures and initiatives to increase productivity of existing staff and reduce the demand for 
locums and casual staff within the hospital and specialist services. 
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B: Accrued FTEs: 
 
The corresponding average “Accrued FTE” count for the three-year plan period is as below: 
 

 2009/10 
actual 

2010/11 
plan 

2011/12 
plan 

2012/13 
plan 

Medical 136 151 151 153 
Nursing 547 573 550 548 
Allied Health  252 276 270 268 
Support 91 96 93 93 
Management, Admin & 
DHB P&F 240 249 247 247 
     
Average Accrued FTE’s 1266 1344 1311 1309 
     
Subsidiary: HIQ Ltd 
(Category: Mgt & admin) 

39 42 43 45 
 

     
Oral Health and other 
national projects  

2 8 8 9 

 
8.5.13 Capital Expenditure 2010/11 (operating) 

 

The capital expenditure for Year 2010/11 envisages an outlay of $6.50M. The capital expenditure movement against the outlay for 
2009/10 is: 

 

 ($’000) 
2009/10 
(Plan) 

2010/11 
(Plan) 

Movement 
(+/(-)) 

Clinical Equipment 1,600 1,600 - 
Other Equipment 500 350 (150)  
Motor Vehicles 50 50 -  
Site redevelopment (minor) 1,350 500 (850) 
    

SUB TOTAL 3,500 2,500 (1,000) 
    

Information Technology 2,000 4,000 + 2,000 
(HIQ Ltd)    
    

TOTAL 5,500 6,500 + 1,000 
    

Contingency  1,000 1,000 - 
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• Overall capital expenditure is budgeted to increase marginally in 2010/11 vis-a-vis the current financial year, with small 
movements between the expenditure lines.  
Capital outlay on Information Technology will show a material increase due to ongoing projects, hardware infrastructure and 
Disaster Recovery planning. 

• The capital expenditure budget ($6.50M) is prioritised to remain within the base line depreciation for 2010/11 ($10.65M), enabling 
it to be financed through internal cash accruals whilst leaving sufficient contingency funds for unplanned capital expenditure and 
improving residual cash reserves. 

• Minor site redevelopment activity in 2010/11 will trend down in view of the redevelopment of the inpatient facilities commencing 
January 2011. The plan envisions a host of minor work across the site, primarily in clinical wards to improve work flows, meet 
compliance deficits, roof repairs, ventilation etc. Some capital work in progress during the current year is also likely to spill over to 
the next financial year.  The Board will continue to seek financial support from local community trusts to progress some of the 
redevelopment activities proposed during the plan period 2010/11. 

• The proposed outlay on clinical equipment is $1.60M, mainly replacement of obsolete and unsafe clinical equipment and 
continuation of a phased programme for replacement of expensive theatre equipment and beds (coordinated with equipment 
planning for the new facility).   

• Proposed outlay on non clinical equipment is along similar lines as the current year, albeit marginally reduced.  

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

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

• In summary, the year 2010/11 will reflect levels of capital spending within internal cash resources. In parallel, Taranaki DHB has 
commenced planning for the redevelopment of its inpatient facilities at Base Hospital in New Plymouth, with construction 
scheduled to commence in July 2011.  This is detailed separately. 

 
8.6 Capital Expenditure 2010/11 (strategic) 

 
8.6.1 Community Oral Health Project: 
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The capital expenditure related to the rollout of the Community Oral Health Project is being separately funded by the MoH in line with 
an approved business case. The total capital outlay is $3.04M to be invested in fixed and mobile dental facilities, and related clinical 
equipment.  Construction of fixed facilities has commenced, whilst orders have been placed for the mobile units.  Of the total, $2.07M 
is expected to be spent during 2009/10, with the balance to be spent in 2010/11 ($0.77M) and 2011/12 ($0.20M).   

 
8.6.2 Base Hospital Inpatient Facilities Developmen t Programme (Project Maunga) 

 

The business case for the redevelopment of the Base Hospital inpatient facilities was approved in July 2008. Since then the planning 
for the facility has been in progress, and currently has reached the detailed design phase. Construction is scheduled to commence in 
July 2011 and expected to be completed by June 2013.  
 
The primary focus of this project is to generate efficiencies and improvements to prevalent models of care through consolidation of 
hospital services and systems into a more compact footprint, which will lend more flexibility and efficiency to operations both in the 
immediate and long term. In doing so, it will also provide a more user friendly hospital and wellness environment to patients, staff and 
public.  
 

8.6.3 Proposed Capital Outlay: 
 

This programme presents a staged redevelopment of the Base Hospital core inpatient facilities and support systems, such that it is 
both financially and operationally feasible over a defined timeline. The components of the programme are as follows: 

 

Stages Comprising Estimated 
Cost Construction Timeline Status 

1 STAGE 1 Theatres, 
Ambulatory, 
Inpatient wards 

$80M Start:   July 2011 
Finish: June 2013 

Approval received in July 
2008 

2 STAGE 2 Maternity, 
Neonatal, 
Paediatrics, ED 

$37M Tentative: July 2017 Supplementary business 
case will be progressed 
later 

3 STAGE 3 OPD, Laboratory, 
CSD, 
Administration 

$28M Tentative : July 2020 Supplementary business 
case will be progressed 
later 

 TOTAL   $145M July 2011 – June 2021  

Notes: 



 

District Annual Plan 2010/11   58 

1. Approval and confirmation of funding has been received for Stage 1 only.  
2. Stages 2 and 3 are discrete components of the overall Master Plan for the redevelopment of inpatient facilities at the Base 

Hospital. 
3. Once Stage 1 is nearing completion it is envisaged that supplementary business cases will be developed for each of the remaining 

stages and forwarded to CIC for approval and funding.  
4. In short, each of the stages can be visualised as stand alone projects, yet forming part of one coherent facilities redevelopment 

programme for the Base Hospital in New Plymouth, thus enabling affordability to both Taranaki DHB and the National Health 
capital budget.  

 
8.6.4 Financing Plan for Stage 1:  

 

The plan for financing Stage 1 is as follows: 
 

  ($M) Notes 

* Project capital cost  $80M QS estimate based on concept design. 

* Internally generated funds  $35M - Free cash flows + retained surpluses 

* Net external borrowing  $45M - Fresh borrowing as term debt  

 Source:    

 Crown Health Financing Agency 
(CHFA) 

$45M 
- Un-utilised facility  =   $2.00M 
- New term debt   = $43.00M 

 NET EXTERNAL FUNDING  $45M - Equivalent to 56% of project cost   

Notes: 

Project capital cost: 

1. The cost of the project is based on the concept design and confirmed in preliminary and developed design drawings, with the cost 
estimate prepared by Rider Levett Bucknall (Quantity Surveyors) at appropriate steps in the project.  

2. The project capital includes the cost of site preparations, construction, building infrastructure, design and consultant fees, project 
management, fit-outs and the costs associated with decanting.  

3. The above costs exclude capitalised interest on $45M term loan. Interest will be capitalised at the relevant cost of borrowing up to 
the date of commissioning the facilities.  

4. This cost estimate has been independently reviewed and revisions incorporated as appropriate.  



 

District Annual Plan 2010/11   59 

 

Internally generated funds:  

5. TDHB has, over recent years, built up cash reserves from its annual operating surpluses. These cash reserves, together with base 
line depreciation reserves, have enabled it to be an equal partner in this development. The internal investment of $35M (44% of 
project capital cost) is a combination of current cash reserves and future free cash flows plus donations from local community trusts 
and organisations. TDHB is committed and confident of generating the necessary investment by the time the project reaches the 
active phase. Additionally, TDHB will rationalise its annual base line capital expenditure over the immediate following financial 
periods with the aim of generating as much cash flow as possible to support the project. 

6. Contingency cash lines are on standby in the form of working capital facilities (uncommitted) with ASB Bank. Whilst it is 
acknowledged that this line of credit is not permitted for capital purposes, it nonetheless provides backup liquidity should it be 
required. 

Net external borrowing and source:   

7. It is TDHB’s intention to borrow $45M in the form of debt financing. Financial analysis indicates that with the current CHFA financed 
debt ($29M) and fresh borrowing ($45M), the debt equity ratio (currently 29%) is able to be maintained within an acceptable range.  

8. CHFA has advised TDHB that the term loan of $43M (with the balance $2M to come from the unutilised limit with CHFA) has been 
approved by their Board and draft loan facility and related documents have been completed by TDHB. Tentative timelines for draw 
down of the approved facility have been drawn up which, subject to final peer review and approval of the detailed design, is 
expected to be activated around July 2011. The lending quantity surveyor (LQS) appointed by CHFA has completed site visits and 
has communicated his satisfaction of the progress to date.  

Key dates and timelines  

Project planning and related activities are progressing satisfactorily. The tentative dateline for construction to commence is July 2011.  

Asset Management Plan (AMP)  

The first AMP for Taranaki DHB was completed and forwarded for review in October 2005, with subsequent reviews and updates. An 
inpatient facilities redevelopment programme has been developed to support the planned clinical and health services by the secondary 
services and linkages with primary services. Stage 1 of the programme has been given approval to proceed, with allocation of funding 
to support the redevelopment. Whilst the AMP is an evolving document and strategic in content, it will be matched against the 
projected financial capability of the DHB to support the development programme, besides integration and co-ordination with the capital 
investment plans of regional and neighbouring DHBs.  An updated Schedule of Capital Intentions was submitted in August 2010.  
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8.7 Efficiency and Productivity Improvements  
 

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

 
The following key initiatives are planned during 2010/11 within the Hospital Provider operations to generate efficiency gains and reduce 
operating costs: 

 

   Initiative     Proposal   Potential  
        ($)           Impact 

1 Reduction of outsourced 
services costs 

Bringing in-house services  
currently outsourced 

$650K Reduce service cost  

2 Manage clinical supply  
costs 

Efficiency reviews + contract 
negotiations + VFM initiatives 

$250K Contain cost growth  

3 Staffing reviews and  
workforce allocation 

Efficiency & process reviews 
+ reduction of FTE’s   

$1.0M Contain cost growth 
+ FTE reduction  

4 Reduce General 
Operating overheads  

Internal cost controls + 
capped budgets 

$300K Contain cost growth  

5 Management of FTE’s 
through vacancies and  
attrition 

Active review and FTE 
reduction by attrition  

$200K Contain cost growth 
+ FTE reduction 

 TOTAL  $2.4M  

 
The DAP 2010/11 has recognised the efficiency and reduced cost impacts of the above initiatives in the financial budget. The gains from these 
initiatives are also expected to flow into future periods and have been recognised in the out years.  
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In parallel, the focus is on the redevelopment of the facilities. A significant aim of this project is to generate efficiencies and improvements to 
prevalent models of care through consolidation of hospital services and systems into a more compact footprint. This will in turn lend more 
flexibility and efficiency to operations. Overall, the project should generate more permanent and sustainable results.  
 
Faced with a cost to funding gap in its operating budget, the Hospital Provider Arm will continue to further explore all practical options with the 
aim of reducing its overall cost of services delivery, whilst improving productivity and efficiency of operations. This will involve some hard 
decisions on changing the models of care and service delivery across the two Hospitals and Health Centres – this being the only option to 
reduce operating costs. This financial recovery plan is an ongoing process, will involve partnering with primary sector providers and is 
expected to span more than one fiscal year in view of their strategic components and broader implications.  

 

8.8 Debt and Equity  
 
The current debt profile of Taranaki DHB is four term loans totalling $29M with the Crown Health Financing Agency (CHFA), drawn down 
against an approved loan limit of $31M. The primary assumptions carried in the financial plan 2010/11 are: 

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

b) The draft DAP 2010/11 has not budgeted for any additional equity (other than capital funding of $3.04M in total for the Community Oral 
Health Project which is being treated as equity injection) or debt. It is expected that base line capital expenditure will be contained within 
the level of depreciation for 2010/11. Additional borrowing from CHFA ($45M) to partially finance the first stage of the Base Hospital 
redevelopment has been approved, and  subject to final reviews and costings of the final design is planned to be drawn down over the 
2011/12 and 2012/13 plan periods.  

c) The operating budget of the Board for 2010/11 has planned for a consolidated financial breakeven, before recognising the impact of 
expenditure against prior period surpluses in workforce development and strategic projects. The financial breakeven is assumed in 
context of the financial risks and sensitivity indices highlighted in the plan, and exploration of options to manage the financial risks 
carried primarily in the Hospital Provider and the DHB Funder operations. 

d) It is assumed that from an operational perspective, realistically the timing for realisation of all the cost reductions contemplated in the 
hospital services operations may extend beyond a 12 month financial planning framework. Any residual operating deficit (in addition to 
the deficit arising from expenditure on strategic projects and initiatives) arising from a timing perspective will be managed from internal 
cash reserves. No additional equity or deficit support is envisaged.  

 

8.9 Sensitivity Analysis  
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The District Annual Plan has outlined some key financial risks and while it is difficult to quantify all these risks with accuracy, the likely impacts 
on the bottom line if these were to materialise is factored below: 

 
DHB Hospital Provider  operations : 

 

Unbudgeted 
 financial risk 

Est. risk 
 ($M) 

75% risk 
 ($M) 

50% risk 
($M) 

25% risk 
($M) 

Probability 
factor 

(% risk) 
      
General Wages + MECA impacts 0.40 0.30 0.20 0.10 75% 
Outsourced locum costs 1.00  0.75 0.50 0.25 75% 
Diagnostic costs 0.20 0.15 0.10 0.05 75% 
Clinical supplies 0.30 0.22 0.15 0.08 50% 
General overheads  0.90 0.68 0.45 0.22 75% 
      

Likely impact on  2010/11 
planned financial result 

 
$2.80M 

 
$2.10M 

 
$1.40M 

 
$0.70M 

 
$2.03M 

 
The analysis estimates an overall exposure of circa $2.80M for 2010/11, which could arise from a combination of cost drivers as identified 
above. The overall probability factor is estimated to be around 75% leaving a residual risk equating to about $2.0M. The risk is expected to be 
managed through a mix of: 

o Internal cost controls 

o Management of FTEs,  

o Operational savings in discretionary expense lines through capped budgets 

o Gains from SSEB/National cost reduction programmes and initiatives  

o Achievement of internal efficiency projects and service reviews 

o Other strategic options (under consideration by the TDHB Board) 
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DHB Funder  operations:  
 

Unbudgeted financial risk 
Est. risk 

($M) 
75% risk 

($M) 
50% risk 

($M) 
25% risk 

($M) 

Probability  
factor 

(% risk) 

IDF Outflows 0.5    0.375 0.25 0.125 50% 

CFA funding (not confirmed) 4.0 3.0 2.00      1.00 50% 

Delay in implementation of 
planned service changes 

2.5 1.875 1.25 0.625 50% 

Likely impact on 2010/11 
planned financial result 

$7.00M  $5.25M $3.50M $1.75M $3.50M 

 
The overall exposure is estimated at around $7.0M for 2010/11, while the probability factor is estimated to be around 50% leaving a residual 
risk equating to about $3.50M.  
 
These risks are expected to be managed through contract monitoring and efficiency gains from current NGO contracts. 
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APPENDIX A – Financial Statements 
 

TARANAKI DISTRICT HEALTH BOARD              
                

DISTRICT ANNUAL PLAN : 2010/13       ($'000)       
 

   Year -1        FORECAST Year 0        Year 1 
                

      Consolidated  Hosp+Gov Funder Consolidated  Provider Governan:   Hosp+Gov Funder   Consolidated 

   Audited  Forecast Forecast Forecast  Plan Plan   Plan Plan   Plan 

      2008/09  2009/10 2009/10 2009/10  2010/11 2010/11   2010/11 2010/11   2010/11 

REVENUE                     
                      
* MoH funding   143403  148443  148443  150714 0  150714   150714 
   124039    133847 133847        135454  135454 
                      
* Funding & Governance 2163  2230  2230  0 2370  2370   2370 
                      
* ACC Revenue  8268  8400  8400  7009 0  7009   7009 
                      
* CTA revenue  1619  2185  2185  2255 0  2255   2255 
                      
* Other revenue  9747  6397 4277 10674  5473 0  5473 4714  10187 

                      

TOTAL REVENUE   289239  167655 138124 305779  165451 2370   167821 140168   307989 

                      
EXPENDITURE                     
                      
Personnel costs                      
 - medical   22110  24160  24160  26660 0  26660   26660 
 - nursing   37191  39287  39287  38498 0  38498   38498 
 - allied health  15444  15769  15769  16646 0  16646   16646 
 - support   3883  3775  3775  3813 0  3813   3813 
 - mgt & admin  14023  16872  16872  16736 1187  17923   17923 

                      

total     92651  99863 0 99863  102353 1187   103540 0   103540 
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   Year -1        FORECAST Year 0        Year 1 
                

      Consolidated  Hosp+Gov Funder Consolidated  Provider Governan:   Hosp+Gov Funder   Consolidated 

   Audited  Forecast Forecast Forecast  Plan Plan   Plan Plan   Plan 

      2008/09  2009/10 2009/10 2009/10  2010/11 2010/11   2010/11 2010/11   2010/11 

                      
Outsourced services                     
                      
 - clinical services  19416  20182  20182  18782 0  18782   18782 
 - other outsourced  3546  4401  4401  2278 175  2453   2453 

                      

total     22962  24583 0 24583  21060 175   21235 0   21235 

                      
Clinical supplies                      
                      
 - treatment disposables 7670  8104  8104  8229 0  8229   8229 
 - diagnostic supplies  1248  1255  1255  1277 0  1277   1277 
 - instruments & equip 567  772  772  826 0  826   826 
 - patient appliances  1069  1053  1053  1068 0  1068   1068 
 - implants & prostheses 2730  2521  2521  2429 0  2429   2429 
 - pharmaceuticals  4169  4102  4102  4230 0  4230   4230 
 - other clinical & client costs 2649  2752  2752  2814 0  2814   2814 

                      

Total     20102  20559 0 20559  20873 0   20873 0   20873 

                      
Infrastructure & other op.costs                     
                      
 - hotel services & laundry 3054  3238  3238  3292 1  3293   3293 
 - facilities   3154  3159  3159  3398 0  3398   3398 
 - transport  1017  1074  1074  971 34  1005   1005 
 - IT systems & telecom 6598  3581  3581  786 0  786   786 
 - professional fees  1475  2026  2026  1686 126  1812   1812 
 - other op.expenses  1188  -951  -951  1119 414  1533   1533 
 - democracy  249  265  265  1 352  353   353 
 - depreciation  8343  9402  9402  10650 0  10650   10650 
 - interest   2054  2046  2046  2029 0  2029   2029 
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   Year -1        FORECAST Year 0        Year 1 
                

      Consolidated  Hosp+Gov Funder Consolidated  Provider Governan:   Hosp+Gov Funder   Consolidated 

   Audited  Forecast Forecast Forecast  Plan Plan   Plan Plan   Plan 

      2008/09  2009/10 2009/10 2009/10  2010/11 2010/11   2010/11 2010/11   2010/11 

 - associate company loss 0  196  196  0 0  0   0 
 - Payment to - NGO providers                    
       - personal health 79095    88377 88377        86920  86920 
       - mental health  9052    8765 8765        9392  9392 
       - disability support services 31004    33521 33521        33584  33584 
       - public health  242    348 348        21  21 

       - Māori health  1205    1327 1327        1376  1376 

total     147730  24036 132338 156374  23932 927  24859 131293  156152 

                      
TOTAL OPERATING 
EXPENSES 283445  169041 132338 301380  168218 2289   170507 131293  301800 

                      
SURPLUS before capital 
charge 5794  -1386 5786 4400  -2767 81   -2686 8875   6189 

                      
 - Capital charge  5715  5946  5946  6038 0  6038   6038 

                      
SURPLUS (before strategic 
exp) 79  -7332 5786 -1546  -8805 81   -8724 8875   151 

                           
STRATEGIC EXPENDITURE                         
Mental health Ring-fenced 
surplus 112    843 843          0   0 
Workforce Development 337    354 354          100   100 
Māori Health Gains Project 162    47 47          600   600 
Hospital Provider Strategic 
Projects 0    0 0          1750   1750 

                           

NET SURPLUS/(DEFICIT) (after  -532  -7332 4542 -2790  -8805 81   -8724 6425   -2299 

strategic expenditure)                         
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   Year -1        FORECAST Year 0        Year 1 
                

      Consolidated  Hosp+Gov Funder Consolidated  Provider Governan:   Hosp+Gov Funder   Consolidated 

   Audited  Forecast Forecast Forecast  Plan Plan   Plan Plan   Plan 

      2008/09  2009/10 2009/10 2009/10  2010/11 2010/11   2010/11 2010/11   2010/11 
OTHER COMPREHENSIVE 
INCOME              
* Gain/(Loss) on asset 
evaluation 0  0  0  0      0 
* Gain/(Loss)on sale of assets 1  -202  -202  0      0 
* Share of surplus/(loss) from 
associates -123  0  0  0      0 
Total Other Comprehensive 
Income -122  -202  -202  0 0  0 0  0 
TOTAL COMPREHENSIVE 
INCOME FOR THE YEAR -654  -7534 0 -2992  -8805 81  -8724 6425  -2299 
                
                
Interest Cover ratio  4.74    4.13        5.12 
Revenue to Net Funds 
employed  2.79  1.64  3.00  1.66      3.10 
Operating margin to Revenue 
ratio 3%  2%  3%  2%      3% 
Op. return on Net Funds 
employed 9%  4%  8%  4%      10% 
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TARANAKI DISTRICT HEALTH BOARD            
              

DISTRICT ANNUAL PLAN : 2010/13     ($'000)       
 

     Year 2      Year 3 
            

  Provider Governan: Funder   Consolidated  Provider Governan: Funder   Consolidated 

 Plan Plan Plan   Plan  Plan Plan Plan   Plan 

  2011/12 2011/12 2011/12   2011/12  2012/13 2012/13 2012/13   2012/13 

REVENUE                
                
* MoH funding  153728    153728  156803    156803 
    138163  138163     140926  140926 
                
* Funding & Governance   2417   2417    2465   2465 
                
* ACC Revenue 7149    7149  7292    7292 
                
* CTA revenue 2300    2300  2346    2346 
                
* Other revenue 8753  4808  13561  8738  4904  13642 

                   

TOTAL REVENUE 171930 2417 142971   317318  175179 2465 145830   323474 

                
EXPENDITURE                
                
Personnel costs                 
 - medical 26940    26940  27277    27277 
 - nursing 38524    38524  38699    38699 
 - allied health 16700    16700  16811    16811 
 - support 3889    3889  3967    3967 
 - mgt & admin 17071 1211   18282  17412 1235   18647 

                

Total 

  
  
  
  
  
  
  
  
  
  
  
  
  

103124 1211 0   104335  104166 1235 0  105401 
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     Year 2      Year 3 
            

  Provider Governan: Funder   Consolidated  Provider Governan: Funder   Consolidated 

 Plan Plan Plan   Plan  Plan Plan Plan   Plan 

  2011/12 2011/12 2011/12   2011/12  2012/13 2012/13 2012/13   2012/13 

                
Outsourced services                 
                
 - clinical services 18168    18168  17739    17739 
 - other outsourced 2324 179   2503  2370 183  ` 2553 

                

Total 20492 179 0   20671  20109 183 0   20292 

                
Clinical supplies                 
                
 - treatment disposables 7900    7900  7503    7503 
 - diagnostic supplies 1303    1303  1329    1329 
 - instruments & equip 843    843  860    860 
 - patient appliances 1089    1089  1111    1111 
 - implants & prostheses 2478    2478  2528    2528 
 - pharmaceuticals 4315    4315  4401    4401 
 - other clinical & client costs 2870    2870  2927    2927 

                

total 20798 0 0   20798  20659 0 0   20659 

                
Infrastructure & other op.costs                 
                
 - hotel services & laundry 3358 1   3359  3425 1   3426 
 - facilities 3466    3466  3535    3535 
 - transport 990 35   1025  1010 36   1046 
 - IT systems & telecom 802    802  818    818 
 - professional fees 1720 129   1849  1754 132   1886 
 - other op.expenses 1100 422   1522  1099 430   1529 
 - democracy 1 359   360  1 366   367 
 - depreciation 10950    10950  11350    11350 
 - interest 

 

2012    2012  2002    2002 
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     Year 2      Year 3 
            

  Provider Governan: Funder   Consolidated  Provider Governan: Funder   Consolidated 

 Plan Plan Plan   Plan  Plan Plan Plan   Plan 

  2011/12 2011/12 2011/12   2011/12  2012/13 2012/13 2012/13   2012/13 

 - associate company loss 0    0  0    0 
 - Payment to - NGO providers                
       - personal health    91195  91195     94421  94421 
       - mental health    9580  9580     9772  9772 
       - disability support services    34256  34256     34941  34941 
       - public health    21  21     21  21 

       - Māori health     1416   1416     1456  1456 

total 24399 946 136468   161813  24994 965 140611   166570 

                      

TOTAL OPERATING EXPENSES 168813 2336 136468  307617  169928 2383 140611   312922 

                

SURPLUS before capital charge 3117 81 6503   9701  5251 82 5219  10552 

                
 - Capital charge 5854 0   5854  6106 0 0  6106 

                   

SURPLUS (before strategic exp) -2737 81 6503   3847  -855 82 5219  4446 

            

                      
STRATEGIC EXPENDITURE                      
Mental health Ring-fenced 
surplus     0   0      0   0 
Workforce Development     100   100      100   100 
Māori Health Gains Project     600   600      600   600 
Hospital Provider Strategic 
Projects     0   0      0   0 

                      

NET SURPLUS/(DEFICIT) (after  -2737 81 5803  3147  -855 82 4519   3746 

strategic expenditure)            
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     Year 2      Year 3 
            

  Provider Governan: Funder   Consolidated  Provider Governan: Funder   Consolidated 

 Plan Plan Plan   Plan  Plan Plan Plan   Plan 

  2011/12 2011/12 2011/12   2011/12  2012/13 2012/13 2012/13   2012/13 
OTHER COMPREHENSIVE 
INCOME            
* Gain/(Loss) on asset 
evaluation 0    0  0    0 
* Gain/(Loss)on sale of assets 0    0  0    0 
* Share of surplus/(loss) from 
associates 0    0  0    0 
Total Other Comprehensive 
Income 0 0 0  0  0 0 0  0 
TOTAL COMPREHENSIVE 
INCOME FOR THE YEAR -2737 81 5803  3147  -855 82 4519  3746 

            
            
Interest Cover ratio     8.01      8.54 
Revenue to Net Funds 
employed  1.23    2.27  1.17    2.16 
Operating margin to Revenue 
ratio 6%    5%  8%    6% 
Op. return on Net Funds 
employed 7%     12%  8%    11% 
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TARANAKI DISTRICT HEALTH BOARD  
DISTRICT ANNUAL PLAN : 2010-11  
           

CONSOLIDATED STATEMENT OF FINANCIAL POSITION 
($'000) 

   2008/09 2009/10       2010/11 2011/12 2012/13 
   audited actual       plan plan plan 
CURRENT ASSETS                
  

* Bank Account  3321 2825       2550 2535 2520 
* Prepayments +ST investments 31162 31363       31363 31363 363 
* Debtors (net of provision) 7432 7559       7919 8019 8119 
* Inventory  2527 2574       2574 2574 2574 
                 
 44442 44321       44406 44491 13576 
                 
CURRENT LIABILITIES                  
                 
* Creditors & other payables 20167 25314       25098 14815 14954 
* Term Loans (current portion) 244 273       189 90 37 
* Provisions 18262 18017       19117 19617 20117 
                 
 38673 43604       44404 34522 35108 

                 
WORKING CAPITAL  5769 717       2 9969 -21532 

                 
NON CURRENT ASSETS                 
                 
* Net Fixed Assets  91059 99668       97795 127958 169213 
* Investments 6089 936       893 1080 1080 
* Trust funds 723 681       681 681 681 
 97871 101285       99369 129719 170974 

                 

NET FUNDS EMPLOYED 103640 102002       99371 139688 149442 
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  2008/09 2009/10       2010/11 2011/12 2012/13 
  audited forecast       plan plan plan 
NON CURRENT LIABILITIES                 
                 

* Provisions - non current 670 787       787 787 787 
* Finance Leases (Term portion) 386 252       102 32 0 
* Term Loans 29000 29000       29000 67000 74000 
                 
 30056 30039       29889 67819 74787 

CROWN EQUITY                 
                 

* Crown Equity 23191 24561       24379 23619 22660 
* Reserves 52628 52587       52587 52587 52587 
* Retained earnings -2235 -5185       -7484 -4337 -592 
                 

 73584 71963       69482 71869 74655 
                 

NET FUNDS EMPLOYED 103640 102002       99371 139688 149442 
        

         

Debt: Debt equity ratio 29% 29%    30% 48% 50% 
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TARANAKI DISTRICT HEALTH BOARD  

DISTRICT ANNUAL PLAN : 2009-13  
 

CONSOLIDATED STATEMENT OF CASHFLOWS 
($'000) 

      2008/09   2009/10     2010/11   2011/12   2012/13   
    audited   actual     plan   plan   plan   
                            
                         

OPERATING ACTIVITIES                       
                         
* MoH funding  274638   286108     290433   296508  302440   
* Other revenue  15299   17203     15121   18423   19731   
                         

total receipts  289937   303311     305554   314931   322171   
                         

* Payment of salaries & operating exp. 159133   164819     164797   165450   166541   
* Payment to providers & DHB's 121286   129212     133957   147554   141197   
                         

total payments  280419   294031     298754   313004   307738   
                         

NET CASHFLOW FROM OPERATIONS 9518    9280     6800   1927   14433   
                         

INVESTING ACTIVITIES                       
                         

* Interest Received  2716   1871     2075   2287   1203   
                         

* Sale of fixed assets etc 18   936     0   0   0   
                         

* (Increase) / decrease in investments -9458   -1483     43   -187   31000   
                         

* Capital expenditure  -4671   -12365     -8777   -41113   -52605   
                         

NET CASHFLOW FROM INVESTING -11395   -11041     -6659   -39013   -20402   
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($'000) 

      2008/09   2009/10     2010/11   2011/12   2012/13   
    audited   forecast     Plan   plan   plan   
                            
FINANCING ACTIVITIES                       
                         

* Equity injections / repayments -707   1370     -182   -760   -959   
                         

* Borrowings   114   115     0   38000   7000   
                         

* Payment of debts  -180   -220     -234   -169   -87   
                         

NET CASHFLOW FROM FINANCING -773    1265     -416   37071   5954   
                         

Total cash in  289164   304576     305138   352002   328125   
Total cashout  -291814   -305072     -305413   -352017   -328140   
                         

NET CASHFLOW   -2650   -496     -275   -15   -15   
                         

Add: Cash (opening)  5971   3321     2825   2550   2535   
                         

CASH (CLOSING)   3321   2825     2550   2535   2520   
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TARANAKI DISTRICT HEALT BOARD        
DISTRICT ANNUAL PLAN : 2010-13        
          
CONSOLIDATED STATEMENT OF MOVEMENT IN EQUITY     
          
          2009/10   2010/11 2011/12 2012/13 
      actual  plan plan plan 
                    
              
EQUITY AT THE BEGINNING OF 
PERIOD  73584  71963 69482 71869 
              
* Net results for the period   -2992  -2299 3147 3746 
* Revaluation of Fixed assets   0  0 0 0 
* Equity Injections / (repayments)  1371  -182 -760 -960 
* Other      0  0 0 0 
              
               
EQUITY AT THE END OF THE PERIOD  71963  69482 71869 74655 
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APPENDIX B – Provider Volume Schedule 
 

Price: Volume Schedule Summary 2010/11 
    

Personal Health  Funding 201/10 

 Inpatients Total  74,704,800 

 Outpatients Total  12,232,104 

 Specific Procedure Total  1,947,381 

 Allied Health  1,892,293 

 Programs and Services Total  15,010,893 

 Maternity Total  571,899 

 Communities Total  8,015,615 

 Community Referred Diagnostics Total  3,450,765 

 Adjusters and Premiums Total  762,844 

 CFA or MoH Contract Funded  1,256,518 

  Total Personal Health   119,845,113 

    

Mental Health    

  Mental Health Base Funding  21,245,510 

    

  Total Mental Health   21,245,510 

    

HOP    

 HOP Base Funding  3,886,643 

     

  Total HOP/DSS   3,886,643 

    

  Total   144,977,265 
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Personal Health 
 

Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 Funding 2010/11 ($) 

  Inpatients         

D01001 Dental CWD 4,410.38 250.62 1,105,319.22 

D01001 Acute/Arranged     15.80   

D01001 Base Elective     193.50   

D01001 Additional Elective     0.00   

D01001 IDF Acute/Arranged     32.33   

D01001 IDF Elective     8.99   

M00001 General Medicine CWD 4,410.38 4,429.12 19,534,114.60 

M00001 Base     3,846.80   

M00001 Hawera     475.54   

M00001 IDF Acute/Arranged     106.78   

M00001 IDF Elective     0.00   

M10001 Cardiology CWD 4,410.38 265.75 1,172,043.14 

M10001 Acute/Arranged     100.00   

M10001 Base Elective     80.00   

M10001 Additional Elective     83.00   

M10001 IDF Acute/Arranged     2.75   

M05001 Emergency Medical Services - Inpatient Services (DRGs) CWD 4,410.38 1,306.00 5,759,954.30 

M05001 Base     947   

M05001 Hawera     359   

M55001 Paediatric medicine CWD 4,410.38 787.40 3,472,727.06 

M55001 Base     775.17   

M55001 IDF Acute/Arranged     12.23   

S00001 General Surgery CWD 4,410.38 3,652.72 16,109,874.39 

S00001 Acute/Arranged     2,012.02   

S00001 Base Elective     1,453.00   

S00001 Additional Elective     137.00   

S00001 IDF Acute/Arranged     37.94   

S00001 IDF Elective     12.76   
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 Funding 2010/11 ($) 

S25001 Ear Nose and Throat CWD 4,410.38 339.55 1,497,542.53 

S25001 Acute/Arranged     45.69   

S25001 Base Elective     240.00   

S25001 Additional Elective     52.00   

S25001 IDF Acute/Arranged     0.40   

S25001 IDF Elective     1.46   

S30001 Gynaecology CWD 4,410.38 557.12 2,457,113.21 

S30001 Acute/Arranged     241.13   

S30001 Base Elective     306.18   

S30001 Additional Elective     0.00   

S30001 IDF Acute/Arranged     3.94   

S30001 IDF Elective     5.87   

S40001 Ophthalmology CWD 4,410.38 311.22 1,372,597.80 

S40001 Acute/Arranged     21.20   

S40001 Base Elective     240.00   

S40001 Additional Elective     48.00   

S40001 IDF Acute/Arranged     1.06   

S40001 IDF Elective     0.96   

S45001 Orthopaedics CWD 4,410.38 2,990.01 13,187,066.06 

S45001 Acute/Arranged     1,526.62   

S45001 Base Elective     745.93   

S45001 Additional Elective     636.47   

S45001 IDF Acute/Arranged     67.42   

S45001 IDF Elective     13.57   

S70001 Urology CWD 4,410.38 339.74 1,498,368.92 

S70001 Acute/Arranged     102.75   

S70001 Base Elective     210.00   

S70001 Additional Elective     25.67   

S70001 IDF Acute/Arranged     1.31   

S70001 IDF Elective     0.00   

W10001 Maternity Inpatient (DRGs) CWD 4,410.38 1,174.99 5,182,166.49 

W06003 Neonatal Inpatient (DRGs) CWD 4,410.38 534.17 2,355,912.60 

  Inpatients Total     16,938.41 74,704,800.33 
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 

Funding 2010/11 ($) 

  Outpatients         

D01002 Outpatient Dental treatment Attendance 238.03 4,100 975,917.73 

D01017 Special Dental Treatment 65,013.79 1 65,013.79 

M00002 General Medicine - 1st attendance - Total Attendance 412.17 609 251,012.03 

M00003 General Medicine - Subsequent attendance Attendance 259.04 1,600 414,461.68 

M10002 Cardiology - 1st attendance - total Attendance 450.47 736 331,548.03 

M10003 Cardiology - Subsequent attendance Attendance 326.66 1,200 391,991.71 

M15002 Dermatology - 1st attendance - Total Attendance 257.64 300 77,292.00 

M15003 Dermatology - Subsequent attendance Attendance 199.94 200 39,988.00 

M20002 Endocrinology - 1st attendance - Total Attendance 518.55 200 103,710.00 

M20003 Endocrinology - Subsequent attendance Attendance 326.89 400 130,756.00 

M30002 Haematology - 1st attendance - Total Attendance 556.82 110 61,250.20 

M30003 Haematology - Subsequent attendance Attendance 375.59 800 300,472.00 

M45002 Neurology - 1st attendance - Total Attendance 552.95 180 99,531.00 

M45003 Neurology - Subsequent attendance Attendance 397.64 180 71,575.20 

M45004 Neurology Botulinum Toxin Therapy  Attendance 656.18 60 39,370.80 

M50002 Oncology - 1st attendance - Total Attendance 638.31 217 138,513.27 

M50003 Oncology - Subsequent attendance Attendance 434.30 2,250 977,175.00 

M55002 Paediatric Medical  Outpatient  - 1st attendance - Total Attendance 456.52 1,200 547,824.00 

M55003 Paediatric Medical  Outpatient - Subsequent attend Attendance 289.74 3,590 1,040,021.73 

M60002 Renal Medicine - 1st attendance - Total Attendance 520.74 180 93,733.20 

M60003 Renal Medicine - Subsequent attendance Attendance 266.20 600 159,720.00 

M65002 Respiratory - 1st attendance - Total Attendance 472.06 197 92,995.82 

M65003 Respiratory - Subsequent attendance Attendance 356.38 360 128,296.80 

M70002 Rheumatology (incl immunology) - 1st attendance - Total Attendance 557.71 160 89,233.60 

M70003 Rheumatology (incl immunology) - Subsequent attendance Attendance 294.82 500 147,410.00 

MS01001 Nurse Led Clinics Attendance 138.47 5,000 692,350.00 

PC0001 Pain Clinic - 1st attendance - Total Attendance 543.03 96 52,130.88 

PC0007 Pain comprehensive assessment (triple assessment) Attendance 813.59 40 32,543.60 

PC0003 Pain Clinic - Subsequent attendance Attendance 350.69 210 73,644.90 

S00006 General Surgery - 1st attendance - Total Attendance 383.99 1,600 614,384.00 

S00007 General Surgery - Subsequent attendance Attendance 314.32 2,500 785,800.00 

S25002 Ear Nose and Throat - 1st attendance - Total Attendance 292.17 715 208,901.55 
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 

Funding 2010/11 ($) 

S25003 Ear Nose and Throat - Subsequent attendance Attendance 222.54 1,000 222,540.00 

S30002 Gynaecology - 1st attendance - Total Attendance 353.11 850 300,143.50 

S30003 Gynaecology - Subsequent attendance Attendance 276.42 800 221,136.00 

S40002 Ophthalmology - 1st attendance  Attendance 203.45 968 196,939.60 

S40003 Ophthalmology - Subsequent attendance Attendance 170.27 2,980 507,404.60 

S45002 Orthopaedics - 1st attendance - Total Attendance 289.40 900 260,460.00 

S45003 Orthopaedics - Subsequent attendance Attendance 221.91 3,670 814,409.70 

S60002 Plastics (incl Burns and Maxillofacial) - 1st attendance Attendance 213.67 54 11,538.18 

S60003 Plastics (incl Burns and Maxillofacial) - Subsequent attendance Attendance 202.07 120 24,248.40 

S70002 Urology - 1st attendance - Total Attendance 290.44 650 188,786.00 

S70003 Urology - Subsequent attendance Attendance 255.93 1,000 255,930.00 

  Outpatients Total     43,698.00 12,232,104.50 

  SPECIFIC PROCEDURES         

S70005 Urology - Cystoscopy Procedure 500.23 300 150,069.00 

S70006 Urology - Lithotripsy Procedure 2,751.93 20 55,038.60 

M00006 Blood Transfusions Attendance 622.58 300 186,774.00 

M25004 Gastroenterology -  ERCP Procedure 1,802.68 5 9,013.40 

MS02007 Gastroenterology - Colonoscopy - Total Procedure 988.02 590 582,931.80 

MS02005 Gastroenterology - Gastroscopy - Total Procedure 883.31 555 490,237.05 

M25008 Gastroenterology - Capsule Endoscopy Procedure 3,267.50 10 32,675.00 

M65005 Respiratory - Bronchoscopy Procedure 1,142.46 55 62,835.30 

S30006 Termination of Pregnancy Attendance 975.20 322 314,014.40 

S30009 Termination of Pregnancy- 2nd Trimester Attendance 1,193.19 28 33,409.32 

S40005 Eye - laser treatments Procedure 253.19 120 30,382.80 

  Specific Procedure Total     2,219.00 1,947,380.67 
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 

Funding 2010/11 ($) 

  ALLIED HEALTH         

AH01001 Dietetics Contact 114.99 3,600 413,964.00 

AH01003 Occupational Therapy Contact 139.85 3,400 475,490.00 

AH01005 Physiotherapy Attendance 72.29 8,850 639,766.50 

AH01006 Podiatry Contact 132.22 830 109,742.60 

AH01007 Social Work Contact 146.46 1,300 190,398.00 

AH01008 Speech Therapy Contact 157.33 400 62,932.00 

  Allied Health Total     18,380.00 1,892,293.10 

  PROGRAMS AND SERVICES         

ED04001 Emergency Dept - Level 4 Attendance 263.39 17,000 4,477,630.00 

ED03001 Emergency Dept - Level 3 Attendance 263.39 5,500 1,448,645.00 

ED08001 Regional Emergency Planning Service 96,708.57 1 96,708.57 

ED03001 Emergency Dept - Level 3 Paediatric Attendances Attendance 263.39 600 158,034.00 

MEOU0000 CQI Co-ordinator Service 79,197.41 0.20 15,839.48 

TR0201 Inter Hospital Transfers Service 1,216,381.94 1 1,216,381.94 

TR0101 Patient Travel & Accommodation Assistance (Outpatients) Service 977,338.27 1 977,338.27 

TR0101 Patient Travel & Accommodation Assistance (Inpatients) Service 1,380,317.71 1 1,380,317.71 

D01005 Emergency treatment/essential dental Treatment 149.06 771 114,925.26 

M10004 Cardiac Education and Management Client 214.84 450 96,678.00 

M20006 Diabetes Education and Management Client 251.80 800 201,440.00 

M60004 Recurrent Home Based CAPD Number of Patient 2,026.76 300 608,028.00 

M60005 Renal Medicine - CAPD Training New Client 2,729.02 9 24,561.18 

M60006 Recurrent Home Based Haemodialysis Number of Patient 2,488.02 84 208,993.68 

M60007 Renal Medicine - Haemodialysis Training New client 15,010.64 1 15,010.64 

M60008 Renal Medicine - In centre Dialysis Attendance 368.71 4,732 1,744,735.72 

M60009 Renal Medicine - In centre self managed dialysis Attendance 228.29 468 106,839.72 

M60010 Renal Medicine - Self managed Dialysis Training New client 3,418.02 4 13,672.08 

M60011 Renal Medicine - Management of Pre Dialysis Patients Service 45,076.22 1 45,076.22 

M65004 Respiratory Education and Management Client 239.93 450 107,968.50 

MS02010 Sleep apnoea - assessment Attendance 1,553.34 88 136,693.92 

M20007 Diabetes - Fundus Screening Procedure 92.45 1,800 166,410.00 

COOC0070 Family Violence Co-ordinator Service 83,155.00 1 83,155.00 
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 

Funding 2010/11 ($) 

COOC0083 Non Provider Arm Hospital Beds for CMI patients (Medical) Service 83,917.45 1 83,917.45 

MS02009 IV Chemotherapy - cancer - Any health specialty Attendance 510.50 1,116 569,723.01 

PCT001 Pharmaceutical Cancer Treatments Service 1,000,376.61 1 912,169.61 

  Programs and Services Total     33,063.20 15,010,892.95 
 

  MATERNITY          

W01007 DHB non-specialist antenatal consults Contact 143.67 166 23,849.32 

W01008 DHB non-specialist postnatal consults Contact 143.67 1,769 254,153.30 

W03010 Breastfeeding clinic / lactation clinic Contact 102.01 184 18,769.27 

W03002 First obstetric consults Attendance 389.48 344 133,981.42 

W03003 Subsequent obstetric consults Attendance 380.54 213 81,054.24 

W03005 Amniocentesis Attendance 1,251.90 48 60,091.33 

 Maternity Total     2,724.00 571,898.88 

 COMMUNITIES         

C01010 Well Child  - School Aged Services  (5-18 years) Client 1,001,354.31 1 1,001,354.31 

D01003 School dental services Client 105.38 16,366 1,724,649.08 

D01004 Adolescent dental services Client 60.06 2,297 137,957.82 

DOM101 Community Services - professional services Contact 96.02 32,252 3,096,837.04 

DOM102 Community Services - home oxygen Client 550.76 250 137,690.00 

DOM103 Community Services - stomal service Client 2,113.30 249 526,211.70 

DOM104 Community Services - continence service Client 409.61 374 153,194.14 

DOM105 Community Services - home help Hour 21.80 4,200 91,560.00 

DOM106 
Community Services - coordination/liaison for meals on wheels service and 
personal care Service 56,980.00 1 56,980.00 

DOM107 Community Services - personal care Hour 23.67 1,600 37,872.00 

DOM110 Community Services - orthotics Service 424,748.07 1 424,748.07 

C01010 Dental Health Educator Services Service 34,650.94 1 34,650.94 

C01010 School Based Nursing Service 141,503.21 1 141,503.21 

SH01001 Sexual Health - First Contact Contact 197.56 1,700 335,852.00 

SH01002 Sexual Health - Follow Up Contact 163.65 700 114,555.00 

 Communities Total     74,467.00 8,015,615.32 
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 

Funding 2010/11 ($) 

  COMMUNITY REFERRED DIAGNOSTICS         

CS01001 Community Diagnostics Primary Referred Radiology (GP referred) 
Relative Value 

Unit 65.39 8,912.23 582,770.72 

CS01001 Community Diagnostics Primary Referred Radiology (Specialist referred) 
Relative Value 

Unit 65.39 10,050.39 657,195.00 

CS02001 Laboratory Non Schedule Community Testing Test 107,520.10 1 107,520.10 

CS02001 Laboratory Schedule Community Testing Test 600,000.00 1 600,000.00 

CS04001 Community referred tests - cardiology Test 250.21 3,403 851,464.63 

CS04002 Community referred tests - neurology Test 442.96 150 66,444.00 

CS04003 Community referred tests - audiology Test 172.66 2,100 362,586.00 

CS04004 Community referred tests - gastroenterology Test 535.41 180 96,373.80 

CS04007 Community referred tests - urology Test 123.61 260 32,138.60 

CS04008 Community referred tests - respiratory Test 235.68 400 94,272.00 

  Community Referred Diagnostics Total     25,254.62 3,450,764.85 

  Adjusters & Premiums         

MAOR0112 Māori  Health Development Programme 465,154.19 1 465,154.19 

N-IMMUN HPV Programme 197,690.00 1 197,690.00 

          662,844.19 

      

Non Sustainable      

      

Workforce development           

COOC0040 Workforce Development (non recurring) Funding Service 100,000.00 1 100,000.00 

          100,000.00 
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Service Service Description Unit of Measure 
Prices 2010/11 

($) 
Volumes 
2010/11 

Funding 2010/11 ($) 

CFA or MoH Contract           

C01013 B4 School Checks - District Nursing   87,500.00 1 87,500.00 

UNHS-40 Universal Newborn Screening   105,800.00 1 105,800.00 

D01013 Oral Health Strategy (Dental Project)   896,000.00 1 896,000.00 

COAM0002 PRIME   110,000.00 1 110,000.00 

COOC0055 School Based Health Services   57,218.00 1 57,218.00 

          1,256,518.00 

      

  Total Personal Health       119,845,112.79 
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Mental Health & Addiction Service 
 

Service Service Description Unit of Measure 
Prices          

2010/11 ($) 
Volumes           
2010/11 

Funding                
2010/11 ($) 

MHCS01A 
Community Alcohol & Drug Services (Other Clinical 
FTEs)  Other Clinical FTE  104,454 10.30 1,075,873 

MHCS01A GP Liaison Opioid  Other Clinical FTE  104,454 0.50 52,227 

MHCS01B 
Community Alcohol & Drug Services (Senior Medical 
FTEs)  Senior Medical Clinical FTE  269,231 1.00 269,231 

MHCS01B Medical Officer Opioid  Senior Medical Clinical FTE  269,231 0.10 26,923 

MHCS06A 
Community Mental Health Service (Other Clinical 
FTEs)  Other Clinical FTE  113,224 40.63 4,600,311 

MHCS06A Clinical Nurse specialist - Prof Advisor ADoN MH  Other Clinical FTE  113,224 1.00 113,224 

MHCS06A6 
High & Complex needs Blueprint 2003/04 (assertive 
comm FTE)  Other Clinical FTE  113,224 2.00 226,449 

MHCS06A Mobile clinical wkr  Other Clinical FTE  113,224 1.00 113,224 

MHCS06A AHBT Mobile clinical Workers  Other Clinical FTE  113,224 6.12 692,934 

MHCR09.2 Mobile support wkr  FTE  76,480 0.36 27,533 

MHCR09.2 AHBT Mobile Support Wkrs  FTE  76,480 2.50 191,199 

MHCS06B 
Community Mental Health Service (Senior Medical 
FTEs)  Other Clinical FTE  269,231 4.10 1,103,846 

MHCS06B 
Psychiatric Training Coordinator (Senior Medical 
FTEs)  Other Clinical FTE  269,231 0.30 80,769 

MHCS06B 
AHBT Community Mental Health Service (Senior 
Medical FTEs)  Other Clinical FTE  269,231 0.65 175,000 

MHCS08A 
Children & Young People Community Services 
(Other Clinical FTEs)  Other Clinical FTE  113,224 16.60 1,879,527 

MHCS08B 
Children & Young People Community Services 
(Senior Medical FTEs)  Other Clinical FTE  269,231 2.00 538,461 

MHCS18 Community Service - Older People  Clinical FTE  126,272 7.30 921,785 

MHCS06B Community Service - Older People Snr medical  Other Clinical FTE  269,231 1.00 269,231 

MHCS21 Advocacy/Peer Support - Consumers  FTE  73,127 1.00 73,127 

MHCS22 Advocacy/Peer Support - Family  FTE  73,127 1.00 73,127 

MHCS28 Specialist Maternal Mental Health Service  Clinical FTE  126,272 1.50 189,408 

MHCS29.1 Methadone Treatment - General Practitioner Case 2,480 50.00 124,021 

MHCS29.2 Methadone Treatment - Specialist Case 3,098 96.00 297,434 

MHCS48 Child & Youth WRAP around services  Programme  50,831 1.00 50,831 

MHCS49 
Child & Youth - Blueprint Funding 2002/03 - 
Assessment Tool  Programme  12,328 1.00 12,328 

MHA01 Acute Inpatient Beds - TPW ward 15 beds  Available bed day  715 5,475.00 3,915,501 
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Service Service Description Unit of Measure 
Prices          

2010/11 ($) 
Volumes           
2010/11 

Funding                
2010/11 ($) 

MHA01 
Acute Inpatient Beds -  TWW Community supported 
living 4 beds   Available bed day  715 1,460.00 1,044,134 

MHIS02 Older People Inpatient Beds 4 beds  Available bed day  613 1,460.00 895,111 

MHA02 Intensive Care Inpatient Beds 4 beds  Available bed day  804 1,460.00 1,173,417 

MHRE01 Planned Respite - Elderly  Programme  17,154 1.00 17,154 

MHA03 Adult Crisis Respite  Programme  180 654.63 117,833 

MHRE04 Child & Youth - Blueprint Funding -  Planned respite  Programme  22,758 1.00 22,758 

MHRE04 
Child & Youth - Kaupapa Māori  B/Print funding - 
Planned respite  Programme  9,296 1.00 9,296 

MHRE04 ADHD Carer support - ex Sustainable funding 04/05  Programme  11,670 1.00 11,670 

MHRE05 Child & Youth Crisis Respite  Programme  31,955 1.00 31,955 

MHWD01 Workforce Development  Programme  65,593 1.00 65,593 

MHRD01 Oranga Ngatahi Programme  - BP 06/07  Programme  154,079 1.00 154,079 

MHCR06 Step Programme  - BP 06/07  Bed day  444,226 1.00 444,226 

MHCS09 Eating Disorder (other clinical)  FTE  111,900 0.40 44,760 

MHWD01 
Psychiatric Registrar training positions ( part funded 
from CTA)  Programme  60,000 2.00 120,000 

      

  Total Mental Health       21,245,509.74 
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Health of Older People 
      

Service Service Description Unit of Measure 
Prices          

2010/11 ($) 
Volumes           
2010/11 

Funding                
2010/11 ($) 

            
HOP226 Environmental Support Service 80,342.96 1 80,342.96 

HOP214 ATR Inpatient Bed day 690.24 4,500 3,106,080.00 

HOP215 ATR Outpatient - Clinics Attendance 188.45 400 75,380.00 

HOP216 ATR Outpatient – Day Hospital & Day Programmes Day Attendance 210.55 1,100 231,605.00 

HOP217 ATR Outpatient - domiciliary assessments & education sessions Visit 243.12 1,165 283,234.80 

HOP180 Aged Residential Care Nurse Consultant Service 110,000.00 1 110,000.00 

            

  Health of Older People       3,886,642.76 
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APPENDIX C – DHB Performance Measures Targets for 2 010/11 
 

C.1 Policy Priorities Dimension 
 

Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

HT1 Shorter stays in emergency 
departments 

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

95% Quarterly 

HT2 Improved access to elective surgery   Total 

5,225 cwd 
4,133 discharges 

(Combined base surgical 
electives plus additional 

volumes) 

The volume of elective surgery will be 
increased by an average 4,000 discharges 
per year (compared with the previous 
average increase of 1400 per year) 

4,000 Quarterly 

HT3 Shorter waits for cancer treatment   Total 100% 

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

100% Quarterly 

Māori 90% 

Pacific 100% HT4 Increased Immunisation   

Total 92% 

% of two year olds are fully immunised by 
July 2011 

90% Quarterly 

1. Hospitalised 
smokers 

Total 90% % of hospitalised smokers will be provided 
with advice and help to quit by July 2011 

90% Quarterly 

HT5 Better help for smokers to quit 

2. Primary Care Total 80% 
% of patients attending primary care will 
be provided with advice and help to quit 
by July 2011 

80% Quarterly 

Māori 74% 

Pacific 62% 

Other 85% 
1. Diabetes 
Management 

Total 83% 

Increased percent of people with diabetes 
have satisfactory or better diabetes 
management 

Māori 69% 

Pacific 28% 

Other 86% 
2. Diabetes Checks 

Total 83% 

Increased percent of people with diabetes 
attend free annual checks 

Māori 53% 

Pacific 52% 

Other 71% 

HT6 Better diabetes and cardiovascular 
services 

3. CVD Lipids 

Total 67% 

Increased percent of the eligible adult 
population have had their CVD risk 
assessed in the last five years 

  Quarterly 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

PP1 Clinical leadership self assessment   Total 

The DHB provides a 
qualitative report in the form 
of a self assessment 
identifying progress achieved; 
What’s worked; what hasn’t; 
Planned actions -  
for each of the following 
areas of focus: 
• whether managers and 
clinical leaders feel valued 
and recognised for their 
leadership capability 
• whether joint management 
and clinical relationships are 
effective 
• whether strong and effective 
engagement is in place at all 
levels, across management 
and clinicians, and across 
disciplines 
• whether there is shared 
ownership of organisational 
outcomes across 
management and clinical 
leadership, and across 
disciplines. 

    Annual 

PP2 Implementation of Better, sooner, 
more convenient primary health care   Total 

The DHB is to supply a report 
confirming it has 
implemented the changes to 
primary care service delivery 
models agreed in its DAP  
OR 
a report identifying why 
changes to primary care 
service delivery models 
agreed in its DAP have not 
been implemented, with an 
associated resolution plan. 

Those DHBs involved in the development 
of business cases with successful 
Expression of Interest providers are 
required to report on progress of the 
implementation of those changes as 
agreed to in their DAP. 
Those DHBs not involved in the 
development of business cases are 
required to report on the implementation of 
changes to primary health care that deliver 
on the core  elements outlined in Chapter 
3 of Better, sooner, more convenient and 
agreed to in its DAP. 

  Annual 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Measure 1 Total 100% 
% of PHOs with Māori Health Plans 
(MHPs) that have been agreed to by the 
DHB 

Measure 2 Total 100% % of DHB members that have undertaken 
Treaty of Waitangi training 

Measure 3 Total 

Provide a report 
demonstrating: 
• Achievements against the 
Memorandum of 
Understanding (MoU) 
between a DHB and its local 
Iwi/Māori health relationship 
partner, and describe other 
initiatives achieved that are 
an outcome of engagement 
between the parties during 
the reporting period. 
• Provide a copy of the 
Memorandum of 
Understanding (MoU). 

  

Measure 4 Total 

Report on how (mechanisms 
and frequency of 
engagement) local Iwi/Māori 
are supported by the DHB to 
participate in the 
development and 
implementation of the 
strategic agenda; service 
delivery planning, 
development, monitoring, and 
evaluation (include a section 
on PHOs). 

  

PP3 
Local Iwi/Māori engagement and 
participation in DHB decision making, 
development of strategies and plans 
for Māori health gain 

Measure 5 Total 

Report on how MHPs are 
being implemented by the 
PHOs and monitored by the 
DHB (include a list of the 
names of the PHOs with 
MHPs)  
OR  
for newly established PHOs, 
a report on progress in the 
development of MHPs 
(include a list of the names of 
these PHOs). 

  

  Six-monthly 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Measure 6 Total 

Describe when Treaty of 
Waitangi training (including 
any facilitated by the Ministry) 
has, or will, take place for 
Board members. 

  

  

Measure 7 Total 

Two Key Milestones from 
your Māori Health Plan:  
1. Kaiawhina Pilot 
2. Māori  Health Workforce 
Project 

Identify at least two key milestones from 
your Māori Health Plan to be achieved in 
2009/10.  For reporting in Quarter 2, 
provide a progress report on the 
milestones, and for reporting in Quarter 4, 
provide a report against achievement of 
those milestones during the current year. 

  

Measure 1 Total 

Provide a report describing 
the reviews of pathways of 
care that have been 
undertaken in the last 12 
months that focused on 
improving Health outcomes 
and reducing health 
inequalities for Māori. 

  

PP4 
Improving mainstream effectiveness 
DHB provider arms pathways of care 
of Māori 

Measure 2 Total 

Report on an example(s) of 
actions taken to address 
issues identified in the 
reviews. 

  

  Six-monthly 

PP5 Waiting times for chemotherapy 
treatment   Total 100% 

% of patients wait less than six weeks 
between first specialist assessment and 
the start of chemotherapy treatment. Wait 
times templates are to be supplied each 
quarter; The templates should display 
results for each month within the quarter. 
Qualitative comment on reasons (and 
management plans) for people with 
chemotherapy waits longer than 6 weeks 
is to be supplied in quarterly reports. 

100% Quarterly 

Māori 3.1% 

Other 3.2% 

PP6 Improving the health status of people 
with severe mental illness 

Age 0-19 

Total 3.2% 

% of people domiciled in the DHB region, 
seen per year. 

  Six-monthly 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Māori 5.34% 

Other 3.5% Age 20-64 

Total 4.02% 

  

Age 65+ Total 3.6% 

   

PP7 Improving mental health services 
using relapse prevention planning 

  Total 95% 
% of long-term clients (in contact for 2 
years or more) who have relapse 
prevention plans. 

90% Six-monthly 

PP8 DHBs report alcohol and drug service 
waiting times and waiting lists 

  Total 

Waiting times and waiting 
lists are to be measured, for 
one month, every six months, 
to inform Ministry policy and, 
to determine the variation and 
extent of waiting times and 
waiting lists to determine if 
targets will be required to be 
set in the future. DHBs will 
report their longest waiting 
time, in days, for each service 
type for one month prior to 
the reporting period. 
 
A narrative is also required 
to:  
1. identify the name and 
location of service(s) with the 
longest waiting time and 
waiting list  
2. explain variances of more 
than 10% in waiting times or 
waiting lists 
3. explain/identify targets that 
the DHB may have for 
reducing waiting times and or 
waiting lists 

 
Service type:  Inpatient Detoxification, 
Specialist Prescribing, Structured 
Counselling, Day Programmes and 
Residential Rehabilitation. 
DHBs will report waiting times by Māori 
and Other ethnicities. 

  Six-monthly 

PP9 Delivery of Te Kokiri: the mental 
health and addiction action plan 

  Total 

DHBs are to provide a 
summary report on progress 
made towards 
Implementation of Te Kokiri: 
the Mental Health and 
Addiction Action Plan. 

    Annual 

Māori 1.5% 

Pacific n/a 

Other 1.2% 
PP10 Oral Health DMFT Score at year 8 

 Note: this target 
has always been in 
a score - checked 
with dental dept 
and not available in 
% format Total 1.2% 

% of children with decayed, missing or 
filled permanent teeth at year eight. 

  Annual 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Māori 42% 

Pacific n/a 

Other 64% 
PP11 Children caries free at 5 years of aged   

Total 58% 

% of children caries free at 5 years of age   Annual 

PP12 Utilisation of DHB funded dental 
services by adolescents  

  Total 80% % of adolescent utilisation of DHB funded 
dental services 

  Annual 

Measure 1 Total 75% % of children under five enrolled in DHB 
funded dental services 

PP13 
Improving the number of children 
enrolled in DHB funded dental 
services Measure 2 Total 10% 

% of preschool and primary enrolled with 
DHB funded dental services who have not 
been examined according to their planned 
recall. 

  Annual 

PP14 Family violence prevention   Total 140/200 combined audit score  140/200 Annual 
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C.2 System Integration Dimension 
 

Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Māori 95% 

Pacific n/a 1. Age 0-74 

Other 95% 

Māori 95% 

Pacific n/a 2. Age 0-4 

Other 95% 

Māori 95% 

Pacific n/a 

SI1 Ambulatory sensitive (avoidable) hospital 
admissions 

3. Age 45-64 

Other 95% 

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

  Six-monthly 

SI2 Regional service planning   Total 

DHBs are to report 
confirming: 
• The DHB has 
progressed the RCSP 
according to plan 
submitted to Ministry of 
Health 
If the DHB cannot 
provide the confirmation 
report outlined above, it 
is expected that the 
DHB will transition to 
compliance no later than 
six months after the non-
compliance is first 
reported. A planned 
pathway to full 
compliance, including 
key milestones and 
timelines, should be 
formalised and provided 
to the Ministry no later 
than three months after 
the non-compliance is 
first reported. 

    Six-monthly 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

SI3 Service coverage   Total 

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

    Six-monthly 

1. Intervention rate Total 292 per 10,000 
At least 292 
per 10,000 

2. Major joint procedures 
intervention rate for Hip 
and Knee 

Total 21 per 10,000 

21.0 per 
10,000 (10.5 

each for knee 
and hip) 

3. Cataract procedures 
intervention rate Total 27 per 10,000 

27.0 per 
10,000 

SI4 Elective services standardised intervention 
rates 

4. Cardiac procedures 
intervention rate 

Total 6.23 per 10,000 

Intervention rates not significantly below 
the expected level. 
For any procedure where the 
standardised intervention rate in the 
2009/10 financial year or 2010 calendar 
year is significantly below the target 
level a report demonstrating: 
1. what analysis the DHB has done to 
review the appropriateness of its rate 
AND 
2. whether the DHB considers the rate 
to be appropriate for its population 
OR 
3. a description of the reasons for its 
relative under-delivery of that 
procedure; and 
4. the actions being undertaken in the 
current year (2010/11) that will ensure 
the target rate is achieved.   At least 6.23 

per 10,000 

Six-monthly 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Measure 1 Total 

Measure 2 Total SI5 Agreed Funding for Māori Health and 
disability initiatives 

Measure 3 Total 

It is expected that 
setting expectations in 
DAPs and monitoring 
DHB performance 
against this indicator 
HKO-04 will ensure 
increased funding for 
Māori health and 
disability initiatives 
Please complete the 
following measures in 
the Template provided: 
Measure 1  
DHB to report actual 
expenditure on Māori 
Health Providers by 
General Ledger (GL) 
code. 
Measure 2  
DHBs to report actual 
expenditure for Specific 
Māori Services provided 
within mainstream 
services targeted to 
improving Māori health 
by Purchase Unit (PU). 
 Measure 3  
Where information is 
available, DHBs to 
provide a table that 
reflects the DHB 
predicted expenditure 
for Māori health in the 
DHB 2009/10 DAP in 
comparison to actual 
expenditure, with 
explanation of 
variances.    

  Annual 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

SI6 Risk Reporting   Total 

DHBs are to report 
confirming: 
• the DHB uses a formal 
risk management and 
reporting system to 
manage DHB risks and 
report them to its Board 
• the system meets 
current Australia / New 
Zealand Standard 
requirements  relating to 
risk management 
• how frequently the 
DHB submits formal risk 
report updates to its 
Board (or a Board 
approved sub-
committee). 
If the DHB cannot 
provide the confirmation 
report outlined above, it 
is expected that the 
DHB will transition to 
compliance no later than 
six months after the non-
compliance is first 
reported. A planned 
pathway to full 
compliance, including 
key milestones and 
timelines, should be 
formalised and provided 
to the Ministry no later 
than three months after 
the non-compliance is 
first reported. 

    Six-monthly 

Māori 70.3% 

Pacific n/a 

Other 75% 
6 Weeks 

Total 74% 

% of infants exclusively and fully 
breastfed at 6 weeks 

74% 

Māori 54% 

Pacific n/a 

Other 54% 

SI7 Improving breast-feeding rates 

3 Months 

Total 54% 

% of infants exclusively and fully 
breastfed at 3 months 

57% 

Annual 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency of 

reporting 

Māori 22% 

Pacific n/a 

Other 22% 

  

6 Months 

Total 22% 

% of infants exclusively and fully 
breastfed at 6 months 

27% 
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C.3 Ownership Dimension 
 

Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency 

of reporting 

OS1 Staff turnover by major professional group    Total 

The DHB provides a 
qualitative report in the 
form of a self assessment 
identifying progress 
achieved; What’s worked; 
what hasn’t; Planned 
actions -  
for each of the following 
areas of focus: Whether 
•managers and clinical 
leaders feel valued and 
recognised for their 
leadership capability 
• joint management and 
clinical relationships are 
effective 
• strong and effective 
engagement is in place at 
all levels, across 
management and 
clinicians, and across 
disciplines 
• there is shared ownership 
of organisational outcomes 
across management and 
clinical leadership, and 
across disciplines. 

    Quarterly 

OS2 Capital expenditure in line with plan deviation from plan in the YTD Total $---- 

above or below plan as set out in 
DAP financial templates.  
Expenditure should not be 
materially greater than set out in 
plan. 

  Quarterly 

OS3 Elective and arranged inpatient length of 
stay 

average length of stay for 
elective and arranged patients 
with a length of stay of one night 
or more.  The measure is 
indirectly standardised for DRG 
cluster and comorbidities. 

Total Maintain at or below 
3.83 days 

DHBs will have individual targets 
towards shorter length of stay.  
The suggested benchmark is the 
average length of stay of the 'fifth-
best' DHB in the 2008/09 financial 
year. 

  Quarterly 

OS4 Acute inpatient length of stay 

average length of stay for acute 
patients with a length of stay of 
one night or more.  The measure 
is indirectly standardised for 
DRG cluster and comorbidities. 

Total Reduction to 
4.01 days 

DHBs will have individual targets 
towards shorter length of stay.  
The suggested benchmark is the 
average length of stay of the 'fifth-
best' DHB in the 2008/09 financial 
year. 

  Quarterly 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency 

of reporting 

OS5 Theatre productivity – See Appendix D, 
Item D.4.4 

The DHB is expected to reduce 
the number of theatre sessions 
that start late, finish early, or are 
cancelled. 

Total 

Each quarter, the DHB is 
required to submit the 
following data elements for 
each theatre in each 
Provider Arm facility: 
• number of scheduled 
theatre sessions in the 
quarter (may be zero if the 
theatre is not in use) 
• number of cancelled 
theatre sessions in the 
quarter 
• number theatre sessions 
that start late (and do not 
finish early) 
• number of theatre 
sessions that finish early 
(and started on time) 
• number of theatre 
sessions that start late and 
finish early 

    Quarterly 

OS6 Elective and arranged day surgery – See 
Appendix D, Item D.4.5 

the rate of day surgery for 
elective and arranged surgical 
patients (operating room and 
non-operating room).  The rate is 
indirectly standardised for DRG. 

Total 64% 

DHBs will have individual targets 
towards higher rates of day 
surgery.  The suggested 
benchmark is the rate of the 'fifth-
best' DHB in the 2008/09 financial 
year. 

  Quarterly 

OS7 Elective and arranged day of surgery 
admissions – See Appendix D, Item D.4.6 

the rate of day of surgery 
admissions for elective and 
arranged surgical patients. 

Total 90% 

of surgery on a day of surgery 
admission basis (with some room 
for flexibility).  This benchmark is 
based on Australian experience. 

90% Quarterly 

OS8 Acute readmissions to hospital  

the rate of unplanned acute 
readmissions within 28 days of 
original discharge from hospital.  
The rate is indirectly 
standardised for a range of 
factors using regression 
methods. 

Total 10.4% 

DHBs will set individual targets for 
improvement of acute readmission 
rates.  The suggested benchmark 
is the national average acute 
readmission rate during 2008/09. 

  Quarterly 

OS9 30 Day mortality 

The mortality rate within 30 days 
of admission for patients in 
hospital.  The rate is indirectly 
standardised for a range of 
factors using regression 
methods. 

Total 1.5% 

DHB will set individual targets.  
The suggested benchmark is that 
DHBs aim to maintain mortality at 
least at the 2008/09 level for the 
DHB, or improve it, during the 
year. 

  Annual 
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Code  Performance measure title Measures Area 2010/11 
Target/deliverable Further information National 

Target 
Frequency 

of reporting 

OS12 National patient satisfaction survey   Total 

This measure is a place 
holder for a patient 
satisfaction survey or 
similar tool. 
Currently there is no 
detailed measure in this 
ownership dictionary as a 
piece of work on the future 
of the current survey and 
consideration of alternative 
models is yet to .take 
place. A place holder 
measure is included in the 
summary tables and 
diagrams so that the 
measure is captured in the 
analysis of reporting 
burden, but the shape of 
future surveys and 
associated measures is yet 
to be confirmed. 

    Quarterly 

Measure 1 Timeliness of NMDS 
Data 

Total >2% and ≤5%   >2% and ≤5% 

Measure 2 NHI Duplications Total >2% and ≤3%   >2% and ≤3% 
Measure 3 Ethnicity not stated in 
NHI 

Total >2% and ≤4%   >2% and ≤4% 
OS10 Improving the quality of data provided to 

national collection  systems 

Measure 4 Start vs specific 
descriptors in the NMDS 

Total >50% and ≤59%   
>50% and 
≤59% 

Quarterly 

OS11 Hospital outputs are delivered to plan 

The delivery of hospital outputs 
is measured against planned 
delivery as stated in the Provider 
Arm Price Volume Schedule, and 
expressed as a ratio of 
(actual/planned). 

Total Target +/- variation of 5% 
by service line 

DHBs are expected to deliver total 
outputs for the year with a 
variance of less than three percent 
from plan overall, and a variance 
less than five percent in sub-
groups of outputs. 

  Quarterly- for 
three quarters 
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APPENDIX D – Elective Service Plan 2010/11 – Tarana ki District Health Board 
 

Outcome Supporting Information 
required Actions Timeframes Measures Accountability 

Minimum Service 
Requirements      

Maintenance of delivery volumes as 
required by Ministry of Health 

Regional agreement for IDF 
volumes 

Private arrangements for 
additional capacity 

Any issues related to ESPI 
compliance or follow ups 

TDHB has submitted the additional electives 
initiative template describing maintenance of 
2009/10 elective discharges.  This amounts to an 
additional 891 discharges above the base of 3,921.  
See section D.1 below.  This includes the health 
target of 4,105 surgical elective discharges. 

Private arrangements are in place to assist us in 
meeting these targets. 

ESPI compliance remains outstanding and our 
intention is to maintain this.   

12 months  Maintenance 
of delivery in 
elective 
discharges and 
FSAs 

Provider Arm of 
TDHB and Planning 
& Funding to 
monitor IDF inputs 

Identified service level increases, 
including type and mix of procedure 

Clinical endorsement of our plan 

Local knowledge regarding 
demand on services 

Standardised Intervention Rate 
evidence 

Identified access constraints 

The documentation following this table received 
from the MoH, (Appendix 2) identifies that TDHB is 
at or above the National Discharge Rate per 
10,000 for all services with the exception of 
Cardiac and Plastics.  We have addressed the 
issue of cardiac by increasing expected case 
weighted volume and FSAs over the 2005/06 base.  
Plastics is driven by IDF to tertiary hospital(s); we 
intend to review the demand and referrals within 
this service over the coming year.  

As a result we have spread the expected additional 
volumes across the following services:   
• ENT 
• General Surgery 
• Neurosurgery 
• Ophthalmology 
• Orthopaedics 
• Urology 

Cardio-thoracic increase is outlined later in our 
Quality Plan. 

12 months Evidence of 
increase 
applied to the 
various 
services as 
outlined 

Provider Arm of 
TDHB 
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Outcome Supporting Information 
required Actions Timeframes Measures Accountability 

  The number of colonoscopies has been increased 
also because they are purchased from within DHB 
funding rather than electives initiative. 

We have built this plan on the assumption that if 
IDFs under perform we are able to utilise the 
available funding to ask our Provider Arm to 
contribute to the overall additional elective 
volumes.  

See section D.3 for clinical endorsement letter. 

   

Capacity       

Capacity Analysis completed, to 
identify actual capacity, and potential 
capacity (including surplus capacity) 

Barriers and incentives identified Project Maunga has identified capacity 
requirements and patient flow issues.  Following 
this, our building plans for meeting those 
requirements have been amended to increase 
theatres to 6.0 instead of 4.5. 

ENT surgery has been delivered using private 
capacity for the past twelve months.  We have 
recommenced this contract from January 2010 and 
we intend to continue until the new hospital building 
is complete, in line with the capacity created by the 
project.   

At this stage of planning the need for private 
capacity before the new facility is commissioned 
still exists.  However, should this volume change, 
TDHB will undertake to ensure all delivery is within 
national pricing frameworks.   

Analysis of 
capacity within 
region started 
in 2009/10 and 
will continue to 
be reviewed as 
the 2010/11 
year 
progresses 

Delivery of 
regional 
analysis/plan 

Regional Planning 
and Funding Teams 
across Midland 

Capacity Initiatives implemented, 
specifically in the following areas: 

- productivity improvement 
- increased staffing 
- increasing physical capacity 
- utilisation of regional capacity 

through improved collaboration 

Clinical and primary care 
agreement 

Regional agreements 

New facility plans include increased theatres (from 
4.5 theatres currently to 6.0 in the new facility).  
Once regional capacity review analysed regional 
capacity will be identified.  

Day case procedures are to be upwardly focused 
for 2010/11 and onwards with the intention to 
increase the % day case procedures. 

On-going local 
capacity and 
capability 
adjustment   

 

 

Production of 
capacity plan 
and 
implementation 
of recommend-
ations. 

Regional Planning 
and Funding Teams 
across Midland 
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Outcome Supporting Information 
required Actions Timeframes Measures Accountability 

Quality       

Cardiology Patient Flow 
Improvement Project 
 

Benchmark against current 
process criteria and time frames. 

Total number of patients seen 
within services, e.g. diagnostics, 
FSAs. 

• Pathway Project Coordinator role established 

• Additional FSAs and Diagnostics purchased 

• Time taken from referrals to Cardiothoracic 
Treatment services are reduced 

6 months 

12 months 

 
12 months 

See section 
D.4.1 for 
details of the 
Quality Plans 

Provider Arm of 
TDHB 

Provider Arm of 
TDHB 

Provider Arm of 
TDHB 

Implementation of a breast 
procedures pathway (from referral, 
via diagnostics, to FSA) 

To improve both wait times 
significantly to two weeks for 
urgent and eight weeks for semi-
urgent cases 

• Enhanced clinical prioritisation (clinical 
conformity and input) 

• New target timeframes acknowledged during 
prioritisation 

• Patient tracking and data entry specifically 
targeted at patient group 

• Documentation produced weekly to allow 
breast-nurse involvement in following up 
patients on the pathway 

12 months See section 
D.4.2 for 
details of the 
Quality Plans 

Provider Arm of 
TDHB 

Provider Arm of 
TDHB 

Provider Arm of 
TDHB 

Introduction of rectal bleeding 
referral pathway 

To establish a pathway that 
allows patients enhanced access 
to services/diagnostics instead of 
routine management through the 
six months FSA process 

• Baseline established, utilising two months of 
referral data 

• Assess current picture/status/timelines 

• Clinical review of the information and clinical 
recommendation(s) re: wait times and possible 
pathway 

• Recommendations re: pathway implemented 
(including timeline target to FSA 

12 months See section 
D.4.3 for 
details of the 
Quality Plans 

Provider Arm of 
TDHB 

Provider Arm of 
TDHB 

Provider Arm of 
TDHB 

Sustainability      

Maintenance of Ministry of Health 
regional plans and volumes 

 • Taranaki DHB will maintain a similar plan in 
2010/11 and 2011/12 as the current year’s 
plan already meets the base volumes required. 

• Variation to the plan would generally be guided 
by SIR changes or identified demand changes.  
Our intention is therefore to maintain our 
current delivery as required by the Ministry of 
Health. 

• See Section D.6 

Annual review 
during 
planning 
phases for 
DAP 

Identified 
volumes are 
maintained 

Joint Provider Arm 
and Planning and 
Funding of TDHB 
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Outcome Supporting Information 
required Actions Timeframes Measures Accountability 

Analysis of future capacity 
requirements, including:  

- productivity improvements 

- staffing requirements 

- facility requirements 

- other capacity (DHB or 
private) 

 See above regarding electives initiative and see 
also Taranaki DHB’s business Plan for future 
Hospital site redevelopment 

 

Ongoing local 
capacity and 
capability 
adjustment.   

Facility build is 
a phased 
approach over 
several years 

 Regional Planning 
and Funding Teams 
across Midland 

TDHB 
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D.1 Taranaki DHB Total Elective Volumes for 2010/11  by Service 
 

Taranaki DHB Total Elective Volumes for 2010/11 
Base Additional Total 10/11   

CWD Discharges CWD Discharges CWD Discharges 

Inpatient Dental 197.34 416 0 0 197.34 416 

Cardiology 186.55 203 81 88 267.55 291 

Total Non-Surgical Elective 
Volumes 383.89 619 81 88 464.89 707 

              

General surgery 1502.68 1163 237 184 1,739.68 1,347 

Cardiothoracic 172.67 26 187.71 22 360.38 48 

ENT  280.68 445 164 260 444.68 705 

Gynaecology  361.34 395 0 0 361.34 395 

Neurosurgery 38.67 20 22 11 60.67 31 

Ophthalmology 278.76 512 59 108 337.76 620 

Orthopaedics 942.36 456 545.5 194 1,487.86 650 

Paed Surgical 48.13 28 0 0 48.13 28 

Plastics 45.96 29 35 24 80.96 53 

Urology 244.87 224 30.13 28 275.00 252 

Vascular 28.68 4 0 0 28.68 4 

Total Surgical Elective 
Volumes 3,944.80 3,302.00 1,280.34 831.00 5,225.14 4,133.00 

              

Total Elective Volumes 10/11 4,328.69 3,921.00 1,36 1.34 919.00 5,690.03 4,840.00 
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D.2  2009 Raw and Standardised Discharge Rates per 10,000 
 

2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a Surg ical 
DRG (with an Operating Room Procedure) in the Gener al Surgery SRG with 95% Confidence Intervals and 

WIES NZ08 Filter Applied (Excl W10.01 Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a Surg ical 
DRG (with an Operating Room Procedure) in the Eye S RG with 95% Confidence Intervals and WIES NZ08 

Filter Applied (Excl W10.01 Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a Surg ical 
DRG (with an Operating Room Procedure) in the Ortho paedics SRG with 95% Confidence Intervals and WIES 

NZ08 Filter Applied (Excl W10.01 Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the ENT SRG with 95% Confidence Intervals 

and WIES NZ08 Filter Applied (Excl W10.01 Maternity )
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Gynaecology SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Plastics SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Urology SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)

0

5

10

15

20

25

30

35

W
air

ar
ap

a

Nels
on

 M
ar

lbo
ro

ug
h

Tair
aw

hit
i

W
es

t C
oa

st
W

ha
ng

an
ui

M
idC

en
tra

l
Sou

th
lan

d

Sou
th

 C
an

te
rb

ur
y

Can
te

rb
ur

y
Bay

 o
f P

len
ty

Haw
ke

s B
ay

Nor
th

lan
d

Ota
go

Cou
nt

ies
 M

an
uk

au
Hut

t V
all

ey
W

aik
at

o
Tar

an
ak

i
W

ait
em

at
a

Auc
kla

nd

Cap
ita

l a
nd

 C
oa

st

La
ke

s

DHB of Domicile

D
is

ch
ar

ge
s 

pe
r 

10
,0

00
 P

op
ul

at
io

n

Standardised Discharge Rate per 10,000 National Discharge Rate per 10,000 Raw Discharge Rate per 10,000



  Appendix D 
 

District Annual Plan 2010/11   115 

2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Cardiothoracic SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Vascular SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Cardiac SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)
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2009 Raw and Standardised Discharge Rates per 10,00 0 for Publicly Funded Elective Discharges in a 
Surgical DRG (with an Operating Room Procedure) in the Neurosurgery SRG with 95% Confidence 

Intervals and WIES NZ08 Filter Applied (Excl W10.01  Maternity)
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D.3 Cardio Thoracic Delivery 
 
 

       
 
 
 
 
 
4 March 2010 
 
 
 
Lee McManus 
Ambulatory and Electives Manager 
TARANAKI DISTRICT HEALTH BOARD 
 
 
 
Dear Lee  
 
Re: Cardiac and Cardio-Thoracic Delivery 
 
I have reviewed your quality plan for insertion into the 2010/11 DAP regarding the 
introduction of the Cardiology Patient Flow Improvement Project.  It outlines the plan for 
Taranaki District Health Board (TDHB) to improve access to Cardiac and Diagnostic services 
locally, with the intention to enhance flow for Cardiothoracic Delivery at Waikato District 
Health Board (WDHB). 
 
I write in support of this paper and the plan to continue to build on last year's initiative to 
increase the Cardio Thoracic delivery.  My endorsement comes with recognition that the 
2010/11 delivery plan is to deliver 267 cwd in Cardiology and in Cardiothoracic 300 cwd.  
This equates to 291 and 41 discharges respectively for the total Taranaki population.  
 
I acknowledge that the original Ministry plan was an additional 22 discharges for 
Cardiothoracic; however I support the graduated increase of an additional 15 discharges for 
2010/11 along with the Patient Flow Improvement Project. 
  
I trust this letter assists with your planning. 
 
 
Yours sincerely 

 
Dr Ian Ternouth 
Consultant Cardiologist 
IT:alc 

Taranaki District Health Board  
Private Bag 2016 
New Plymouth 4620 
New Zealand 
Telephone 06 753 6139 
Facsimile 06 753 7770 
Email corporate@tdhb.org.nz 
Website www.tdhb.org.nz 
 
Taranaki Base Hospital 
Private Bag 2016 
New Plymouth 4620 
New Zealand 
Telephone 06 753 6139 
Facsimile 06 753 7710 
 
Hawera Hospital 
Post Office Box 98 
Hawera 
New Zealand 
Telephone 06 278 7109 
Facsimile 06 278 9910 
 
Stratford Health Centre  
Telephone 06 765 7189 
 
Opunake Health Centre  
Telephone 06 761 8777 
 
Patea + Waverley Districts  
Health Centre 
Telephone 06 273 8088 
 
Waitara Health Centre  
Telephone 06 754 7150 
 
Mokau Health Centre  
Telephone 06 752 9723 
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D.4 Quality Plan 
 
Quality Plan 
 
The below clinical quality standard has been identified for progression by TDHB. 
 
D.4.1 Cardiology Patient Flow Improvement Project 

Goal 
TDHB’s goal is to improve the patient flow through the Cardiology service and effect an end result of meeting the expected levels of 
Cardiothoracic surgery per head of population.   

Objectives 
• Analyse existing pathway and process across TDHB, benchmarking information from the MoH and other sources as appropriate 
• Introduce a co-ordination role to facilitate the improved flow of patients through the various service components 
• Analyse current service delivery  
• Identify barriers to patient flow ie access to diagnostics, FSAs 
• Identify systems/process improvements that will improve patient flow and requirements to introduce these 
• Work across the continuum of primary to tertiary providers to implement improved service delivery  
• Identify barriers for Māori when accessing Hospital Specialist Services and incorporate actions for improvement 
• Propose options for change and associated risks and impacts 

Outcome 
Patients receive more timely access to services which will lead to an increased volume of referrals for Cardiothoracic Surgery. 

Current Position  
Currently we are delivering expected national standardised intervention rates for Cardiology however, not so for Cardiothoracic. 

Plan 
• Initiate Cardiology Patient Flow Improvement Project 
• Provision of additional Cardiology FSA 
• Additional planned inpatient caseweight  
• Additional diagnostics performed 
• Coordination for the patient provided by the project coordinator 
• Reduction of total time waiting from referral through to treatment option 
• Increase in Tertiary Cardiothoracic Surgery referrals 
• All communication copied to referrer, GP and the patient  
• A system in place to ensure each stage of the appointment process has been completed  
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Timeframe 
• Plan completed July 1, 2010 
• Co-ordinator appointed within three to six months 
• Additional volumes for FSA and diagnostics commenced 1 July 
• Review and report quarterly on progress 

 
 
Provider Arm Elective Services Pathway Projects 
 
In addition to the cardiac-cardiothoracic plan already outlined, examples of how TDHB will work toward delivery of the elective services health target 
are: 
 
D.4.2 Implementation of a breast procedures pathway  (from referral, via diagnostics, to FSA) 

Goal 
While the waiting time to see a surgeon is within national guidelines, we believe the optimal timeframe is less in order to achieve the best outcome 
for the patient. 

Objectives: 
To improve both wait times significantly to two weeks for urgent and eight weeks for semi-urgent cases 

Current Position:  
Currently urgent cases wait 0–4 weeks and semi-urgent cases can wait between 0–6 months to be seen at FSA. 

Plan 
• Enhanced clinical prioritisation (clinical conformity and input) 
• New target timeframes acknowledged during prioritisation 
• Patient tracking and data entry specifically targeted at patient group 
• Documentation produced weekly to allow breast-nurse involvement in following up patients on the pathway 

Measurement 
• Monitoring and reporting of specifically identified breast referrals will take place on a quarterly basis to assess any reduction in time taken 

between referral and FSA and improvement in access to treatment also. 

Timeframe 
• 12 months 

 



  Appendix D 
 

District Annual Plan 2010/11   122 

D.4.3 Introduction of Rectal Bleeding Referral Path way 

Goal 
Our goal is to create a streamlined pathway, acknowledging the higher risk of cancer in this patient group.  This therefore leads to earlier 
investigation and optimises the patient outcome where possible. 

Objectives 
To establish a pathway that allows patients enhanced access to services/diagnostics instead of routine management through the 6 months FSA 
process. 

Current Position  
Currently TDHB does not have a specific pathway for this client group 

Plan 
• Baseline established, utilising two months of referral data 
• Assess current picture/status/timelines 
• Clinical review of the information and clinical recommendation(s) re: wait times and possible pathway 
• Recommendations re: pathway implemented (including timeline target to FSA) 

Measurement 
• Pathway introduced 
• Timeline targets to FSA met 

Timeframe 
• 12 months 

 
D.4.4  Theatre Productivity 

Goal 
Our goal is to improve theatre efficiency in order to achieve and maintain increased volumes of elective cases 

Objectives 
Taranaki DHB has commenced a Theatre productivity project.  The intention is to improve patient care and reduce ‘waste’ within the system in an 
incremental way embedding changes as progress is made. 

Current position 
To support these continuous improvement objectives  a set of theatre performance indicators have been developed for use within the theatre 
team. These measures include Operating Theatre Utilisation, turn-around times and late starts/early finishes.  

Initial analysis of the data indicates that Current Theatre Utilisation is approximately 80% to 95% of available theatre time (depending on the 
surgical specialty utilising each theatre and that average  theatre turnaround times (the time between the finish of one procedure and the start of 
the next) is approximately 13 - 18  minutes.  
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Plan 
The key focus areas and improvements identified are: 
•  Analysis of late starts to the theatre lists and reduction of incidence 
•  Staggering patient arrivals in day ward – pre-operatively  
•  Simplification – and tracking of orthopaedic equipment ordering process 
•  Reduction in inter-operative and post-op paperwork 
•  Estimated procedure time analysis for top ten procedures with specialties to support booking 

These measures are also consistent with trialling new ways of working prior to the commencement of the new facility build (see Project Maunga).  

Measurement 
• The objective for the Theatre Productivity Project is to see utilisation improve to average 95% or better and turnaround times to be maintained 

at less than 20 minutes average across all procedures. 
• This data is collected and reported, based on a set of assumptions and definitions relating to the utilisation of available theatre time across the 

4.2 theatres.  These will be recorded as part of the regular reporting.  

Timeframe 
• 12 months  

 
D.4.5 Day Of Surgery Admission Rates (DOSA) 

Goal 
One important way in which DHBs can improve attainable bed days and increase hospital throughput is through increasing the proportion of 
surgery carried out on the same day the patient is admitted.  The usual term for surgery received on the same day as patient admission is ‘day of 
surgery admission’ (DOSA).  For planned admissions (arranged and elective) it should be possible to improve the management of surgery in order 
to improve DOSA rates.   

Objective 
To increase the number of patients admitted on the actual day of scheduled surgery.  

Current Position 
The current rates of DOSA admissions for Taranaki DHB is 71%. 

Plan 
• Streamline pre-admission processes for services in order to ensure the number of pre-operative examinations and diagnostic tests have taken 

place prior to admission, thereby ensuring that all safety and preparatory measures have taken place prior to admission.  

Measurement: 
• The target is that 90 percent of elective and arranged surgery patients (of those who stay for one night or more) will have a DOSA  
• Reported quarterly to Ministry of Health comparing previous levels of achievement to evaluate progress toward target. 
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Timeframe 
• 12 months  

 
D.4.6 Day Stay Surgery 

Goal 
Another important way in which DHBs can increase hospital throughput is through increasing the proportion of surgery carried out on a day 
surgery basis.  For planned admissions (arranged and elective) it should be possible to improve the management of surgery in order to improve 
the day surgery rates.  The standardised day surgery rate is the ratio of the ‘actual’ to ‘expected’ day surgery rate, multiplied by the nationwide 
day surgery rate, expressed as a percentage. 

Objective 
To increase the percentage of patients admitted, treated and discharged on the same day.   

Current Position 
The current standardised Day-stay rate for Taranaki DHB is 53% 

Plan 
• Streamline pre-admission and pre-anaesthetic processes for services in order to ensure the number of pre-operative examinations and 

diagnostic tests have taken place prior to admission.  Also discharge planning to be enhanced to ensure aspects of patient care post-
discharge are arranged (reducing need to remain in a hospital bed awaiting for these to occur). 

Measurement (standardised) 
• The target is that 64% of elective and arranged surgery patients are discharged on the same day of admission 
• Reported quarterly to Ministry of Health comparing previous levels of achievement to evaluate progress toward target 

Timeframe 
• 12 months  
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D.5 Overview of Secondary Care across the Midlands District 
 
Taranaki DHB is contributing to a regional elective plan; this is being developed in conjunction with the Midlands Regional Clinical Services Plan 
(MRCSP).  The clinical services plan will include a comprehensive elective plan spanning both purchasing and delivery.  It is expected that this will be 
completed in 2010/11.  The initial steps of this work will look at: 

• comparative access levels 
• mix of elective delivery 
• standard intervention rates 

 
Electives Initiative Bases 
 

DHB (Inpatient) 
MoH Base planned 

CWD volume (Elective) 
MoH Additional planned 
CWD volume (Elective) 

DHB Additional planned 
CWD volume (Elective) 

Total Planned CWD 
volume (Elective) 

Bay of Plenty   8,680 1,827 0 10,507.00 

Lakes   3,017 1,045 0   4,062.00 * 

Tairawhiti   1,902    521 0   2,423.00 

Taranaki   3,945 1,280 0   5,225.00 

Waikato 10,503 3,710 1,085 15,298 * 

TOTAL    37,515 

 
* The plans for Lakes DHB and Waikato DHB have not been finalised as at 28 July 2010 
 
Note: 

• Base volumes may differ in some documents if any changes had been negotiated 
• Caseweights are recorded in the WIES version of the specific year so are not directly comparable 
• All volumes exclude Dental and Cardiology 
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APPENDIX E – Information and Communications Technol ogy 

This Plan will be subject to review and updating to align with the Regional Implementation Plan, for the National Health IT Plan within 2010/11. 

2010/11 Information Systems Strategic Plan (ISSP) 

Project Name  Project 
rank/priority  

DHB 
Project 

Reference 
# 

Planned 
Start 

(Month/Yr)  

Expected 
Completion 
(Month/Yr)  

HIS-NZ 
Action 
Zone #  

Project 
Type  

Significance:  
National?  
Regional?  

Local?  

Approx 
Capital 

Cost 
($000) 

Funding 
Source  

Identify Project 
reference in DAP. 

State how project aligns 
to specific DHB 

Objectives 

Brief Project 
Description: include 

comment on: 
1) effect of change on 

DHB operation 
2) the measures of DHB, 

Regional or National 
Benefit to be achieved  

Referrals 
Management 

1 15310 March/2010 July/2010 8 U L R 300 I 

4.3 Elective Surgery – 
Foundation component to 
enable the effective 
management of the 
clinical pathways  

4.9 Hospital Productivity, 
Safety and Quality – 
enabling technology for 
single point of entry 

Update PAS application 
with the implementation of 
the Referrals 
management option. Will 
change the internal 
processing of patient 
transfers. Will be 
instrumental to meeting 
MoH KPI’s 

Clinical Portal 1 To be 
assigned 

Feb/2010 Nov/2010 7 U L R 400 I 

4.9 Hospital Productivity, 
Safety and Quality – Tool 
to enable the effective 
implementation of the ED 
targets hospital wide.  

Move to full clinical portal 
rather then the disparate 
solution currently in place.  
Will change the electronic 
interface for clinicians to 
being clinician centric 
rather then application 
centric   

Medicines 
Reconciliation 

1 15267 August/2009 Nov/2010 4 N N 450 M 

4.9 Hospital Productivity, 
Safety and Quality – Tool 
to enable integration of 
primary and secondary 
care services 

Implement medicines 
reconciliation at TDHB as 
a sector lead pilot, to 
support national SMM 
programme  

Midland CCM 
IS Programme 

2 15276 Oct/2009 
Ongoing 
programme of 
work 

7,4,5,8 N,U,R R N 2,6002 I 

4.7 Collaboration – 
Enable the Chronic Care 
Management and disease 
management IS 
programme 

Programme of work 
covering 4 workstreams in 
10/11: Improved 
information flows (transfer 
of care), Information 
Access (clinical support), 
Data analysis and 
reporting, Network 
infrastructure 

                                                 
2 Regional programme of work; full cost for 10/11 is $2.6m however the funding split between DHBs and other parties is still  to be determined 



  Appendix E 
 

District Annual Plan 2010/11   127 

2010/11 Information Systems Strategic Plan (ISSP) 

Project Name  Project 
rank/priority  

DHB 
Project 

Reference 
# 

Planned 
Start 

(Month/Yr)  

Expected 
Completion 
(Month/Yr)  

HIS-NZ 
Action 
Zone #  

Project 
Type  

Significance:  
National?  
Regional?  

Local?  

Approx 
Capital 

Cost 
($000) 

Funding 
Source  

Identify Project 
reference in DAP. 

State how project aligns 
to specific DHB 

Objectives 

Brief Project 
Description: include 

comment on: 
1) effect of change on 

DHB operation 
2) the measures of DHB, 

Regional or National 
Benefit to be achieved  

National 
interRAI Host 

1 15290 June/2009 June/2011 7 N N 450 M 

4.8 Better, sooner, more 
convenient Primary 
Health Care – Support 
and enable models of 
care spanning primary, 
community and secondary 
services  

Implement National 
interRAI host at Taranaki 
DHB and Canterbury DHB 
to support national 
interRAI MDS-HC rollout 

Midland 
Connected 
Health 

1 15300 May/2010 March/2011 1 N U R N 1,400 I 

4.7 Collaboration – 
Enable the Chronic Care 
Management and disease 
management IS 
programme 

4.8 Better, sooner, more 
convenient Primary 
Health Care – Support 
and enable models of 
care spanning primary, 
community and secondary 
services 

Implement secure and 
dedicated data network 
for use by all health 
practitioners Midland 
Region.  This project is a 
sector lead for the 
national Connected 
Health programme  
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APPENDIX F – Delivery Plan – Shorter Stays in Emerg ency Department 
 

ACUTE PATHWAY 
ACHIEVING 95% DISPOSITION FROM THE ED WITHIN SIX HOURS 

 

Deliverables Key Questions Feedback/Outcomes to 
date 

Outstanding Topics 
2010/11 Responsibility 

Acute Pathway         

A service delivery model clearly 
defining the role of the Emergency 
Department is validated, confirmed 
and implemented 

What is the expectation of the 
services to be delivered by the ED? 
o Expectation of TDHB 
o Expectation of TDHB hospital 

services 
o Expectation of primary sector 
o Expectation of wider 

community 

o ED as the front door    Hawera Hospital, 
Rural and 
Emergency 
Services Manager   

  What is the service delivery 
model/s that best meet the needs 
of Taranaki Base Hospital ED and 
hospital services? 

o Provide Emergency Care & 
health solver to the 
community 

o Point of entry for referrals 
from OPD/community 
hospital services 

o Initiate some preventative/ 
screening services, e.g. 
smoking cessation and FVIP 

   

  Current service model/process 
changes only 

o Model must reflect size of 
service and organisation 
requirements   

o Night cover, e.g. on call 
surgical teams 

o SMO staffing levels, 24/7 

   

  

Models for streaming by risk, 
complexity, predicted disposition 
and/or acuity 

o Currently use a model for 
streaming for complexity/ 
acuity by area of department    



  Appendix F 
 

District Annual Plan 2010/11   129 

Deliverables Key Questions Feedback/Outcomes to 
date 

Outstanding Topics 
2010/11 Responsibility 

  Short stay/observation model o Considered a concept that 
would work well 

o Data analysis completed 
o Literature review completed 

Needs further validation and 
detailed work flow review 

 

  Acute Assessment Units  o Generally not seen as a 
preferred option 

Review of process for admission  

  
Mixed model of see and treat, short 
stay +/- acute assessment area      

  What are the additional role/s of 
staff in ED? 

o Screening for Family 
Violence 

o Screening and commencing 
education for smoking 
cessation 

   

Facility   

What are the facility requirements 
needed into the future? 

  Model of care finalised to 
determine facility requirements 

Facility requirements are validated 
and confirmed to ensure service 
delivery model is achieved o Status Quo 

o See and treat area 
o Short stay/observation beds 
o Acute Assessment beds 

o Status Quo not a suitable  
option with ongoing increase 
in patient volumes through 
the ED 

  

Hawera Hospital, 
Rural and 
Emergency 
Services Manager   

  What capacity is needed for each 
of the required areas? 

     

Pre Load - Emergency Department/Primary Interface   

The emergency Department 
engages with the primary sector to 
deliver a seamless service 

What are the processes that need 
to be developed to ensure ED and 
the primary sector deliver a 
seamless service to patients  

o Education of community 

o Patients and referrers 
o When to use the ED 
o What to expect when using 

the ED service 

  Pre Load - ED/ 

  What is the role of ED in the 
delivery of primary care and health 
promotion? 

o Screening for Family 
Violence commenced  

o Screening and education for 
smoking cessation 
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Deliverables Key Questions Feedback/Outcomes to 
date 

Outstanding Topics 
2010/11 Responsibility 

  What relationships, models and 
tools need to be forged to develop 
a primary/secondary collaborative 
approach to health care delivery?  

o Preload working group 
established with primary and 
secondary presentation 

o ED to look at potential for 
nurse led assessments 

o Process for referral into ED 
and back to primary sector 
refined 

 

The process for ambulance arrivals 
is patient focused 

What are the processes that need 
to be developed to ensure ED and 
the ambulance service deliver a 
patient focused service? 

  Review of current processes  

Emergency Department   

The Emergency Department delivers 
a service that meets the 
expectations of stakeholders 

What is an appropriate brand for 
TDHB ED that allows all 
stakeholders to identify with the 
service delivered? 

o Provide Emergency Care 
and is the Health Solver to 
the community 

Brand to be developed Hawera Hospital, 
Rural and 
Emergency 
Services Manager 

The ED meets the MoH KPI of  
disposition of patients within six 
hours 

o What are the processes that 
need to be developed to 
support the deliverables?   

o What are the facility 
requirements needed currently 
and into the future? 

o Service Level Agreements  
o Paediatrics finalised and 

operational 
o Patient Flow 
o Streaming of patients 
o Process for handover, to 

further bedside handover 

o Service Level Agreements – 
priorities confirmed: Medical, 
Mental Health, General 
Surgery, Orthopaedics 

o Patient Flow 
o Admission into the ED 
o Ambulance arrivals 

 

After Load - Emergency Department/Inpatient Service s Interface   

The Emergency Department works  
with TDHB inpatient services to 
deliver a seamless service  

What are the processes that need 
to be developed to ensure ED and 
the inpatient services deliver a 
seamless service to patients? 

o Patient Flow  
o CVA pathway 
o Data analysis completed 
o Literature review completed 

o Patient Flow from ED to 
acute inpatient wards 
evaluated and reviewed as 
appropriate 

After Load - ED/ 
Inpatient services 
working group 

The ED meets the MoH KPI of 
disposition of patients within 6 hours 

What are the hospital wide 
processes that need to be 
developed to help us meet the 
6 hour rule and provide patient 
centred approach? 

o Acknowledged that a 
hospital wide approach 
required 

o Part of Comms strategy 
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Deliverables Key Questions Feedback/Outcomes to 
date 

Outstanding Topics 
2010/11 Responsibility 

Communication Strategy   

A communication strategy is 
developed for the Acute Pathway 
project 

How do we engage all sectors?  
o Taranaki Base Hospital – all 

services that refer patients to, 
or have patients referred from, 
the ED 

o Primary Sector 
o Patients/ED service users 

Communication strategy drafted   o Hawera 
Hospital, Rural 
and 
Emergency 
Services 
Manager  

o TDHB Comms 
Team 

Project Structure   

Target Champion/Project Sponsor GM Hospital Services       

Steering Group o Chief Medical Advisor 
o Director of Nursing 
o HOD Emergency Medicine 
o Clinical Services Manager 
o Hospital Operations Manager 
o Hawera Hospital, Rural and 

Emergency Services Manager 

     

Working Groups o Pre Load - ED/primary 
interface 

o Emergency Department 
o After Load – ED/inpatient 

services 

     

 
 


