


Executive Summary (Kaiwhakahaere Whakarapopotanga)

This Statement of Intent (SOI) has been prepared by Taranaki DHB to meet the
requirements of Section 39 of the New Zealand Public Health and Disability Act 2000 and
Section 139 (1) of the Crown Entities Act 2004.

This document is intended to outline for Parliament and the general public the
performance that will be delivered during 2008/09 by Taranaki DHB and contains
non-financial and financial forecast information for the 2009/10 and 2010/11 years. The
agreed performance measures are in the context of the government’s strategic and service
priorities for the public health and disability sector.

The Statement of Intent is of central importance to Taranaki DHB as the Board’s collective
duties are in part defined by reference to the content of this document.

We will not be able to achieve the objectives of the SOI alone. We are confident that with
the support and goodwill of not only our communities, but staff, providers and other
agencies, this plan will move us forward towards our shared vision of “Taranaki Wh nui,
He Rohe Oranga”, “Taranaki Together, a Healthy Community”.

SIGNATORIES
Joh_n Young Peter Catt
Chairman Deputy Chairman

Tony Foulkes
Chief Executive
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What We Want the Future to be Like (Te Matakite Ter a pea tonu
mea ake nei)

Taranaki Together, a Healthy Community
Taranaki Wh nui, He Rohe Oranga

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

together

Final Version Statement of Intent 2008-09 4



Our Aims (A matou wawata)
- 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 M ori 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

How We Work Together, and With Others (Ng Tikanga - Me Péhea nga
mahi ngatahi me etehi atu)

The actions and behaviours described below are how we aim to contribute to all our
relationships including those with our patients, clients, wh nau, funded agencies, staff
and members of the public. Therefore, we will work together by:

Treating people with trust, respect and compassion
Communicating openly, honestly and acting with integrity
Enabling professional and organisational standards to be met
Supporting achievement and acknowledging successes
Creating healthy and safe environments

Welcoming new ideas
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1.0 Introduction (Whakatuwheratanga)

1.1 General (Ko te tikanga)

Taranaki DHB is one of 21 DHBs established on 1 January 2001 in accordance with
Section 19 of the New Zealand Public Health and Disability Act 2000 (NZPHD Act 2000).
Taranaki DHB is categorised as a Crown Agent under Section 7 of the Crown Entities
Act 2004 (CE Act 2004). The CE Act 2004 (Section 49) states that the Board of Taranaki
DHB must ensure that the DHB acts in a manner consistent with its objectives, functions,
and this Statement of Intent (SOI).

This SOl is for the period 2008/09 to 2010/11. The SOI describes to Parliament and the
communities of the Taranaki District what Taranaki DHB intends to achieve over the next
three years in terms of reducing inequalities, promoting, enhancing and facilitating the
health and well-being of the people in our district. The SOI incorporates the governance
(the Board), funder and provider (e.g. hospitals, clinics) activities of the DHB.

Performance measures and targets are included describing how Taranaki DHB will
endeavour to reduce inequalities and improve the health and well-being of our
community over the next three financial (1 July to 30 June) years.

This SOl is aligned to and consistent with:
NZPHD Act 2000
CE Act 2004
Public Finance Act 1989 (and subsequent amendment acts)
Taranaki DHBs District Annual Plan (DAP)
Taranaki DHBs District Strategic Plan (DSP)
Taranaki DHBs District Crown Funding Agreements (CFA)
The New Zealand Health Strategy (2000)
The New Zealand Disability Strategy (2001)
He Korowai Oranga (M ori Health Strategy, 2002)
Te T huhu: Improving Mental Health 2005-2015 (2005)
The Health of Older People Strategy (2002)
The Primary Health Care Strategy (2001)
The Pacific Health and Disability Action Plan (2002)

This SOl includes:

A statement of forecasted service performance the DHB will seek to achieve
during 2008/09, and the two subsequent financial years, with non-financial
performance measures and targets for one of the three output classes (i.e., the
governance, funder and provider parts of the Taranaki DHB) it delivers — Details
in section 6.0 Forecast Service Performance.

Financial forecast for 2008/09 and the two subsequent years — Details in section
7.0 Statement of Financial Performance.

At the end of the year, auditors working on behalf of the Office of the Auditor-General

compare the performance planned in the SOI with the actual performance described in
the Taranaki DHBs Annual Report.
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1.2 Reporting to the Minister of Health (Nga Whakat akotoranga
ki te Minita Hauora)

Taranaki DHB routinely reports to the Minister of Health throughout the year. The table
below illustrates Taranaki DHBs major reporting requirements:

Regular Reporting Frequency
Taranaki DHB District Annual Plan (DAP) Annually
Taranaki DHB Annual Report

Taranaki DHB Statement of Intent (SOI)

Annual Financial Statements

Taranaki DHB Non-financial Quarterly

Reporting

Indicators of DHB Performance (IDP) 20" of the month following the end of
Hospital Benchmark Information each quarter (March, June, September,
Patient Satisfaction Template December)

Quarterly Risk Reports
Mental Health Volume Reporting
Personal Health Variance Reporting

Taranaki DHB monthly financial reports 12" of the month following

Taranaki DHB ad hoc reports As required

Information for Ministers/Select Committee  As required (within 10 working days of
request)

Base Hospital Inpatient Facilities Development Prog  ramme
A description of the proposed inpatient facilities development programme is referenced
under Key Financial Strategies.

1.3 Improving M ori Health and Reducing Health Inequalities
(Whakatakotoranga Hauora M ori me nga whakahekea M  ori
rereketanga)

In accordance with the Governments health strategies and policies, and in particular
Section 4 of the NZPHD Act 2000 ‘Treaty of Waitangi’, Taranaki DHB is committed to
reducing health inequalities and improving health outcomes for M ori.

We are committed to enabling greater M ori participation at all levels of the health and
disability sector. We have identified a number of ways in which to enable M ori to
contribute to decision-making and to participate in the delivery of health and disability
services within our DHB.

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 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 M ori will have an important role in developing and
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implementing health strategies for M ori. He Korowai Oranga — M ori Health Strategy,
emphasises that the relationship must be based on:

Partnership: working together with whanau, hapu, iwi and M ori communities to
develop strategies for improving the health status of M ori.

Participation: involving M ori 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 M ori.

Protection: ensuring M ori well-being is protected and improved as well as
safeguarding M ori cultural concepts, values and practices.

The Taranaki DHB is committed to the application of these Treaty obligations.

Giving Effect to the Treaty Principles

As a Crown agency, the Taranaki DHB considers the Treaty of Waitangi principles to be
implicit conditions of the nature in which the Taranaki DHB responds to M ori health
issues.

Taranaki DHB is committed to operationalising the Treaty of Waitangi and does so by
working in partnership with the regional M ori governance body “Te Whare P nanga
K rero” (TWPK). The Memorandum of Understanding between Taranaki DHB and
TWPK provides for M ori input into decision-making and performance monitoring at the
governance level.

In addition the DHB has strong operational relationships with Tui Ora, the regional M ori
Development Organisation that is the umbrella body for 13 M ori provider organisations,
as well as with the iwi-based provider organisations Ngati Ruanui and Nga Ruahine in
the south, and Te Atiawa in the north. These relationships are useful and essential for
facilitating the practical expression of Treaty of Waitangi obligations on a day to day
basis.

The application of Treaty obligations is an organisation wide responsibility that sits on
the shoulders of all persons throughout the Taranaki DHB, as well as all other
organisations involved in delivering health services to Taranaki communities.

M ori Members on the Board of the Taranaki DHB:

Kura Denness
Deputy Chair of the Hospital Advisory Committee (HAC)
Chair of the Finance Audit and Compliance Committee (FAC)

Tony Ruakere
Member of the Community and Public Health Advisory Committee (CPHAC)
Member of Disability Support Advisory Committee (DSAC)

Grant Knuckey

Member of the Hospital Advisory Committee (HAC)
Member of the Finance Audit and Compliance Committee (FAC)
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2.0 Our People (& matou Tangata)

This section describes Taranaki DHBs region. It outlines the geographical location and
the population profile, identifies health issues for the Taranaki district, and describes how
this operating environment influences the choices Taranaki DHB makes.

2.1 Population Information (Nuinga Téangata Rongo)

Who We Serve (Ko wai e whakaapa)

Taranaki DHBs area of responsibility covers 7,273 square kilometres on the mid west
coast of the North Island and is distinguished by Mt.Taranaki in the centre of the region.
Taranaki includes three territorial local authority districts; South Taranaki, Stratford, and
New Plymouth. Taranaki DHB also provides services to the Mokau area of the Waikato
region.

There are a few densely populated centres such as New Plymouth City in North
Taranaki, Stratford in Central Taranaki, and Hawera in South Taranaki. The rest of the
population is scattered in and around small rural centres.

Diversity

An initial analysis of the 2006 Census figures indicate that 104,274 people live in the
Taranaki DHB region, an increase of 1230 individuals when compared to the 2001
figures.

Compared to the New Zealand average, the Taranaki population has a much smaller
population of Pacific (1.3%) and Asian people (2.1%) and a higher proportion of
European (74.1%). There are 15,801 M ori people usually resident in Taranaki. The
population of M ori people living in Taranaki (15.2%) is similar to the rest of the country.
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Age Structure

2006 Census data indicates that there are relatively lower proportions of Taranaki
people in the 15 to 34 year age group (24.0%) compared to the New Zealand average
(27.1%). However, the proportion of people over the age of 65 years (14.8%) is greater
than the national average (12.3%). Over half of the M ori population in Taranaki is aged
less than 25 years (53.7%)

Age Distribution in Taranaki and New Zealand
2006 Census
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Socioeconomic deprivation is measured according to NZDep2001. There is a smaller
proportion of people in Taranaki who live in the most affluent and in the most
socioeconomically deprived areas in comparison to New Zealand overall. Within
Taranaki, a higher proportion of M ori live in the most socio-economically deprived
areas in comparison to non-M ori.
Projected Changes to our Population *

The population of Taranaki is predicted to decrease slowly over the next five years and
then more rapidly until 2021. By 2021, the Taranaki population is predicted to reduce by
8.4%. However, the population of New Zealand is predicted to continue to grow and to
increase by 17.2% over the same period. Although the overall population is projected to
decline, M ori and to a lesser extent Pacific people are projected to increase.

The number of people over the age of 45 years is predicted to increase in Taranaki from
2001 to 2021, particularly those over the age of 65 years.

Environmental Influences

The context within which the DHB plans, funds and provides services is informed by the
number of people within the DHB population, the rural nature of the district and the
inequalities that emerge in health outcomes.

! Health Profile for Taranaki DHB January 2007 can be found at www.Taranaki DHB.org.nz
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Key Health Issues/Challenges

In 2005 we undertook a global assessment of the health and disability needs of the
people of Taranaki. The assessment identified a number of areas where there is the
greatest opportunity to improve the health status of our population:

Children and young people
Older people

Chronic disease:
o Cardiovascular
o Cancer
o Diabetes
0 Respiratory disease

Mental Health and addiction

The 2005 assessment confirmed previous findings that M ori people have poorer health
than the rest of the population, dying on average eight years earlier than people who are
non-M ori. The incidence of chronic diseases such as cardiovascular disease, diabetes
and respiratory disease in M ori people is twice that of non-M ori. Higher proportions of
M ori are overweight or smoke which are risk factors for many chronic diseases. M ori
people are therefore a priority because they have more illness and use health services
more than the rest of the people of Taranaki. A third Taranaki Health Needs Assessment
was published in 20072, This report included a review of overall mortality and morbidity
information for Taranaki to identify any significant issues not included in the strategic
priorities listed above. Breast cancer particularly in M ori women, melanoma, sexually
transmitted illness and hazardous drinking were identified.

In 2005 we also undertook extensive consultation with our community, staff, providers
and other agencies using the results of the Health Needs Assessment, to develop our
10 Year District Strategic Plan 2005-2015 2.

As a consequence of this consultation process, two further strategic focus areas were
added which were priorities for our communities:

Oral health

Disability and access

Taranaki DHB cannot achieve the long term objectives of Taranaki Together, a Healthy
Community (Taranaki Wh nui, He Rohe Oranga) alone. Ensuring we have the right
capability (staff, infrastructure) will be vital to our success, along with strengthening and
maintaining our collaborative efforts with other agencies.

M ori Health

M ori people have poorer health than the rest of the population, dying on average eight
years earlier than people who are non-M ori. The incidence of chronic diseases such as
cardiovascular disease, diabetes and respiratory disease in M ori people is twice that of
non-M ori. In addition, a higher proportion of M ori is overweight or smoke which are
risk factors for many chronic diseases. M ori people are therefore a priority because

2 Health Needs Assessment 2007 can be found at www.tdhb.org.nz
® District Strategic Plan 2005-2015 can be found at www.Taranaki DHB.org.nz
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they have more illness and use health services more than the rest of the people of
Taranaki.

Disability Profile

Fifteen percent (15%) of people in Taranaki are aged 65 years and over compared with
12% of New Zealand’s population (2001 Census). This trend is expected to increase to
20% by 2021. Disabilities as a result of chronic disease, such as stroke, are health
issues in older people.

There is a higher than average uptake of aged residential care in comparison to the
national figures. Age residential care rates are lower for M ori and Pacific people when
compared to those ethnic groups nationally.

3.0 Nature and Scope of Activities (Momo me nga ho  kai
whakaharuru)

The activities of our DHB fall into three groups (or “output classes”):
Governance
Planning and Funding
Provision of Services

3.1 DHB Governance (DHB Whakahaere tikanga)

The governance structure for DHBs is set out in NZPHD Act 2000. The Board consists of
11 members and they have overall responsibility for the operation of Taranaki DHB.
Seven of the members are elected as part of the three yearly local body election process
(last held in 2007), and up to four are appointed by the Minister of Health.

The Board is responsible for the overall governance of the Taranaki DHB. Within this
role the functions carried out directly by the Board include:

Approving major strategic and policy documents including the District Strategic
Plan, District Annual Plan, Budget and considering recommendations on key
issues

Monitoring the implementations of the District Annual Plan and Budget
Monitoring the operating performance of the organisation

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

Ensuring the Taranaki DHB acts legally and responsibly

Appoints, evaluates and supports the performance of the Chief Executive

The governance of a DHB is a diverse and complex undertaking and the Board has
established five Committees so that it can carry out its responsibilities effectively as
illustrated in the diagram below. Three of these Committees are requirements of the
NZPHD Act 2000, i.e. they are statutory Advisory Committees. The Disability Support
Advisory Committee (DSAC) and Community and Public Health Advisory Committee
(CPHAC) operate with a shared membership.

The balance of skills and experience of the board is kept under regular review.
Additional knowledge and expertise has been recruited to assist where needed with the
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work of the Advisory Committees. The board publishes when and where it or its Advisory
Committees meet and members of the public are welcome to observe most of the
meetings, other than items of a confidential or commercial nature.

- N

(FAC)

Y
A

o J

3.1.1 Managing Organisational Health and Capability (R pu whakahaere
whakaritea Hauora maia)

Quality and Safety, Risk and Management of Risks
The Taranaki DHB is committed to the delivery and funding of quality services by all
health and disability providers within the district. Quality assurance systems and

Final Version Statement of Intent 2008-09 13



procedures are in place to ensure services undergo performance measurement (usually
focused on service content, delivery specifications and patient/client outcomes).
Continuous quality improvement is the response to this quality activity and supports the
vision of the Board — Taranaki Together, a Healthy Community.

Improvements in patient and staff safety, practice service delivery and risk mitigation are
supported by the Taranaki DHB, recognising that there needs to be a balance
maintained between achieving the necessary improvements, mitigating risk and the
costs of doing so. The tension and challenge lies in finding this balance. We continue to
broaden our quality and risk management approach from the Taranaki DHB Hospital
provider as our key point of reference, to an approach that involves the entire health and
disability sector in Taranaki, particularly engaging with clinicians and clinical services.

The annual Taranaki DHB Quality and Risk Plan facilitates the progressive achievement
of the Taranaki DHBs vision by:
Continuously improving all services, processes and activities relevant to the
quality of care and the service provided or funded, including the use of
patient/client feedback
Identifying and managing serious risk with appropriate mitigation strategies
The plan outlines organisation wide goals and links into the Taranaki DHBs
District Annual Plan and the Ministry of Health's IQ Action Plan: Supporting the
Improving Quality Approach provides direction for all health and disability
services in Taranaki, building upon that successfully applied in the Taranaki DHB
Provider services.

In addition to our local quality focus, Taranaki DHB is committed to the National Quality
Improvement Committee Programme as described below:

There are five priority project areas in the Quality Improvement Committee (QIC)
programme. Below is a description of what is planned for 2008/09.

This is Year 1 of a multi-year programme. The expected outputs are therefore focused
on establishment of the projects at the lead DHB level and the delivery of the first
phases of the projects.

1. DHB Collective Commitment to the National Quality | mprovement
Programme: Taranaki DHB will work at both the national collective level and at the
DHB level to deliver the QIC programme over the next 3-4 years. Each project will
be run by a lead DHB with help from other DHBs. Both resources from the lead
DHB and DHBNZ will be used to run the programme and to help other DHBs
implement the outcomes from the projects.

Taranaki DHB is committed to actively working with the national collective to
support the lead DHBs and to ensuring that we as a DHB are prepared in terms of
planning and resourcing to implement the results of these projects as they become
available.

We acknowledge that 2008/09 is the establishment phase for the programme. The
lead DHBs will begin to deliver the first outputs by the end of 2008/09. We expect
to be actively gearing up our DHB over 2008/09 to be ready to start implementing
outputs by the end of 2008/09. We expect our commitment to resources to
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increase over the 2009/10 calendar years as the programme enters its
implementation phase.

We note that many of the projects have a significant IT component that is yet to be
funded. We will continue working with the Ministry at the national collective level to
ensure investment decisions are made in a timely manner.

2. DHB Activity at the Local Level for 2008/09:  The following table sets out a range
of deliverables for the 2008/09 financial year. The table has two columns, the
second contains paragraphs that we believe will be the minimum DAP
requirements for DHBs. There is one optional requirement (3a) related to whether
the DHB wants to be a test hospital for the Infection Prevention and Control
Project.

DHB Local Activity for the National Quality Improve ment Programme

1 Optimising the Patient Journey

a) | The DHB will be actively participating in the collaborative process that will last 18
months and will include launch and close events, plus bi-monthly collaborative
workshops

2 Management of Healthcare Incidents

a) | This DHB commits to using the nationally developed incident management policy
when it becomes available

b) | Any agreed revisions to the policy and guidelines for incident management will
be implemented by the DHB by December 2008

c) | The DHB will market/promote the national programme across the DHB

d) | The DHB will release staff for the comprehensive training programme on incident
management

3 Infection Prevention and Control

a) | The DHB intends to enroll as a test hospital to test the standardised operating
protocols for hand hygiene - Optional

b) | The DHB will participate in the three national learning sessions with DHBs to
educate local teams on the guidelines, the implementation strategy,
improvement method and achieving change

c) | The DHB will implement the infection prevention and control strategy when it
becomes available

4 National Mortality Review Systems

a) | The DHB will work with the National CEO Group (via the Lead CEOQO) and the
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Ministry of Health to assist other DHBs in the establishment of a local Child and
Youth Mortality Review Committee

5 Safe Medicines Management

a) | The DHB will implement the new national drug chart in its hospital/s by the end
of the 2008/09 financial year

b) | The DHB will initiate medicines reconciliation services by the end of 2008/09
financial year

3. Framework for consolidated reporting - as per QIC O  versight Arrangements
Chart: DHBs have agreed on structures and processes to manage the National
Quality Improvement Programme at both the local and collective levels. The Lead
DHB CEOs will steer the project and produce a regular consolidated report that will
be used to update DHBs, Ministry of Health and the Quality Improvement
Ministerial Committee.

4. Performance measures which will be put in place to track the targets you set
to implement the QIC programmes: Taranaki DHB will respond to the
Performance Measures set out in the CFA.

5. Reporting milestones for the achievement of these t  argets: These will be
included in the CFA.

Managing Key Aspects of Capability

Capacity constraints and the urgent need to bring existing structures to the standards
found in hospitals elsewhere in New Zealand, as well as meeting modern practice
standards in clinical safety and patient care are driving the case to undertake a
redevelopment of the Taranaki Base Hospital inpatient facilities. The current inpatient
accommodation is housed in buildings reflective of the 1960’s.

Over recent years, changes in regulatory and compliance codes (both clinical and non
clinical) have proved rigorous, placing pressure on existing facilities to become
compliant with new guidelines and accreditation recommendations.

Infrastructure and capacity constraints are also becoming evident as additional staff are
required to resource national programmes and initiatives (e.g. NIR programme,
orthopaedic initiative) and deliver Mental Health Blueprint Projects. The increased levels
of activity outside the core services area is placing added strain on general support
systems, IT and office space. The net result is the critical awareness within Taranaki
DHB that existing support systems and in particular facilities, will need to be
reconfigured or expanded to meet the growth in demand.

A preliminary Facilities Development Plan was scoped in 2002/03, around which the
redevelopment of Base Hospital inpatient and clinical block is expected to be progressed
over the medium term. This plan will be reviewed in conjunction with the current
assessment of services delivery for the district and dove-tailed with the recently
completed Clinical Services Plan.

A Business Case was developed during the course of 2006/07 based on the outcome of
the reviews and forwarded to the Ministry for approval, in addition to seeking a funding
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allocation from the National Capital Development Pool which has been established for
this purpose.

Taranaki DHB meets the requirements of the National Service Coverage document as
specified in the Operational Policy Framework and Service Coverage schedule. At the
time of writing, Taranaki DHB has not identified any exceptions to the Service Coverage
Schedule for 2008/09.

During 2008/09 the DHB will begin a systematic review of DHB and Specialist Service
delivery to identify opportunities to bring costs to a level which is sustainable within our
future funding. This work will link to other DHBs through the Value for Money programme
and the DHB will participate in the development of a Long Term Sector framework by the
Ministry of Health to ensure that this learning is embedded in our future plans. It is
anticipated that proposals for new models of care and new patterns of service delivery
will emerge as this work progresses together with necessary service redesign for the
proposed reconfiguration of New Plymouth Base Hospital facilities.

Information Services
Our shared service agency, Health Intelligence (HIQ) is responsible for the
implementation and maintenance of our IT infrastructure and support.

The Taranaki DHB Information Services Strategic Plan (ISSP) 2008/10 describes how
Taranaki DHB will use information, communication and technology (ICT) to improve,
promote, protect and care for the health and wellbeing of the people of Taranaki.

It reflects the strong health/ICT framework that has developed in New Zealand through
Ministry of Health planning, the Health Information Strategy for New Zealand,
e-government initiatives and increasing collaboration between DHBs especially at the
regional level. Taranaki DHB has participated in the development of the Midland
Regional Information Services Strategic Plan and has considered it in the development
of the ISSP.

The ICT vision for Taranaki DHB is to:

Support a healthy community through the provision o f accurate and timely
information and leadership in the use of integrated information, communications
and technology.

Investment in hospital and DHB systems remains a high priority and this ISSP
specifically supports the development of the proposed new hospital facility and
associated change programmes. A significant focus is also needed on improved
integration between health providers and access to information and technology in the
community and primary care settings.

It is clear that the information technology (IT) and systems in place today will not support
these goals or be sustainable for Taranaki DHB. Many of the core applications require
review and investment to ensure stability and better support business requirements,
while some require a strategic review of business needs and potential system
replacement or major development.
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Initiatives Business Owner | Cost Capex
Timing

Clinical Portal General B 08/09
Manager,

Implementation of the Clinical Portal Strategy Hospital B 09/10
Services

Chronic Disease Management General B 07/08
Manager,

Tools to capture clinical risk factors at the Planning and B 08/09

point of care and provide decision support Funding

capabilities will aid programs targeting the more

effective management of consumers with

chronic conditions.

There may be several chronic conditions that B 09/10

may be considered, with corresponding

configuration of electronic tools to cater for each.

Existing initiatives such as TARDIS* might utilise

the same toolset

Citrix Upgrade Operations A 07/08
Manager, HIQ

Application Migration and Implementation B 08/09

The migration of Citrix applications to the new

platform will take advantage of the added

functionality which is available

Estimated capital costs are shown as:
A = ($100K)
B = ($250K)

Workforce Development and Managing Organisational H  ealth

Medium-term plan: The people who work for the health employers in our District into
the future are likely to be different in their needs, motivations and behaviours than the
people in current employment. Delivering on this will require excellent leadership,
people, culture, relationships and processes.

Short-term plan: Over the next 12 months we will conduct analysis of the information in
our Human Resources Information System and review existing Human Resource
policies, documents and systems to ensure our recruitment, appointment, development,
promotion and remuneration practices allow us to compete successfully for employees in
what is projected to be an extremely challenging labour market over the next 2-3
decades. We will also work collaboratively through DHBs Future Workforce Plan to
implement agreed healthy workplace initiatives.

This will place us in an excellent position to take the most appropriate action (in the
following year) to do everything we can to ensure that we are a good employer and an
employer of choice.

* TARDIS - Taranaki Adult Renal Disease Project
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Section 11(2) © of the Health and Disability Services Act 1993 states that one of the
objectives of Crown Health Enterprises is to be a good employer. “Good employer” is
defined in Section 2 of the Act as meaning an employer who operates a personnel policy
containing provisions generally accepted as necessary for the fair and proper treatment
of employees in all aspects of their employment and includes provisions relating to
providing good and safe working conditions. Taranaki DHB demonstrates this in its
Human Resource policies, including the Harassment Policy, recruitment policy, Equal
Employment Opportunities (EEO) policy and Code of Conduct.

Productivity and Value for Money

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. 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 pursue short-term initiatives to provide immediate gains, while
progressing a series of longer term initiatives to achieve sustainability.

The following key initiatives are expected to result in efficiency gains within the Hospital
Provider Arm during 2008/09:

Initiative Proposal Potential ($) Impact

1 | Reduction of service Align employed FTE's $300K Reduce service cost
costs with contracted services

2 | Manage Clinical supply | Efficiency reviews + $750K Contain cost growth
costs. contract negotiations +

VEM initiatives

3 | Manage Efficiency & process $600K Contain cost growth
pharmaceutical and reviews
diagnostic costs.

4 | Reduce general Internal cost controls $200K Contain cost growth
operating overheads

5 | Discretionary Capped budgets $450K Contain cost growth
expenses
TOTAL $2,300K

The DAP 2008/09 has recognised the impact 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 of the District Annual Plan 2008/11. Other longer
term projects as noted earlier are also being progressed, and these should generate
more permanent and sustainable results.

Faced with a cost to funding gap in its operating budget for 2008/09, the Hospital
Provider Arm will continue to explore all practicable options with the aim of reducing its
overall cost of services delivery, whilst improving productivity and efficiency of
operations. This financial recovery plan is an ongoing process, and is expected to span
more than one fiscal year in view of their strategic components and broader implications.
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The following initiatives are expected to provide Value for Money:

Initiatives Potential $
1 | Review staffing & Roster Patterns | $400K
2 | Review of Diagnostic Usage $600K
3 | Consolidation of Services $540K

3.2 DHB Planning and Funding (DHB Kei nga kaupapa m e nga
kohi moni)

The SOl is a key governance document that lays out the planning and funding
responsibilities of Taranaki DHB and the Board. Taranaki DHB is responsible for
planning and funding the public health and disability services provided in our region
according to national health and disability strategies and the needs of people in our
region.

Planning and Funding is responsible for co-coordinating the involvement/input by
departments and stakeholders in the writing of planning documents including the SOI.
The Planning and Funding Department is responsible for processes like the Health
Needs Assessment (HNA) that identifies the need for health and disability services in our
region. Planning and Funding staff also ensure that the communities of our region are
involved in the planning that we do. The Planning and Funding Department makes sure
that any advice it provides the Board matches with the national strategies and
Government policy. The Department is also responsible for developing services where
they have identified gaps in the services already provided.

The Planning and Funding Department is responsible for planning, undertaking service
contracting, monitoring and evaluation of service delivery, including audits for the
following services:

Primary care

Hospital and specialist services

Mental health services

Support services for people with disability (including residential services)
M ori health

In funding these services, Taranaki DHB will strive to maintain and improve the health of
the people in our region within the funding allocated. Taranaki DHB receives funding
from the government for most Personal Health, Mental Health, M ori Health and Over-
65s’ Services in line with a national Service Coverage Schedule. Funding for Public
Health and Under-65s’ Disability Support Services is not made through the DHB, but
directly from the Ministry of Health to the organisations that provide those services.

Taranaki DHB local priorities were determined during the Strategic Planning process in
2005 and were based on the 2005 Health Needs Assessment, in conjunction with the
extensive consultation undertaken with the community. These priorities match the
national priorities and the Minister of Health's Letter of Expectation.
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3.2.1 Primary Health Care (Matua Tiaki Hauora)

A strong Primary Health Care system (as outlined in the New Zealand Primary Health
Care Strategy) is central to improving New Zealanders’ overall health, and to reducing
health inequalities between different groups. New Zealand is experiencing a much
higher prevalence of chronic conditions, such as diabetes and cardiovascular disease.
Some groups of New Zealanders suffer from these conditions more than others, for
example, M ori, Pacific peoples and low-income New Zealanders. Chronic disease
requires increased focus to ensure that it is recognised and managed effectively.

The three national goals from the Primary Health Care Strategy are:

Transparent national priorities:  DHBs, Primary Health Organisations (PHOS)
and the Ministry of Health focus on national health priorities and work
collaboratively to improve sector performance.

Collective stewardship and governance: Community and PHOs are engaged
to identify population needs and targeting responses consistent with national
priorities.

Enhanced delivery: A continuum of accessible services is focused on reducing
the incidence and impact of chronic conditions.

Primary Care in Taranaki

Approximately 95% of the Taranaki population is registered across our three Primary
Health Organisations, and one General Practitioner remains outside the PHO
environment.

Primary health services in Taranaki are provided by:
75 General Practitioners
23 Dental Practices
26 Pharmacies
19 Mental Health Community Service providers
16 Community Personal Health providers
23 M ori providers
2 Radiology providers
2 Community Labs
34 Rest Homes

Taranaki has unique geographic considerations. Our relative isolation from the rest of
New Zealand means travel to other centres for tertiary care is not easy. Low population
density in our rural areas means that any health care set in such areas requires people
to travel to access primary health care services and communities are often too small to
sustain any form of locally-based health and disability services.

The following diagram demonstrates what action will be undertaken and what funding
will be committed to the Primary Health Care sector:
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3.2.2 DHB Provider Arm, Hospital and Specialist Ser  vices (DHB Kaiwhéangai
Ringa H hipera Motuhaka Whakatikatikaina)

Taranaki has two hospitals and five Community Health Centres:
New Plymouth Base Hospital (236 beds)
Hawera Hospital (31 beds)
Health Centres are located in Waitara, Stratford, Opunake, Patea and Mokau
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The majority of Taranaki DHBs staff is employed in the Hospital and Specialist Services
and the five Community Health Centres. They are part of a network which provides a
wide range of inpatient, outpatient and community based health services across
emergency, critical care, surgery, medicine, oncology, radiology, laboratory, women’s
and child health, mental health, public health, disability support services (65+ years),
allied health and related support services.

An important focus for the Provider Arm is the delivery of orthopaedic and cataract
initiative targets. These will be achieved through the close liaison between the Core
Quality Indicators (CQI) Co-ordinator and the MoH electives team with regard to the
annual plan for delivery. Taranaki DHB has also purchased an additional 39 joints from
its provider in order to achieve the eventual target of 301 joints per annum.

Additional electives funding of $1.95M has been allocated to Taranaki DHB by the
Ministry of Health. The DHB intends to purchase services in order to achieve standard
discharge ratios comparable to the rest of the country while also addressing waiting list
pressures where possible.

Taranaki DHB specialties currently use a nationally recognised scoring tool for all
surgical specialties. The patients are scored by the Consultant and are put on to the
wait list. Patients are then selected by priority and waiting time for a theatre date. The
waiting lists are monitored and maintained under these conditions.

Taranaki DHB continues to achieve ESPI compliance. It will continue to monitor and
manage processes which have been put in place to ensure ongoing ESPI compliance.

Processes have been implemented to ensure data is clean and correct (see bullet points
below).

Taranaki DHB will continue to work on the Productivity and Efficiency Plans for elective
services procedures times and theatre Utilisation, to ensure maximum efficiency is
reached prior to the new facility.

The merging of the booking systems is in its infancy stage and implementation of the
nurse led preadmissions is well underway.

Taranaki DHB is diligent with wait list management of the individual specialties. The
ongoing communication between management and the clinicians assists greatly with
this.

Taranaki DHB has improved elective service delivery by implementing the following
strategies:
Pre-admission coordinator role to manage alternate processes for unfit patients
Deferred process when patients decline surgery dates for personal reasons

The new Ministry of Health Orthopaedic Scoring Process is being trialed for
12 months in line with our own internal scoring of all orthopaedic initiative
patients waitlisted for joint replacement. Once this trial has been completed, the
consultants will validate the need to change
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Ability for GPs to use the nationally recognised scoring tool for patients requiring
Laparoscopic Sterilisation

Publishing of wait times for all consultants to GPs

Clerical staff awareness of process and reasons for wait list management
Patient pre-admission process refined

Nurse led pre-admission clinics

Utilise operating theatre capacity

Active review processes in place for Orthopaedics, ENT, General Surgery,
Urology, Ophthalmology

Nurse led exercise tolerance test clinics
Health screening of patients for anaesthetic requirements

“Did Not Attend” (DNA) process in place for patients not attending clinic
appointments

Clinician involvement in IT strategic changes
Weekly and monthly meetings with Consultants to update on elective delivery
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Key contracted service outputs

Taranaki DHB Planning and Funding contracts with the DHB Hospital Provider each year. As part of this contract the hospitals agree to
rovide certain ‘outputs’, these are listed in the table below:
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NB Please note that due to change from Victorian Weis11 case-weight model to WeisNZ08, direct comparison between one year and the

next is not possible without significant formula/calculation description

® A case-weight is the way services are bought. The more expensive the average cost is to treat and care for a person with a certain condition the higher the caseweight for that

condition.

® FTE stands for Full Time equivalent and is way of measuring staff

" Bed days describe how many hospital beds are occupied by patients and for how long

Final Version Statement of Intent 2008-09

25




3.2.3 Elective Services (ie, booked surgery) (Whaka turia whakatikatikaina (ie,
Tapuia kokoti)

Taranaki DHB is committed to meeting the Government's expectations around elective
services, particularly in the three key policy areas of:
Patient Flow Management. Our DHB will comply with all Elective Services Patient
Flow Indicators (ESPIS)

Level of Service (volumes, case weighted discharges , standardised
intervention rates/standardised discharge ratios): Our DHB will ensure that the
hospital provides the amount of operations that they are contracted to do. We will
deliver on our commitments in respect of the Orthopedic and Cataract initiatives. We
will review the key operations we perform to ensure we are delivering the right level
of service for the people in our region

Order of Service (Prioritisation):  We are committed to making sure that patients
are assessed and prioritised for surgery on a consistent basis, and that they then
receive surgery according to the priority they were given

Additional Elective Funding

On 19 May 2008 Taranaki DHB received advice from the Ministry of Health of further
funding of $1.2M to support the provision of additional ambulatory services and elective
services, including orthopaedic and cataract procedures. We are pleased that this funding
provides us with the opportunity to enhance service delivery for the benefit of our population.

While we have signalled the uptake of this additional funding in our financial templates,
agreement still needs to be reached with the Ministry of Health as to what services can be
delivered within the available funding.

Key risks relate to the complexity of procedure which the Ministry of Health expect to
fund through the orthopaedic initiative; the number of low case weight equivalent procedures
historically delivered through the additional elective initiative which will now be transferred to
the Ambulatory initiative, and the DHB's expectation that clinical prioritisation should not be
skewed by the additional investment. We acknowledge that there is no expectation that the
number of discharges in 2008/09 will increase as a result of the additional funding. However
it should be noted that the total number of procedures delivered through the Orthopaedic
initiative, Cataract initiative, Ambulatory initiative and Elective initiative need to be taken into
account in comparing 2008/09 activity with 2007/8 activity. Furthermore delivery of a 15%
increase in discharges for Improving Electives Services Health Target in 2009/10 will be
dependent on adequate funding to reflect the complexity of the population need. It should be
noted that Taranaki DHB has set targets which exceeds the national targets.

3.2.4 Mental Health Services (Hauora Hinengaro whak atikatikaina)

Taranaki DHB provides services on the basis of the written strategy Te T huhu: Improving
Mental Health 2005-2015. Te T huhu builds on the current mental health strategies and
draws together Government interest in mental health and addiction, and sets out
Government outcomes for mental health and addiction. Specifically, Te T huhu broadens
the Government’s interest in mental health from people who are severely affected by mental
illness to include all New Zealanders — while continuing to place emphasis on ensuring that
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people with the highest needs can access specialist services. Therefore, Te T huhu builds
on past successes, establishes a platform to maintain momentum and provides a mandate
for leadership.

The 10 leading challenges or action priorities that Taranaki DHB is endeavouring to achieve
to meet mental health and addiction outcomes are:

1. Promotion and Prevention

2. Building Mental Health Services

3. Responsiveness

4. Workforces and Culture for Recovery
5. M ori Mental Health

6. Primary Health Care

7. Addiction

8. Funding Mechanisms for Recovery
9. Transparency and Trust

10. Working Together

Blueprint Funding
Taranaki DHB has been allocated $800K to apply to Blueprint funding for new Mental Health
Services and intends to focus on the following strategic areas:

Older people

Child and Youth

Supporting environment

This funding flow is demonstrated below:
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3.2.5 Health and Disability Support Services (Hauor a Hauatanga Awhina
Whakatikatikaina)

Older People Services

Taranaki DHB is progressively implementing its Health of Older People Strategy.
Implementing the strategy by 2010 may require our DHB to review and refocus our current
services to better meet the needs of the older people in our community now, and in the
future. Our local Health of Older People plan and strategic plan set out how we will develop
more integrated health and disability services that are responsive to older people's varied
and changing needs.

! It ]

I ! I

! ! ]
time

I ! !
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Other Support Services

The services provided for people with disabilities are designed around the New Zealand
Disability Strategy. Taranaki DHBs vision is to have a fully inclusive community, where
people with disabilities can live in a society that highly values them and continually
enhances their full participation.

The Taranaki DHBs Disability Action Plan 2007/10 will guide Taranaki DHBs implementation
of New Zealand Disability Strategy (NZDS) 2001 with the following actions:
Adopt a definition of disability
Standardise disability information
Establish a formal link with disability communities
Embed disability awareness in Taranaki DHB, workforce processes, activities and
programmes
Ensure a disability focus: Taranaki DHB planning processes, activities and
programmes
Implement a process to identify how disabled people are recognised in Taranaki
DHB activities

The next year will see the continuation and commencement of a number of actions from
Taranaki DHBs, Disability Action Plan. This will include the recording of Disability
information for both PHO referrals and Provider Arm admissions; ongoing provision of
information and training for staff on disability issues.

3.2.6 M ori Health (Hauora M ori)

Whakat taka® sets out to achieve change within DHBs. DHB activities are directed at
improving M ori health rather than efforts being concentrated on ad hoc programmes and
initiatives. It seeks to build on the strengths and assets within wh nau and M ori
communities. There are four pathways for action:

Te Ara Whakahaere: Pathway Ahead — Implementing Whakat taka
Te Ara Tuatahi: Pathway 1 — Developing wh nau, hapu, iwi and M ori communities

Te Ara Tuarua: Pathway 2 — Increasing M ori participation throughout the health and
disability sector

Te Ara Tuatoru: Pathway 3 — Creating effective health and disability services

Te Ara Tuawh : Pathway 4 — Working across sectors

The Pathways for action in Whakat taka 2006/11 continue and are integral to Taranaki
DHB. Four priority areas have been identified:
Building quality data and monitoring M ori health
Developing whanau ora based models
Improving M ori participation at all levels of the health and disability sector
particularly workforce development and governance
Improving primary health care

8 He Korowai Oranga: M ori Health Strategy sets the direction for M ori health development in the health and disability sector for 2002-2012 years.
Whakat taka: M ori Health Action Plan 2006-2011 outlines what will be done to put the strategy in place. They are available on www. moh.govt.nz
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Specific DHB actions will be identified in Whakat taka Tuarua 2006/11.

Build Maori Maori Service

$300K $625K $225K

Maori

Planned Build Maori Maori

. Maori Maori Maori
Logic

Enable Maori

Maori Maori

Maori

Maori health _
sector Maori

4.0 DHB and Intersectoral Collaboration (DHB Whakaw hitia
Mabhi tahi)

National

Taranaki DHB actively participates in national collaborative work in areas such as Value for
Money, National Quality Improvement Programme, procurement, and DHB New Zealand
workforce activity.

Regional

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

HealthShare is a shared service agency between the five Midland DHBs whose core
business is to undertake audit of non-DHB providers.

Intersectoral Collaboration

Taranaki DHB is an active participant of the Future Taranaki Facilitation Group (FTFG)
which was formed in 2004 out of a collaborative regional partnership between a wide and
varied range of agencies. The FTFG member organisations currently comprise:

Taranaki DHB

Ministry of Social Development
Te Puni Kokiri

Venture Taranaki Trust

New Plymouth District Council
Stratford District Council

South Taranaki District Council
Taranaki Regional Council

The purpose of the group is to provide a framework through which these and other
organisations can be encouraged to collaborate to deliver the seven community outcomes
identified for the Taranaki region. These outcomes are:
Secure and Healthy: Region is a safe, healthy and friendly place to live, work or
visit
Sustainable : Region appreciates its natural environment and its physical and human
resources in planning, delivery and protection
Prosperous : Regional economy is sustainable, resilient and innovative, prospering
with the natural and social environment
Together : Region is caring and inclusive, works together and enables people to
have a strong and distinctive sense of identity
Vibrant : Region provides high quality and diverse cultural and recreational
experiences, and encourages independence and creativity
Connected : Region has accessible and integrated infrastructure, transport and
communication systems that meet the needs of residents, businesses and visitors
Skilled : Region values and supports learning so all can play a full and active role in
social, cultural and economic life

Three key projects are being undertaken by FTFG all of which link to Taranaki DHBs
strategic aims:

1. Working Together for a Smokefree Taranaki:  Taranaki DHB is the lead agency for
this project, which aims for Taranaki to become the first Smokefree province in New
Zealand by Smokefree Day 2009

2. Safer Families, Safer Communities — Eliminating Fam ily Violence in Taranaki:
The Ministry of Social Development is the lead agency for this project, which aims to
provide intervention, education and support in workplaces

3. Regional Skills Strategy: This project is led by Venture Taranaki Trust, with the
New Plymouth District Council. The aim is to ensure that the region’'s supply of
labour meets its potential demand
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Multi parent subsidiaries and associate companies

1. Taranaki DHB and Capital and Coast DHB have a joint venture arrangement (HIQ
Ltd) to provide IT services to both DHBs. In pursuant of the provisions of Section 157
of the Crown Entities Act 2004, HIQ Ltd has received exemption to prepare an
independent Statement of Intent (SOI), with an undertaking that the shareholding
DHBs (Taranaki DHB and Capital and Coast DHB) would provide appropriate
information on HIQ Ltd activities and operating plans in their respective SOI.

2. Allied Laundry Services Limited (ALSL) is a shared services arrangement between
4 DHBs for the provision of laundry and linen services. The participating DHBs are
Hawkes Bay DHB, MidCentral DHB, Taranaki DHB and Wanganui DHB. In pursuant
of the provisions of Section 157 of the Crown Entities Act 2004, ALSL has received
exemption to prepare an independent Statement of Intent (SOI), with an undertaking
that one of the shareholding DHBs (MidCentral DHB) would provide appropriate
information on ALSLs activities and operating plans in its SOI.

Information and Communication Technology Services ( ICT) — HIQ Ltd

HIQ Ltd. (HIQ) is shared services joint venture arrangement between Capital and Coast
DHB and Taranaki DHB (DHBs). HIQ Ltd. embodies the obligations and delivery of IT
services on behalf of its two shareholding DHBs to their respective communities, whilst
bringing together the synergies and efficiencies of the individual DHBs onto a more cost
efficient single platform.

The primary objective of HIQ Ltd. is the generation of cost efficiencies through joint capital
investment and common software platforms thereby bringing greater synergies to ICT
operations across the two DHBs. The IT functions were transferred to HIQ by the DHBs in
the first part of the 2004/05 fiscal year by combining the IT personnel of the two DHBs into
one centralised unit working across two sites in Wellington and New Plymouth. HIQ
currently does not provide services to private organisations, other than affiliates and
organisations closely aligned to the the DHBs and its operations. The philosophy and social
objectives of HIQ Ltd. are in line with that of the shareholding DHBs.

The operating budget of HIQ Ltd. for the year 2008/09 is enclosed. The accounting policies

adopted by HIQ Ltd. for measurement and reporting of its financial results are similar to that
of its shareholding DHBSs, and as disclosed elsewhere in this Statement of Intent.
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HIQ Limited

STATEMENT OF FINANCIAL PERFORMANCE

($'000)

Revenue
Expenditure

SURPLUS/(DEFICIT)

STATEMENT OF FINANCIAL POSITION
('000)

Opening Equity
Equity issued
Surplus/(loss)

Shareholders funds

Represented by
Current assets
Non-Current assets
TOTAL ASSETS

Current liabilities
Non-Current liabilities

TOTAL LIABILITIES

NET ASSETS

STATEMENT OF CASH FLOWS
(000)

Cash Inflow/(Outflow) from Operating Activities
Cash Inflow/(Outflow) from Investing Activities
Cash Inflow/(Outflow) from Operating Activities

Net Increase/(Decrease) in Cash Held
Plus Opening Cash

CLOSING CASH BALANCE

2006/07 2007/08 2007/08 2008/09
Audited Plan Forecast Plan

15062 19034 19322 21678

15432 19034 19761 21678

-370 0 -439 0

30 Jun 2007 30 Jun 2008 30 Jun 2008 30 Jun 2009

Audited Plan Forecast Plan

11,503 11,286 11,286 25,847

0 15,000 15,000 7,500

(217) 0 (439) 0

11,286 26,286 25,847 33,347

817 1,286 1,500 1,287

22,944 30,000 29,347 33,560

23,761 31,286 30,847 34,847

4,733 2,000 2,000 1,500

7,742 3,000 3,000 0

12,475 5,000 5,000 1,500

11,286 26,286 25,847 33,347
2006/07 2007/08 2007/08 2008/09
Audited Plan Forecast Plan

5388 7787 7297 12050

-10061 -12787 -9787 -15631

4702 5000 2500 3600

29 0 10 19

8 37 37 47

37 37 47 66

5.0 Impacts, Outcomes and Objectives (Nga Papatanga

Otinga whainga)

This section outlines what our DHB hopes to achieve over the next three years. The
impacts, outcomes or objectives listed are based on Government policy and describe how
our DHB will contribute to the Governments policy direction for the whole of New Zealand.
The details of what our DHB will do, were developed through a Health Needs Assessment
(HNA) www.tdhb.org.nz and District Strategic Plan (DSP) www.tdhb.org.nz
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5.1 National Outcomes for DHBs from the NZPHD Act 2 000 (Otinga
a lwi for DHBs from the NZPHD ture 2000)

The national outcomes to which Taranaki DHB will contribute are:
To reduce health inequalities by improving health outcomes for M ori and other
population groups
To reduce, with a view to eliminating, health outcome inequalities between various
population groups within New Zealand, by developing and implementing, in
consultation with the groups concerned, services and programmes designed to raise
their health outcomes to those of other New Zealanders
To improve, promote, and protect the health of people and communities
To improve integration of health services, especially primary and secondary health
services
To promote effective care or support for those in need of personal health services or
disability support services
To promote the inclusion and participation in society and independence of people
with disabilities
To exhibit a sense of social responsibility by having regard to the interests of people
to whom it provides, or for whom it arranges the provision of services
To foster community participation in health improvement, and in planning for the
provision of services and for significant changes to the provision of services
To uphold the ethical and quality standards commonly expected of providers of
services and of public sector organisations
To exhibit a sense of environmental responsibility by having regard to the
environmental implications of its operations
To be a good employer

5.2 National Priorities for 2008/09 (Government Pol icy) (Nga mea
tuatahi & Iwi for 2008/09 (Kawanatanga Kaupapa))

The Minister of Health’s ‘Letter of Expectations’ for 2008/09 identifies the Minister’'s specific
priorities. These expectations, in addition to health and disability strategies and our DSP,
enables this DHB to plan for 2008/09. This planning will include all national strategies, which
are available on the Ministry of Health website www.moh.govt.nz

5.3 DHB Impacts, Outcomes or Objectives Specific to Taranaki DHB
(Poari Hauora Takiwd me nga arid tukunga iho, whain gat turu
ki te Poari Hauora Takiwa o Taranaki)

This section provides an overview on our work plan and how it overlaps and interacts across
continuum of care. The following pages then demonstrate specific targets,
outcomes/outputs, objectives and performance measures.

A third Taranaki DHB Health Needs Assessment was undertaken in 2007. The assessment
presents demographic information and indicators for the priority areas in Taranaki DHBs
District Strategic Plan (2005-2015) and District Annual Plan. The indicators present
information on the health outcomes, demographic characteristics, risk and protective factors
and cancer screening service use of the population in the Taranaki DHB region. As a
province our health needs are comparable to similar population groups within New Zealand
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and New Zealanders overall. Significant differences for Taranaki DHBs priority areas and
common risk and protective factors are outlined in the Needs Assessment. The following
strategic priority areas have been identified:-

Children and Young People

Ensuring children and young people stay well and enjoy healthy lifestyles now; they will
have better health as adults and live longer lives. Poor health in the childhood and
adolescent years often leads to poorer health as an adult. Habits developed in early life very
often carry on into adulthood.

Older People

The over 65 population in Taranaki is growing faster than the rest of New Zealand. While
many older people are fit and healthy, this age group is more likely to have a disability and
suffer from a chronic illness than any other age group.

Chronic Disease

Chronic Disease including cardiovascular disease and cancer, diabetes and respiratory
disease are the leading causes of death in New Zealand and in Taranaki. Significant
proportion of chronic disease are preventable Diabetes complications (such as heart
disease, stroke, blindness, kidney failure, and limb amputations) increase the burden of the
disease experienced by people from middle age, especially in M ori and Pacific
communities.

Mental Health and Addictions

One in five New Zealanders has experienced a mental illness and/or an addiction in the past
year (representing approximately 20,500 people in Taranaki). Younger people have a higher
prevalence as do M ori and Pacific people. Mental health issues have a big impact on the
lives of individuals and their families, on society, and on the economy.

Oral Health

Good oral health is linked to general health status. Improving oral health and access to
services is one of the key priority areas nationally and has been identified locally as an
issue. M ori at age five years had higher mean numbers of decay, missing or filled teeth
than their non-M ori non-Pacific counterparts in Taranaki.

Disability and Access

Disability affects people of all ages and from all groups. In Taranaki the DHB has a
responsibility for older people with disabilities (over 65). The DHB will work closely with other
agencies to offer the right support to people with disabilities in line with the national
direction.

M ori Health and Reducing Health Inequalities

M ori people have poorer health than the rest of the population. The incidence of chronic
disease is higher and high proportion of M ori has risk factors such as smoking status.
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Taranaki Performance Measures and Strategic
Priority Areas and Intended Outcomes

Performance Measures

Children and Young

People

Older People

Chronic Disease

Mental Health

Oral Health

Disability and Access

Reducing Inequalities

Capability

Collaboration

National Targets

Improving immunisation coverage

Improving oral health

Improving elective services

Reducing cancer waiting times

A~ |W[|N |-

Reducing ambulatory sensitive admissions

»

Improving diabetes and cardiovascular disease
services

Improving mental health services

Improving nutrition and increasing physical activity and
maintaining a healthy weight throughout life

Reduce the harm caused by tobacco

Taranaki Specific targets

Proportion of year 8 and year 5 children who are caries
free

W | >

Decrease prevalence of current smoker, 14-15 years

Increase numbers in breastfeeding (exclusive and full)
at six months

Reduce CVD hospitalisations

m|o|0

Reduce asthma hospitalisations
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Taranaki Strategic Priorities Areas and

Qutcomes

M ori Health and Reducing Inequalities

- To support and strengthen M ori capacity and mainstream responsiveness at all levels of the health sector

- To improve the range, quality and accessibility of health services by and for M ori to reduce M ori health inequalities
- To improve the integrity of health information used for planning and funding purposes

Children & Young
People
Healthier lifestyles,
not developing risk
factors associated
with chronic disease
Fewer develop
diseases that are
preventable through
vaccination
Fewer are admitted
to hospital for
injuries
Services are child
and young person
friendly

Older People
Healthier and living
longer in their own
homes

- Able to participate in

family, whandu and
community life
Fewer are
hospitalised

- Services are

appropriate to the
needs of older
people

Chronic Diseases

Fewer people
develop them, due
to healthier lifestyles
Effective screening
and increased early
detection

Fewer people are
dying, due to
effective treatment
No group is affected
any more than other
groups
Co-ordinated
approach covering
prevention,
screening, early
detection, diagnosis,

- Strong focus on

- Suicide rates across

Mental Health

prevention

More services are
based in the
community

People have access
to the services they
need and are in
control of their care
Fewer people
experience acute
episodes of illness,
due to early and
effective intervention

all age groups are
stabilised then

Oral Heal th
Older people keep
their teeth for longer
periods
Barriers to access
for older people are
reduced
Oral and
maxillofacial surgery
will be provided at
Base Hospital
Support the
adolescent Dental
Programme
Implement the Oral
Health Strategy
Increase awareness
of oral health issues

Disability & Access

Reduce barriers to
health services
Raise awareness
and responsiveness
Build sector capacity
Prevent disabilities
and restore function
Increase access

treatment, reduced
rehabilitation and
palliative care

Capability

- To have the right people, with the right skills in the right place and the infrastructure (information systems, equipment and facilities) to support the range and type of

services required

Services are well co-ordinated across all agencies
Everyone who provides support works closely together

Collaboration

Fostering collaborative partnerships
- Work with other DHBs on regional planning and strategy development
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6.0 Forecast Service Performance: Measures and
Standards (Turanga whakaritenga mahi mahinga
me nga paenga turanga)

One of the functions of this SOI, and in particular, the Performance Measures and

Targets, and Statement of Forecast Service Performance, as stated in CE Act (s142), is

to show how we measure what we do in 2008/09. These measures, targets and

standards for the current year will be subject to an annual audit by auditors appointed by
the Office of the Auditor General.

The Performance Measures listed on the following pages include national measures,
which are consistent across DHBs, together with local measures and targets.

NON - FINANCIAL MEASURES

Health Targets

As referenced in the Minister's ‘Letter of Expectations’, 2008/09 there are 10 health
targets aligned to strategic priorities. One target is to reduce the percentage of the health
budget spent on the Ministry and DHBs are not expected to provide direct contribution to
achieving this. Nine of the targets form a key part of DHB District Annual Plan and are
aligned with the Statement of Intent (SOI).

DHBs should include supporting information on how the local targets will be achieved for
the current year (2008/09), demonstrating the alignment to the DAP.

These targets are supported by the Director General's Performance Assessment and
Management steering group, and DHBs CEOs.

The following are the measures that reflect the Minister's Health Targets for 2008/09 as
outlined to individual DHBs. These are:

1. Improving immunisation coverage
95 % of two-year-olds fully immunised

- Increase percent of eligible children immunised by a factor of 20% of the gap
between current performance and 95% within total., M ori and Pacific

Local Target: 87% of 2 year olds including 79% of M ori are fully immunised.
2. Improving oral health

- Achieving or exceeding the DHB Target

Local Target: 62% of adolescents are utilising oral health services
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3. Improving elective services

- Each DHB will maintain compliance in all Elective Services Patient Flow
Indicators (ESPIs) 1-8

ESPI 1. DHB services that appropriately acknowledge and process all patient
referrals within 10 working days
Local Targets: ESPI1-92.0%

ESPI 2. Patients waiting longer than six months for their first specialist
assessment (FSA)
Local Targets: ESPI2 - 1.6%

ESPI 3: Patients waiting without a commitment to treatment whose priorities are
higher than the actual treatment threshold (aTT)
Local Targets: ESPI 3 —4.0%

ESPI 4: Clarity of treatment status
Local Targets: ESPI 4 —0.0%

ESPI 5: Patients given a commitment to treatment but not treated within six
months.
Local Targets: ESPI5—4.0%

ESPI 6: Patients in active review who have not received a clinical assessment
within the last six months
Local Targets: ESPI 6 —12.0%

ESPI 7: Patients who have not been managed according to their assigned status
and who should have received treatment
Local Targets: ESPI 7 —4.0%

ESPI 8: The proportion of patients treated who were prioritised using nationally
recognised processes or tools
Local Targets: ESPI 8 —92.0%

- Each DHB will set an agreed increase in the number of elective service
discharges, and will provide the amount of service agreed.

Local Targets: Estimated Elective Discharges

Base 4004
Additional 406
Total 4410

4. Reducing cancer waiting times

- All patients receive radiation oncology treatment within 6 weeks of their first
specialist assessment (excluding category D)

Local Target: 100%
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5. Reducing ambulatory sensitive (avoidable) hospit  al admissions

- A reduction in the variation between DHBs and between different population
groups in the rate of admissions to hospital that are avoidable or preventable by
primary health care for 0-4 year olds, 45-65 year olds, and those aged 0-74 who
are not covered by the 0-4 and 45-65 age ranges.

Local Target: Ambulatory sensitive admissions decline for M ori aged 45-64
and other ethnicity 0-4 years by between 1-1.9%. For all other defined ethnicity
and age groups Taranaki is to remain at or below 95% of national level.

6. Improving diabetes and cardiovascular disease

Diabetes detection and follow up Improve equity for all population
groups in relation to:
Proportion  estimated to have - Access to free annual checks
diabetes, accessing free annual 2008/09 Target:
checks M ori 59% Others 69%
2008/09 Target: 3190 Pacific 26% Total 67%
Diabetes management
Proportion on the diabetes register - Diabetes management
who have good diabetes management 2008/09 Target:
2008/09 Target: 83% M ori 74% Others 85%

Pacific 62% Total 83%

Cardiovascular disease
CVD risk recognition - CVD

2008/09 Target: To be confirmed® 2008/09 Target: To be confirmed

7. Improving mental health services

At least 90% of long term clients have up to date relapse prevention plans
(NMHSS criterial6.4)

Local Target: 90%
8. Improving nutrition, increase physical activity and reduce obesity

- Increase the proportion of infants exclusively and fully breastfed at six weeks to
74% or greater; at three months to 57% or greater; and at six months to 27% or
greater

- Increase the proportion of adults (15+ years) eating three or more servings of
vegetables per day to 70% or greater

o Update to the 2008/09 DHB Planning Package — March 2008 from Ministry of Health. Data for
this aspect of the target is to be sourced from the Primary Health Organisation (PHO) monitoring
framework. Data will not be available in time to support target setting in the 2008/09 DAP. It is
expected that data will be available from July 2008 so that targets can be agreed during quarter
one, and reported on with the first quarter report.
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- Increase the proportion of adults eating two or more servings of fruit per day to
62% or greater

Local Targets: Proportion (percentage) of infants exclusively and fully breastfed:
- 74% at six weeks
- 57% at three months
27% at six months
- 70% of adults consuming at least three servings for vegetables each day
- 62% of adults consuming at least two servings of fruit each day

9. Reduce the harm caused by tobacco

- The DHB will support reduction in the incidence of New Zealanders becoming
addicted smokers

- The DHB will support reduction of the settings where people are exposed to
smoking or tobacco products

Local Target: The continued increase in the prevalence of “never smoked”
among year 10 students by at least 3% absolute increase over 2007/08

10. Taranaki DHB specific measures

Our planned actions will only be successful if they lead to a discernible
improvement in the health of our population and a reduction in health
inequalities. It is important therefore that we identify measurable indicators and
targets by which we determine our success. The preceding indicators were
identified because they are used by the Ministry of Health to assess the
performance of all DHBs, in our strategic focus areas or against other shared
Ministry priorities such as Elective Services, Primary Healthcare Strategy, or
Quiality Systems.

In addition to the above, we have selected five further indicators relating to our strategic
focus areas, and have set performance targets for the next three years.

The following table briefly identifies each target, current performance, targeted
performance and which strategic focus areas the target relates to. While we have
specified five indicators, please note that each strategic focus area has more than one
indicator of performance (not just the indicator outlined overleaf) and most performance
indicators will relate to more than one strategic focus area.

The trajectory for these indicators is consistent over the two subsequent financial years.
It should be noted that the District Strategic Plan is due to be reviewed during 2008 and
this may impact on the long-term performance targets. Any revision would be addressed
in subsequent Statement of Intent and District Strategic Plans.

The detailed description of each Indicator of DHB Performance can be found on our
website www.tdhb.org.nz
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Indicator Performance Taranaki DHB Strategic Focus Areas Shared Ministry of Health
Priorities
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Five Indicators Relating to Strategic
Focus Areas
A. Proportion of Year 8 and Year 5 children
who are caries free (Ref. School Dental
Service)
Year 8 (% caries free)
Total 48.4 | 549 |614
Total fluoridated 508 |58.0 |651
Total non fluoridated 439 149.0 |54
Year 5 (% caries free)
Total 57.6 | 60.6 | 63.6
Total fluoridated 58.7 | 615 |64.3
Total non fluoridated 55.1 |58.7 | 623
These targets are dependent on the
implementation of the Taranaki Community Oral
Health Service Business Case as submitted to
the MoH in Nov 06
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Indicator Performance Taranaki DHB Strategic Focus Areas Shared Ministry of Health
Priorities
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B. Prevalence of current smoker, 14-15
years, rate per 100 (Ref. NZ Health
Survey)
M ori Female 40.8 | 38.3 | 36.0
Non-M ori Female 16.0 | 15.0 | 141
M ori Male 36.5 | 343 | 322
Non-M ori Male 215 | 20.2 |19.0
M ori Total 38.6 |36.3 |34.1
Non-M ori Total 18.7 | 17.6 | 16.5
Assumes an ongoing six percent reduction
C. Breastfeeding (exclusive and full) at six
months, rate per 100. Note: Fully = The
infant has taken breast milk only and no
other liquids or solids except a minimal
amount of water or prescribed medicines,
in the past 48 hours
M ori 20 225 | 25.0
Non-M ori, Non-Pacific | 31.5 | 325 | 345
Assume a 2.5% annual increase as an
aspirational target subject to the 07/08
Benchmark figures being validated
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Indicator Performance Taranaki DHB Strategic Focus Areas Shared Ministry of Health
Priorities
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D. All cardiovascular disease
hospitalisations, 65+ years, rate per
100,000
M ori Female 11721.9 | 11546.0 | 11372.9
Non-M ori Female 6329.7 6234.7 6141.1
M ori Male 10714.7 | 10554.0 | 10395.6
Non- M ori Male 9260.2 9121.3 8984.3
M ori Total 11315.2 | 11145.4 | 10977.8
Non-M ori Total 7625.0 7510.6 7397.9
Assume 1.5 percent decrease year on year
E. Asthma hospitalisations, 0-14 years,
rate per 100,000
M ori Female 494.4 487.0 479.7
Non-M ori Female 253.0 249.2 2455
M ori Male 747.0 735.8 724.8
Non- M ori Male 644.6 634.9 625.4
M ori Total 622.4 613.1 603.9
Non-M ori Total 454.7 447.9 441.2
Assume a 1.5 percent decrease year
on year
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7.0 Statements of Financial Performance (Ripoata O

Tahua Mahinga)

7.1 Financial Statements (Mahinga O te Tahua)

Consolidated Financial Summary for Fiscal Period 20
Tahua whakardpopo tanga mo te putea takiwa) 2008-20

10

Te

08-2010—(whakat p tia o te

The consolidated financial summary below includes DHB Governance and Funding
Administration, Hospital Provider (Personal Health, Mental Health, Public Health and

DSS) and DHB Funder.

SURPLUS/ (DEFICIT)

: 2006/07 | Year O Year 1 Year 2 Year 3

(3'000) audited | 2007/08 2008/09 | 2009/10 | 2010/11
forecast plan plan plan

Hospital Provider + Governance 143,613 148,942 155,640 | 161,416 167,261
Funding (including other income)
Non Hospital Provider Funding 113,038 118,407 123,477 | 128,169 132,911
(NGO)
TOTAL FUNDING 256,651 | 267,349 279,117 | 289,586 | 300,173
Hospital Provider + Governance 145,803 157,012 159,225 | 164,694 170,778
Operating Expenses
Payments to Non Hospital 105,343 | 113,529 119,778 | 123,371 | 128,306
Providers (NGO)
TOTAL OPERATING 251,146 | 270,541 279,003 | 288,065 | 299,084
EXPENSES & PAYMENTS
Hospital Provider + Governance (2,190) (8,070) (3,585) (3,278) (3,517)
Operating Surplus/(Deficit)
Taranaki DHB Funder - 7,695 4,878 3.699 4,798 4,605
Surplus/(Deficit)
OPERATING RESULT FOR THE | 5,505 (3,192) 114 1,520 1,088
FISCAL PERIOD
Expenditure against prior
period surpluses ( Taranaki
DHB Funder)
* Mental Health services i (402) (450) i i
* Workforce Development (805) (500) (595) (500) (100)
*M ori Health Gains project i i (1,000) | (1,500) (500)
* Hospital Provider strategic i i (100) (100) (100)
projects
NET CONSOLIDATED 4,700 (4,094) (2,031) (580) 388
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Note: The net consolidated financial result is AFTER recognising the:

V.

expenditure against ring fenced Mental Health surpluses carried forward from prior
financial periods,

expenditure on account of Workforce Development initiatives (an appropriation
against retained surpluses),

expenditure on M ori Health gains project (an appropriation against retained
surpluses), and

expenditure on strategic Hospital Provider projects (an appropriation against
retained surpluses).

The consolidated financial result BEFORE the appropriations against prior period
retained surpluses is an operating surplus of $0.11M, $1.52M and $1.08M for the plan
periods 2008/09, 2009/10 and 2010/11 respectively. These financial results are to be
read with the accompanying notes and assumptions.

Key Points from the Budgeted Financials 2008-2011 (N  ga ki mai |
nga putea o te Tahua 2008-2011)

1.

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 2008-2011, which clearly
indicates that in the hospital provider operations cost growth is expected to
rapidly absorb annual funding increases leaving residual operating deficits in its
wake. The consolidated surplus is primarily on account of the surpluses
generated in the Funder operations during each of the fiscal periods under
consideration.

The Hospital Provider Arm (including Mental Health Services) will be faced with a
budgetary cost to funding gap resulting in an operating deficit of $3.60M. This
financial gap could increase to $7.0M if other identified risks and associated
costs (estimated at $3.40M) were to materialise fully. With the residual risk
estimated at $2.45M, the resultant financial gap could be in the region of $6.05M.
(Please refer to the “Sensitivity Analysis” section for details).

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

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

In context of increasing cost structures and continuing operating deficits within
the hospital services operations, it is to be noted that Taranaki DHB has
submitted a business case to the National Capital Committee in August 2007 for
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the redevelopment of the Base Hospital inpatient facilities. As the business case
spells out, there are several compelling reasons to undertake the redevelopment,
but non 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 the hospital services to align itself more efficiently —
both clinically and financially. The DAP financials 2008-2011 has not considered
the cost impacts and gains arising from the proposed redevelopment, since the
business case is pending approval.

6. Likewise, the DHB Funder operations is faced with an overall exposure in its
contracts estimated at around $2.4M for 2008/09, with a probability factor leaving
a residual risk equating to about $1.1M. This is in addition to the financial risks
carried by the Hospital Services operations. (Please refer the “Sensitivity
Analysis” section for details).

7. In the final tally, though the Board is planning a financial breakeven it is faced
with:
a. a significant cost to funding gap in its Hospital provider operations for
2008/09 (and out years),
b. additional financial exposure in its expense budgets which could
materialise in part or full
c. the possibility of having to change or re-align service configurations in its
hospital service operations to manage the gap and other potential risks
d. the financial recovery plan for its hospital provider operations being
largely dependent on the redevelopment of the hospital facilities
e. its Funder operations also carrying financial risks, and
its consolidated residual financial exposure (besides the hospital provider
operating deficit) is being circa $3.55M for the planning period 2008/09,
the overall exposure being around $5.8M

—h

8. Recognising that additional risks continue to be carried both within and outside
the financial budget, 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.

Key Financial Strategies (Nga ki putea pénei)

a. The Hospital Provider Arm is faced with an operating deficit of $3.6M in its 2008/09
operating budget + other financial risks. The hospital provider will be exploring a
number of options including re-configuration of services and facilities with the primary
aim of reducing the overall cost of service delivery whilst maintaining access of
services to the people of Taranaki.

b. These options are being considered in conjunction with the redevelopment of the
inpatient facilities at the Base Hospital. The facilities 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.
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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. To achieve this balance, the Taranaki DHB has embarked on a
number of strategic projects over the recent period, which will continue into the next
three year planning cycle, these being:

Rural Strategy
Nursing Strategy

Primary Care Strategy, including Discharge Planning & Co-ordination of After
Hours Care

Referred Services Strategy
Disease Prevention Management Strategy
Inequalities Plan
d. Other mitigation strategies involve:
identifying and evaluating some preferred options to match costs with funding

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

internal cost controls and close monitoring of operating budgets

achievement of systems and process improvements, initiatives and efficiency
gains

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

e. The financial support to fund the costs related to key strategic initiatives such as
Workforce Development, M ori Health Gains and Hospital Provider services projects
will continue to be funded below the line using retained surpluses.

f. Primary sector cost pressures will be mitigated through management of demand
driven services and integration of services with providers, while the secondary
services align itself.

g. The hospital provider services will continue to pursue operational efficiencies through
initiatives and measures to further reduce its service costs and/or increase non DHB
funded revenue.

h. Cost containment together with focus on cost reduction in primary costs across the
hospital provider operations such as staffing and operational overheads will continue
to be pursued and managed through a Cost Management Plan.

i. During the plan period 2008/11, 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 major capital redevelopment
programmes, for which a separate business case has been developed and is
pending approval and funding by the National Capital Committee.
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7.2 Capital Expenditure 2008/09 (Moni hua utunga 20 08/09)

The capital expenditure for Year 2008/09 envisages an outlay of $6.0M. The capital
expenditure movement against the forecast for 2007/08 is:

($'000) 2007/08 2008/09 Movement

(Forecast) (Plan) (+/(-))
Clinical equipment 1,000 1,800 + 800
Other equipment 650 500 - 150
Motor Vehicles 150 100 - 50
Site redevelopment (minor) 2,000 1,800 -200
TOTAL 3,800 4,200 + 400
Information Technology. 1,500 1,800 + 300
(investment in JV — HIQ Ltd)

Overall capital expenditure is budgeted to increase marginally in 2008/09 vis-a-
vis the current financial year, with small movements between the expenditure
lines. The major increase is in clinical equipment offset by reductions in minor
site redevelopment activity and motor vehicle purchases. Capital outlay on
Information Technology is tipped to increase in the coming year

The capital expenditure budget ($6.0M) is prioritised to remain within the base
line depreciation for 2008/09 ($7.6M), enabling it to be financed through internal
cash accruals whilst leaving sufficient contingency funds for unplanned capital
expenditure and improving residual cash reserves

Site redevelopment activity during 2008/09 envisions a host of minor work across
the site, primarily in clinical wards to improve work flows, meet compliance
deficits, strengthening of structures, ventilation etc. Some capital works in
progress during the current year is also likely to spill over to the next financial
year. An outlay of $1.2M is planned for the installation of a new 1800 kVA diesel
generator to replace the existing leased unit (500kVA). The Board will continue to
seek financial support from local community trusts to progress some of the
redevelopment activities proposed during the plan period 2008/11.

The proposed outlay on clinical equipment is $1.8M, mainly replacement of
obsolete and unsafe clinical equipment and continuation of a phased programme
for replacement of expensive theatre equipment and beds.

Proposed outlay on non clinical equipment is along similar lines as the current
year.

Capital outlay proposed for Information Technology investment in HIQ Ltd (JV
with Capital and Coast DHB for provision of ICT services) is increased to $1.8M.
The major costs relate to the ongoing programme for replacement of desktop
hardware, software upgrades, new applications and storage devices.
Additionally, an outlay of $0.3M 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.
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Capital outlay on motor vehicles has reduced significantly upon completion of the
two year vehicle replacement programme (commenced in 2005/06) for the
transport fleet in the current year. The completion of the programme has resulted
in all leased vehicles being replaced with DHB owned vehicles by the end of the
current financial year.

In summary, the year 2008/09 will reflect levels of capital spending within internal
cash resources. In parallel, Taranaki DHB has commenced planning for the re-
development of its inpatient facilities at Base Hospital in New Plymouth. A
business case seeking approval for a staged redevelopment of the inpatient
facilities has been submitted to the National Capital Committee in August 2007.
Approval is pending. While the cost of debt or equity discourages additional
borrowing, the inpatient facilities redevelopment programme that the Board has
planned to undertake in the short to medium term will necessarily be driven by a
mix of internal cash accruals and borrowing. This is discussed in further detail
below.

Business Case for Base Hospital Inpatient Facilitie s Development Programme (Te
papa H hipera tuoro whakaurunga whanaketanga)

The Base Hospital located in New Plymouth, like many of other contemporary hospitals
across New Zealand is a conglomeration of buildings spread across the site with little
relationship to patient flows and clinical processes. This coupled with capacity
constraints and the urgent need to bring existing structures to the standards found in
hospitals elsewhere in New Zealand as also in line with modern practices in clinical
safety and patient care is the primary reason supporting the business case for capital
investment.

In addition, the key drivers that supplement this case are:

1. Theatre capacity — which will allow contracted volumes to be met and for models of
care that optimise Day Surgery flows.

2. Ambulatory/outpatient service development — which will consolidate services and
allow for the best models of care to be used.

3. Seamless integration between the primary and secondary healthcare settings —
which will link primary and secondary models of care.

4. Consolidation of Emergency and Acute Assessment services — which will provide
for the best models of care for disposition of ED patients between the primary and
secondary sectors.

5.  Services for the elderly/rehabilitation models — which will support early entry for
assessment and discharge using modern models of care.

6. Consolidation of specialist services (Maternity, Paediatrics and NNU) — which will
enable co-location of services and allow optimum efficiencies to be realised by
bringing patients closer to the theatre area for urgent surgery situations.

7. Upgrade of inpatient accommodation and provision of sufficient beds over the next
10-15 years — which will enable modern models of care in purpose built inpatient
wards.

8. The age and design features of the Clinical Services building indicate that their
seismic performance is expected to be significantly below that required by current
standards, and therefore it is quite likely that the building is Earthquake Prone.
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Legally, the Territorial Local Authorities are empowered by the Act to order
strengthening or closing down of such buildings.

The primary focus of this business case is to generate efficiencies and improvements to
prevalent models of care through consolidation of hospital services and systems into a
more compact footprint, which will lend more flexibility and efficiency to operations both
in the immediate and long term. In doing so, it will also provide a more user friendly
hospital and wellness environment to patients, staff and public.

Proposed Capital Outlay:

This business case 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 this business plan are as follows:

Stages Comprising Estimated Construction NCC approval sought
Cost Timeline
1| STAGE 1 | Theatres, $75M Start: Jul 2009 Yes — approval
Ambulatory, Finish: Jun 2011 pending.
Inpatient wards
2| STAGE 2 Maternity, $37M Tentative: Jul 2012 Supplementary
Neonatal, business case will be
Paediatrics, ED progressed later
3| STAGE 3 OPD, Laboratory, | $28M Tentative : Jul 2013 Supplementary
CSD, business case will be
Administration progressed later
TOTAL $140M Jul 2009 — Dec 2014 |Main +
supplementary
business cases

Notes:

1. The National Capital Committee (NCC) has been requested to consider capital
funding 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 (subject to approval being received), it is
envisaged that supplementary business cases will be developed for each of the
remaining stages and forwarded to NCC 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.
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Proposed Financing Plan for Stage 1:

The plan for financing Stage 1 is as follows:

(M) Notes
Project capital cost $75M 1 QS estimate based on s trategic master
plan Option 3A. This was revised to $80M
through an independent review — with $5M
noted as a contingency amount.
Internally generated funds $35M - Free cash flows + retained surpluses
Net external borrowing $40M - Fresh borrowing as term debt
Source:
Crown Health Financing | $40M (plus | - Unutilised facility = $2M
Agency (CHFA) $5M - New term debt = $38M
contingency)
NET FUNDING REQUESTED | $40M (plus | - equivalent to 53% of project cost
$5M
contingency)

Key dates and timelines

The following are some key dates and tentative timelines towards which Taranaki DHB
has been working to progress the business case for approval and commencement of the

redevelopment programme:

Activity / process Date/timeline  Internal External | Current
activity activity | status

Independent review of Mar 2007 #i Completed
capacity modelling and
site master planning
Presentation of high level | April 2007 #H# Completed &
business case at advised to
Strategic meeting of proceed to
National Capital next stage
Committee (NCC)

* | Submission of Business 31 Aug 2007 #H# Completed
case to NCC
Business case approval Feb/Mar 2008 #H# Pending
from NCC / Minister of
Health

* | Project commences Mar 2008 — ## #H# Initial
(architects, design, Jun 2009 planning
consent, tender etc) commenced
Commence construction July 2009 ## #H# Tentative
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The impact of the proposed facilities redevelopment on operations (workflows, staffing)
and costs (borrowing, interest, depreciation etc) has not been considered in the financial
statements for the period 2008/11 since approval of the business case for the proposed
redevelopment is pending.

7.3 Disposal of Land (Whenua Whakawatea)

Taranaki DHB has planned for disposal of property identified as surplus to its
requirements. 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 M ori sites of significance are addressed.

7.4 Reporting Entity (Mauri Whakatakatoranga)

Taranaki DHB is a Crown entity in terms of the Public Finance Act 1989.

The Taranaki DHB group consists of Taranaki DHB, a 50% investment in Fulford
Radiology Services Ltd. a 40.3% investment in HIQ Ltd. (with 50% voting rights), a 25%
investment in Allied Laundry Services Ltd. and a 20% investment in HealthShare Ltd.

The financial statements of Taranaki DHB have been prepared in accordance with the
requirements of the New Zealand Public Health and Disability Act 2000 and Public
Finance Act 1989.

Measurement Basis
The financial statements have been prepared on a historical cost basis, modified by the
revaluation of certain assets as specified below.

Specific Accounting Policies
The following particular accounting policies, which materially affect the measurement of
results and financial position, have been applied:

Application of New Zealand Equivalents to Internati  onal Financial Reporting
Standards (NZIFRS)

The DAP financial statements for the plan period 2008/11 and comparative years have
been prepared in accordance with NZIFRS.

Goods and Services Tax

The Financial Statements have been prepared exclusive of goods and services tax
(GST) apart from gross receivables and payables which are stated inclusive of GST.
Where GST is irrecoverable as an input tax then it is recognised as part of the related
asset or expense.

Employee Entitlements

Provision is made in respect of Taranaki DHB's liability for annual leave, long service
leave, retirement gratuities, parental leave and conference leave. Employee entitlements
with the exception of long service leave have been calculated on an actual entitlement
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basis at current rates of pay. Long service leave is calculated taking into account the
probability that the service years will be attained.

Taxation

Taranaki DHB is a public authority under the New Zealand Public Health and Disability
Act 2000 and is exempt from income tax under Section CB3 of the Income Tax Act
2004.

Basis of Consolidation

The Group Financial Statements represent the consolidation of Taranaki DHB and its
subsidiaries (which are accounted for using the purchase method). Corresponding
assets, liabilities, revenues and expenses are added together on a line by line basis. All
inter-company transactions are eliminated on consolidation.

Associate Companies

Associates are investees (but not subsidiaries or joint ventures) in which the Taranaki
DHB has the capacity to affect substantially, but not unilaterally determine, the operating
and/or financial policy decisions. The accounts of the associate companies have been
reflected in these Financial Statements on an equity accounting basis, which shows the
share of surplus/(deficit) in the Statement of Financial Performance and the share of
post acquisition increases/decreases in net assets in the Statement of Financial
Position. In the DHBs financial statements investments in associates are recognised at
cost.

The associated companies are:
Fulford Radiology Services Limited — 50% held.
HIQ Limited — 40.3% held with 50% voting rights.
Allied Laundry Services Limited — 25% held.
HealthShare Limited — 20% held.

Accounts Receivable
Accounts receivable are stated at expected realisable value after providing for doubtful
and un-collectable debts.

Inventories
Inventories are valued at the lower of cost, determined at weighted average value, and
net realisable value. This valuation includes allowances for slow moving and obsolete
inventories.

Property, Plant and Equipment
Property, Plant and Equipment transferred from Taranaki Healthcare Limited was initially
valued at the cost at which it was transferred.

Property, Plant and Equipment acquired since the establishment of the DHB Assets,
including assets capitalised under a finance lease, other than land and buildings
acquired by the Board since its establishment are recorded at cost less accumulated
depreciation. Cost includes all appropriate costs of acquisition and installation including
materials, labour, and transport costs, but excluding any interest cost.
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Revaluation of Land and Buildings

Land and buildings were re-valued as at 30 June 2006 by an independent valuer on the
basis of fair value. Changes in valuations are transferred to an asset revaluation reserve
for that class of asset. Where such transfer results in a debit balance in the revaluation
reserve the deficit is transferred to the Statement of Financial Performance. Any
subsequent revaluation gains are written back through the Statement of Financial
Performance only to the extent of past deficits written off. Value of land and buildings are
assessed at the end of each financial year and any changes, if material, are recognised
in the financial statements as appropriate.

Depreciation

Depreciation is provided on a straight line basis on all tangible property, plant and
equipment other than freehold land, at rates which will write off the cost or valuation of
the assets, less estimated residual values, over their estimated useful lives.

The useful lives of major classes of assets have been estimated as follows:

Freehold Buildings 5to 33 years (3% - 20%)
Property, Plant, Equipment and Motor Vehicles 2to 18 years (5.5% - 48%)
Leased Assets Capitalised 3todyears (25% - 33.3%)

Work in progress is not depreciated. The total cost of a project is transferred from work
in progress to the appropriate asset class on its completion and is then depreciated.

Statement of Cash Flows
Cash means cash balances on hand, held in bank accounts, bank overdrafts and
demand deposits which are invested as part of the day-to-day cash management.

Operating activities include cash received from all income sources and records the cash
payments made for the supply of goods and services.

Investing activities are those activities relating to the acquisition and disposal of non-
current assets.

Financing activities comprise the change in equity and debt capital structure of the DHB.

Donations, Bequests and Trust Reserves

Donations and bequests received by the DHB are treated as revenue in the Statement of
Financial Performance. They are subsequently appropriated to the Trust Reserve
forming part of Equity. When expenditure is subsequently incurred in respect of those
funds, it is recognised in the Statement of Financial Performance and an equivalent
amount is transferred from the Trust Reserve component of Equity to Retained
Earnings/Accumulated Deficit.

Financial Instruments

Taranaki DHB has adopted a policy of minimising exposure arising from its treasury
activity. The DHB is not authorised by its Treasury policy to enter in to any transactions
which are speculative in nature. Interest rate swaps, forward rate agreements, and
options are entered into to manage the interest rate component of its term debt. As
these items are hedges, their fair value is not recognised in the statement of financial
position.
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The net differential paid or received on interest rate swaps used to hedge debt is
recognised as a component of interest expense or interest revenue over the period of
the agreement.

Premiums paid on interest rate options, and net settlements on forward rate agreements
are amortised to the statement of financial performance over the life of the hedged item
or the period hedged.

Any financial instruments that do not qualify as hedges are stated at market value and
any gain or loss is recognised in the statement of financial performance.

It is Government policy that DHBs do not borrow from the private sector except for
certain capital facilities, although the New Zealand Public Health and Disability Act 2000
does allow for loans to be undertaken with the Minister of Finance’s consent. The Crown
Health Financing Agency (CHFA) is the Crown Agency (CA) for lending to DHBs.

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 as stated earlier. All policies have been applied on a basis
consistent with the previous period.

Where applicable, certain comparatives have been restated to comply with the
accounting presentation adopted for the current year.
Sensitivity Analysis (Tutohutanga tataritanga)

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

For DHB Hospital Provider operations:

Unbudgeted financial risk Est. risk | 75%risk | 50%risk | 25% risk | Probability
(™M) (™M) (™M) ($M) | factor (% risk)

General Wages + MECA 1.80 1.35 0.90 0.45 75%
Outsourced locum costs 0.60 0.45 0.30 0.15 75%
Diagnostic costs 0.30 0.23 0.15 0.08 75%
Pharmaceuticals 0.30 0.23 0.15 0.08 50%
General overheads 0.30 0.23 0.15 0.08 75%
Quiality & compliance costs 0.10 0.08 0.05 0.03 50%
Likely impact on 2008/09

planned financial result $3.40M | $2.57M $1.70M $0.87M $2.45M

The analysis estimates an overall exposure of circa $3.40M for 2008/09, which could
arise from a combination of cost drivers as identified above. The overall probability factor
is estimated to be around 70% leaving a residual risk equating to about $2.45M. The risk
is expected to be managed through a mix of:
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Internal cost controls,

Management of FTEs,

Operational savings in discretionary expense lines,
Achievement of initiatives and efficiency projects,

Other options (under consideration).

Likewise, for DHB Funder operations:

Unbudgeted Estimated | 75% risk 50% risk 25% risk | Probability
financial risk risk ($M) (M) ($M) (M) factor (%
risk)
| D F (outflows) 0.50 0.38 0.25 0.13 50%
MECA impact 0.50 0.38 0.25 0.13 75%
Specialist mental 0.50 0.38 0.25 0.13 50%
health services
AT&R beds estimate 0.90 0.68 0.45 0.23 25%
Likely impact on 2.40 1.82 1.20 0.62 1.10

2008/09 planned
financial result

Other areas of risk, which cannot be quantified, have also been identified, these being:

Provider arm costs exceeding funding

Pharmaceutical Cancer Treatments

Increased access to pharmaceuticals

Implementation of InterRai assessment tool

The overall exposure is estimated at around $2.40M for 2008/09, while the probability
factor is estimated to be around 45% leaving a residual risk equating to about $1.10M.

This risk is expected to be managed within funding parameters and through efficiency
gains from current NGO contracts.
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DAP Financial Summary (DAP Whakar&popotanga o te Ta

hua)

TARANAKI DISTRICT HEALTH BOARD
DISTRICT ANNUAL PLAN : 2008/11 ($'000)
Consolidated | Hosp+Gov Funder Consolidated Pfovider Gaver nan: Hosp+Gov  Funder Consolidated
Audited Forecast Forecast Forecast Plan Plan Plan Plan Plan
2007/08 2007/08 2007/08 2007/08 2008/09 2008/09 2008/09 2008/09 2008/09

REVENUE
* MOH funding 125841 130569 130569 139615 0 139615 139615

109193 114652 114652 119483 119483
* Funding & Gowvernance 1640 2094 2094 0 2163 2163 2163
* ACC Revenue 7328 8185 8185 8306 0 8306 8306
* CTA revenue 1255 1198 1198 1273 0 1273 1273
* Other revenue 11394 6896 3755 10651 5490 0 5490 3994 9484
TOTAL REVENUE 256651 148942 118407 267349 154684 2163 156847 123477 280324
EXPENDITURE
Personnel costs
- medical 17835 18902 18902 20275 0 20275 20275
- nursing 32652 34541 34541 34855 0 34855 34855
- allied health 13619 14255 14255 15860 0 15860 15860
- support 3202 3555 3555 3768 5 3773 3773
- mgt & admin 12443 12853 12853 13176 1334 14510 14510
total 79751 84106 0 84106 87934 1339 89273 0 89273
Outsourced services
- clinical senices 16674 18761 18761 19265 0 19265 19265
- other outsourced 3201 4149 4149 1865 240 2105 2105
total 19875 22910 0 22910 21130 240 21370 0 21370
Clinical supplies
- treatment disposables 6816 7054 7054 6580 0 6580 6580
- diagnostic supplies 1138, 1199 1199 1210 0 1210 1210
- instruments & equip 491 859 859 639 0 639 639
- patient appliances 939 1077 1077 1164 0 1164 1164
- implants & prostheses 2190 2622 2622 2978 0 2978 2978
- pharmaceuticals 3639 3802 3802 3612 0 3612 3612
- other clinical & client costs 1169 2001 2001 1884 0 1884 1884

0

total 16382, 18614 0 18614 18067 0 18067 0 18067
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Infrastructure & other op.costs
- hotel senices & laundry 2871 2978 2978 2934 0 2934 2934
- facilities 3044 3192 3192 3249 0 3249 3249
- transport 846 1200 1200 1152 42 1194 1194
- IT systems & telecom 4400 5276 5276 6232 0 6232 6232
- professional fees 1370 1295 1295 946 128 1074 1074
- other op.expenses 2060 1979 1979 1862 115 1977 1977
- democracy 263| 320 320 1 288 289 289
- depreciation 7262 7723 7723 7643 0 7643 7643
- interest 2125 2062 2062 2029 0 2029 2029
- associate company income 0 0 0 0 0 0 0
- Payment to - NGO providers 105343
- personal health 74427 74427 78292 78292
- mental health 7066 7066 8022 8022
- disability support senices 30208 30208| 31565 31565
- public health 0 0 200 200
- maori health 1828 1828| 1699 1699
total 129584 26025" 113529 139554 26048 573 26621 119778 146399
TOTAL OPERATING EXPENSES 245592 151655 113529 265184 153179 2152 155331 119778 275109
SURPLUS before capital charge 11059 -2713 4878 2165 1505 11 1516 3699 5215
- Capital charge 5554 5356 5356 5100 0 5100 5100
SURPLUS (before strategic exp) 5505 -8069 4878 -3191 -35 95 11 -3584 3699 115
STRATEGIC EXPENDITURE
Mental health Ring-fenced surplus 0 402 402 450" 450
Workforce Development 805 500 500 595 595
Maori Health Gains Project 0 0 0 1000 1000
Hospital Provider Strategic Projects 0 0 0 100 100
NET SURPLUS/(DEFICIT) (after 4700 -8069 3976 -4093 -3595 11 -3584 1554 -2030
strategic expenditure)
Interest Cover ratio 6.63 2.76 3.77
Revenue to Net Funds employed 2.63 1.59 2.86 1.69 3.07
Operating margin to Revenue ratio 6% 1% 2% 4% 3%
Op. return on Net Funds employed 14% 2% 6% 7% 8%
7.00%
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TARANAKI DISTRICT HEALTH BOARD

DISTRICT ANNUAL PLAN : 2008/11

2010/11

| Year 3

Provider 'Governan: Funder Consolidated ovider Governan Funder Consolidated
Plan Plan Plan Plan Plan Plan Plan Plan
2009/10 2009/10 2009/10 2009/10 2010/11 2010/11 2010/11 2010/11

REVENUE
* MOH funding 144915 0 144915 150132 0 150132

124023 124023 128612 128612
* Funding & Gowernance 0 2245 2245 0 2328 0 2328
* ACC Revenue 8555 0 8555 8812 0 0 8812
* CTA revenue 1321 0 1321 1370 0 0 1370
* Other revenue 5627 0 4146 9773 5768 0 4299 10067
TOTAL REVENUE 160419 2245 128169 290833 166082 2328 132911 301321
EXPENDITURE
Personnel costs
- medical 21045 0 21045 21824 0 21824
- nursing 36179 0 36179 37518 0 37518
- allied health 16463 0 16463 17072 0 17072
- support 3911 5 3916 4056 5 4061
- mgt & admin 13677 1385 15061 14183 1436 15619
total 91275 1390 0 92665 94653 1441 0 96094
Outsourced services
- clinical senices 19992 0 19992 20586 0 20586
- other outsourced 1958 249 2207 2056 258 2314
total 21950 249 0 22199 22642 258 0 22901
Clinical supplies
- treatment disposables 6777 0 6777 6981 0 6981
- diagnostic supplies 1256 0 1256 f 1302 0 1302
- instruments & equip 658 0 658 678 0 678
- patient appliances 1199 0 1199 1235 0 1235
- implants & prostheses 3067 0 3067, 3159 0 3159
- pharmaceuticals 3749 0 3749 3888 0 3888
- other clinical & client costs 1956 0 1956 2028 0 2028
total 18663 0 0 18663 19271 0 0 19271
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Infrastructure & other op.costs

- hotel senices & laundry 3045 0 3045
- facilities 3314 0 3314
- transport 1196 44 1239
- IT systems & telecom 6481 0 6481
- professional fees 982 133 1115
- other op.expenses 1933 119 2052
- democracy 1 299 300
- depreciation 7900 0 7900
- interest 2029 0 2029
- associate company income 0 0 0
- Payment to - NGO providers
- personal health 80713 80713
- mental health 8327 8327
- disability support senices 32375 32375
- public health 206 206
- maori health 1750 1750
total 26882 595 123371 150847
TOTAL OPERATING EXPENSES 158770 2234, 123371 284374
SURPLUS before capital charge 1649 11 4798 6459
- Capital charge 4938 0 4938
SURPLUS (before strategic exp) -3288 11 4798 1521
STRATEGIC EXPENDITURE
Mental health Ring-fenced surplus 0 0
Workforce Development 500 500
Maori Health Gains Project 1500 1500
Hospital Provider Strategic Projects 100 100
NET SURPLUS/(DEFICIT) (after -3288 11 2698 -579
strategic expenditure)
Interest Cover ratio 4.61
Revenue to Net Funds employed 1.77 3.21
Operating margin to Revenue ratio 4% 3%
Op. return on Net Funds employed 7% 10%
7.00%

3158 0 3158

3413 0 3413

12407 46 1286

6805 0 6805

1018 138 1156

2004" 123 2127

1 310 311

8200 0 8200

2150 0 2150

0 0 0

83967 83967

8635 8635

33675 33675

214 214

1816 1816

27990 617 128307 156914

164557 2316 128307 295180

1525 12 46 05 6142

5054 0 0 5054

-3529 12 4605 1088

0 0

100 100

500 500

100 100

-3529 12 3905 388

4.99

1.82 3.31

4% 4%

7% 12%
7.41%
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TARANAKI DISTRICT HEALTH BOARD
DISTRICT ANNUAL PLAN : 2008-11
CONSOLIDATED STATEMENT OF FINANCIAL POSITION
($'000)
2006/07 2007/08 2008/09 2009/10 2010/11
audited forecast plan plan plan
CURRENT ASSETS
* Bank Account 8558 9054 11654 11754 11854
* Prepayments +ST investments 19488 20116 20030 25030 29730
* Debtors (net of provision) 7430 7450 7750 8045 9540
* Inventory 2421 2470 2570 2665 2760
37897 39090 42004 47494 53884
CURRENT LIABILITIES
* Creditors & other payables 21612 22879 22246 21991 22126
* Term Loans (current portion) 0 0 0 0 0
* Provisions 12189 11592 13192 13847 14152
33801 34471 35438 35838 36278
WORKING CAPITAL 4096 4619 6566 11656 17606
NON CURRENT ASSETS
* Net Fixed Assets 88920 85548 81836 76435 71234
* Investments 3928 2732 2318 1918 1518
* Trust funds 654 654 654 654 654
93502 88934 84808 79007 73406
NET FUNDS EMPLOYED 97598 93553 91374 90663 91012
NON CURRENT LIABILITIES
* Provisions - non current 238 243 243 243 243
* Finance Leases (Term portion) 277 320 171 39 0
* Term Loans 29000 29000 29000 29000 29000
29515 29563 29414 29282 29243
CROWN EQUITY
* Crown Equity 24751 24751 24751 24751 24751
* Resernves 43237 43237 43237 43237 43237
* Retained earnings 95 -3998 -6028 -6607 -6219
68083 63990 61960 61381 61769
NET FUNDS EMPLOYED 97598 93553 91374 90663 91012
Debt: Debt equity ratio 30% 31% 32% 32% 32%
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TARANAKI DISTRICT HEALTH BOARD

DISTRICT ANNUAL PLAN : 2008-11

CONSOLIDATED STATEMENT OF CASHFLOWS
($'000)

2006/07 2007/08 2008/09 2009/10 2010/11
audited forecast plan plan plan

OPERATING ACTIVITIES
* MOH funding 235715 248231 262234 272211 280949
* Other revenue 16171 15933 15172 15644 16128
total receipts 251886 264164 277406 287855 297077
* Payment of salaries & operating exp. 133878 150650 150831 157407 163397
* Payment to providers & DHB's 110505 112263 123013 125771 128880
total payments 244383 262913 273844 283178 292277
NET CASHFLOW FROM OPERATIONS 7503 1251 3562 4677 4800
INVESTING ACTIVITIES
* Interest Received 2551 2903 2618 2683 2750
* Sale of fixed assets etc 0 0 355 0 0
* (Increase) / decrease in investments -3076 196 414 -4600 -4300
* Capital expenditure -4277 -3978 -4200 -2500 -3000
NET CASHFLOW FROM INVESTING -4802 -879 -813 -4417 -4550
HNANCING ACTIVITIES
* Equity injections / repayments -785 0 0 0 0
* Private sector borrowings 441 336 0 0 0
* Payment of debts -2058 -212 -149 -160 -150
NET CASHFLOW FROM FINANCING -2402 124 -149 -160 -150
Total cash in 249484 264288 277257 287695 296927
Total cashout -249185 -263792 -274657 -287595 -296827
NET CASHFLOW 299 496 2600 100 100
Add: Cash (opening) 8259 8558 9054 11654 11754
CASH (CLOSING) 8558 9054 11654 11754 11854
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TARANAKI DHB
DISTRICT ANNUAL PLAN: 2008-11

CONSOLIDATED STATEMENT OF FINANCIAL POSITION

2007/08 2008/09 | 2009/10 | 2010/11
forecast plan plan plan

EQUITY AT THE BEGINNING OF PERIOD 68083 63990 61960 61381
* Net results for the period -4093 -2030 -579 388
* Revaluation of Fixed assets 0 0 0 0
* Equity Injections / (repayments) 0 0 0 0
* Other 0 0 0 0
EQUITY AT THE END OF THE PERIOD 63990 61960 61381 61769
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Glossary (Rarangi whakamarama)

Act
Acute

Admissions

ALSL
aTT
Bed days

Cancer

Cardiac

Cardiovascular Disease

Caries
CE Act
CEO
CFA
CHFA

Consultation

Continuum of Care

CPHAC
CQI

Crown Funding Agreement

CvD

DAP
DHB
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An act is a law passed by Parliament
Urgent admission to hospital — within 7 days of taking ill/injury

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

Allied Laundry Services Limited
actual treatment threshold

Bed days describe how many hospital beds are occupied by
patients and for how long

A general term for a large number of diseases which all display
uncontrolled growth and a spread of abnormal cells, also called a
malignant tumour

Relating to, situated near, or acting on the heart

Diseases affecting the heart and/or circulatory system
E.g., coronary artery disease/ischaemic heart disease, stroke,
blood vessels disease

A progressive destruction of bone or tooth
Crown Entities Act

Chief Executive Officer

Crown Funding Agreement
Crown Health Financing Agency

The process of seeking the views of individuals or groups. These
include both providers and health service users

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

Community and Public Health Advisory Committee
Core Quiality Indicators

The main crown funding agreement under section 10 of the
NZPHD Act between a DHB and the Crown acting by and through
the Minister

CardioVascular Disease

District Annual Plan

District Health Board
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DHBNZ
Diabetes
Diagnostic
DR

DSAC
DSS

ED

EEO

Elective Services

ENT
ESPI

FAC
FTE
GP
HAC
HEHA
ICT
IDF
IDP
IFRS

Impact
Inequalities

Infrastructure

Iwi

JV

MoH
NCC
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District Health Boards New Zealand
Medical illness where the body does not produce enough insulin
To identify a disease by its signs or symptoms
Disaster Recovery

Disability Support Advisory Committee
Disability Support Services

Emergency Department

Equal Employment Opportunities

Services beneficial to the patient but not essential for survival

Ear Nose Throat Surgeon

Elective Services Patient Flow Indicator for DHBs (Monitored by
MoH)
Finance Audit and Compliance Committee

Full Time Equivalent and is a way of measuring staff
General Practitioner

Hospital Advisory Committee

Healthy Eating Healthy Action

Information and Communication Technology

Inter District flow

Indicators of DHB Performance

International Financial Reporting Standards

The contribution made to an outcome by a specified set of
outputs, or actions, or both [s2(1) of the Public Finance Act]

Unnecessary, avoidable and unjust differences in social and/or
economic status between people or groups

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

M ori Tribe
Information Technology

Joint Venture

Ministry of Health

National Capital Committee
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NNU

NMHSS
NGO

NIR
NZPHD Act

NZDep
NYPD
Obijective

Outcome

Outpatient

Outputs

Paediatric

Performance Indicators

Performance measures

Performance

standards/targets

PHO
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Neonatal Unit

National Mental Health Sector Standards

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

National Immunization Register
NZ Public Health & Disability Act

New Zealand Deprivation Index
New Zealand Public Health & Disability

Is not defined in the Public Finance Act so has its ordinary
meaning of “goal” or “aim”. Its inclusion in the Crown Entities Act
2004 alongside “impacts” and “outcomes” recognises that not all
outputs and activities are intended to achieve “outcomes” as that
term is defined below. Some outputs and activities do not target a
direct societal, economic or environmental effect, and their
effectiveness should not be judged on that basis. Nevertheless,
they can be important in the context of Crown entities
performance, and objectives will feature in the shaping of some
entities results-focused planning.

A state or condition of society, the economy or the environment
and includes a change in the state or condition [s2(1) of the Public
Finance Act]

A patient who is not hospitalized overnight but who visits a
hospital, clinic or associated facility for diagnosis or treatment

Outputs are final goods and services — that is, they are supplied

to someone outside the entity. They should not be confused with
goods and services produced entirely for consumption within the
Crown entity group. Output classes are groups of similar outputs.

A branch of medicine dealing with the development, care and
diseases of children

Tools for showing if a service or programme is achieving its goal
of improving health

The specific criteria or means used to objectively measure
performance (by way of output production or achievement of
outcomes), usually for assessing progress towards, or success at
achieving, performance targets / standards comparing with
benchmarks; or comparing with past performance. They may be
expressed as ( but are not limited to) absolute numbers,
percentages, ratios, point estimates and ranges and may also be
gualitative in nature

The specific levels of performance to be delivered or achieved

Primary Health Organisation
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Primary Care

Qs
o][e
Rehabilitation

Respiratory

Secondary Services
Socioeconomic
SOl

Statins

Steering Group

Stroke

Systematic
TARDIS
Taranaki DHB
TWPK

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

Quiality Survey
Quiality Improvement Committee

The process of restoring an individual to a useful and constructive
place in society especially through some form of vocational,
correctional, or therapeutic retraining

Relating to or used in breathing or the system in the body that
takes in and distributes oxygen

Hospital Services
Relating to or involving economic and social factors
Statement of Intent

Medications used to control cardiovascular disease risk factors

A group of stake holders focused on delivering advice/settling
issues

Sudden loss of consciousness, sensation, and voluntary motion
caused by rupture or obstruction (as by a clot) of a blood vessel of
the brain

Carried out in a methodical and organised manner
Taranaki Adult Renal Disease Register

Taranaki District Health Board

Te Whare Punanga Korero

Family/extended family
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