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Mihi/Greeting 
 
E ng�  iwi 
E ng�  reo 
E ng�  Karangarangatanga o te Ao 
T� n�  koutou katoa 
E mihi ake t� n� i ki ng�  tini mate mai te rerenga wairua tae atu ki T� maki ki te 
Tonga 
Koutou e noho I raro I te ringa kaha o to tatou matua I te rangi, hoatu koutou. 
Kia tatou nga mahuetanga o r� tou m�  t� n�  an�  koutou katoa. 
He mahere t� n� i pa ana kia ratou e mate pukupuku. 
P� nuitia, k� rerotia matatau koutou te ngau o te ngangara nei “Te Mate Pukupuku” 
Heoi ana ma �  koutou kaha ka taeatia e tatou te manaaki.   
N�  reira t� n�  koutou katoa 
 
To the many tribes, languages and supporters of this work, greetings to you all.  
We pay homage to those that have passed on to the creator. From Te Rerenga 
Wairua, the northern most tip to the southern borders of Tamaki, Auckland. 
Farewell one and all. 
We acknowledge the many issues surrounding cancer. This work integrates the 
thoughts, ideas and aspiration of the region to generate discussion and create 
better understanding and to plan a way forward. Together we will create the 
solutions. 
Therefore greetings to you all.  
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Foreword  
 
Welcome to the first strategic plan of the Northern Cancer Network.  This plan sets the 
strategic direction for cancer control activity in the Northern region for five years from 
2009/10 through to 2014/15. By guiding the activity of the Network and providing strategic 
direction for Northern District Health Board and stakeholder cancer control plans.  
 
The Network provides leadership, facilitation and coordination across cancer control 
stakeholders to enable everyone involved to work collaboratively in improving the 
experience and outcomes for cancer patients, their carers and whanau across the 
Northern region. 
 
There is a strong commitment amongst stakeholders to see inequalities with regard to 
cancer addressed. If activities focus on tackling issues associated with inequalities then 
the health status of the whole population improves. 
 
Development of the plan has been informed by input and feedback from the stakeholders 
within the Network. This includes consumers, District Health Boards, Maori providers, non-
government organisations, primary health organisations, private practice/sector providers 
and researchers. This is a positive reflection on the success of the network to date to work 
collaboratively. 
 
The plan comprises a combination of quality improvement and health gain initiatives. The 
framework used directs strategic activity occurring at patient, service delivery and 
organisational dimensions and is underpinned by sound planning, and monitoring and 
evaluation.  This multi-dimensional approach is needed in order achieve sustainable 
improvement.  
 
Implementing the plan will require collective action from cancer control stakeholders 
across the Northern region. Implementation will be phased to accommodate local, regional 
and national priorities. 
 
While this strategy will drive the work plan of the Northern Cancer Network Management 
Team, over time we hope to see the development of a broader regional plan for cancer 
control that will provide collaborative strategic direction for all cancer control activity in the 
Northern region. Such a plan will in turn inform the future service development and 
investment of each District Health Board for the benefit of the growing Northern region 
population. 
 
 
 
 
 
 

 
 
 
 

  
 
 
 

 
 

 

Karen Roach                     Dave Davies          Garry Smith                     Geraint Martin 
CEO Northland DHB         CEO Waitemata DHB         CEO Auckland DHB        CEO Counties Manukau DHB 
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Executive Summary 
 
Regional Cancer Networks have been established across New Zealand to facilitate the 
implementation of the New Zealand (NZ) Cancer Control Strategy Action Plan 2005-2010. 
The Northern Cancer Network provides leadership, coordination and facilitation among 
cancer control stakeholders in the Northern region.  
 
The Network has been evolving over the last 2-3 years and during that time has built 
strong relationships with its constituents. This plan provides an overview of the main 
issues facing the cancer control sector in the Northern region with which the Network can 
play a major role in resolving through leading collaborative action. 
 
The Northern Cancer Network has the largest population of the four Regional Cancer 
Networks and represents 37% of the country. The cancer incidence and mortality rates for 
the Northern region are similar to the national rates with small variations between District 
Health Boards. Based on incidence and mortality the leading cancers in the Northern 
region are breast, lung, prostate and colorectal cancer.  Through consultation with 
stakeholders a range of qualitative issues and themes emerged. These can be 
summarised as follows: 
 

·  Improving the patient pathway – to address issues related to timely access to 
diagnosis and treatment, standardising treatment, strengthening multidisciplinary 
team meetings, improving care coordination. 

·  Reducing inequalities – ensuring equal access for equal need.  
·  Providing quality information – for patients, whanau and health professionals. 
·  Ensuring a robust infrastructure - improving access to quality data for planning, 

ensuring a sustainable workforce and facilities 
 
A strategic framework has been developed to drive the activity of the Network over the 
next five years in order to respond to the data and themes identified through the health 
needs analysis process. Complex problems require complex responses. In order to 
achieve sustainable improvement a multidimensional approach is needed that will enable 
change at individual, service and organisational levels. Robust planning and monitoring 
will underpin this.   
 
While the Network aspires to influence improvement across the cancer continuum the 
areas where it can initially add maximum benefit are in the areas of improving equitable 
access to diagnosis and treatment. This will be achieved through the establishment of 
tumour streams for each major tumour grouping. Tumour streams will be the mechanism 
for establishing standards for timely progression through key points of the patient pathway, 
and for developing action plans to improve the patient experience across the continuum.   
 
There is a strong focus in the strategic activity on improvements, which will contribute to 
reducing current inequalities that exist in cancer outcomes. These activities span 
individual, service and organisational dimensions and are informed not only by evidence of 
what needs improving but of strategies that are proven to be effective in addressing these 
issues. This will include a commitment to generating new research and evidence of 
successful models to support ongoing development of initiatives and services.  
 
Performance and outcome monitoring at a regional level will provide feedback to 
stakeholders on the effectiveness of the collaboration that will occur through the 
implementation of this plan.   
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Introduction 
 

Aim and purpose of the document 
This document outlines the Northern Cancer Networks activity for the next five years from 
2009/10 through to 2014/15.  The specific focus of the plan is to direct the work that the 
Network Management team will lead with its key stakeholders.  The plan will also guide 
the Northern Region District Health Boards and Network stakeholders in setting their own 
strategic direction.   
 
The Network recognises the importance of a patient centred approach and this is reflected 
in our document. We aim to see outcome measures improve by taking a quality 
improvement approach to the provision of cancer services across the region to achieve 
consistency and equity of access and care for the population of the Northern region. 
 

Treaty of Waitangi  

The Treaty of Waitangi (Treaty) is widely regarded as New Zealand’s founding document 
and is fundamental to the relationship between Maori and the Crown. The Treaty 
relationship is based on the three principles of partnership, participation and protection (as 
derived from the Royal Commission on Social Policy).   
 
The New Zealand Public Health and Disability Act 2000 confirms the Crown’s desire to 
have greater Maori participation in the health and disability support sector for: 
 

·  Improving Maori health outcomes, and  
·  Reducing health disparities between Maori and other population groups.    

 
In addition to the requirements of the act the Northern Region District Health Boards have 
established mechanisms for engaging with Maori at both governance and operational 
funding and planning levels through relationships with their Treaty-partner organisations 
Te Tai Tokerau MAPO, Tihi Ora MAPO and Tainui MAPO. The MAPO are iwi-governed 
organisations that operate as co-funding partners with the regions District Health Boards 
and the Ministry of Health (Ministry).   
 
The Northern Cancer Network is committed to the principles of the Treaty, within the 
framework of the NZ Public Health and Disability Act 2000 and the NZ Cancer Control 
Strategy 2003.  
 
The Network has established the Maori Leadership group to provide tikanga and kaupapa 
Maori guidance and strategic advice and develops and promotes Maori aspiration within 
its activities. 
 

Development of the plan  

The Network Executive Group determined the scope of the plan and agreed that the plan 
would focus on the work that the Network would lead, rather than committing constituent 
District Health Boards to any particular activity. It was also agreed that the plan would 
seek to achieve health gain as well as have a strong focus on service and access 
improvement. 
 
Information to inform the plan was drawn from: The NZ Cancer Control Strategy Action 
Plan 2005 – 2010; Northern Region Cancer Health Needs Analysis; Each constituent 
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District Health Boards Cancer Control Plan and Stocktake and the Northern Cancer 
Network Inequalities Situational Analysis report. Significant input was provided by the 
Northern Cancer Network’s Consumer Reference Group, Maori Leadership Group and the 
Regional Cancer Collaborative. 
 
The framework for the plan was agreed by the Regional Cancer Collaborative and the 
Regional CEO forum and shared with the other Region Cancer Networks, in the interest of 
taking a consistent approach where appropriate.  A representative group from the 
Regional Cancer Collaborative prioritised strategic activity. This was based on the 
prioritisation principles previously developed by the Health Funding Authority being 
effectiveness, equity, Whanau ora and timeliness.   
 
The plan was approved by the Network Executive Group before going to the Regional 
District Health Boards CEO forum for final approval.   
 

National Cancer control context 
The New Zealand Cancer Control Strategy was published by Ministry of Health in 2003.  
The overall purposes of the Cancer Control Strategy are to: 
 

·  Reduce the incidence and impact of cancer 
·  Reduce inequalities with respect to cancer 

 
The Ministry released the Cancer Control Action Plan 2005–2010 (the Action Plan) 
containing 112 actions to meet the Strategy’s objectives. The first priority of the Action 
Plan states: “Establish Regional Cancer Networks”. The Northern Cancer Network was 
established in 2006. 
 
Also in 2006 each District Health Board was required to develop a Cancer Control Plan. In 
the Northern region these plans were developed alongside the establishment of the 
Northern Cancer Network. These plans have informed the development of this strategic 
plan but it is expected that as District Health Boards update their plans. The Northern 
Cancer Network’s strategic plan will inform the direction of District Health Boards future 
District Cancer Control Plans. 
 
The plan spans for the next five years. During that time there will be a revised national 
Cancer Control Action Plan as the current version expires in 2010. It is expected that the 
next version of the Action Plan will take account of the four Regional Cancer Networks 
strategic plans so that the focus of this plan will remain relevant for its’ five year life. 

 



Northern Cancer Network Strategic Plan 2009/2010 – 2014/2015 9 

Overview of the Northern Cancer Network 
 
The Northern Cancer Network is one of four Regional Cancer Networks in New Zealand 
established to implement the New Zealand Cancer Control Strategy Action Plan 2005-
2010. It works across the cancer continuum, providing leadership, facilitation and 
coordination with cancer control stakeholders in the Northland, Waitemata, Auckland and 
Counties Manukau District Health Board areas.   
 
The Auckland District Health Board is the lead District Health Board for the Network. 
 

Organisational structure 
The Network is comprised of a number of groups to enable maximum participation of key 
stakeholders.  The Regional Cancer Collaborative is the ‘stakeholder hub’ of the Network 
and the Network Executive Group provides governance.  The Network has built on existing 
structures where possible, in order to strengthen the voice of some stakeholders. Specific 
groups have been established by the Network i.e. Consumer Reference Group, Maori 
Leadership Group, Regional Cancer Care Coordinator Forum and Non Government 
Organisation Forum.   
 
The following diagram shows the wider structure of the Network: 
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The Networks vision  is to improve cancer control through increased regional 
collaboration.  The goals  of the Network are adopted from those in the New Zealand 
Cancer Control Strategy: 
 

·  To reduce the incidence and impact of cancer in the Northern region; and 
·  To reduce inequalities with respect to cancer in the Northern region 

 
To achieve the vision and goals outlined above, the Network’s objectives are to support 
the local delivery of effective, efficient and equitable cancer control services by: 
 

·  Facilitating Cancer Control Strategy and Action Plan planning and implementation 
·  Facilitating regional collaboration to improve patient experiences and outcomes 
·  Supporting quality improvement initiatives designed to achieve the vision 
·  Supporting regional integration across traditional silos 
 

Key focuses and functions of the Northern Cancer Ne twork 
The key foci of the Network as set out in the Crown Funding Agreement with Auckland 
District Health Board are: 
 

·  “The efficient and effective use of finite resources within and across District Health 
Board populations; 

·  Reduce disparities and improve equity of access; 
·  Close existing gaps in services and reduce duplication; 
·  Greater co-ordination of service planning and delivery; 
·  Promote a focus on patient access to, and experience of, care; 
·  Reduce barriers to co-ordinated service provision to ensure seamless care across 

providers; 
·  Account for performance across provider organisations; 
·  Provide expertise for planning and development of services; 
·  Enable clinical audit and outcomes reporting; and 
·  Implement multidisciplinary teams and clinical guidelines”. 

 
Based on the requirements of the Crown Funding Agreement and the original Northern 
Cancer Network establishment proposal the functions of the Network are: 

·  Ensuring access to information and knowledge 
·  Facilitating regional quality improvement initiatives in service delivery 
·  Facilitating system improvement to support sustainable service improvement 
·  Providing evidence based advice to District Health Boards funders for planning 

purposes 
·  Monitoring regional cancer control activity to demonstrate effective performance 

 
Guiding Principles of the Northern Cancer Network: 

·  Support regional integration across traditional silos 
·  Ensure continuum and district wide representation 
·  Ensure open communication and transparency in decision making 
·  Ensure mutual respect, partnership and collaboration 
·  Advocate, and practise, a strong clinician/management partnership in decision 

making 
·  Reduce duplication within the provision services across the region 
·  Equitable access for the same level of clinical need across the region 
·  Key foci to include: Quality of care / Inequalities / Patient-centeredness 
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Relationship of the Network to the Regional Cancer Centre and 
District Health Board cancer services and planning 
The Network has a leadership, facilitation and co-ordination role in implementing the New 
Zealand Cancer Control Strategy Action Plan, working across organisational boundaries 
and promoting a collaborative approach to regional service planning and delivery. The 
Network will proactively lead regional cancer planning and quality improvement to ensure 
consistent practice and equitable access and outcomes.  
 
Operational planning and management is the responsibility of each District Health Board.  
The Regional Oncology Operations Group provides the mechanism for addressing 
operational issues regarding the Regional Non-Surgical Cancer Service provided by 
Auckland District Health Board. The Network Clinical Director is a member of the Regional 
Oncology Operations Group. 
 
The Network provides advice to District Health Boards to inform their District Annual 
Plans. Any funding implications that arise as a result of Network activity is referred to the 
Regional Funding Forum for their advice and may be referred back to each District Health 
Board to be considered as part of their prioritisation processes. 
 

Relationship of the Network to the Nation Cancer Co ntrol 
programme 
Regional Cancer Networks form part of the National Cancer Control Programme. The 
programme is led by the Ministry working closely with the District Health Boards and  
Regional Cancer Networks on the strategic direction and implementation of priorities for 
cancer in New Zealand. The programme is governed jointly by the Ministry and District 
Health Boards through the New Zealand Cancer Control Steering Group. A nominated 
Regional Cancer Network manager is a member of the steering group.  The Network 
Clinical Director is a member of the New Zealand Cancer Treatment Advisory Group. The 
National Cancer Control Programme governance structure is detailed below: 
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   Reference: Cancer Control Programme Overview and Work Plan 2009/10 (Draft) 22 April 2009. 
 

 

 

The National Cancer Control Programme governance roles and responsibilities are shown 
in the figure below: 

    
 
In addition the Regional Cancer Networks have established a national forum to: 
 

·  Work collaboratively to advance the Strategy and associated Action Plan 

·  Share learning and reduce duplication of effort 

·  Work on common issues and topics with the aim of promoting consistency 

·  Foster working relationships between the RCNs, Ministry and the Cancer Control 
Council. 

 

Reference: Cancer Control Programme Overview and Work Plan 2009/10 (Draft) 22 April 2009. 
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Cancer Health Needs Analysis for Northern Region 
 
The following section presents an overview of the demographic profile, cancer incidence, 
outcomes, service utilisation, and consultation with the stakeholders in the Northern 
region. Details are included in the appendix. 
 

Overall population distribution – 2006  

The 2006 census population for the region is estimated to be 1.54 million (estimated 
resident population), representing 37% of New Zealand’s population. Waitemata is the 
largest District Health Board (DHB) in the region with a population of 504,710; the smallest 
DHB is Northland with a population of 152,650.   
 

·  The Northern region represents (37%) of New Zealand population. Waitemata is the 
largest DHB in the region and nationally, 

·  Northland has high proportion of children, people aged 65 years and over, Maori 
and the most deprived population but the numbers are higher in other Northern 
DHBs, 

·  Counties Manukau has higher proportion of children, most deprived population and 
the largest number of Maori population, 

·  Waitemata has the least proportion of most deprived population and the largest 
number of elderly 65+ population, 

·  Except for Northland, the Northern region is highly urbanised, 
·  Northern Region DHBs have a positive population growth projection for all ages 

except a decline in younger population (8%) in Northland by 2026. The elderly 65 
years or older population is projected to grow more rapidly than the rest of the 
population. 

 

Cancer incidence, outcomes and service utilisation 
 

Number of cancer registrations for all cancer, both  sexes by DHBs and Northern region, 1995-2006 

 

 
 
Cancer registrations are used as a measure of cancer incidence. There were 7,262 new 
registrations of cancer (malignant cancers, C00-C96) in the Northern region compared to 
23,201 in New Zealand in 2006. The cancer registrations peaked in 2004, were slightly 
decreased in 2005 but show an upward trend in 2006 across Northern region. 
Summarised below are the salient points. Details are included in the appendix.  
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Cancer incidence and outcomes 
All cancer age-standardised incidence and mortality rates across the Northern region are 
generally similar to the national rates, 

·  All cancer age-standardised incidence and mortality rates are lowest for the Asian 
ethnic group  

·  In the Northern region the all cancer age-standardised incidence and mortality rate 
for Maori and non-Maori is similar to NZ but there are variations by DHB, 

·  Northland and Counties Manukau have higher age-standardised rates for cancer 
registrations and mortality for Maori population, 

·  All cancer incidence rates are similar in Maori and non-Maori but the all cancer 
mortality rate is 1.7 times for Maori compared to non-Maori, 

·  There are many inequalities between Maori and non-Maori registration and mortality 
rates when specific cancers are considered. 

 

Leading cancers 
·  The leading cancer incidence and mortality ranking and contribution proportion for 

both genders in Northern region is similar to New Zealand, 
·  Breast cancer is the leading female cancer for both incidence and mortality but the 

mortality contribution is significantly lower (17%) than the incidence contribution 
(28%) due to its high survival rates, 

·  Lung cancer has a low survival rate with the incidence proportion in females (9%) 
and males (10%) and mortality proportion in females (16%) and males (20%) 
respectively. 

·  Prostate cancers are the leading male cancer (28%) but with proportionately lower 
death rates (13%), 

·  Colorectal cancers have mid level survival rates with similar incidence and mortality 
contribution. 

 

Cancer survival 
·  The one year observed survival cancer rates for all cancers is similar in Northern 

region and New Zealand, 
·  The five year observed survival rates for all cancers is slightly higher for the 

Northern region when compared to New Zealand, 
·  Both one year and five year observed survival rates for all cancers is highest for 

Waitemata DHB (WDHB) and lowest for Northland DHB (NDHB) within the Northern 
region. 

 

Cancer screening 
·  The national target for breast screening coverage of 70% and cervical screening 

coverage of 75% is not being met by any of the Northern Region DHBs, 
·  Auckland and Counties Manukau have particularly lower breast and cervical 

screening rates when compared to Waitemata and Northland DHB. 
 

Cancer treatment 
·  The Radiotherapy intervention rate in 2006/07 for the Northern region is similar to 

national rate but Northland has the lowest radiation intervention rate (27%), 
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·  Radiotherapy waiting time during 2003-08 was less than 8 weeks between first 
specialist assessment and start of radiation oncology treatment for more than 90% 
of priority A, B and C patients, 

·  Accurate data for chemotherapy and surgical intervention rates is not available. 

Consultation with stakeholders 
In reviewing the information from a number of sources that have informed the Network’s 
strategic plan key themes emerged regarding areas that could lead to improved patient 
experience and outcomes. These are summarised below. 

Key themes  
 
Access to reliable data for planning  – data systems tend to be designed for funding and 
reporting process. There are gaps in data collection methods and availability of indicators 
to monitor quality of cancer care and the timely progression across the clinical pathway. 
Further, inconsistencies in data collection make it difficult to compare indicators across 
regions. 
 
Care coordination  – consumers and staff report that there is sometimes confusion 
regarding who is clinically responsible as the patient transfers between services or 
providers. There is a need for clearly articulated pathways and patient flows. Consumers 
would like to have an identified key contact person. 
 
Information on what resources are available  – both patients and staff report that there 
is a lack of information on the ranges of services and support that is available and how to 
access these resources. Patients need quality information to enable them to make 
informed decisions. 
 
Information systems  – clinicians often experience difficulties accessing patient 
information when patients transfer from one provider to another for treatment. This 
includes providers outside of District Health Boards for example Hospices. Patient data for 
monitoring and service planning is not easily accessible and not all information is available 
electronically. 
 
Lack of standardised treatment  – there is a need for adoption of practice standards and 
clinical guidelines to ensure consistent regional access and treatment. Ideally these would 
be nationally adopted. 
 
Lengthy waiting times  – there are long delays in for diagnosis and treatment in some 
specialities. There are no standardised timeframes for diagnosis or treatment so that 
patients know what they can reasonably expect. 
 
Multidisciplinary meetings  – improving the number of multidisciplinary meetings  
occurring and the effectiveness of these meetings will enable improved clinical decisions 
regarding treatment and will assist in increasing referrals where there may currently be 
under-treatment. Multidisciplinary meetings are considered to be best practice for deciding 
treatment plans. 
 
Patient education resources  – patients need access to quality information in a range of 
formats in order to understand their condition and make treatment decisions. This 
information needs to be tailored to meet the needs of Maori, Pacific people and migrants. 
 
Public perceptions of poor cancer services  – media attention and political statements 
tend to focus on negative stories or situations. There is a need to inform the public of the 
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significant gains that have been made in cancer services and outcomes in the Northern 
region to build confidence in the publicly provided cancer services. 
 
Services for Maori and Pacific people  – there are very limited cancer services provided 
by Maori and Pacific providers. While there are some initiatives being piloted these tend to 
be based around specific roles rather than services. Evaluation results of these initiatives 
need to be shared and replicated if successful. 
 
Stage at time of presentation  – inequalities exist because patients from vulnerable 
groups often present with disease that has limited opportunity for curative treatment. This 
relates to barriers to access and patients not recognising early warning signs. Earlier 
presentation increases the opportunity for cure. 
 
Supportive Care  – consumers report lack of access to supportive care services within the 
region.  This is in part due to services not being available and relates both to services for 
children as well as adults. 
 
Workforce  – while a national workforce analysis has been completed there has been no 
regional planning response to this information. Workforce models need to recognise 
service requirements across the continuum and not only in diagnosis and treatment 
services. 
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Strategic Framework  
 
The framework for the strategy is based on the functions of the Network.  For each 
function there are a number of planned, evidence based strategic activities.  Each activity 
is premised on two fundamental features: excellence in clinical governance is a key 
success factor; and performance monitoring underpins and informs the implementation of 
strategy: 
 

·  Enabling patients and whanau to make informed decisions 
·  Quality improvement leading to better, sooner, more convenient services and 
·  Infrastructure improvement to ensure quality improvements can be sustained 

 
The underlying drive for strategic activity comes from the commitment to meet the goals of 
Network which are to reduce the incidence and impact of cancer (health gain) and to 
reduce inequalities (Whanau ora). 
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Evidence based planning  will involve: 

·  Maintaining up to date health needs analysis to identify direction 
·  Researching areas of greatest concern to Maori 
·  Identifying further research topics and encouraging the uptake by researchers 
·  Using the results of research to inform planning 
·  Evaluating initiatives and pilot projects to inform the next stages of service 

development. 
 
Informed choices  relates to ensuring access to quality information and knowledge: 

·  Ensuring availability of information for patients and whanau relating to diagnosis, 
treatment options, supportive care and living with cancer as a long term condition  

·  Information for health professionals on available services and treatment protocols 
and pathways 

·  Building public confidence in cancer services. 
 
Better, sooner more convenient services includes: 

·  Ensuring timely access to quality services across the region 
·  Establishing regional service improvement groups according to tumour streams 
·  Specific initiatives to improve access to services for vulnerable groups 
·  Ensuring consistent regional practice related to agreed standards and patient 

pathways 
·  Establishing initiatives to support people living with cancer as a long-term condition. 

 
A responsive infrastructure  relates to organisational or system level improvement to 
support or enable improvements at both individual patient decision making and service 
delivery level.  Activities in this area include: 

·  The development of a long term regional service plan that addresses workforce 
planning, facilities, equipment and information management 

·  Ensuring cultural competency in services across the cancer control continuum. 
 
Monitoring provides regular feedback to stakeholders to demonstrate the results of 
improvements and measures the performance of the Network against stated outcomes. 
 
Regular evaluation and feedback  will lead to further improvements being undertaken. 
Baseline information needs to be established in order to measure progress against this. 
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Implementation 
 
This section describes in more detail the specific activities that will be undertaken in 
implementing the strategy.  
 
 

 
 
 
The strategic activities have been staged for early, intermediate or later implementation 
rather than specifically stating which year they will be delivered in. This allows flexibility to 
align to: 
 

·  Future priority signals from the Ministry 
·  Northern District Health Boards planning and priorities 
·  The updated New Zealand Cancer Control action plan due in 2010. 
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Below is a list of the staged activities: 
 
Early (within 1 year) 
Health Research Council primary care lung cancer project (if application is successful) 
Establish a directory of services   
Further development of the website   
Scope and implement an early presentation project  
Implement tumour streams for lung and bowel cancers 
Enhance multidisciplinary meetings   
Improve cultural competency for mainstream services   
Establish regional baseline cancer data and monitoring framework 
Travel and accommodation review 
Support clinical guideline implementation  
 
Intermediate (years 2 and 3) 
Collate tobacco control activity effectiveness to better target resources 
Prepare a regional cancer workforce plan  
Develop mechanisms to provide accessible patient information 
Implement further tumour streams 
Support the development of the Maori cancer workforce 
Development of by Maori for Maori cancer support services  
Improve supportive care  
Increase access to screening services for cervical and breast cancer 
Improve access to palliative care for vulnerable groups  
Plan for future facilities and equipment requirements 
Care coordination  
Develop further key performance indicators across the cancer continuum to measure 
performance 
Encourage excellent public communication to improve public confidence  
 
Late (years 4 and 5) 
Develop programmes to support those people living with cancer as a long-term condition  
Work with Information services across the region to improve patient management  
information systems  
Implement remaining tumour streams 
Implement local delivery of services where clinically effective and efficient to do so  
Facilitate private sector engagement for example multidisciplinary meetings / Adherence to 
protocols  
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Initial focus 
Strategic activity prioritised for year one reflects both regional health needs analysis 
findings and national priorities identified by the Minister of Health and National Cancer 
Control Programme. 
 
The Minister has explicitly signalled his expectations of the health sector in a letter to 
District Health Board chairs. For 2009/10 these include a focus on hospital services with a 
drive to improve service and reduce waiting times. Cancer waiting times have been 
identified as a priority. District Health Boards are required to achieve shorter waiting times 
between diagnosis and treatment particularly for radiotherapy.  
 
The National Cancer Control Programme has prioritised lung cancer and bowel cancer as 
areas of focus and has stated that Regional Cancer Networks are to identify 2-3 service 
improvement initiatives related to lung and bowel cancer ahead of any detailed service 
mapping or planning. 
 
The Northern Cancer Network has combined the Minister’s expectations and National 
Cancer Control Programme priorities by undertaking to have a major focus on improving 
access to diagnosis and treatment and reduce waiting time in relation to lung and bowel 
cancer. This will be achieved through a tumour stream approach. Each tumour stream will 
comprise a multidisciplinary steering group including consumer and Maori representation. 
The tumour streams will identify patient pathways, standards for critical points in the 
pathway, performance indicators to measure compliance to the standards and service 
improvement initiatives to support implementation. 
 
The two service improvement initiatives to meet National Cancer Control Programme 
requirements are: 
  

1. Improve timeliness and access to services for lu ng cancer patients 

The Network’s lung tumour stream will confirm key performance indicators for critical 
points in the patient pathway i.e. from referral to first specialist assessment, first 
specialist assessment to decision to treat, decision to treat to commencement of 
treatment etc. Each District Health Board will be supported to achieve the service 
improvements necessary to meet the key performance indicators.  The Network will 
facilitate an increase in the percentage of patients discussed at multidisciplinary 
meetings. A baseline figure will be established and an improvement target will be 
identified.  

2. Improve timeliness and access to services for bo wel cancer patients 

Access to endoscopy has been identified across the region as a bottleneck thus 
impeding timely diagnosis and treatment. The bowel tumour stream will work 
collaboratively to identify and implement initiatives to improve the waiting time for 
access to endoscopy. 

 

Strategic Activity 
The table to follow identifies the strategic activity for each function area the Northern 
Cancer Network will lead over the next five years. All of the activity requires the 
collaboration of District Health Boards and other Network stakeholders to achieve 
improved services and outcomes.  
 
This activity will inform District Health Boards Annual Plans over the next five years.



 

Informed choices                                                                                                                                    
Aim / Objective Actions Outcomes 

Website development to inform cancer patients and h ealth professionals - EARLY  

o To inform and educate cancer patients on the 
available services and information within the Northern 
region  

o To increase the public’s awareness of the Northern 
Cancer Network and its key functions among key 
stakeholders to facilitate buy-in, engagement and 
recognition of the Network 

o Identify and implement new communication channels 
best suited to reach cancer patients and cancer health 
professionals starting with a new section within the 
Network’s website 

o Promote the Network’s website. 

o Identify, stocktake and review what accessible 
information is currently available to the public and 
what is needed 

o Dedicate and develop a section of the Network’s 
website to ‘information for health professionals’ and a 
section to ‘information to patients’ 

o Raise awareness of the Network’s website through 
forums and updates to stakeholders 

o Encourage subscription to Network updates and 
online newsletters to assist in the development of the 
database 

o Maintain an up to date database and innovative 
reporting system. 

o A current list of accessible information available to the 
public at all times and updated at regular intervals 

o A comprehensive database for targeted dissemination 
of the Networks updates, reports, newsletters, 
meeting notes and invites to events. 

o An up to date website containing relevant information 
for health professionals and consumers. 

 

Develop a regional cancer care service directory - EARLY 
o To provide a single contact point for up to date 

information of all cancer related services across the 
Northern region 

o Identify existing cancer related services in the region 
o Develop and maintain a database of services  
o Develop a regional cancer care service directory 

which contains all accessible patient resources. 
 
 

o Conduct a stock take of all available cancer related 
services in the region drawing where possible from 
existing databases. 

o Develop an overview of each service including 
eligibility, access and contact information  

o Work with stakeholders to determine the most 
practical place/form to locate the directory  

o Establish protocols to ensure directory is maintained 
and kept current 

o Ensure cancer care providers are aware of the 
directory in order to inform patients and whanau. 

o A comprehensive current cancer service directory is 
published and available to all, across the cancer care 
continuum. 

 

Resources development– culturally appropriate resou rces about cancer prevention, treatment and service s - Maori/Pacific/Asian - INTERMEDIATE 
o To profile culturally appropriate information about 

cancer treatment and services to Maori/Pacific/Asian 
consistently across the region  

o Support local providers to disseminate culturally 
appropriate resources on cancer prevention to 
patients 

o Ensure all resources developed meet the Cancer 
Society standards for patient education resources. 

o Facilitate key stakeholders to agree a project plan to 
identify what resources are required and how to 
create them as an available resource.  Identify the 
most appropriate communication channels to reach 
the target audience and implement a process to 
disseminate information to patients. 

o Profile available resources and engage with Maori 
providers consistently 

o Secure funding for the development of the resources. 

o Resources are available in a range of languages 
covering the main cancers and associated treatments 
and series. 

Improving public confidence - INTERMEDIATE 
o To strengthen public confidence in publically funded 

cancer services 
o To ensure there is balanced  media coverage of 

cancer related issues 
o To proactively inform the public of service 

development and improvements in cancer care in the 
Northern region. 

o Make waiting times information available to the public  
o Develop and implement a communication strategy to 

promote positive cancer service developments 
o Liaise with communications managers from key 

stakeholder organisations to ensure a collaborative 
approach, reduce duplication and ensure consistent 
massages. 

o Increased public confidence 
o An informed public 
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Aim / Objective Actions Outcomes 
Early presentation project - EARLY 
o To develop a health promotion initiative that 

encourages Maori to seek medical advice at the 
earliest sign of lung problems 

o To develop information and resources to assist Maori 
and their whanau to recognise the symptoms of lung 
disease. 

o To complete a literature review of national and 
international experience in this field 

o Discuss the findings of the review with Maori cancer 
researchers to ensure that all the evidence is 
gathered 

o Discuss the findings with focus groups of Maori 
consumers to draft a health promotion initiative 

o Present the initiative to a focus group of GPs and 
clinicians for support 

o Agree a project plan and project brief for stakeholder 
consideration 

o Seek funding support to implement the initiative. 

o Maori are informed and empowered to recognise the 
symptoms of lung cancer and seek early medical 
advice 

o Maori survivorship of lung cancer is equitably 
proportionate to non-Maori. 

 
Better, sooner, more convenient services  
Tumour streams - ONGOING 
o To establish a tumour stream working group for each 

of the 11 tumour streams 
o To improve service delivery and reduce variations in 

practice for each tumour stream. 
 

o Tumour streams will be established for the following 
tumour groups: 

- Lung 
- Bowel 
- Breast  
- Upper gastrointestinal (GI) 
- Genitourinary 
- Head and neck 
- Gynaecological 
- Haematological malignancies 
- Central Nervous system (CNI) 
- Skin/melanoma 
- Paediatrics 

o Develop clear care pathways, standards of care, 
clinical and performance indicators 

o Facilitate service improvement initiatives to ensure 
standards and pathways are achieved. 

o Clients are informed of what they can reasonably 
expect throughout the pathway 

o Consistent regional access to diagnosis and treatment 
is achieved e.g. time to diagnosis, time to treatment 

o Clinical audit will demonstrate compliance with clinical 
pathways.  

 

Implement patient navigator roles subject to favour able outcomes of current pilot project - INTERMEDIA TE 
o To provide Maori and Pacific patients and their 

whanau with support through treatment services and 
ongoing cancer management and therefore reduce 
the impact of cancer 

o To share the findings of successful national and 
international navigation pilots  

o To replicate innovative service models 
o To facilitate the expansion of cancer services for 

Maori and Pacific people. 

o Analyse the evaluation reports of the current 
community based patient navigator initiatives in 
Northern region and across NZ. These services 
provide support for patients and their whanau 
following diagnosis and assist in accessing a range of 
intersectoral support. 

o Provide advice to funders to replicate successful 
models so that there is equitable access to such 
initiatives 

o Provide monitoring information regarding the 
effectiveness of new navigator services to support 
ongoing quality improvement. 

o Improved access to services for Maori and Pacific 
patients 

o Reduced inequalities. 
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Aim / Objective Actions Outcomes 
Improving access to supportive care services - INTE RMEDIATE 
o To ensure regional access to quality supportive and 

rehabilitative care services. 
o Participate in a national stock take of supportive and 

rehabilitative services against the Supportive Care 
Guidelines 

o Include supportive care services in regional cancer  
service directory 

o Scope required services to meet unmet need 
o Provide evidence based advice to funders for 

prioritization. 

o Supportive and rehabilitation services are available to 
those who need them. 

Improve access to care coordination across tumour s treams - INTERMEDIATE  
o To ensure that patient experience is coordinated and 

seamless throughout the patient pathway 
o To identify successful components of service 

coordination from the literature and make 
recommendations to inform ongoing Network tumour 
stream work 

o To compare and contrast a range of care coordination 
models currently in existence in the Northern region. 

o Draw information from existing literature reviews, the 
patient experience, and current service models and 
service improvement initiatives 

o Continue to support the regional cancer care 
coordinators forum 

o Undertake targeted process mapping in those areas 
that patients and staff identify as coordination issues. 
Each tumour stream has defined core strategies for 
coordination. 

o Practical solutions to service coordination issues will 
be trialled and implemented. Evaluation results will be 
fed through to the ongoing tumour stream projects for 
consideration as best practice. 

o Patients and health professionals report improved 
coordination. 

Improve access to palliative care for vulnerable gr oups – INTERMEDIATE  
o To facilitate regional equitable access to palliative 

care services for people with cancer 
o To facilitate initiatives that will increase access for 

vulnerable groups 
o To monitor access to palliative care services for Maori 

and other vulnerable groups. 
 

o To support the implementation of the new palliative 
care service specifications 

o Provide support for the establishment of a regional 
palliative care forum for sharing each district’s 
approach to implementation and identify any 
components which may require collaboration 

o Monitor access to palliative care for people from 
vulnerable groups who have cancer and work with 
local DHBs and providers to ensure that initiatives are 
undertaken to improve access for those groups 
currently under-serviced. 

o Improve accessibility for some vulnerable groups 
including Maori.   

o NZ palliative care strategy implemented across the 
Northern DHB region. 

 
 

Support the implementation of new guidelines connec ted to the Network’s work streams - INTERMEDIATE  
o Improve current level of care by supporting the 

implementation of clinical guidelines developed by 
New Zealand Guidelines Group.  

 

o The Network’s role will be guided by national 
implementation plans developed for each newly 
released guideline 

o Work collaboratively with DHBs and stakeholders to 
ensure guidelines are implemented. 

o Clinical guidelines implemented appropriately across 
the region. 

 

Improve access to screening programmes for breast a nd cervical cancer – INTERMEDIATE  
o To improve screening coverage rates for both breast 

and cervical cancer. 
o Engage with private screening providers in order to 

collate information on private mammography 
screening so that coverage rates are more accurate. 
Share results with national screening programme. 

o Work with stakeholders to identify activity areas where 
the Network can add value to the programme. 

o More accurate mammography screening rates 
o Increased screening uptake. 
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Aim / Objective Actions Outcomes 
Private sector engagement in multidisciplinary team s and treatment protocols - LATER  
o To encourage consistent adherence to treatment 

protocols for patients who receive components of their 
care in both the public and private sectors. 

o Establish protocols in line with tumour streams 
o Establish agreement between clinicians on the 

purpose of protocols and how they will help improve 
consistency, quality, timely care to patients 

o Implement clinical audit across public and private with 
agreement 

o Evaluate 
o Encourage private clinicians to participate in public 
o Multidisplinary meetings where patients will receive 

treatment in both systems. 

o Joint protocols agreed 
o Audit programme explored 
o Private clinicians participating in multidisplinary 

meetings. 

Living with cancer as a long term condition - LATE  
o To ensure quality of life for people who have 

completed their treatment but continue to live with the 
long term effects of cancer and its treatment. 

o Work with consumers to identify initial areas of focus 
and research 

o Ensure the availability of information and support to 
overcome any medical and psychosocial problems 
that may arise following treatment 

o As tumour streams progress ensure they consider 
appropriate follow–up within models of care. 

o Improved quality of life 
o Availability of quality patient information. 

Travel and Accommodation review - EARLY  
o To identify travel and accommodation barriers and 

propose solutions to ensure equitable access to 
services. 

o Present findings and recommendations of travel and 
accommodation survey to DHB funders for adoption 
or prioritisation   

o Work with DHBs to implement appropriate 
recommendations accordingly. 

o Recommendations presented to funders by 
September 2009. 

 
A responsive infrastructure  
To support the development of Maori cancer workforc e - INTERMEDIATE 
o To establish a Maori cancer care workforce that meets 

the needs of Maori cancer patients and their 
family/whanau across the Northern region 

o Nurture and support whanau taking up health careers. 

o Conduct a stock take of the regional Maori health 
workforce, building on existing information where 
available  

o Build on existing Maori workforce models and 
replicate successful models 

o Work with existing strategies within the DHBs and 
primary care to attract young people into health 
careers/cancer 

o Pilot an initiative with key stakeholders to attract 
community health workers into cancer care services 

o Improve the Maori patient experience 
o Greater skilled and qualified regional cancer Maori 

workforce  
o Increase the number of Maori in the cancer care 

workforce. 
 

Facilities and Equipment plan - ONE OFF  
o To ensure adequate capital planning to meet future 

service demand. 
o In conjunction with the Regional Cancer Service 

develop a facilities and equipment plan that will feed 
into the regional services plan for cancer. This will 
build on relevant existing plans such as the regional 
Radiotherapy strategic plan and regional service plan. 

o Sufficient public infrastructure to meet future demand. 
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Aim / Objective Actions Outcomes 
To Improve cultural competency  throughout the Canc er Control continuum - EARLY  
o To provide cancer care services to patients and their 

family/whanau that is culturally appropriate and 
respectful of differences. 

 

o Identify issues of cultural competency that currently 
need to be addressed at the across cancer care 
service continuum 

o Conduct a review of cultural competency awareness 
training that is currently being delivered across the 
cancer care continuum of the Northern region 

o Facilitate a focus group of sector stakeholders to 
identify cultural competency training that is 
appropriate for all cancer care service providers 
across the region 

o Work with mainstream service providers to encourage 
uptake of cultural competency training programmes. 

o Consistent cultural competency training is available to 
staff in mainstream cancer services 

o Cancer care services are culturally competent and 
improve the patient’s experience. 

Support the Development of by Maori for Maori cance r services - EARLY  
o To establish a range of community based by Maori for 

Maori Services.  
 

o Facilitate a group of key stakeholders to plan a 
pathway forward to implement recommendations 
identified in the Review of Community Based Services 
for Maori in ADHB and CMDHB report July 2006, by 
Tamaki Healthcare PHO and Te Kupenga  Hoturoa 
PHO 

o Provide evidence based advice to funders for 
prioritisation 

o Support opportunities for showcasing Maori service 
innovation and Whanau Ora. 

o Recommendations from the 2006 Tamaki PHO and 
Te Kupenga Hoturoa report  

o Models are developed for Maori by Maori services. 
 

Develop a Northern region plan to address cancer wo rkforce issues - INTERMEDIATE  
o To identify the Northern region cancer workforce 

requirements for the next 10 – 15 years 
o To develop a regional workforce planning response to 

the National Cancer Control workforce stock take and 
needs assessment 

o Proactively assist in managing the Northern workforce 
issues referred to in the national review. 

o Initiate regional cancer workforce plan project group to 
produce a Northern regional plan and liaise with the 
regional expert advisory group 

o Work with key Northern region stakeholders to agree 
upon regional actions to ensure current workforce 
issues can be addressed. 

 

o Regional cancer workforce plan developed. 

Patient Management Information systems  
o Ensure patient information system requirements are in 

place in order to ensure sufficient electronic 
information is available for patient management and 
service planning. 

o Develop information system requirements to feed into 
the regional cancer services plan. Where possible 
build on existing regional and national requirement 
reports. 

o Quality information is easily accessible for patient 
management, reporting and service planning. 

 
 
 



 

Performance and Outcome Monitoring 
 
The Northern Cancer Network is committed to measuring its achievement of the outcomes 
it seeks in its strategic plan through a series of indicators. The indicators chosen are 
medium term and measures progress against the three dimension areas focussed in the 
Network’s strategic plan.  
 
This framework will align with the District Health Board strategic plans and the Regional 
Cancer Network indicator framework, discussed at a joint workshop with the Ministry 
Cancer team. The indicators are mostly process indicators, measuring the activities of 
Network to achieve health gain and intermediate level outcome indicators measuring 
health gain directly. Long term outcomes, whilst important, are greatly influenced by 
factors that are substantially outside the Network’s control. It is well recognised that social, 
cultural and economic factors often have a greater effect on health than health services. 
 
The Network has a leadership, facilitation and co-ordination role in implementing the 
cancer control strategy and working across the cancer continuum. This role is evolving 
and currently the Network is mostly involved in improving quality of cancer care delivery in 
the health system. It supports and advocates cancer prevention and cancer screening in 
the Northern region. The Network can collect and provide regional data on indicators 
resulting from the above activities but are not directly responsible. 
 
National Screening Unit monitor’s screening coverage and activities to increase coverage. 
Ministry of Health will continue to measure progress against cancer risk factors, cancer 
prevention activities, and long term outcomes, such as cancer incidence, mortality and 
survival rates at population level. 
 
Development of a performance monitoring framework with nationally and regionally agreed 
measures to monitor cancer control implementation is evolving. Capturing data on all 
indicators electronically from the current District Health Board information systems is 
limited. The Ministry of Health Information System upgrade project will overcome some of 
these limitations but delay is anticipated. Further, indicators of rehabilitation and quality of 
life for cancer patients will be developed. 
 
The Northern Cancer Network will define baseline data, identify key performance 
indicators and develop a reporting system against the key performance indicators annually 
to key stakeholders.  This will have to align with other Regional Cancer Networks and 
national indictors to be consistent. The following table summarises the Network’s 
monitoring framework and key performance indicators.   
 



 

        Northern Cancer Network monitoring framewor k and key performance indicators 
Strategic 
dimension 

Description  Impact Indicator Data source/method of 
collection 

Measurement 
Timeframe 

Information 
knowledge 
 
 

Information for patients and health 
professionals 
 
 
 
 

1-2 years A comprehensive cancer service directory 
across the cancer continuum would be 
developed 
 
Patient information resources developed in 
range of languages  about main cancers 

  

Staging of cancer 
 
 
 
 
 

1-3 years 
 
 
 
 
 

Percentage of cases with early diagnosis 
- All cancers 
- Tumour stream 

 
 

 
 
NZCR 
 
MDM form and local DHB 
management systems 

 
 
Annually (2-year lag)  
 
 6 monthly 

Multi disciplinary meeting (MDM) 1-3 years 
 

Proportion of patients discussed at MDM 
 

MDM form and local DHB 
management systems 

 
6 monthly 

 
 
 
Improving waiting times across 
cancer continuum  
 
(details will change according to 
tumour stream) 
 

 
 
 
1-3 years 
 
 
 
 
 
 
 
 
July 2010 
 
 
December 2010 

General practitioner to first specialist 
appointment (FSA) or any diagnostic workup 
 
Time from FSA to MDM 
 
Time from MDM to treatment 
 
Information on patient diagnostic work up 
acutely or in outpatients  
 
 
6 weeks from FSA to radiation treatment 
 
 
4 weeks from FSA to radiation treatment  

 
 
 
 
MDM form and local DHB 
management systems 
 
 
 
 
 
 
MDM form and local  
DHB management  
systems 
 

 
 
 
 
 
 
 
 
6 monthly 
 
 
 
 
 
3 monthly  

Quality 
improvement 
 
Better, sooner, 
and more 
convenient 
services 
 
 

Compliance with 
standards/guidelines  
 
(details will change according to 
tumour stream) 
 

1-3 years Colon cancer 
Proportion of patients with Dukes C (TNM 
stage 3) receiving adjuvant chemotherapy 
 
Rectal cancer 
Proportion of patients with Dukes B  or C 
(TNM stage 2 & 3) receiving pre-operative RT 
 

 
 
 
MDM form and local DHB 
management systems 
 
MDM form and local DHB 
management systems 

 
 
 
 
6 monthly 
 
 
6 monthly 

System 
improvement 

Long term service plan 
 
 
 
Cultural competency 

2-4 years 
 
 
 
1-2 years 

Long term service plan is developed including 
workforce, facilities, equipment and 
information system requirements 
 
Cancer care services are culturally competent 
and improve the patient experience  

  



 

Funding for Implementation 
 
With the focus of this plan being on activity to be delivered by the Network management team members, costing for implementation is based on the staff 
resource that will be required to deliver each activity. Full time equivalent staff resource has been estimated for each strategic activity and collated to estimate 
the funding required for each year. 
 
 2009/10 2010/11 2011/12 2012/13 2013/14 
FTE estimate 6.7 6.5 6 - 8 6 - 8 6 - 8 
Crown Funding Agreement funding available $780,000 $730,000    
Funding required   $690,000- $920,000 $690,000- $920,000 $690,000- $920,000 
 
Funding for Regional Cancer Networks via a Crown Funding Agreement variation is available for the 2009/10 and 2010/11 years.  
 
As a result of implementing various strategic activities within this plan it is likely that initiatives will be presented to District Health Boards for funding 
prioritisation. Potentially the following initiatives may have funding implications: 
 
 
Strategic Activity Potential funding implications 
Enhancing multidisciplinary team meetings  May require a new purchase unit to cover the required administrative 

support. 
Development of by Maori for Maori cancer support services  
 

Evaluation of national pilots is pending. If proven successful these 
would ideally be replicated across the region. 

Care coordination/patient navigators Care coordination is a critical component of the patient management 
pathway. As part of tumour stream activity current models/roles will be 
evaluated and expansion may be recommended. 

Improve supportive care  
 

National guidelines have been developed. A national stock take is 
likely to indicate under provision against the guidelines. 

Work with information services across the region to improve patient 
management information systems 

Likelihood of capital investment required. 

Health Research Council primary care lung cancer project Anticipated findings of this translational research may identify generic 
initiatives that would improve earlier diagnosis of cancer if introduced. 

 



 

Appendix 1 – Health Needs Assessment 
 

Demographic Profile 
The 2006 census population for the region is estimated to be 1.54 million (estimated 
resident population), representing 37% of New Zealand’s population. Waitemata is the 
largest District Health Board in the region with a population of 504,710; the smallest 
District Health Board is Northland with a population of 152,650.   
 
This population is distributed as follows: 
 
Figure 1: Population distribution by District Health  Board in 2006 

Population distribution by DHB in 2006
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Source: Ministry of Health projections, Statistics New Zealand. The 2006 census population is “estimated usually resident” 
census population count which is adjusted for undercounts. 

 
Age Group  
The distribution by age group in the Northern region is very similar to the New Zealand 
distributions but there are some variations by District Health Board. 
 
Table 1: Population distribution by District Health Board and age in 2006  

DHB 0-14 15-24 25-44 45-64 65+ 
Total (% 
Northern 
Region) 

ADHB 78,950 
(18.4%) 

71,820 
(16.8%) 

145,400 
(33.9%) 

91,690 
(21.4%) 

40,420 
(9.4%) 

428,280 
(27.8%) 

CMDHB 115,500 
(25.4%) 

70,220 
(15.4%) 

130,700 
(28.7%) 

98,530 
(21.7%) 

39,840 
(8.8%) 

454,790 
(29.5%) 

NDHB 35,330 
(23.1%) 

18,360 
(12.0%) 

36,450 
(23.9%) 

40,410 
(26.5%) 

22,100 
(14.5%) 

152,650 
(9.9%) 

WDHB 107,500 
(21.3%) 

72,460 
(14.4%) 

150,360 
(29.8%) 

119,290 
(23.6%) 

55,100 
(10.9%) 

504,710 
(32.8%) 

Northern 
region 

337,280 
(21.9%) 

232,860 
(15.1%) 

462,910 
(30.1%) 

349,920 
(22.7%) 

157,460 
(10.2%) 

1,540,430 
(36.8% of 
NZ) 

New Zealand 888,170 
(21.2%) 

604,740 
(14.5%) 

1,181,270 
(28.2%) 

998,335 
(23.9%) 

511,580 
(12.2%) 4,184,095 

Source: Ministry of Health projections, Statistics New Zealand. The 2006 census population is “estimated usually resident” 
census population count which is adjusted for undercounts. 
 

Counties Manukau and Northland have higher proportions of children less than 15 years; 
Auckland DHB has proportionally more people aged 15-44 years; and Northland has the 
highest proportion of older people 65+ age (14.5%) while the Northern region proportion is 
10.2% respectively. However, WDHB has the largest number of older people 65+ 
(approximately 55,000). 
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Ethnicity  
The Northern region has higher proportions of Pacific (11.9%) and Asian (15.7%) people 
when compared to New Zealand.  
 
Table 2: Population distribution by District Health Board and ethnicity in 2006 

DHB Maori Pacific Asian European/Other 
Total (% 
Northern 
region) 

ADHB 34,930 
(8.2%) 

51,330 
(12.0%) 

97,182 
(22.7%) 

244,838 
(57.2%) 

428,280 
 

CMDHB 76,060 
(16.7%) 

95,420 
(21.0%) 

73,299 
(16.1%) 

210,011 
(46.2%) 

454,790 
 

NDHB 48,040 
(31.5%) 

2,270 
(1.5%) 

2,031 
(1.3%) 

100,309 
(65.7%) 

152,650 
 

WDHB 48,860 
(9.7%) 

34,320 
(6.8%) 

69,611 
(13.8%) 

351,919 
(69.7%) 

504,710 
 

Northern region 207,890 
(13.5%) 

183,340 
(11.9%) 

242,122 
(15.7%) 

907,078 
(58.9%) 

1,540,430 
 

New Zealand 624,280 
(14.9%) 

256,865 
(6.1%) 

356,066 
(8.5%) 

2,946,884 
(70.4%) 

4,184,095 

Source: Ministry of Health projections, Statistics New Zealand. The 2006 census population is “estimated usually resident” 
census population count which is adjusted for undercounts. 

 
Counties Manukau DHB has the largest number of Maori living in the region (76,060) while 
Northland has the highest proportion of Maori (31.5%). Counties Manukau has both the 
largest number of and the largest proportion of Pacific people. Northland has lowest 
number of and the lowest proportion of Asian and Pacific people respectively. The four 
DHBs have diverse ethnic distributions as shown in the figure below:  
  
Figure 2: Population distribution by District Health  Board and ethnicity in 2006 

Population distribution by DHB & ethnicity in 2006
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Deprivation 
There are marked differences in population distribution by deprivation across the Northern 
region. The deprivation indexes are further grouped into deciles where decile 1 refers to 
the least deprived area while decile 10 refers to the most deprived areas. Counties 
Manukau and Northland have the largest proportion of people living in the most deprived 
areas (34% and 33% in decile 9 & 10).  Waitemata has the least proportion of people living 
in the most deprived areas (8%).  
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 Figure 3: Population distribution by District Healt h Board and NZ Deprivation06 decile 9 and 10 

Population distribution by DHB and NZDep06 decile 9  & 10 
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Rural 
Approximately 9.2% of the Northern region population live in rural areas while 90.8% of 
the population live in urban areas. Except for Northland, the Northern region is highly 
urbanised like NZ. Northland has high proportions of people living in the rural areas (49%).  
Auckland has the least proportion of people living in the rural areas (0.2%).  
 
Table 3: Population distribution by District Health Boards and Rural-Urban in 2006 
 

ADHB CMDHB NDHB WDHB Northern 
Region 

New 
Zealand 

Rural 
Percentage 

1,005 
(0.2%) 

31,212 
(7.2%) 

72,717 
(49.0%) 

30,498 
(6.3%) 

135,432 
(9.2%) 

565,509 
(14.0%) 

Urban 
Percentage 

403,551 
(99.8%) 

401,841 
(92.8%) 

75,687 
(51.0%) 

451,206 
(93.7%) 

1,332,285 
(90.8%) 

3,462,636 
(86.0%) 

Source: Statistics New Zealand Area Concordance data 2006 Census. The 2006 census population is “usually resident” 
census population count which is not adjusted for undercounts. 
 
Population projections 
 
Table 4: Projected total population growth for North ern Region District Health Boards and New Zealand 

DHB 2006 2011 2016 2021 2026 
% 
increase 
2006-26 

ADHB 428,280 464,260 500,980 538,170 574,660 34% 

CMDHB 454,790 499,590 541,310 583,510 625,930 38% 

NDHB 152,650 158,620 163,530 167,690 170,960 12% 

WDHB 504,710 544,600 583,000 621,200 658,940 31% 

Northern region 1,540,430 1,667,070 1,788,820 1,910,570 2,030,490 32% 

NZ 4,184,095 4,401,460 4,591,035 4,771,395 4,939,850 18% 

Source: Ministry of Health projections, Statistics New Zealand. The 2006 census population is “estimated usually resident” 
census population count which is adjusted for undercounts. 2007-2026 growth extrapolated from Ministry (2007) medium 
projection. 
 

In comparison to the 18% growth projected for NZ in the next 20 years from 2006, the 
Northern region population is projected to grow by 32% - the largest projected increase of 
any of the regions in NZ. Within the Northern region, the Auckland Region DHBs are 
expected to have a growth increase of approximately 31-38% while Northland is expected 
to have a growth increase of 12%.  
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Projections to 2026 by age group indicate that there is increase in population growth in all 
age groups in the Northern region DHBs except Northland. By 2026, a decline of 8% is 
projected for the younger population in Northland. The proportion of the aging population 
(65+ years) is expected to grow more rapidly than the rest of the population.  Counties 
Manukau is projected to have the largest growth (130%) in the 65+ age population as 
shown in the figure below.  
 
Figure 4: Projected population growth by Northern re gion District Health Boards and New Zealand 

Projected population growth By Northern Region DHBs  & New 
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Cancer incidence and outcomes 
 
Cancer incidence 
Cancer registrations are used as a measure of cancer incidence. There were 7,262 new 
registrations of cancer (malignant cancers, C00-C96) in the Northern region compared to 
23,201 in New Zealand in 2006. The cancer registrations peaked in 2004, were slightly 
decreased in 2005 but show an upward trend in 2006 across Northern region.  
 
Figure 5: Number of cancer registrations for all ca ncer, both sexes by District Health Boards and 
Northern region, 1995-2006 
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Incidence by ethnicity – New Zealand and Northern r egion 
All cancer age-standardised rates across the Northern region are generally similar to the 
national rates – approximately 453 per 100,000 population for the period 2003-2005. All 
cancer registration rates for Asian population are significantly lower than other ethnic 
groups. The age-standardised rates for all cancer was highest for Maori in Northland, 
compared to other Northern DHBs.  
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Table 5: Age-standardised rates for all cancer regi strations, all ages, both sexes by DHB, Northern 
region and NZ, 2003-2005, per 100,000 population 

���� Maori Pacific Asian European/ 
Other Total 

ADHB 381 437 258 500 456 

CMDHB 474 424 239 474 443 

NDHB 515 * * 480 480 

WDHB 381 464 270 467 448 

Northern 
region 455 430 257 478 453 

NZ 463 421 265 470 458 

* Rates not represented for groups with small numbers. Age-standardised to the New Zealand population 
 

For the period 2003-2005, the age-standardised incidence rate for cancer overall is similar 
for Maori and non-Maori population. However, Maori had significantly high incidence rates 
for cancers of the lung, cervix, multiple myeloma, stomach, liver, pancreas and testis.  
 
Table 6: Maori and non-Maori inequalities in cancer  registrations by tumour site, 2003-2005, Northern 
Region 

Registrations 
Number Rate Cancer site 
Maori Non-Maori Maori Non-Maori 

Rate ratio 

All sites 1,244 16,432 454.5 452.4 1.00 
Lung  269 1,416 112.4 39.6 2.84 
Colorectal  82 2,239 33.2 62.6 0.53 
Breast* 195 2,152 107.1 110.5 0.97 

Genito-urinary 
Prostate† 
Bladder 
Kidney 
Testis† 

 
100 
17 
29 
23 

 
2,442 
479 
304 
104 

 
126.1 
7.7 
7.2 
7.9 

 
148.2 
13.5 
8.4 
5.3 

 
0.85 
0.57 
0.86 
1.49 

Melanoma 17 1,929 4.6 52.2 0.09 

Haematological 
Hodgkins disease 
Non-Hodgkins lymphomas 
Leukaemia 
Myeloma 

 
5 
44 
40 
19 

 
84 
608 
598 
208 

 
1.0 
13.8 
14.0 
7.6 

 
2.2 
16.7 
16.6 
5.8 

 
0.44 
0.83 
0.85 
1.31 

CNS 20 314 4.24 8.48 0.50 

Gynaecological 
Uterine* 
Ovarian* 
Cervix* 

 
30 
23 
28 

 
339 
235 
183 

 
18.4 
10.9 
13.1 

 
17.6 
12.1 
9.2 

 
1.05 
0.90 
1.43 

Upper GI 
Oesophagus 
Stomach 
Pancreas 
Hepato-biliary 

 
12 
53 
37 
40 

 
175 
344 
317 
296 

 
5.1 
17.5 
15.5 
18.6 

 
4.9 
9.6 
8.9 
8.2 

 
1.05 
1.83 
1.75 
2.26 

Other 161 1,644 54.8 45.1 1.21 
Note: Rates are calculated per 100,000 and were age-standardised to the 2006 New Zealand population. 
 * Female cancer † Male cancer. 
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Leading cancers 
 
Table 7: Leading female and male cancers for Northe rn region, 2003-2005 combined 

 
 
 
 
 
 
 
 

The leading types of cancer (by number) for both female and male in the Northern region 
is similar to the national ranking and is shown in the table below. Breast cancer is the 
leading cancer followed by colorectal, melanoma, lung and uterine cancer in females. 
Prostate cancer is the leading cancer followed by colorectal, melanoma, lung and bladder 
cancer in men. 
 
Cancer mortality 
The age-standardised mortality rates for all cancer overall in the Northern region 
(approximately 190 per 100,000 population) is similar to the national rate.  The age-
standardised rates by ethnic group and District Health Board show variation as shown in 
the table below.  
 
Table 8: Age-standardised rates for all cancer deat hs, all ages, both sexes by District Health Board, 
Northern region and NZ, 2003-2005, per 100,000 popu lation 

DHB Maori Pacific Asian European/O
ther Total 

ADHB 260 214 83 189 182 

CMDHB 322 247 91 179 191 

NDHB 365 * * 199 225 

WDHB 244 258 113 183 184 

Northern 
region 310 236 95 186 191 

NZ 300 232 114 192 198 

* Rates not represented for groups with small numbers. Age-standardised to the New Zealand population 

 
All cancer age standardised mortality rates are significantly higher for Maori than 
European/Other ethnicity, both nationally and in the Northern region. The age 
standardised mortality rates for Pacific are higher than the European/Other ethnicity and 
the lowest for the Asian population, both nationally and in the Northern region.  
 
Northland and Counties Manukau DHB have higher age-standardised mortality rates for all 
cancer for Maori when compared to other Northern Region DHBs. However, no significant 
variability is seen in all cancer mortality rates for other ethnic groups across the Northern 
Region DHBs. 
 
For the period 2003-2005, the age-standardised mortality rate for cancer overall is 1.7 
times for Maori compared to non-Maori population. Death rates were significantly higher 
for Maori for a number of cancer sites, including cancers of the lung, breast, prostate, 
testis, bladder, uterus, cervix, ovary, stomach, liver, oesophagus, pancreas, and 
lymphomas. Maori had lower mortality rate than non-Maori for melanoma, cancers of colon 
and central nervous system.  
 
 

Female leading cancers Male leading cancers 
Cancer Number  Percentage Cancer Volume  Percentage 
Breast 2,347 28% Prostate 2,542 28% 
Colorectal 1,183 14% Colorectal 1,138 12% 
Melanoma    930 11% Melanoma 1,108 12% 
Lung    745   9% Lung 940 10% 
Uterus    369   4% Bladder 373 4% 
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Table 9: Maori and non-Maori inequalities in cancer  deaths by tumour site, 2003-2005 
Deaths 
Number Rate Cancer site 
Maori non-Maori Maori non-Maori 

Rate ratio 

All sites 736 6,514 309.3 182.1 1.70 
Lung  243 1,079 104.8 30.3 3.46 
Colorectal  51 933 21.3 26.2 0.81 
Breast* 61 526 38.8 26.8 1.45 
Genito-urinary 
Prostate† 
Bladder 
Kidney 
Testis† 

30 
10 
9 
7 

457 
145 
115 
8 

55.2 
6.3 
3.1 
2.5 

31.0 
4.1 
3.2 
0.4 

1.78 
1.53 
0.97 
5.83 

Melanoma 6 246 2.5 6.8 0.37 
Haematological 
Hodgkins disease 
Non-Hodgkins lymphomas 
Leukaemia 
Myeloma 

 
3 
25 
19 
9 

17 
260 
251 
136 

* 
9.0 
6.8 
3.8 

0.5 
7.2 
7.0 
3.8 

* 
1.24 
0.97 
0.99 

CNS 14 237 3.2 6.5 0.49 
Gynaecological 
Uterine* 
Ovarian* 
Cervix* 

 
13 
14 
10 

65 
149 
56 

9.6 
9.0 
5.8 

3.3 
7.6 
2.9 

2.88 
1.18 
2.02 

Upper GI 
Oesophagus 
Stomach 
Pancreas 
Hepato-biliary 

 
10 
42 
26 
32 

139 
265 
283 
224 

5.4 
15.0 
12.5 
14.1 

3.9 
7.4 
8.0 
6.3 

1.39 
2.03 
1.57 
2.25 

Other 102 918 42.5 25.8 1.65 
Note: Rates are calculated per 100,000 and were age-standardised to the 2006 New Zealand population. 
* Rates not represented for groups with small numbers (< 5). * Female cancer † Male cancer. 
 

 
Leading fatal cancers 
The leading mortality cancers ranking and contribution proportion for both genders in the 
Northern region is similar to national distribution and is shown in the table below.  
The leading mortality cancers are a reflection of the incidence and survival rate for each 
specific cancer.  
 
  Table 10: Leading mortality female and male cance rs for Northern region, 2003-2005 combined 

 
Although breast cancer is the leading female cancer for both incidence and mortality, the 
mortality contribution of 17% is significantly lower than the incidence contribution of 28% 
due to its higher survival rate. In comparison, the proportion of fatal female cancers from 
lung cancer is 16% compared to 9% for incidence reflecting the low survival rate for this 
cancer. Melanoma and uterine cancer ranked in the top five cancers for incidence but do 
not feature in the top five fatal cancers reflecting high survival rates. 
 
The proportion of deaths from prostate cancer for all males in the Northern region (13%) 
was lower than the incidence proportion (28%), reflecting high survival rates for this 
cancer. Lung cancer is the leading cause of cancer deaths (20%), higher than the 
incidence proportion (10%), reflecting low survival rates for this cancer. The proportion of 
deaths and incidence for colorectal cancer is similar reflecting a mid level survival rate. 
 
 
 
 

Female leading cancers Male leading cancers 
Cancer Number  Percentage Cancer Volume  Percentage 
Breast 587 17% Lung  781 20% 
Lung 541 16% Colorectal 487 13% 
Colorectal 497 15% Prostate 487 13% 
Ovary   163  5% Melanoma    217  6% 
Pancreas   152  4% Stomach    182 5% 
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Cancer survival 
The length of time that a person survives after a cancer diagnosis is one means of 
evaluating cancer treatment. Observed survival is the actual percentage of patients still 
alive at some specified time after diagnosis of cancer. It considers deaths from all causes, 
cancer or otherwise. Data presented here is based on study of the Northern region cancer 
cohort in the year 2003. One year and five year observed survival rates are presented. No 
adjustment has been made for migration, age, sex, or stage at diagnosis.  
 
Figure 6: Observed survival rates (1 & 5 years) for  all cancer by Northern Region District Health Boar ds 
and New Zealand 
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There is no significant difference in one year observed survival rate for all cancer between 
New Zealand and the Northern region. However, the five year observed survival rate for all 
cancer is higher for the Northern region compared to New Zealand. Both the one year and 
five year observed survival rate for all cancer is the highest for WDHB and the lowest for 
NDHB. 
 
Cancer – Treatment 
 
Radiotherapy   
The radiation treatment intervention rate is defined as the proportion of people with cancer 
who receive at least one course of radiation treatment. Approximately 45-46% % of people 
diagnosed with cancer need radiotherapy (RT).1 The following table provides an estimated 
radiation treatment intervention rates by District Health Board: 
 
Table 11: Estimated radiation treatment intervention  rates by Northern Region District Health Boards 
and New Zealand, 2004/05 – 2006/07  

Estimated intervention rate 
DHB 

2005/05 2005/06 2006/07 
Northland 27.7% 25.7% 26.7% 
Waitemata 36.1% 34.7% 36.7% 
Auckland  34.4% 38.2% 37.8% 
Counties Manukau 31.2% 34.5% 37.6% 
Northern Region 33.2% 34.5% 35.9% 

New Zealand 36.4% 35.9% 35.7% 
Source: Cancer Registry, Personal Health Non Case Weight and Breast Screen Aotearoa. 

 
The estimated radiation intervention rate in 2006/07 for Northern region has slightly 
increased over the three years and is approximately 36%. This is similar to the national 
radiation intervention rate. Northland has the lowest radiation intervention rate 

                                                 
1 Northern Region Radiotherapy Strategic Plan Working Group 
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(approximately 27%). All other Northern Region DHBs have rates similar to the national 
rates (37-38% approximately). 
 
Radiation Waiting times 
Figure 7: Number of patients within radiotherapy wa iting time categories (priority A, B & C) in Northe rn 
region, 2003-2008 
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 Source: Ministry of Health, radiotherapy waiting time data 2003-2008 

 
Radiation treatment waiting time is one of the ten health targets set by the Ministry. The 
health target in 2007/08 for radiotherapy times was ‘all patients in category A (acute), B 
(curative) and C (palliative and radical) wait less than eight weeks between first specialist 
assessment and the start of radiation oncology treatment’. This has changed for 2008/09 
to less than 6 weeks. Category D (combined chemotherapy and RT) patients are 
excluded.  Radiation treatment waiting times are well-established as the main indicator 
used to measure system performance. In general the average number of patients (priority 
A, B and C) waiting for more than 8 weeks for radiotherapy is less than 10%. However, 
each year there are monthly fluctuations. Accurate data for chemotherapy and surgical 
intervention rates is not available. 
 
Cancer – Screening 
New Zealand currently has national screening programmes for breast cancer and cervical 
cancer. The national target for breast screening coverage of 70% is not being met by any 
of the Northern Region DHBs.  
 
Figure 8: Breast Screen  Aotearoa Coverage of Total women aged 45-69 years by Norther n Region 
District Health Boards for the 24 months ending Jun e 2008 
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    Source: National Screening Unit, Ministry of Health 
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Northland DHB breast screening coverage (65.4%) exceeds the national average (61.9%) 
and Waitemata DHB (59.4%) is close to national average. The breast screening coverage 
for Auckland (49.3%) and Counties Manukau (50.3%) are significantly lower compared to 
national average. 
 
The national target for cervical cancer screening coverage of 75% is not being met by any 
of the Northern Region DHBs. All the Northern Region DHBs have a cervical screening 
coverage lower than the national average (72.1%). Auckland (65.5%) and Counties 
Manukau (66.1%) have significantly lower coverage rate. 
 
Figure 9: National Cervical Screening Programme Cover age of Total women aged 20-69 years by 
District Health Board for the 36 months ending June  2008 
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   Source: National Screening Unit, Ministry of Health 
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Appendix 2 - List of abbreviations 
 
Auckland District Health Board ADHB 
Chief Executive Officer CEO 
Central Nervous system  CNI 
Community Health Workers CHW’s 
Counties Manukau District Health Board CMDHB 
District Annual Plans DAPs 
District Health Board DHB 
First Specialist Assessment FSA 
Ministry of Health Ministry 
Multidisciplinary Meetings MDMs 
Northern District Health Board NDHB 
Non-governmental Organisation NGO 
New Zealand NZ 
New Zealand Cancer Control Steering group  NZCCSG 
New Zealand Cancer Registry NZCR 
New Zealand Guidelines Group NZGG 
Primary Health Organisation PHO 
Personal Health Non Case Weight PHNCW 
Radiotherapy RT 
Regional Funding Forum RFF 
Regional Oncology Operations group ROOG 
Waitemata District Health Board WDHB 
Upper gastrointestinal Upper GI 
 
 
 



Northern Cancer Network Strategic Plan 2009/2010 – 2014/2015 41 

References 
 
Auckland District Health Board. 2007. Improving Cancer Control for Auckland City’s 
Population and for the Auckland Region: A Health Improvement Plan 2007–2008. 
Auckland, Auckland District Health Board 
 
Cancer Control Taskforce. 2005. The New Zealand Cancer Control Strategy: Action Plan 
2005 – 2010. Wellington, Ministry of Health. 
 
Counties Manukau District Health Board. 2007. Cancer Control Strategy 2007/08. 
Auckland, Counties Manukau District Health Board, 
 
Cancer Registry, Personal Health Non Case Weight (PHNCW) and Breast Screen 
Aotearoa (BSA) 
 
Gala G (2009). Cancer in Northern Region of New Zealand: Health Needs Assessment – 
2009. Northern Cancer Network; July 2009. 
 
Herbert R. 2007.  The Development of a Regional Cancer Control Plan and Related 
Issues.  Auckland Northern Cancer Network.  
 
Ministry of Health. May 2008. Auckland District Health Board Crown Funding Agreement 
Variation A25.   
 
Ministry of Health. 2003. The New Zealand Cancer Control Strategy. Wellington, Ministry 
of Health. 
 
Ministry of Health. 2009. Cancer Control Programme; Programme Overview and Work 
Programme 2009/10. Wellington, Ministry of Health. 
 
Ministry of Health. 2006. Ministry of Health projections, Statistics New Zealand. The 2006 
census population is “estimated usually resident” census population count which is 
adjusted for undercounts. 
 
National Screening Unit, Ministry of Health 
 
Northland District Health Board. 2006. Northland Cancer Control Strategic Action Plan 
2006 – 2011. Whangarei, Northland District Health Board. 
 
Royal Commission on Social Policy (New Zealand) 
 
Small Working Group: Northern Regional Cancer Network. 2006. Northern Cancer 
Network: Proposal to CEOs. Auckland. Northern Region District Health Boards. 
 
New Zealand Public Health and Disability Act 2000 
 
Thompson G. 2008. Inequalities Situational Analysis and Stock take. Auckland Northern 
Cancer Network.  
 
Waitemata District Health Board. 2005. Waitemata Cancer Control Plan. Auckland, 
Waitemata District health Board 
 
Ministry of Health. (2009). Cancer Control Programme; Programme Overview and Work 
Programme 2009/10. Wellington, Ministry of Health. 
 
 
 
 


