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What is the most important thing?
It is people, it is people,
it is people
He aha te mea nui?
He tangata. He tangata,
He tangata

The story behind the stained-glass
window in Te Rangimarie
Title: Mai Ranginui ki a Papatuanuku
Artist Joanne Tito explains:
‘The pattern depicts the energy that flows between Ranginui
(male) and Papatuanuku (female). It is about one’s journey
in life and the balance needed to endure many challenges.
The colours are those that have resonated well with me and
depict the taha hinegaro – emotional (blue), aroha – love
(pink), huarahi whakaaro – healing (green), and wairua
– spiritual (purple).

Dame Cicely Saunders’ multi-disciplinary philosophy
of hospice care was: physical – emotional –
psychological – family. We feel sure Dame Cicely
would be delighted to see her universal, world-leading
philosophy depicted in this way.
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Preface
Mary Schumacher, Chief Executive, Hospice NZ
For 25 years, Hospice Taranaki has been providing care and support
to the people of Taranaki. I have been proud to be involved on many
levels since the establishment of the trust in 1992, initially providing
advice and support while CEO of Mary Potter Hospice and latterly in
my role as CEO of Hospice NZ.

Hospice Taranaki is a stand-out leader in the wider hospice
whanau. I have always been impressed by the professionalism
of the staff and trustees of the hospice, who go above and
beyond to ensure the people of Taranaki get the best care
possible at the end of their lives.
Serving a large rural area has many challenges, requiring a flexible and
responsive approach to care that ensures people are supported in the way
that is right for them. Partnerships with other health care providers are
essential.
Growing up in Stratford showed me the strength of community that exists
in Taranaki. This is evident today in the hundreds of people who donate,
volunteer their time and continue to support the work of hospice.
Personally, my family and I will always appreciate the support Hospice
Taranaki provided for my mother and father. For my mother, this meant
being cared for at home by family. During this time, we felt supported at all
times by the Hospice Taranaki team and district nurses, who provided
excellent palliative care for us all.
For my father, the individualised care he was given meant he was able to be
cared for at home, and then in his final days we were all supported by the
team at Te Rangimarie inpatient facility.
Both experiences were a very sad time for us – but the way in which we
were supported and cared for demonstrated absolutely the values of hospice
and the philosophy of care that underpins our organisation.
Congratulations to all those past and present who have helped to govern,
manage and shape Hospice Taranaki. You are an asset to the community as
well as an important contributor to the national hospice picture.
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Introduction
Mike Brooke, Chair, Hospice Taranaki Inc
The word “hospice” wasn’t one which I had a lot of familiarity with until Kevin
Nielsen told me he was changing his occupation to take up the position of Hospice
Taranaki Chief Executive Officer.
A new building was to be constructed on David St, and Pukekura Lions Club of which
I was a member took the project to heart and made a large donation. Kevin had spoken
about it at one of our meetings, which was enough to convince me it was of significant
benefit to our local community. I knew some of the people who were involved in the
initiative and subsequently I became a member of the hospice board.
Learning the history of the organisation and the passion of those who made it a reality was a
turning point for me and I am sure that as you read this book you will appreciate the vision,
drive and dedication that established this wonderful community asset.
Since inception it has provided free palliative care when people are at their most vulnerable and
continues to exceed expectations through its dedicated staff and its army of treasured volunteers.
I know that I speak for all board and committee members when I say it is a privilege to be part
of the continuing journey of Hospice Taranaki.

Roger Malthus, Chair, Hospice Taranaki Foundation
In the mid-1980s, I was asked to join a small community group called Friends
of Taranaki Hospitals. I assumed I had been asked as I had been involved in
fundraising for IHC and Egmont Lions.
The word “hospice” was bandied round at this fledgling group by enthusiastic
leaders, including chairman Jim Boyd, Dr Peter Van Praagh, Betty Wright and
Michael Chong. They relayed the need for this community service from which
other progressive provinces such as Hawkes Bay and Manawatu were
benefiting.
Subsequently, a hospice steering committee was formed, chaired by Peter van Praagh. Don
Denham was persuaded to join and with Don driving we did a day trip via Palmerston North to
Hastings and back to see what they had established. We were rapidly convinced our community
also needed a hospice service.
The initial steps were not without frustrations as we went through the dedicated-beds concept at
Taranaki Base Hospital and Hawera Hospital, knowing we needed an integrated but stand-alone
facility for Hospice Taranaki. I drifted across to other roles with Lions Clubs in the 1990s, but
was subsequently approached in the late-2000 era by the then Hospice Trust chairman, Peter
McDonald, to be again more closely involved.
I was staggered at what had evolved from a fledgling group – it had become a well-structured,
Taranaki-wide professional and volunteer-driven service involving hundreds of communityminded people. Hospice Taranaki had come of age with not only its own facilities in David St,
New Plymouth, but also Hawera and Stratford.
I’m sure this book will give many smiles as the stories from our proud 25 years are shared. I’m
also sure it will inspire others to be involved as and when they are able, to support Hospice
Taranaki services as the need for hospice support increases in our community.
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Kevin Nielsen, Chief Executive, Hospice Taranaki (2002-2017)
It has been my privilege to have the role as Chief Executive for 15 of the 25 years of
the existence of what we now know as Hospice Taranaki. Reaching 25 years is a
milestone of some note, and as you read this record of the “Hospice Taranaki story”
you will see it has been an eventful journey.
We owe a tremendous debt to those people who had the belief and the fortitude to
follow their dream in the face of not inconsiderable resistance from different
quarters.
Desiree Frengley, Cecile Hadlow, Dr Peter van Praagh, Colin Muggeridge and others
you will read about in this book, were not deterred and stayed true to their goal of
establishing a stand-alone hospice service for the people of Taranaki. They could so easily have
given it away and just accepted what the establishment was prepared to provide.
However, they knew that more could be done by establishing a hospice service in its own right,
out from under the wings of the hospital at that time. How right they were. From those very
early beginnings with Iona House has grown an essential service to our province. We now have
a well-supported and well-respected hospice service that provides quality palliative and end-oflife care for Taranaki people, their families and whanau.
As you will read in this book, there were many trials and tribulations along the way to get where
we are today. There are so many people who have contributed to this journey in so many ways
that we could not possibly do justice to them all. Jim Tucker did extensive research from
existing records and we have endeavoured to make the story as comprehensive and as inclusive
as possible.
The people who raised the funds over the 25 years that have made everything possible did a
fantastic job. You will read about many of them in the book; some we may have missed, and we
apologise in advance if we have.
The transition from Iona House to the first Te Rangimarie in Taranaki Base Hospital and then to
5 David St has been a challenging but rewarding journey. The growth of our fabulous
HospiceShops is an integral part of this story as the care and support our core services deliver
would not be possible without those shops.
The reputation of Hospice Taranaki is at a very high level. There is no doubt at all in my mind it
is founded on the quality of our staff and volunteers through the years - their commitment, their
passion, their dedication to ensure through their own contributions that Taranaki people
reaching the end of life have access to the very best quality of care. The philosophy that Dame
Cicely Saunders developed so many years ago, holds true to this day and may it continue
forever.
While we must never forget those who have gone before us, we also must live in the here-andnow and be sure our range of services meet the needs of today and tomorrow’s people. That
does mean constant evolution, which has been occurring in recent years, most particularly as
New Zealand copes with the burgeoning aging population. This can only mean a greater need
for the hospice philosophy of care to be available to many, many more Taranaki people.
In the closing section of the book. Heather Koch, Dr Tom Bull and I give our thoughts on how
that future might look for our organisation as we progress through the “second 25 years”.
I trust you will enjoy reading “Our Story”.
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Author's note
It was a special privilege to write this book, not just because when you get involved with hospice
you become immersed in a community of great warmth and generosity, but because like almost
everyone in that community I have my own personal connection - my Mum passed away there in
2000.
It became something of a paradox, then, to find myself engaged in a piece of writing that has very
little to do with death, and everything to do with life. Contrary to popular misconceptions, the
hospice is not primarily a place to go to die, but a remarkably optimistic enterprise that is focused
on giving to any and all of us wanting it an end-of-life path that is dignified, care-filled,
appropriate...and most likely not at the hospice at all, but at home.
The book brought another privilege, as well - the chance to reacquaint with the reasons my wife
and I returned to this place, supposedly to retire. Those reasons are the people who live here, and
the very best of them are to be found working quietly away within that magnificent army of
volunteers, at least 600 of them, who make sure hospice will continue to thrive.
They're almost to a person shy about their voluntary work, and almost to a person united by a
common bond: at some point, they have had a personal brush with hospice. It drives them, and by
implication the whole enterprise, to do wonderful work. God bless every one of them for pausing
long enough from that work to share their inspiration.
Jim Tucker
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HISTORY - Chapter 1

Early vision
As the saying goes, success has many parents. So, it follows that phenomenal success has commensurably
more maternities and paternities, and it can be said with certainty that Hospice Taranaki today is a
wonderfully successful enterprise as the result of multiple parenthood.
It is problematic to try to pin down with certainty the person or people originally responsible for the idea,
because the hospice evolved from the actions of many visionaries. From the early 1980s, they acted at
crucial times when it seemed the facility would never eventuate.
Fanciful though it seems, it might be said that one important genesis of Hospice Taranaki was formed back
in the 1940s in a Japanese prisoner-of-war camp in Indonesia. That was where a young Dutch girl named
Desiree Scholer – later known to New Plymouth as Desiree Frengley – spent four years of childhood,
suffering a brutal regime that meant her weight went
unchanged between the ages of six and nine.
She survived, and the process imbued in her life-long ideas
about the care of others, especially those who faced death. It
would inform her later actions in 1983 that would lead to a
first attempt in 1985 to set up a stand-alone hospice here, like
those already appearing throughout the country.
Desiree failed, and we’ll come to that story soon. The key
thing though was that her idea – a vison shared by others –
refused to perish, and would be realised nearly 20 years later
as the stand-alone Te Rangimarie Hospice in David St that we
know today.
Before we get to Desiree Frengley’s crusade, for that’s what it
became, we need to go back to the 1960s and another country,
in fact two other countries, where the idea of proper end-oflife care was born.
And also to other regions in New Zealand, where there was
early adoption of the concept of a separate facility for
palliative medicine in all its subtle forms. It would be many
more years, decades in fact, before Taranaki embraced it and
made it especially ours.

Desiree Frengley with grand-daughter
Tessa in 1984

The best way to begin the story is to borrow the following
words about the founder of the world’s first modern hospice, St
Christopher’s in London:
Born 22 June 1918 in Barnet, Hertfordshire, Dame Cicely Saunders (right)
trained as a nurse, a medical social worker and finally as a physician.
Involved with the care of patients with terminal illness since 1948,
she lectured widely on this subject, wrote many articles and
contributed to numerous books.
Dame Cicely founded St Christopher’s Hospice in 1967 as the first hospice
linking expert pain and symptom control, compassionate care, teaching and
clinical research. St Christopher’s has been a pioneer in the field of palliative
medicine, which is now established worldwide.
Through her single-minded vision, and the clinical practice and dissemination of her work through
St Christopher’s teaching and outreach, Dame Cicely revolutionised the way in which society
cares for the ill, the dying and the bereaved.

6

At roughly the same time, another remarkable woman, Swiss-American
psychiatrist Elisabeth Kübler-Ross, published a game-changing book called On
Death and Dying. It offered a formal explanation of the stages of grief and other
characteristics of terminal illness.
She based her writing on what she heard and observed while interviewing
hundreds of American terminal patients. Her findings became required reading in
medical training schools throughout the Western world, including those in New
Zealand.
At age 91, after a lifetime during which she interviewed about 20,000 patients and
family members, Dr Kübler-Ross wrote another book that further developed her
Elisabeth Kübler-Ross
theories. However, it included a controversial philosophy about the after-life that
PHOTO: Ken Ross
weakened her credibility, to such an extent that while modern texts on palliative
and end-of-life care strongly echo her findings (although her stages-of-grief model was found to be too
rigid), her name has largely disappeared from the acknowledgement pages.
The important thing here is to trace the effects of those revolutionary changes on what developed in New
Zealand. Simply put, it took another decade after St Christopher’s was opened before New Zealand had its
first stand-alone hospice, the Mary Potter facility in Wellington. By 1984, there were still only half a dozen,
in Auckland, Hawkes Bay, Hutt Valley and Christchurch, but local communities were beginning to agitate
for them in almost every region.
Emergence of the hospice movement in Taranaki had some origins in mid-20th century geriatric care
developments. Care of some elderly patients was done between 1967 and 1974 in a hospital board-owned
rest home, Rangimarie, at the base hospital.
According to Kristin Koller’s book, History of the New Plymouth Hospitals from 1967 to 2003, the old
home, which had been moved to the Westown hospital site, underwent many refurbishments. “Over time, the
ambulatory patients were moved into the community and Rangimarie continued to be used for the more
disabled elderly. In 1967, Rangimarie had 50 long-stay elderly patients, one of whom was 105 years old.”
In 1972, Minister of Health Bob Tizard decided geriatric services units were needed in New Zealand, so one
was set up in three wards at New Plymouth’s old Barrett St Hospital, which also accommodated people with
sports injuries and young physically disabled people who could not be looked after in rest homes. The
service eventually moved out of Barrett St and Rangimarie (which was demolished in 1990) to newly
refurbished wards at Taranaki Base Hospital, with the emphasis on rehabilitation.
By the 1990s, the focus was on helping the elderly remain at home with funded support, or in rest homes,
rather than in hospital. Such moves would eventually free up a ward that became the region’s first hospice.
Kristin Koller wrote that the board considered providing hospice-type accommodation in the early 1980s and
got as far as preparing reports and plans. But lack of finance meant nothing eventuated. Instead, “a limited
hospital and oncology service was introduced for specialised attention to the needs of the dying”.
One of the main players in those early days was the Cancer Society, because care of people with terminal
illness was mostly associated with cancer (today, a third of hospice patients may have heart and circulatory
disease, respiratory or renal failure and other medical conditions). At a Taranaki branch meeting in 1980,
Cancer Society members discussed the need for a group of specialists and nurses to provide 24-hour nursing
care to cancer patients at home rather than in a hospice.
A report dated November 27 that year did not favour the idea of a stand-alone hospice, saying: “The
proposed scheme should be ‘patient service’ rather than a ‘bricks and mortar’ component”.
In fact, that was not the personal view of the Taranaki branch’s president in the early 1980s, Dr Kingsley
Fletcher, a medical practitioner also well known as a five-term New Plymouth city councillor. Various
letters and reports in the Taranaki District Health Board’s history library refer to his efforts to investigate
what was happening with hospice care around the country, and at the first meeting of a newly formed
hospice steering committee in early 1985 he supported the idea of a stand-alone facility.
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The immediate outcome of those early Cancer Society initiatives was support for a specialist visiting
oncology nursing service headed by the legendary Shirlie Fairey (who would later become a life member of
Hospice Taranaki).
In September 1983, the government’s main health agency, the Health Department, set out guidelines for
hospice services, a step that recognised a rapid spread of public interest. It stressed the need for an integrated
and co-ordinated service involving hospital boards, GPs and private hospices, and allowance for contract
funding arrangements with the latter. The department recommended hospital boards launch committees to
examine need, available resources – and “to establish hospice services as appropriate”.
As well as the separate facilities mentioned above, there were active lobbies in South Auckland, Hamilton,
Rotorua, Taupo, Whanganui, Palmerston North, Blenheim, Nelson, Christchurch, Dunedin,
Invercargill…and New Plymouth. Within another year, hospital boards had established hospice committees
in Nelson, Palmerston North, Dunedin and Invercargill…but not New Plymouth.
A national hospice organisation - probably the precursor to today's Hospice New Zealand - was proposed by
Dr Richard Turnbull, medical director of Te Omanga (Hutt Valley) Hospice, with Cancer Society members
attending meetings to discuss the idea.
In 1984, the Cancer Society’s national body seemed to cast the dye against any more stand-alone hospices in
smaller centres. A report by medical director Dr Alan Gray said hospices in larger centres were the only ones
placed to compete for funding against demanding high-technology hospital departments.
He believed hospice services could not entirely fund themselves and setting them up would depend on
getting the support of local hospital boards. He feared more and more pressure would be placed on the
Cancer Society to meet funding shortfalls. “…the established hospices have all come to rely on financial
support from their local cancer societies, because of the limited amount that can be raised by donations from
the public.”
His report described numerous complex funding and staffing issues facing the hospice movement, and a
Health Department that had yet to formulate the government’s response. “Each hospice system varies in
form and services, suited to the resources and skills available locally. More recent hospice movements have
begun because of the enthusiasm in local communities for a worthy cause. The original hospices were begun
by concerned professionals, nursing and medical.”
n Taranaki, that’s more or less what happened, although as well as being nurses, two of the early
enthusiasts were also married to well-known medical practitioners. Desiree Frengley and Cecilie Hadlow
– the wives of general practitioner Bill Frengley and orthopaedic surgeon Victor Hadlow – were two of
the first people to begin a campaign for a stand-alone hospice in New Plymouth (rather than hospice beds in
the hospital or a community in-home service without beds).

I

Cecilie recalls clearly what turned out to be a fateful day in 1983 when her friend Desiree rang and asked her
what she thought of the idea. “Desiree was the visionary – I was just her supporter and ally,” she said. “It
was all her idea.”
They asked a few interested people in the medical profession and the community - including recently retired
hospital superintendent Don King, doctors Paul Cooke and Peter van Praagh, former public trust lawyer Jim
Boyd, and others - to become part of a hospice steering committee.
Prior to the committee’s first public meeting in 1985, the two women decided to drive south with Don King
to look at Te Omanga Hospice in Lower Hutt. In a letter dated February 2, 1985, sent to Te Omanga’s
managers, Desiree said: “Several local people have started to investigate the possibility of establishing a
hospice in New Plymouth and have discovered a great deal of interest.
“We have found an old home of 3500 square feet in excellent condition which seems ideal for the purpose.”
(This may have been a property in Vivian St owned by the Iona Trust, which was associated with what was
then called the Iona Private Hospital in St Aubyn St, now the Southern Cross Hospital. It was later decided
the house was too far away from the base hospital).
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Desiree’s letter said they wanted to promote a hospice to provide “a caring
home-like atmosphere for people who are terminally ill.
“We envisage our small hospice functioning in three ways – for end care
when families at home are unable to cope any longer; for rest periods of 7-10
days while families have a break from providing care; and possibly to help
patient and doctor establish treatment options.”
The vision was uncannily prescient. She described services that continue at
Te Rangimarie to this day, albeit with many additions and enhancements.
Her letter said they wanted to gather facts and figures from the visit.
The Taranaki oncology nurse (presumably Shirlie Fairey) had up to 60
patients in care at any one time, so Desiree thought a maximum of six
hospice beds would be appropriate. What would be the cost of running such
a unit? And how could medical care be shared between GPs and the local
oncologist acting as consultant?

Cecilie Hadlow was a member
of the first hospice steering
committee in 1985.

She wanted to know how many resident staff – nurses, housekeepers, cooks and laundry staff - would be
needed, and also said there was concern patients with “grave degenerate disorders (for example, strokes)”
might occupy beds long term.
The trip enabled the trio to gather the information they needed, including the fact that the Hutt’s population
of 64,000 seemed well served by a seven-bed hospice, which cost $300,000 a year to run. It had a fulltime
medical director, 19 part-time nurses (who also did home care after two years’ service at the hospice) and a
team of volunteers.
The New Plymouth steering committee’s first meeting, held on February 20 in the Disabled Citizens’ Centre
in Young St, drew about 55 people, with apologies noted from local National MP Tony Friedlander, Mayor
David Lean, Taranaki Medical Officer of Health Dr A.L. Cowan, and Cecilie’s husband, Victor.
Desiree said to those gathered: “The time has come to turn dreams and visions into something practical and
concrete.” She told the meeting that she, Cecilie and Don were impressed with the care patients received at
Te Omanga, and with the community support “to keep it afloat financially”.
Prescient words again, as was her final comment, although not exactly: “A group of Māori people have
given me a name for our hospice which I hope will be adopted, ‘Pai Marire’, which means a place of
tranquillity, peace and gentleness. May this be so for the people who come there.” Instead, when it finally
opened in 2004, the stand-alone hospice of Desiree Frengley’s dream would be called something almost the
same, Te Rangimarie, one of whose English translations is “place of peace”.
A record of the meeting shows Paul Cooke asked why a hospice was necessary, but “many positive views
were expressed”, including terminal patients needed to be nursed according to their needs; a hospice would
provide an atmosphere of peace and tranquillity, and the security of having the same staff care for them
(patients), in surroundings where spiritual and physical needs could be attended. Relatives would also be
offered care and counselling.
Radiotherapist and oncologist Dr S. Nissanga said while he favoured the idea of a hospice, he was worried
about funding it. Someone else suggested it would be better located within the hospital itself because of the
close availability of specialised staff. But further discussion concluded the hospital board wouldn’t want to
take it on. Hospital chief superintendent Dr P. D. Matthews said the board didn’t think a unit outside the
hospital was justified, but (he was) willing to take comments back to board members.
Bureaucracy made itself felt when a Miss Johnson from the Health Department said the hospice would have
to comply with department regulations, a trust would need to be set up to run it, and plans would need to be
submitted to the Ministry of Health and thence to the Minister of Health.
As mentioned above, Cancer Society branch president Kingsley Fletcher supported an independent hospice:
“(He) felt it timely for beds outside hospital.” He was supported by Paul Cooke, who said he was “totally
opposed to beds within the hospital”.
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Dr Matthews felt there was little chance of this happening, but in the long term he was proved wrong. By
early the next decade, the first version of Te Rangimarie, a palliative care unit, was up and running in the
base hospital, where it operated until the opening of the stand-alone hospice of the same name in 2004.
The meeting heard from Doris Zrinyi, president of the Cancer Support Group, about the excellent home care
help given by district nurses and 20 to 30 volunteer helpers. They had supported 110 families over the
previous two years. Those at the meeting were also told of concerns about the lack of time available in the
hospital for specialised end-of-life nursing and palliative care.
“Dr Lockhard spoke of the need of patients within his practice,” said the meeting minutes. “And (it was) also
stated by other practitioners that they were very aware of patients in this situation not wanting to go to
hospital, but in the end were forced to as relatives just could not cope.”
Paul Cooke’s motion that a hospice steering committee be formed was carried, with the following people
elected – Don King, Desiree Frengley, Cecilie Hadlow, Paul Cooke, Jim Boyd, accountant Ian Russell, and
hospital board oncology nurse Anne McCarrison. Dr Nissanga, Shirlie Fairey, Kingsley Fletcher and Doris
Zrinyi declined nomination.
The seven met again at Cecilie and Victor Hadlow’s home on March 5, 1985, and elected Don King
chairman of the (first) Hospice Steering Committee. Another of its first decisions was to set up a charitable
trust to be responsible for the new service.
The committee agreed the proposed hospice should take only the terminally ill – including people suffering
from illnesses other than cancer - and not people with chronic conditions. Paul Cooke defined “terminal” as
the stage when curative treatment had been stopped and death was inevitable within months. Health
Department statistics showed slightly more than half the terminally ill suffered from cancer, while another
quarter had heart conditions, nearly one in five respiratory illness and the remaining eight percent other
conditions, such as renal failure.
He identified possible hospice aims as the control of symptoms and pain; counselling for patients and their
families; respite varying from a few hours to weeks; 24-hour nursing care; provision for a patient to die in
comfort when that couldn’t be arranged at home; and family support and follow-up. He recommended
symptom and pain control be managed by two or more doctors and a staff of nurses trained in oncology.
Care could be at home, on an out-patient basis, or following admission to the hospice for short periods.
Most of what he talked about was already available in a fragmented way from the hospital, GPs, district
nurses and a private nursing service, but not at a single location with short-stay beds. Most importantly, if
terminal patients had to be moved out of their homes, there was no acceptable alternative environment in
which to die. There was no suitable accommodation for respite if a patient needed to be removed from home.
The board did not provide 24-hour nursing, which was only available through a private service, with the
Cancer Society helping to pay if necessary.
Existing counselling could be improved if there were doctors and nurses interested and trained in that special
field, the committee agreed. Some family follow-up counselling was available from the Cancer Support
Group, but a hospice would offer it to everyone through specially trained professional staff and volunteers.
Committee members decided they would find out more about the hospice movement by contacting or
travelling to facilities in Tauranga, Hawkes Bay, Palmerston North, Hamilton and Manurewa.
The steering committee next met on April 2, and decided they should survey all Taranaki doctors to get their
views on a stand-alone hospice. Don King reported discussions he’d had about the district nursing service
with hospital board chief nurse Janice Wenn. She suggested the district nursing service could perhaps
provide hospice nursing, but the committee thought it would be better to train their own nurses, and so
relieve district nurses of end-of-life care.
To that end, committee members thought the board ought to pay hospice nursing salaries, with the trust
meeting other expenses; so the chairman was delegated to prepare a submission to the Taranaki Hospital
Board.
The answer was not long in coming. On April 17, Don King got a letter from board chief executive John
Eaddy saying no board funding could be committed to an independent hospice. The board was already
10

building a geriatric unit and day hospital, and was a million dollars overspent for the year. Any spare money
would have to go to other services that were under acute pressure. The board ignored the committee’s offer
to put its case to board members.
But it was not altogether unhelpful. On May 1, deputy chief executive R. W. Davies wrote to Don King with
an estimate of what it would cost to run a three-to-four bed hospice. He arrived at a total of $158,600 a year,
including $18,300 for a medical specialist working two days a week, $20,000 for a charge nurse, $65,000 for
three in-patient nurses (one on duty 24 hours a day), $36,000 for two nurses doing home visits, and $6000
for a cook working half days for five days a week. The rest came from running costs, including cars.
bleak picture of what was happening in New Zealand’s nascent hospice movement emerged about
this time in a letter the NZ Cancer Society’s Dr Gray sent to Ian Liddell, executive director of the
hospital board association.

A

Progress was “painfully slow”, he said. There were only 50 hospice beds in the whole of New Zealand, and
only about 30 beds had reliable funding, either through a hospital board contract or by being in a hospital,
with the rest paid for by private hospital bed subsidies and charities. At least 120 to 150 beds were needed,
based on a Health Department recommendation of four to five beds per 100,000 population.
The development of hospice care in the Western world had been one of the major advances in cancer
medicine in the last decade, he said. About 5000 New Zealanders died of cancer each year, and cancer
sufferers would make up 90 percent of patients using hospice services. Five percent of them would be in
severe pain that doctors could not control, and a quarter would need intensive care because of their
distressing symptoms.
Skilled nursing care, close involvement with the patient, and the use of morphine in large enough doses to
control pain had all been available for a long time. “What has been lacking is the motivation and
organisation to provide an integrated service.” New Plymouth, Dunedin and Whangarei had public rather
than hospital board-initiated committees – as recommended by the Health Department in 1983 - trying to
establish private hospice services. The Dunedin initiative had set itself a target of $2.5 million for
fundraising.
He said the Auckland board established a contract arrangement to fund 12 beds at St Joseph’s Hospice,
while district nursing services in many areas had service arrangements with hospices, especially for
oncology nursing. At minimum, a full hospice setup needed a home-care nursing service, medical specialists
to see patients at home, and an in-patient unit to admit people for medical or social reasons. The latter should
preferably have accommodation for relatives and a day-care area.
The approach to hospice care varied, he said, but the most comprehensive service was supplied by district
nurses, “not surprising in view of the fact nearly all hospice initiatives have been introduced by nurses”. In
many areas this was complemented by night nursing and other welfare services, often paid for by the Cancer
Society.
Noting that of the various services established over the past decade, only Dunedin had its hospice in the
public hospital (it closed after its doctor retired), he was strongly in favour of hospital-based hospice care, or
at least a unit closely adjacent to a general hospital. In his view, it should be as much a part of a hospital as
its casualty and coronary care units. It was “part of the mainstream of medicine – it does not replace high
technology medicine, it complements it. There is considerable public support to be gained by public
hospitals in providing a good terminal care service.
“In-patient hospice beds are really intensive care beds for the terminally ill. As well as all the paramedical
services required, they also require access to specialist medical services such as pain clinics, radiological
services, radiation therapy for pain relief, neurosurgical and orthopaedic services for spinal cord
compression and fractured bones. Ideally, hospice units required to be in or adjacent to the general hospital.
One further important reason for this is the education of medical and nursing staff.”
He said the society “obviously has a deep interest in seeing this important area being developed”. Poor
progress overall was probably due to funding issues, a shortage of medical people with a specific interest
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and training in end-of-life care, and lack of appreciation by hospital boards of the advances being made in
that field. The result has been attempts throughout the country to establish private services, which in many
cases would compete with the Board service.” Those last words would come back to haunt the first New
Plymouth hospice steering committee as the events of 1985 played out.

M

eantime, steering committee members continued to plan, apparently undeterred by the hospital
board’s initial rebuff, nor a follow-up one. At their next meeting at Don King’s home on June 11,
1985, they received a second letter from the board, which said it was doing its own review of the
situation, that it had improved district nursing services, that some board members were concerned about any
fundraising going on for a hospice, and that nobody from the board was able to attend hospice steering
committee meetings.
The committee also saw a copy of Dr Gray’s letter to the hospital board association, in which he said boards
ought to have responsibility for hospice services. Don King advised he had sent out the doctor survey earlier
that month, with a letter explaining that while the committee preferred an independent hospice, it was
prepared to concede it might have to settle for a lesser service.
Paul Cooke expressed some reservations, including disquiet he’d heard from some of those taking care of the
terminally ill. He questioned the ability of the committee, as constituted, to assess the needs of terminal
patients. Other members responded that the committee was formed purely to report on the feasibility of a
hospice. They agreed it was time to make some definite decisions, but felt it was best to wait until they saw
the results of the doctor survey.
They took heart from early signs that the public would eventually get behind their tentative first efforts donations were already coming in, and the New Plymouth Lions Club was keen to make the hospice
movement the beneficiary of its next Christmas Parade. However, committee members decided it was
premature to accept any more money or promote fundraising.
Cecilie Hadlow and Desiree Frengley reported they visited a hospice in Manurewa, which provided only
day-care service. Anne McCarrison said she had been in touch with a “mainly hospital board” service in
Hamilton, which had only a “one-man band” to assess patients and arrange various services.
Cecilie Hadlow said she met staff from the Hastings facility, Cranford Hospice, who said their operation was
run by the Presbyterian Social Services Association (PSSA) and had no financial difficulties. Jim Boyd
agreed to write to the association to see if it was interested in setting up a hospice in Taranaki. He also
offered to attend a workshop planned by the National Hospice Association Steering Committee.
The New Plymouth committee met again in July, when it discussed a proposal to set up a hospice in a home
(as mentioned earlier by Desiree Frengley). By then, it was also getting replies from doctors, and of 16
responses summarised for the committee, all favoured the concept, but with varying suggestions on how it
might be done.
Desiree Frengley’s husband, Dr Bill Frengley, said the hospital board’s visiting services looked after patients
very well, but the system was not so good if someone needed admission to hospital (he had three terminally
ill cancer patients). Victor Hadlow wrote that the board was meeting needs to some extent, but at the
expense of acute beds.
Others made similar comments. An Opunake GP said he tried to help his patients at home, but he had half a
dozen who would be better off in a hospice bed. A New Plymouth GP suggested acquiring a couple of flats
near the hospital, while a couple of other doctors said they thought the service was best located in the
hospital itself.
Several offered to train as specialists in palliative care (a word not much used at that time), and Dr Ian
Smiley - the GP who would eventually spend most of his professional life as one of the hospice specialists signalled his interest in being actively involved. He supported a hospice of three or four beds and a fulltime
administrator, preferably a nurse. Doctors in Stratford and Hawera wanted facilities based in their own areas.
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Interestingly – considering the Taranaki Hospital Board’s antipathy - the next meeting on August 6 was
attended by board chief nurse Janice Wenn, who said the district nursing service could continue to provide
care at such a home if it went ahead, as it would represent a minimum, if any, increase in workload.
She said the home could be used for day-care as well as overnight stays or stays of several days. It should be
staffed on a roster basis, rather than by a person living there as their own residence, and since nursing care
would be provided by the board, staff did not need to be nurses. They would act just as relatives did in a
patient’s own home. The home needed to be in the city and near the hospital, should have at least three beds,
and be capable of expansion.
Paul Cooke said the unit would be too small to need a medical director, and patients would remain mostly
under the care of their own GPs. Two or three GPs with a particular interest in hospice care would be needed
to assist other doctors. He had been advised it would take only a short time for a GP to be trained.
Janice Wenn said only limited counselling was provided by the district nursing service. Counselling was
often needed and could be time-consuming and demanding, and the nurses were not specially trained to do
it. Doctors who replied to the steering committee’s survey indicated clergy and others could provide
counselling, and doctors themselves did some. Available services were not co-ordinated, however.
The committee decided a counselling co-ordinator would be needed. With volunteers helping, a 24-hour
answering service could be run from the home. It was agreed that before being accepted, volunteers must be
suitably trained and carefully selected, as was the practice in marriage guidance. The meeting decided the
idea of establishing a home was an achievable first step. It would need to consider the kind of controlling
body needed, and what the Health Department would require.
Committee members heard from Jim Boyd that he was one of about 100 people from around the country to
attend the national hospice meeting, which elected a steering committee to set up a hospice association. He
also reported the PSSA had no plans to add a hospice at its Chalmers Rest Home in New Plymouth.
Don King, Paul Cooke and Cecilie Hadlow were delegated to get an invitation from the hospital board to
attend the board’s next meeting on August 27. In his letter to the board chairman on August 15, Don King
explained his committee was required to report back to the public on progress, but before doing that they
wanted to brief the board so that “hopefully…it will be able to give its approval”. His letter was
accompanied by a 12-point detailed proposal.

T

he hospital board meeting brought an important breakthrough. By this time, the board was obviously
warming to the idea, or was at least conscious of the serious efforts being put in by the steering
committee – and the public support it was likely to get. It agreed to meet the deputation, and at the
steering committee’s next meeting on September 3, Don King was able to report they got a warm welcome,
and the board had given its provisional support to the proposal.
The committee decided Ian Russell should apply for something called regional development funding from
Taranaki United Council, a short-lived local government organisation that had been set up at that time to
merge some local councils in North Taranaki prior to full local body amalgamations in 1989 (which reduced
17 local bodies to just four - New Plymouth, Stratford and South Taranaki District Councils, and Taranaki
Regional Council).
It was also decided the hospice group should be set up as a charitable trust, since it would be receiving
donations and its accounts had to be available for public scrutiny. Members felt they were nearly ready to go
back to the public. Don King would begin to write his report for a second public meeting, which would be
called for November. One more committee meeting would be needed to settle the terms of the trust deed.
At that meeting on October 22, members discussed feedback they’d had from Janice Wenn, Shirlie Fairey
and Dr Nissanga. It led to some amendments to the final proposal that would go to the public. In effect, the
feedback was a warning that opposition to the hospice was quietly building within the hospital’s medical
faculty. The trio had said that apart from in someone’s own home, death of a terminal patient anywhere else
should occur only where professionals were in charge.
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The committee felt this was contrary to discussions held with the hospital board, so it was decided Don King
should discuss the matter with Janice Wenn. She had told them the committee “should not dictate to
doctors”, which was something that came through from the draft proposal. The committee decided to amend
the wording to fix that. She objected to the word “independent” being used when referring to the proposed
hospice, but the committee felt while “co-operation was essential”, the trust had to be independent.
They were also told that counselling was part of a district nurse’s duties, something that confused the
committee - they had added reference to hospice counselling because of remarks Mrs Wenn made at an
earlier committee meeting.
Ian Russell estimated it would cost more than $150,000 to set up the hospice home and about $87,000 a year
to run the service. Paul Cooke reported his discussions with the Cancer Society, which supported the
proposal in general, but feared it could affect the society’s fundraising. Anne McCarrison tabled a report
from the hospital board, which recommended the hospice have a support network of people skilled in caring
for cancer patients.
The draft trust deed was circulated to committee members. The trust would have up to eight members, with
provision for one trustee to be a nominated by the hospital board. They decided they would put forward four
names at the public meeting – Desiree Frengley, Jim Boyd, Paul Cooke and Don King. They did not want
more than two doctors, felt there should be a nurse, and “at least one member should be a woman”. Other
suggestions were a solicitor, an accountant and a businessman.
Paul Cooke named doctors who could be interested, including Ian Smiley. Jim
Boyd suggested two people, accountant Don Denham and Colin Muggeridge,
both of whom would later go on to chair the trust after it was finally formed in
1992. They would play vital roles in the eventual establishment of the standalone Te Rangimarie Hospice.
In his brief history of the hospice written in 1996, Frank Lowry summed up the
trust deed (“in brief non-legal terms”) as providing a hospice service in New
Plymouth; co-operating with other bodies engaged in similar work; establishing
and maintaining a “hospice home”; providing or assisting in the care of the
terminally ill and their relatives in people’s own homes or in the trust’s
facilities; providing counselling; and soliciting donations.
Desiree Frengley and Cecilie Hadlow took on the task of organising the crucial
public meeting for November 18.

E

ven though it was more than 30 years ago, what transpired that Monday evening at the State Insurance
Theatre in Gill St, New Plymouth, is still fresh in the minds of Cecilie Hadlow and Bill Frengley. “It
was extraordinary, a horrible meeting” said Cecilie.

“The opposition from the nursing staff was totally unexpected. Most of Victor’s colleagues didn’t come to
the meeting – they assumed everybody would see what a wonderful idea it was. He’d talked to
them and they were supportive, agreeing it was an idea that had reached its time…surely
nobody would disagree.
“We’d worked terribly hard to get the original group together and to organise that meeting,
but I suspect we were a bit amateurish in our approach.” Bill Frengley said the meeting
was memorable mainly for the apparent campaign of undermining for the idea that came
from nursing staff.
“The nurses came in force. None of them actually came out and said it was a silly idea,
but it became apparent they were concerned about losing control of
palliative care. They quietly shot it down. They’d decided – and
nobody knew this before the meeting – that they didn’t need these
Christian do-gooders taking over their jobs.
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Dr Bill Frengley

“So, there was a string of speakers who came up with various difficulties that would get in the way of it
working. One pharmacist from down south was very strongly opposed to the idea. You could sense the
audience being swayed.”
Not everybody was against it. “Some people there - members of the public and medical people not directly
involved - were appalled at what was happening (at the meeting). Patricia Woods, who was a ward sister –
she was the wife of Tom Woods, the minister at St Andrews Church – gave an excellent speech about how
she had looked after her terminally ill mother at home.”
By chance, the meeting was never reported by the two local daily newspapers: “Their staff were out on
strike. I think people were a bit bolder in what they said when they knew the press wasn’t present.” A record
of the meeting showed questions were asked by hospital board chairman Dan Holmes; Doris Zrinyi of
Cancer Support; New Zealand Nursing Association president Beryl Allison; Tina De Hoop of Kimi Ora
Private Nursing; Beryl Johnston on behalf of the Medical Officer of Health; Janice Wenn; Ian Smiley; and
many others.
Dan Holmes said he preferred an extended district nursing service to a hospice; the board would support it,
but could not guarantee financial help. Doris Zrinyi welcomed the idea in principle, but was surprised her
organisation, Cancer Support, was not consulted. A colleague, Pauline Cole, said there would no problem
raising money to start a hospice service, but she was concerned about continuous fundraising after that.
Tina De Hoop said it was unnecessary to take patients from their homes – hospice would not be “homelike”
to many patients, especially Māori, and it was the relatives who needed relief. Beryl Allison expressed
reservations, and asked if the steering committee had done its homework. She raised fears that improving
present care systems for the terminally ill would not be given priority – “hospice would provide beds for the
favoured few”.
The Health Department wanted to know if it would be a hospital, a private hospital or an old peoples’ home.
Who would pay? Registration might be needed if more than two people were admitted overnight. The
department preferred the idea of beds being put aside in a private hospital to see what the needs were.
Pharmacist Bruce Lee was concerned about the control and safety of medicines to be used in a hospice. He
thought setting up the trust was premature, and he didn’t like trustees being appointed prior to the meeting.
He criticised the absence of a detailed financial breakdown.
Christine Lecher wanted increased support for existing services before new ground was broken, while Jenny
Moore asked what sort of support should be given to the hospital board to get more nursing support. Patricia
Woods said support in the home was best, and wanted to know what advantage the committee saw in using
private hospitals rather than state ones.
Marion Macklin said no relative of hers would be nursed by “non-professionals”. She wanted to know who
would set standards in the hospice, as this could not be expected of visiting GPs and district nurses. District
nurse Shona Barlow said home nursing could be taught to relatives, and it was. Retired nurse Betty
McKenzie said she preferred existing hospital buildings to be used. Janice Wenn said this had already been
discussed, and it would cost a quarter of a million dollars to achieve.
Ian Smiley (who would later become a life member for his decades of work at the hospice) said he had
initially been enthusiastic, but now had reservations. He spoke of the plight of those without families, and
suggested the hospice service could raise money for private nursing in the home.
Someone else asked if relatives would be able to stay in the home, while John Fairey, husband of oncology
nurse Shirlie Fairey (both would eventually be appointed life members of the hospice), asked if it would be
simply a rest home or a hospice. Dr Peter Allen felt the committee had failed to establish the need for a
hospice trust.
Marion Eames commented that the meeting tone had become “prickly”. She supported the need for a trust to
co-ordinate the hospice initiative. IHC president Geoff Cooke also spoke in favour, saying the meeting
seemed stacked “in favour of the medics”. He said community finance would support the idea, and the
advantage of a hospice would be lack of bureaucracy and red tape.
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Steering committee members spoke last, all but one in favour. Surprisingly, Anne McCarrison was not. A
vote was called. A demand that someone other than committee members count the show of hands epitomised
suspicions about the committee’s motives.
The committee’s plan was favoured, but by only a single vote, 54 to 53. Local MP Tony Friedlander tried to
save the day by suggesting the count was premature, while Geoff Cooke moved the motion simply lie on the
table until another meeting, perhaps in February. But Don King was convinced the cause for a trust and an
independent hospice home was lost. He told the meeting that with such a close vote, no trust could be
formed.
Desiree Frengley and Cecily Hadlow received letters of apology later, including one from the Cancer
Society. Doris Zrinyi wrote to Desiree: “After sitting behind you in Bell Block Church on Sunday, I know
the Lord is telling me to write and apologise very sincerely for any hurt you may have suffered after the
hospice meeting in November. Knowing how much effort you had put in to help establish the steering
committee, I realise how deeply disappointed you must have felt at the outcome of the meeting.
“I would like to explain that I was not part of any of the apparently organised opposition to the suggestions
put forward by the steering committee. When I spoke, I was speaking from the heart, for like you, I am very
interested in the welfare of cancer patients, particularly those without family support, and I have worked
very hard to help establish the Cancer Support Group.
“When the Steering Committee report was distributed, there were quite a lot of hurt feelings as it looked as if
little consideration had been given to what was already going on quietly in the community…we had not been
drawn into any ongoing discussion…that is why in that meeting I pleaded for further discussion between all
interested bodies.”
Desiree replied: “I was deeply moved, and I can assure you
that there is absolutely no feeling of hurt any more. Cecilie
Hadlow and I tried hard to do the Lord’s will in the hospice
project and the outcome was entirely left to Him.
“Whatever happens in the future, I pray…that the right people
will pick up where we left off and that the terminally ill will
be nursed and nurtured in the best possible way, whatever that
may be.”
She was reminded of all that when tidying up old files at the
hospital board radiotherapy department in 1990 and came
across a letter she had written to radiotherapist Dr Peter Allen
in September 1985, a couple of months prior to the disastrous
public meeting.
She passed it on to Dr Allen with a personal note (pictured),
which said there appeared to be confusion about her personal
thoughts and ideas for the hospice.
She saw it as a separate place from the hospital, “a place of
tranquillity where a terminal patient can go for pain relief,
rest, and if home is not a suitable place to die, an alternative haven where the patient can die in dignity and
comfort.
“I believe that it is considered that I am some sort of religious fanatic and that I would like to see the hospice
as a place where patients can come to terms with God before they die. Please believe me this is not so. I
don’t deny that I am a Christian, but I will never force my beliefs onto anybody.
“My only reason for initiating the hospice concept was because of what I experienced as a student nurse at
(Taranaki) Base Hospital. I was appalled by the lack of care and concern for the terminal patients there. The
hustle and bustle, and constant change of staff, to me did not seem to be the ideal set-up for anyone to die.
“I know that there are a great number of excellent people at Base(Hospital) and that each (is) an expert in
their particular field, but somehow there is something lacking in the total care for the terminal patient. My
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hope is that a team of experts can be established to make the terminal patients’ last few weeks as
comfortable and peaceful as possible.
“I will always have a vision of this happening in a home-like atmosphere away from the busy sterile
hospital. If I was dying, I would like to be in my own home or a place like it, surrounded by my family and
pets and loving caring people who could make me feel at peace with my surroundings. And my hope would
be that my family would be supported after my death.”
As it happened, Desiree would get her wish. She passed away three years later, at home, surrounded by
loved ones.
Cecilie Hadlow recalls how dispirited they felt by the public meeting rebuff. However, she continued her
interest, playing a key role in the second attempt in the 1990s, as we will see in the next chapter. After that,
too, failed to acquire a stand-along facility (one was set up in the base hospital instead) she was not involved
in the third and finally successful effort that saw her friend’s dream realised in 2004.
“In fact, I didn’t even see the hospice when it was built. Then in 2012, I ran into Colin Muggeridge at a
tearoom on the road north and he invited me to visit. It was very kind of him, and it was wonderful to see
what had transpired.”
She said the most pleasing thing was seeing that the idea had come to fruition. “The thing was that Desiree
and I always knew it would happen in the end. We didn’t know when, but we just knew it would. We were
sure in our minds it was what people wanted. We knew the goodwill was out there.”
Victor Hadlow was chairman of the Iona Trust in those days and believed the organisation should put its
efforts into a hospice. Eventually, it funded purchase of a property in David St that would become Iona
House, the centre of community nursing services for cancer patients. Cecilie: “I remember when we opened
the place – we had nothing there. But people were so generous, donating furniture and crockery.”
After the 1985 meeting, Tony Friedlander wrote to Desiree Frengley to say the outcome must have been a
great disappointment, since it was clear the community would welcome improvements to current services.
“Unfortunately, it is now going to take the passage of time to restore the standing of the concept in a way
which allows the matter to be successfully raised again.”
In fact, it set back the establishment of a Taranaki hospice by 11 years, and a stand-alone one by nearly 20.
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HISTORY - Chapter 2

First hospice
The devastating 1985 meeting to get public support for a hospice in Taranaki was not quite the end of further
action at that time. The hospital board and nursing groups continued to examine the issues raised about care
of the terminally ill. During the lead-up to that meeting, the board had acknowledged treatment of terminal
patients in its hospital wards was less than ideal.
After he received Desiree Frengley’s hand-written letter in September 1985, Dr Peter Allen passed it on to
the hospital board, and Superintendent-in-Chief P. D. Matthews wrote to her in October saying he agreed an
acute ward was not really an appropriate situation in which to care for such patients.
“But the provision of alternative accommodation is difficult, particularly in view of the costs involved in
staffing small isolated units within the hospital complex. However, your concerns are noted and they are our
concerns, as well; we hope that in due course we can in fact improve on the present situation at Taranaki
Base Hospital.”
What happened next? Plenty in 1986, as the hospital board, the nurses’ association and the Cancer Society –
all apparently responding to the first hospice steering committee’s compelling appeal – made various efforts
to do something about improving end-of-life care in Taranaki. The board decided to investigate the needs of
terminally ill people, an endeavour supported by the Cancer Society’s Taranaki branch.
The society’s branch annual report in March said its representatives met board officers and reiterated the
(branch) committee’s thoughts that hospice services were probably better based in hospital facilities than
developed as a separate entity. The branch report for that month said while the hospice steering committee
failed to gain enough support for a stand-alone hospice, its efforts updated community views on the care of
terminally ill people.
Branch members Doris Zrinyi and G. Herbert were sent to Auckland to participate in formation of the
Hospice Association of New Zealand. The branch was pleased to learn the hospital board was able to
appoint a second part-time oncology nurse.
The same month, hospital board radiotherapist and oncologist Dr Nissanga appealed to board medical
superintendent Dr C. Taylor about the “totally unsatisfactory” admission of terminally ill cancer patients to
medical or surgical wards. He said the wards were not geared to nursing them. “Cancer nursing today is a
highly specialised branch requiring the expertise of specially trained and dedicated nursing personnel. It is
therefore felt that an in-patient hospice programme, supported by the hospital board, is a priority to satisfy an
urgent and very long felt need.”
The letter set out the case much as Desiree Frengley had done the previous year, but he wanted the hospice
based in the hospital rather than in an independent unit. He said the steering committee’s model was
unacceptable “due to fears of substandard services, as there was no place for any co-operation of the existing
services and involvement of district nursing and other professional services”.
It was a comment that would have angered the steering committee members, had they seen it, because
judging by all of the minutes from their meetings leading up to the public one in November 1985, it ran
counter to the intentions of their proposal.
Dr Nissanga said he discussed his suggestion with Cancer Society branch president Kingsley Fletcher and
was assured of full support. “It may be possible for the salaries of the nurses and the cost of their oncology
training in Wellington to be funded by the Cancer Society.” That would keep board running costs down to
food, laundry and other minor services.
He recommended locating the hospice in an ante-natal clinic area adjacent to Ward 14, because it was close
to the radiotherapy department and yet was apart from the “hustle and bustle” of the hospital. He thought
three or four nurses interested in cancer nursing could be selected for training, that the district nursing
service be made available, and rules be relaxed to allow volunteers to perform non-professional tasks. The
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board’s response to Dr Nissanga’s appeal doesn’t appear in historical records, but the idea of a hospital-sited
hospice would eventually take hold – 10 years later, when Te Rangimarie palliative care unit opened in a
converted hospital ward in 1996.
Quite a bit needed to happen before then. Later that March in 1986, the hospital board embarked on the first
of two surveys. Chief nurse Janice Wenn wrote to North Taranaki GPs saying the board wanted district
nurses to interview their cancer patients over a six-week period. The following month the board sent a
similar letter to more than 40 community organisations and churches.
The results were reported back in July. Through doctors, the board had identified 58 patients, 32 of whom
(19 males and 13 females) ended up being questioned. They had 10 forms of cancer – lung cancer (7), bowel
cancer (7), lymphoma-myeloma-Hodgkin's Lymphoma (5), breast cancer (4), face-throat-larynx (4),
stomach-gall bladder-pancreas (4), spinal (3), leukaemia (2), bladder (1) and cervix (1).
Most were in their own homes and required up to an hour’s attention by nurses each week. Two thirds were
fully active or ambulatory, with the others largely confined to bed or chair, or completely disabled. They
were asked about problems, which turned out to range across physical issues, fears and anxieties, support
from family and friends, housekeeping and home maintenance, and other difficulties.
Janice Wenn wrote that results showed the quality and quantity of nursing care “is more than adequate”
(leaving aside built-in bias because of who administered the surveys). The district nursing service was
meeting needs satisfactorily, she said. Patients not referred to the service were an unknown quantity, and
service provided by voluntary and private agencies might need to be co-ordinated in some way.
The New Plymouth branch of the New Zealand Nurses Association staged a hospice workshop in August.
“Does your community need a hospice service? Come and learn how others have succeeded and decide what
our community needs,” its flyer said. Speakers included doctors from hospices in South Auckland and
Wanganui, and there was to be a panel of people from the Cancer Society, the cancer support group, district
nurses, oncology services and the Kimi Ora Nursing Service.
Desiree Frengley – then working in Ward 17 at the hospital – got a peace offering from the nurses’
association in the form of a letter of invitation from workshop organiser Louise Werder. “As a previous
committee member and someone seriously concerned about the care of the terminally ill, I would like to
personally invite you to our seminar and share with us the knowledge you have gained.”
The letter set out to explain the opposition apparent at the November public meeting. “The concern of the
NZNA and some members of the community…was not against the hospice ideal but rather at the direction it
was taking. To show our concern about the necessity for some type of specialised care for our terminally ill,
we are planning a Hospice Information Day…This will enable the community members to make an
informed decision…”
ot much seemed to happen over the following year. Despite the board’s
good intentions, it made no immediate moves to establish a hospice
service in one of the wards. Jeff Blyde - who many years later would
become chair of the hospice foundation when the stand-alone facility was
finally built - vividly recalls what used to happen to terminally ill patients in
those days.

N

“My father-in-law at the time, he died in Ward 21. He was with four men who
were dying and I thought what a helluva place to die. There was one nurse on the
ward. They didn’t even feed them properly. If we hadn’t taken food up I don’t
know what would have happened.”
Things didn’t start to move again until September 1988, when Don King, Cecilie
Hadlow and Jim Boyd from the first steering committee joined up with Dr Peter
van Praagh, Peter Old, Barry Marsh, and Betty Wright to form a new group
called The Friends of Taranaki Hospitals Society.
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Jeff Blyde – chaired
hospice board from
2001 to 2005.

It had Jim Boyd as chairman and Dr Peter Allen as patron. Bill and Desiree Frengley aren’t listed as
members, but those involved recall they maintained strong connections with the group.
According to Frank Lowry’s hospice history, others to join were Dr Warren Muirhead, Don Denham (who
followed Jim Boyd in the chair and who would later be chairman of the hospice foundation prior to Colin
Muggeridge and Jeff Blyde), Michael Chong, J. Aranui, Mrs M. Bennett, Roger Malthus (current chair of
the hospice foundation), Mrs K. Draper, Mrs K. Old, T. Griffiths, Mrs B. Scott, Mrs V. Jordan and Frank
Lowry himself, who became secretary.
Peter Old remembers Barry Marsh being a major driving force. They’d met as fellow wharfies at Port
Taranaki in the 1970s. Barry – by 1988 a successful builder, businessman, sports club administrator and
fund-raiser – invited Peter to join the Friends, so he became the first treasurer, a role he’d had on other
organisations.
About the same time, Barry Marsh headed a fund-raising effort to help the Base Hospital radiography
department buy a scanner, an appeal that brought in $1.6 million by the time he had finished. The Friends
society’s initial aim was to raise funds and buy equipment like wheelchairs, furniture like lazy-boy chairs,
and TV sets for hospital wards. But at the annual meeting in 1992, the constitution was amended to
recognise a commitment to the hospice project.
Frank Lowry recorded that “the Taranaki Cancer Society was invited to join with the Friends and form a
representative hospice planning group. As a result, the Hospice Steering Committee, Taranaki, was
established on April 9, 1992.”
This is recognised as the official founding of Hospice Taranaki, and is the anniversary being
celebrated as the 25th in 2017.
As with the first version, the second steering committee was initially chaired by Don King, with Frank
Lowry as secretary/treasurer, Betty Wright as minute secretary, and a membership of Colin Muggeridge, Ian
Smiley and Meridee Steele representing the Taranaki branch of the Cancer Society, and Jim Boyd and Peter
van Praagh (with Don King) representing the Friends society.
Frank Lowry noted: “As a result of this committee’s work and deliberations, over a period of a year or so, it
was concluded that a real and urgent need still existed for a complete hospice service in Taranaki.
Consequently (in August 1992), a discussion booklet was produced entitled Hospice Facility for Taranaki:
The proposal.”
Desiree Frengley’s original dream of an independent hospice building and operation to serve the whole of
Taranaki remained at the heart of the reconstituted vision. The booklet said with community support and cooperation from the local health authority, the intention was to provide an in-patient unit or “hospice” for the
care of the terminally ill as an integral part of the local health authority’s existing palliative care services.
At the end of 1992, they prepared details of a charitable trust – Taranaki Hospice
Foundation Incorporated - to establish and ultimately manage the proposed hospice.
It was officially incorporated in May 1993. Its patrons were Shirlie and John Fairey,
Peter van Praagh was chairman, Frank Lowry secretary, Michael Chong treasurer,
and the assistant secretaries and typists were Debbie Woods and Mrs M. Burmester.
The initial trust members were New Plymouth Mayor David Lean, Don Denham,
Dr Warren Muirhead, Cecilie Hadlow, Joan Saywell, Judy Drummond, Don King
and Colin Muggeridge.
Michael Chong still has the cash book from those days. It shows that from early
1993, the Friends society accounts were relabelled “the Hospice Steering
Accounts”, with the balance sheet showing $79,577 in funds. The account was
closed on September 6 that year and the money handed over to the hospice
foundation.

Michael Chong – first
treasurer of Taranaki
Hospice Foundation
Incorporated.

“Barry Marsh, who was a very well-known fundraiser,” Michael recalls. “He
pushed for an expensive scanner the hospital needed, and I believe money for that came out of the Friends
society’s funds before it focused on the hospice.”
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Once the hospice commitment was made, momentum around Taranaki was huge, he says. “Methanex gave
$50,000, which was great, but money also came in from sausage sizzles, cake stalls…it was amazing.”
He remembers a couple of golf tournaments raising money, a phone appeal staged by dozens of volunteers, a
gold coin open day at Port Taranaki that realised $8000, and proceeds from the first film screening at the
new Top Town cinema complex in 1993 (Clint Eastwood’s Oscar-winning In the Line of Fire). A photo in
the Taranaki Daily News of October 23 showed Barry Marsh emerging from a car to a Hollywood-style
welcome at the gala opening, which was attended by Prime Minister Jim Bolger and wife Joan.
That Labour weekend, a motor show at TSB Stadium featuring exotic cars donated proceeds to the hospice
appeal. At the stadium front door, appeal volunteers sold $2 raffle tickets for prizes that included a ride in
Brett Emeny’s Vampire jet, a fixed-wing aircraft flight around Mt Taranaki, and a trip in a hot-air balloon
with Murray Smith.
The Daily News published a preview photograph of the event’s co-ordinator, well-known racing car
mechanic Max Rutherford, offering rides on a penny farthing bicycle, as well as fire engines, classic cars,
sports cars, horses, helicopters and trucks. The hot air balloon ride winner missed out on the prize because
the balloon had a crash, so years later was shouted a helicopter ride instead.
Another way to raise money was to ask undertakers to seek hospice donations at funerals, of which there
were about 50 in the first year. It began a custom that continues to this day. Other organisations joined in; for
example, on December 3, 1993, the Daily News showed a photograph of Pak ‘n Save manager Alan Melody
writing a cheque for $1500, proceeds from a joint campaign by his supermarket and Tegel Foods.
he newly formed foundation’s objects included promoting the hospice concept along with associated
activities of community (district) nursing and domiciliary care of the dying throughout Taranaki;
owning a hospice building in New Plymouth and others elsewhere in the province if the need arose;
providing a high standard of medical and nursing palliative care and support services; providing educational
training and support; and co-ordinating the service with whatever health authority was operating from July in
1993.
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The latter turned out to be significant.
In fact, it would delay the foundation’s
wish to have a stand-alone hospice for
more than a decade.
In a process of reform begun in the
mid-80s under the Lange-Douglas
Labour government (1984-1989) the
Ministers of Health - Michael Bassett,
David Caygill and Helen Clark –
introduced radical restructuring to make
health providers more financially
accountable.
That was continued into the 1990s by
National ministers Simon Upton, Bill
Birch, Jenny Shipley, Bill English and
Wyatt Creech.
By the time the second hospice
movement emerged, the old hospital
board had been replaced by a Labour
Government creation called the
Taranaki Area Health Board.
After winning the 1989 election, the
National Government displaced that

The Community cancer nursing team in the 1990s – Joan Gudgeon
(left) and Shirlie Fairey.
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with an even more fiscally driven entity called Taranaki Healthcare Limited, a so-called Crown Health
Enterprise. Its purse strings were controlled from Hamilton by the Midland Regional Health Authority.
Meantime, within a year of chief nurse Janice Wenn’s surveys, the information gathered had an important
impact on cancer patient care. It supported her successful case to the new health board to strengthen the
specialist oncology nursing service that had been run by Shirlie Fairey since 1980.
As a result, palliative care nurse Joan Gudgeon joined Shirlie in 1990 and they worked as a team with Dr
Murray Hunt to support cancer sufferers and their families at home, largely taking over the role from district
nurses. Both would go on to play major parts in the hospice movement.
While the home nursing service became well-established, in-patient care of dying patients was poor, as
we’ve heard from Jeff Blyde, Desiree Frengley, Dr Nissanga and others. There had been negative reports in
the Taranaki Daily News about it, as well, such as one in 1993 describing the experiences of Chris and
Brenda Haunton.
Cancer-sufferer Brenda, aged 38, was down to 42kg and being kept alive with blood transfusions, and
husband Chris was less than impressed with the set-up at Taranaki Base Hospital. “The people are great –
the system is crap,” he said.
“The biggest thing they’re working against in Ward 12 is the restrictive regime. Three years ago (when his
wife was first diagnosed with lymphatic cancer) nurses had time to sit down and talk to people. Now the
girls are sometimes almost running between jobs. Hospitals should be more than businesses. They can’t be
measured in dollar terms. It’s this thing called the human factor.”
The story said he felt very strongly that a hospice was essential, a hospital duty. “And it should be a familystyle house, similar to many of those set up in other parts of the country. Totally separate from the clinical
hospital environment.”
Frank Lowry learned of the problems after he arrived here to semi-retire
in 1990, and got involved in Friends of Taranaki Hospitals. He and his
wife moved from Christchurch, where he managed the Cancer Society’s
Christchurch branch for 10 years and helped set up the original
Canterbury hospice at Burwood.
“It wasn’t an ideal situation here at all. At that time, Ward 11 at the
hospital was the place where terminal patients were housed. Treatment
had finished, of course, and it was palliative care.
“It was quite unsuitable. It’s one thing to have someone dying in a
ward, and there’s others around, but you can’t have your family around
you personally. It might have been okay for some people, but not
everybody. Our idea was to get out of the hospital altogether and set up
a stand-alone hospice.”
Frank Lowry – first secretary of the
hospice foundation in 1993.

His history records a period between 1992 and 1994 when planning
meetings were held between the hospice group and health
administrators.

“This was a time of marked changes being contemplated in health and treatment services and uncertainties in
relation to future policies and funding allocations. The reforms were being introduced in a sequential way
which, in turn, dictated to a degree any negotiations being undertaken.” Regional health authority policies
were yet to be announced, and funding constraints were expected.
In 1992, the Taranaki Area Health Board was disbanded and a local health authority set up under a
commissioner. In early 1993, prior to establishing a permanent entity, to be called a Crown Health
Enterprise, a transitional body called the Crown Health Enterprise Advisory committee was appointed, with
businessman Norton Moller as chairman. Dr Murray Hunt was occasionally co-opted for his input on
palliative care.
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Frank Lowry recorded that the hospice planners were meantime following the experience of three other New
Zealand hospice models - Arohanui in Palmerston North, Cranford in Hastings and Burwood, all of them
facilities operated independently from local hospitals.
But the Government and newly constituted Midland Health had other ideas. Not long after it was launched in
July 1993, Midland declared in the Taranaki Daily News that in accordance with the Government’s
“direction for development of palliative care services”, it would not fund a stand-alone hospice in New
Plymouth. It would have to be in the base hospital.
Midland said the existing hospice benefit would be replaced from July 1994, with a contract to be let to a
provider that could demonstrate ability to co-ordinate services between various health, welfare and voluntary
agencies.
The aim was to buy high quality palliative care “for all ‘patients’ with an advanced disease for whom the
prognosis is limited but who require symptom relief and/or respite care for the care givers. Care should be
provided irrespective of diagnosis or age”. The Government would fund the “major percentage” of services,
as funds became available, but not at such a level as to “stifle the active voluntary sector”.
Michael Chong recalls what happened next. “We had seen what Midland Health was going to say, and we
felt it would throw coldish water on progress. We had an all-day meeting that day (September 24, 1993). We
contacted the paper to see if we could get the Midland statement delayed, but they refused. We spent a lot of
time working on a suitable response. After all, the strong support and momentum were well under way.”
Public reaction to the Midland announcement on September 25 was angry, judging by letters to the editor of
the Daily News. “Once again bureaucracy has raised its head in reference to something worthwhile in New
Plymouth – a hospice, a Taranaki-wide hospice,” wrote P. L. Whitmore, who suggested demolishing the
empty Barrett St hospital buildings and building a hospice there.
W. N. Stemming wrote: “I read in the morning’s paper that the hospice service is canned. Now if there is any
service that is needed in Taranaki it is that.” He described being rushed to hospital with a heart complaint
and ending up in Ward 12 with a terminal patient.
“That didn’t do anything for my condition. The next day another terminally ill man was put into our room.
The poor old chap didn’t know where he was and he tried to get out of bed – he was connected to a drip of
some sort. I ran down the passage to get a sister, who had to strip his
bed, the first of two occasions that night. This put my blood pressure up
to 190.
“The shower and washrooms are a disgrace. I was very sorry for the
nurses working under these conditions. Instead of making flash offices
for managers which we do not need, space should be provided to entitle
people to die in peace away from other patients.”
Such publicity encouraged the hospice foundation, which found it had
the ear of Norton Moller, who chaired Taranaki Healthcare.
Michael Chong remembers hospice foundation chairman Peter van
Praagh skirting around the Healthcare chief executive – “he’d offered
no support…he was too busy keeping costs down” – and inviting
Norton Moller to his home to meet the foundation trustees.
“I’ll never forget it. As soon as Moller said he supported the hospice
aims, Peter said he could go...I recall his early and sudden
departure…so Doc (van Praagh) could address the urgent steps ahead.”
Michael says Norton Moller had offered the end of a hospital ward for
hospice use.

Dr Peter van Praagh – one of the
original team to push for a standalone hospice.

While Peter van Praagh was loathe to allow the health company to
influence the aim of a stand-alone hospice, he realised they needed
doctors and nurses for the hospice, and was shrewd enough to know that they (the health company) would be
needed to foot the wages bill early on.
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By the end of September, just a week after Midland’s statement, a compromise was reached. There would be
no independent building for a hospice at that stage, but the hospital would establish a “special designated
area with in-bed facilities at the hospital”, the Daily News reported. Norton Moller said Healthcare was
working on a strategic plan to submit to Midland Health, a task expected to take six to eight months.
In a letter to the paper published on October 14, 1993, correspondent P. A. Plimmer applauded the progress:
“I wish to say that the agreement between the Hospice Foundation and the local health authority to work
together is a marvellous thing for our community. At this stage, I understand that we are one of the few
communities in New Zealand without a hospice facility. I would like to think that the way is now clear to
provide a dignified situation for care of the terminally ill.”
The foundation pressed on, buoyed by positive articles in the paper. One on November 23 featured popular
bar owner Bertie Burleigh, who eight years before had been heavily involved in community fundraising for a
scanner at the hospital. Three years later, his wife, Lynne, needed the scanner when she developed breast
cancer, from which she would die in 1992.
“And now,” the article said, “having experienced the lack of hospice services when his wife and family were
in need, Bertie has thrown himself behind the hospice trust in an effort to ensure other families have the
service the Burleighs missed out on.” A similar account appeared in the same edition, telling the story of
Urenui woman Pauline O’Carroll’s death from cancer.
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rank Lowry wrote a new paper in late 1993 - Future Hospice-Palliative Care Services for the Region
of Taranaki – for a joint meeting on December 10 with Taranaki Healthcare Limited. In a concession
to the new political environment, the paper said concepts and working details in the original hospice
steering committee’s (August 1992) proposal should be re-examined, even though the parties now shared
much common ground and purpose following several meetings over the past six months.
It repeated details from the earlier plan - a six-bed in-patient unit or hospice set up as an integral part of
existing palliative care services; the health authority should fund it; it should be in a free-standing building
(new or existing) near the base hospital, if not in the hospital grounds,
then nearby; there should be short-stay accommodation for relatives;
and that volunteers would play a significant role in day-to-day
running of the facility.
The hospice trustees didn’t want what happened in Hamilton, where
12 hospice beds were incorporated into the Waikato Hospital cancer
ward. They envisaged New Plymouth having the main hospice, but
didn’t rule out “satellite” units in Stratford, Hawera and Opunake if
needs arose.
Frank Lowry recalls the thinking around that at the time. “Peter van
Praagh and I and one or two others went around the district selling the
idea of hospice.
“I could see we needed a central one, and there was only one place for
that, and it wasn’t in Stratford, for example, or Hawera – it was here.
We had to convince Hawera, South Taranaki, East Taranaki, because
when you talk about hospice, everybody wants one.
“So, the idea was to have some committed hospice beds in Hawera,
Stratford and probably Opunake, and someone trained in palliative
care …and I suppose that’s the way it works now. We visualised a
network, with the main hospice being here, and palliative care being
available in South Taranaki.

Surgeon Victor Hadlow – he chaired
the Iona Trust, which helped fund the
purchase of Iona House.

“We had to assure people that what we were advocating with hospice care, they would be just as important
in Hawera and South Taranaki, over at Opunake, as people living in New Plymouth. There is parochialism,
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and this is how the hospice shops have helped solve that one. People feel they are able to give to the hospice
service that’s available, say, in Hawera, because hospice is regional-wide.”
He wrote a timeline into the 1993 proposal, with careful wording that a deadline of 18 months “could be
contemplated”. He noted the trustees wanted a partnership with the board of Taranaki Healthcare. They
expected to participate in initial planning and ongoing hospice management, and wanted the volunteer sector
represented within management. “…this could lead to continuing access to lottery funds and the like.”
His paper said nursing staff at the hospice shouldn’t have concurrent duties with the hospital, for example
with cancer cases, because that would “perpetuate the problems of the present system at Base Hospital”. It
estimated three-quarters of the hospice operating costs would be for staffing.
He said the trustees would continue raising funds needed to build the hospice. “Since the foundation’s public
appeal and publicity campaign was launched in August 1993, it has become increasingly obvious (and
encouraging) that there is a significant level of community support for the objectives of the foundation. This
is considered a significant strength in favour of the ‘hospice facilities’ programme.”
In late 1993, details of what the health authorities were thinking emerged in a Daily News report. They
didn’t want a stand-alone hospice. “Taranaki Healthcare and Midland have told the (hospice) trust they do
not want the extra expense of another building to maintain, citing examples of other trust hospices around
the country in financial strife,” said the report.
“Although still dependent on Midland’s decision to contract for hospice services, Taranaki Healthcare has
assured the trust it is looking into using areas within the hospital, such as the under-utilised and near-new
elderly services day ward, Ward 20.” Healthcare made no promises about where a hospice might be sited:
“We have to consider the use of all our facilities.”
In the negotiations that followed in 1994, Don King, Peter van Praagh and Frank Lowry initially represented
the hospice movement. By the time Peter and Frank retired at the Hospice Foundation’s first annual meeting
on August 29, 1994, they had been replaced by Don Denham and Cecilie Hadlow.
Meantime, public money had continued to flow in, including nearly $1000 from the man who would less
than a decade later become Hospice Taranaki’s highly successful chief executive, Kevin Nielsen. At that
time, he was general manager of Taranaki Newspapers Ltd, which raised $966.50 for the hospice from its
annual Port-to-Park fun run.
After setting a target of $1 million before launching its Taranaki-wide appeal for public donations in 1993,
the hospice foundation trust had started looking around for a site close to the hospital. Frank Lowry: “We
had ideas of buying a property. Vic Hadlow and his colleagues had a trust fund of some sort, the Iona Trust,
and there was money available if we decided to go in a certain direction. Vic wasn’t on the committee, but
we knew they were there to give financial backing.
“Peter van Praagh and I started to walk the city to try to decide where we might buy a property. When I say
the city, it was the area around three blocks from the hospital, because a stand-alone hospice needed to be
near the hospital. No point in putting it out at Bell Block or somewhere like that. There needed to be easy
access for medical specialists, social workers and other people involved.”
At the 1994 annual meeting, attended by 33 members and supporters, acting chairman Don Denham paid
tribute to all the fund-raising efforts, which meant the foundation had more than $182,000 in the bank. But
he voiced the organisation’s frustration at continuing health reforms, which had thwarted the aim of
improving the standard of palliative care facilities.
The meeting elected Don Denham chairman and Cecilie Hadlow his deputy, while the new board comprised
Dianne Bezuidenhout and Joan Saywell from South Taranaki, Brick Mathieson and Judy Drummond
representing Central Taranaki, and Don King, Colin Muggeridge, Warren Muirhead and Neil Wolfe for New
Plymouth.
Denise Duncan took over as secretary, and Jean Hine as treasurer, with three associate members added,
Barry Marsh, Elisabeth McBride and Debbie Woods (assistant secretary).

25

Elisabeth McBride was the hospice foundation’s first paid job appointment,
taking the role of day-care and voluntary services general manager. One of her
aims was to increase the number of volunteers and develop volunteer services
throughout Taranaki, the Daily News reported.
“I would like to see at least 100 in New Plymouth alone, about 40-50 in
Hawera, and 40 in Opunake and Stratford,” she said. They would range from
nurses, doctors, chiropodists and hairdressers to those who could do gardening
and shopping for patients still living at home.
The report said Elisabeth had previous experience in nursing and oncology and
palliative care, and her wages were being met by the new Midland Regional
Health Authority, not the hospice foundation.

Lis McBride – in 1994 the
first hospice employee.
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She planned a 24-hour phone service for caregivers, a counselling service for
caregivers and families, and education for health professionals, as well as daycare for terminally ill people, which would allow caregivers up to eight hours
respite a day. Her main goal was to provide quality hospice care throughout the
province, ideally in a free-standing facility, although that could be many years
down the road. Judith Hymers was appointed nurse-manager.

r Ian Smiley took on the role of palliative care medical officer. He
remembers his initial involvement was as a GP, when Shirlie Fairey used
to come and see him about his patients.

“She was really the very first person that was involved in doing anything with
palliative. I’d probably hardly even heard what palliative was in those days.
Shirlie was looking after people in the community. She had all the expertise.
“She would come to us GPs, and she had the nicest way of being able to suggest
to us about a particular type of treatment, and make us think we’d thought of it.
She had a lovely manner. She was really, really fantastic at her job. She just got
my interest in looking after people at the terminal stage of their life.”
Ian Smiley would go on to have a career-long involvement with the hospice, and
eventually be honoured with a life membership. He takes up the story here from
his recollections of the early 1990s, when his interest in end-of-life care began:
Getting into palliative and end-of-life care was mostly to do with my own
practice and my own patients, and I suppose because I got satisfaction
from it I became good at it in a way. I know that was recognised by Shirlie. I
learned a huge amount from her.

Dr Ian Smiley – has cared
for hospice patients since
Hospice Taranaki began.

I was shoulder-tapped to be involved in the hospice. Colin Muggeridge, Frank Lowry and I were on the
Cancer Society executive at the time, and we were on the hospice steering committee when it was set
up.
In those early days, the steering group got a draughtsman to draw up a plan. The Iona Trust owned
land on Vivian St, where the Phoenix doctors and Vivian Pharmacy are now. They had flats on that. So
we had plans drawn up to build a stand-alone hospice on that site.
The Trust was going to contribute towards it, or sell us the land at a nominal rate or some arrangement
like that. But we never built it. I think the issue was it was too far from the hospital.
We felt that being close to the hospital was the right thing. Then the money the Iona Trust was
prepared to give went to buy the old villa that became Iona House, which became the day-care centre.
Initially, Dr Murray Hunt was the first person involved in cancer. We didn’t have – and we still don’t
have – an oncology specialist in Taranaki, but we have them visiting from Palmerston North. Murray
was a doctor who wasn’t a specialist, but he had a special interest in looking after people with cancer,
so he was employed by the hospital as the person in Taranaki who looked after the cancer patients,
and liaised with the oncologists from Palmerston North.
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Part of that job was also looking after people at the terminal stage. He was the very first doctor here
who was involved in that. He and I had a lot of communication and we had a lot of shared care. I would
share with him patients I had been looking after, or I would get advice from him.
In the early 1990s, Murray decided he wanted to do more training in palliative medicine. He was
awarded a scholarship to spend a year training in Auckland, with the intention he would come back
here. When he went, he said to me: ‘Look, I’m going away for a year, so can I ask you to step in and
do some of my role’. That’s how I got involved.
At that time, Campbell White was a young physician who had just arrived at the hospital (he’s still
here), and he was going to take over Murray’s chemo-therapy role and liaising with the oncologists. I
was asked if I would take over a two-tenths position at the hospital and look after the palliative
patients.
That was before Iona House, and at that time we had two allocated beds for terminal patients in the
old ward near the oncology department in the hospital. The hospital said: ‘These are your hospice
beds’. So, I would see patients there, and I would also liaise with the community nurses and support
them and talk about any cases that they wanted to talk about.
Conditions in Ward 10 were not great. These were old medical wards, and they weren’t that nice. We
did the best we could, but it wasn’t an ideal situation. We were getting to the point then that the
hospice steering committee was getting stronger, and we started getting a lot more proactive, by
saying can we do something better than just having beds in the ward.
By that stage, Murray Hunt had had his year away and decided he wasn’t coming back. He became
medical director of South Auckland Hospice. We lost him. So then I was approached – would I do
more? Would I become more permanent in doing it? I still stayed on at about two tenths initially. So
you can see, I drifted into it by default, really.
Originally, I didn’t have a desire to do that, but I did have a passion for it, and I loved it. I still do have a
passion for it. So it was something that was good, but it was difficult trying to have a fulltime GP
practice and trying to work that as well.
Over the next two or three years we realised…the hospital recognised…that there was a need for a
service. The hospice foundation had formed. We then got into negotiation with the hospital about
setting up a better service. When I say the ‘we, I mean Colin Muggeridge, and the chairman, Don
Denham.
My manager at that time at the hospital for contracts related to the palliative service was Hayden
Wano. He was the person I directly reported to. And he was incredibly supportive. Hayden was very
proactively supportive of improving the palliative services. So we said: ‘Look, two beds in Ward 11 is
not suitable’. We looked at down near where the geriatric ward was, Ward 1. We wondered about
taking over a section of that, being given a few beds and making that a wing.
And then the hospital came up with this other ward, Ward 27. It was actually lovely. It was quite a new
ward that had just been built. I can’t remember what it was originally built for…it might have been for
psychiatric or elderly or something. But the hospital was shrinking beds and it became an empty area.
The hospital said to the hospice foundation that this is where we could set up our hospice facility. And
the hospice foundation said we would provide all the frilly bits, the comfortable furniture, the things to
make it more homely and comfortable. The hospital said they would provide the standard facilities.

ona House was the next development, followed closely by the province’s first hospice beds, to be
established, as Ian Smiley has related, in a former ward of Taranaki Base Hospital. Iona House was not
an in-patient facility like Te Rangimarie today, but an old wooden villa on David St, bought from the
hospital board for conversion into a day-care centre. Just as importantly, as it turned out, the first hospice
shop was set up in a shed at the back.
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When the property came up for sale in 1994, Vic Hadlow and his colleagues at the Iona Trust were true to
their word, providing 90 percent of the $110,000 needed to buy it, Frank Lowry recalls. Taranaki Daily
News reported on November 2, 1994, that the new centre would be launched the following year. It would be
developed in stages as a base for the palliative care nursing team and a place where patients could go for
check-ups and care so their caregivers could gain a few hours of respite.
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The newspaper recorded Vic Hadlow saying
the need for dignity for the dying had never
been greater, and the hospice foundation
would continue to provide for such a need.
Wife Cecilie, the foundation’s deputy chair,
said day and hospice care would soon be
given in homely and comfortable
surroundings.
Taranaki Healthcare’s Norton Moller
assured everybody his board was totally
behind the concept.
In May 1995, the Daily News reported
hospice foundation chairman Don Denham
saying work on the house was well under
way.

Iona house in David St in 1994. It was the first day-care centre
and where the first hospice shop began.

Alterations were finished and the property
was being painted, with completion due in July. The foundation got funding from Midland Regional Health
Authority to pay for a fulltime nurse-manager and a part-time volunteer co-ordinator, said the paper.
About 50 volunteers had been trained, and the Taranaki Healthcare
palliative care team would move into the building when it opened.
Steps were under way to develop the in-bed facility at Taranaki Base
Hospital.
Stratford and Hawera hospitals would have similar facilities. The
South Taranaki palliative care team would get additional staff
members so it would have a similar seven-day-a-week service to North
Taranaki’s.
Cecilie Hadlow thanked Etcetera co-owners Raewyn Wolfe and Jan
Mason for donating a dinner set to the foundation, to which others
could add. The paper ran a photograph of the two donors, Mrs Hadlow
and Taranaki Hospice Foundation secretary Denise Duncan with the
dinner set.
“Mrs Wolfe, whose husband Neil is a foundation trustee, said she
nursed her mother who died of cancer three years ago. ‘I wish we had
this sort of facility when I nursed my mother in our home,’ she said.”
Don Denham – chair of the hospice
foundation during difficult early
years.

At the hospice foundation’s second annual meeting on August 28,
1995, Don Denham was able to report good progress.

“After extensive negotiations with the Taranaki Healthcare Limited
we have arranged for a portion of what is now ward 21 to be closed,
extensively altered and renovated to provide six dedicated beds, together with appropriate facilities and
lounge rooms in our in-bed hospice facility, which, when combined with the day-care centre at 7 David
St, will give us hospice facilities in North Taranaki equal to any in New Zealand.”
He said the regional health authority would pay for similar dedicated hospice beds in Hawera Hospital,
and fund a further 1.5 nurse for South Taranaki palliative care. He praised the efforts of Neil Wolfe, Barry
Marsh and architect Terry Boon for their work on Iona House, which would be launched soon.
Don King, Joan Saywell and Judy Drummond stepped down from the board of trustees and were replaced
by Debbie Woods, Rae Eagar (Stratford) and Diane Hancock. Elisabeth McBride had resigned and was
replaced as nurse manager by Judith Hymers, with Phyl Tennant appointed as volunteer co-ordinator.
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hen at age 32 he was made Minister of Health following National’s election win in 1990,
Simon Upton had already signalled his thinking about public health systems in a 1988 Mont
Pelerin Society prize winning essay. “…Because a service is funded out of taxation, it does not
mean that the government should actually provide the service itself. In many cases, it will be possible to
have the work put up for competitive tender by the private sector.”

W

His so-called Green and White Paper, Your Health and the Public Health, changed the environment
within which the second hospice steering committee hoped to gain government approval and funding for
its project. The paper proposed separate purchasing from providing; integrating funding for all types of
health service; allowing choice among health care plans; separating the funding of public health care from
personal health care.
By the time this new way of thinking was firmly in place, the steering committee’s key point of contact
was Taranaki Healthcare middle manager Hayden Wano. Now CEO of Māori health provider Tui Ora
Limited, he recalls:
By that time, we were following in the footsteps of Margaret
Thatcher and a few others. The view was that providers had
captured the money and had got used to channelling it into their
own world view, and that wasn’t necessarily ensuring resources
went to the right place.
Overlaying that was a new view that competition would be a good
thing. It was about trying to create an artificial market, if you like.
We were called Crown Health Enterprises in those days. I can’t
remember whether I was general manager of this or that at the
time, or whether I was on the executive team, whether I was
director of clinical services. It was a time when the structures
were constantly changing.
The service for terminally ill patients had largely been provided
out of medical wards in New Plymouth and in Hawera, and then
there were some hospice outreach services. Shirlie Fairey was
one of those providing that.
Hayden Wano – played a key role
in getting the first hospice under
way.

Don Denham was the chair of the hospice organisation, and he
was the person I was interacting with probably the most. There
was a year of occasional meetings, with the hospice foundation
saying: ‘Look, we want to take this over. We think the philosophy
is different to the treatment model that you have in a hospital.’

That conversation went on and off. Eventually, I took a paper to the executive – Barry Upson was the
chair of the board – with a view that this was probably a good way forward. It was a commercial
model.
The board was a board of directors, so effectively all business was done in-house, and that was
creating a lot of angst around the country. And we had our own issues at that time. A number of
policy decisions were being made in Wellington that Crown health enterprises were being asked to
implement, and there was very little public engagement or involvement in some of those. You might
remember the asset-testing for access to residential care.
So that was the environment – it was fairly highly charged. And effectively, the Crown Health
Enterprise was not an organisation to be trusted. That was the tone that was coming through. You
know: ‘We don’t trust you - you make all your decisions behind closed doors, type of thing’. There’d
been a few marches on the streets about proposed changes to child health services and so on.
The regional health authority was based in Hamilton, so we were regionalised. The funder was
saying: ‘Well, rather than just break up into little parcels, and everybody doing their own little thing,
we’ll take a regional view and in so doing we’ll influence where resources go’. Good in theory, but
very difficult to achieve in practice.
Effectively, the relationship between ourselves and the hospice was a bit strained. I made lots of
attempts to try to give assurance that we’d been given at least a nod in the direction of separating –
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unbundling, was the term that was used and continues to be used. How do you unbundle the
resources, the dollars, and put them into a new entity?
The hospice foundation was an NGO, not-for-profit, and I got the philosophy. Unfortunately, I’ve had
to use that service in recent times, because my wife, and my sister…they both passed away in there.
But I got the philosophy immediately – it’s not about treatment, it’s not about intervention. It’s about
end-of-life quality, and families. It’s for everybody. You’re looking at the whole person.
So, I got that, and I tried to give some assurance to the hospice foundation that we would get this
over the line. I can remember a specific meeting with Don Denham one night, and I said to him: ‘I’m
writing the business case we’re going to submit to the board of directors. I’m about two-thirds, threequarters of the way there.’
He and I had this conversation. It was all under confidence, but he wanted to look at the paper and I
said to him: ‘Well, if I’m going to show you the paper, I’m putting myself on the line.’ So I said: ‘Here
you go – if you don’t believe what I’m saying, this is it. This is what I’m recommending.’
I showed him a copy and he backed off me then and gave me the wriggle room to get it through the
board of directors. He liked what he saw, because it was effectively aligned with what I’d been
saying. Although it was called a business case, we had to look at it from a number of outcomes.
There was the financial imperative.
That’s always sitting there in a business case. I
don’t recall the exact figures in terms of cost, but I
seem to recall it was less than $1 million, perhaps
about $750,000.
But there was more of a social need, and the
opportunity: who’s going to show a benevolent
approach to a district health board when you
don’t trust it?
It was about the community being able to give
back and contribute. That would never have
happened in a DHB environment.
So, we were trying to look at that wider
opportunity, and it wasn’t difficult to sell. But
that’s the limit of my input. I happened to be the
person in the seat at that time, but that’s all it
was.
My involvement was very discreet. In terms of
time, it was very pointed to that time. The rest is
history.

That history tells us Hayden Wano’s success with
the board of Taranaki Healthcare would help
establish the six-bed Te Rangimarie Hospice in
1996.
It was officially opened in April that year by Jenny
Shipley (later New Zealand’s first woman Prime
Minister), who had replaced Simon Upton as health
minister.

The first hospice at Taranaki base Hospital (1996-2004). Here
in 2000, Jack Tucker (father of the author) presents a coatrack to palliative care nurse Heather Koch, in appreciation of
care the hospice gave his wife, Cath. The rack is still used, in
the entrance to the present hospice.

Ian Smiley and his GP partner, Dr Geoff Tvrdiech, would act jointly as medical consultants, following the
resignation of Dr Murray Hunt, who had been the palliative medical officer during most of the planning
years.
So, Taranaki finally had its hospice. It was not the independent facility its many supporters wanted, but it
was largely paid for by the health authority. Within a year, however, grave doubts would emerge over the
future of what had been achieved.
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HISTORY - Chapter 3

Hospice pioneers
This chapter profiles those who drove the hospice ideal through its early days.

Colin Muggeridge
This is an extract from Chief Executive Kevin Nielsen’s tribute to Colin at
his funeral in November 2014:
Colin was first involved in 1992 as a representative of the Cancer Society on
a steering committee for setting up a hospice service in Taranaki. However
there had been work going on in the years before that steering committee
was established.
Colin was an initial trustee in May 1993, when the Taranaki Hospice
Foundation was formally incorporated. In October 1993, a fundraising
campaign was launched to raise $1m. In November 1994, Iona House was
opened as a two-bed day unit. It would have been a very proud day for Colin
and all the others involved.
Those people on the trust at that time were visionaries, whether they knew it
or not – they had established the basis for what has become a highly
regarded hospice service by our community, one that stands well alongside
other hospice services in the country.
One of Colin’s fortes was raising funds. The board, with Colin as chair, and
others - I know Leo Leuthart was well involved – signed contracts to
purchase additional properties adjacent to Iona House, as right from the
outset they had the vision of having a stand-alone hospice in-patient unit to
support the community service.
In April 1996 in a joint venture with TDHB, Te Rangimarie Hospice opened in
what was previously ward 21 of the hospital, with six beds. A leased facility,
it was another milestone step in the evolution of Hospice Taranaki. Co-incidentally, the birth of what is
now the most successful chain of hospice shops in the country had commenced in the rooms of Iona
House. Colin’s passion for the shops and his pride never diminished, and he was constantly
supportive of their on-going growth and development.
In 2002, the board made the decision that it was time the organisation had a general manager, and
that was when I was appointed to that role. The service had grown rapidly and it is fair to say there
were some growing pains developing.
Another milestone was when in 2004 we opened the current Te Rangimarie in-patient unit - it was truly
a red-letter day. Colin, along with all the other fine people involved from the outset, had every reason
to feel well satisfied, as the original vision they had not wavered from - to have our own stand-alone inpatient unit - had been realised.
Colin has always been a regular supporter and advocate for the HospiceShops, and he had great
pride as we opened in Stratford, Hawera and Waiwhakaiho. It was fantastic that the last official
function he attended was when we opened the newly completed warehouse on Borrell Ave.
In 2006, when we restructured and set up our present operational arm - being the Hospice Taranaki
Inc and the separate Hospice Taranaki Foundation - it was another proud day for Colin. He
subsequently chaired the Foundation Board. He had remained on the Inc Board continuously,
effectively since the establishment in 1993.
With the opening of the Noel and Melva Yarrow Wing - thanks to that magnificent bequest from Noel
and Melva - it was another major milestone. I know Colin and several of the other originals who
attended the opening were so delighted and saw what we have now as truly fulfilling the vision of that
great band of people back in the early 1990s.
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Cecilie Hadlow
Cecilie Hadlow is one of the original campaigners for a stand-alone hospice in New
Plymouth, working assiduously in the 1980s to push the idea with a reluctant health
industry. The original vision can probably be attributed to GP Bill Frengley’s first
wife, Desiree, who died in the early 1990s without seeing her dream come to
fruition. Cecilie says Desiree was a visionary, who gathered her and other pioneers to
the original cause in the mid-1980s.
“I was just her supporter and ally - it was all her idea,” she recalls in the first of the
history chapters in this book. Cecilie later went on to be the deputy chair of the
second hospice steering committee in the 1990s, the one that finally made headway
towards the establishment of a hospice.
To this day, Bill Frengley attributes Desiree’s altruism to her experiences in a
prisoner of war camp in Indonesia during World War II. As he says in the history chapter: “She was all for
helping people in trouble – in fact, my wife would have taken in a dying dog if she came across one.”

Hayden Wano
As a Taranaki Healthcare middle manager in the early 1990s, Hayden Wano - now
chief executive of Māori health provider Tui Ora Limited - was the hospice
steering committee’s key point of contact with those who would eventually partfund the hospice service, today’s equivalent of the district health board.
He has good reason to know of the hospice organisation’s caring work. “I can’t
say enough about the staff and the service. My sister passed away there in 2007,
and she was being cared for in the home.
“And then my wife, Antonia, she passed late in 2015, and during her last six
months of life my children and I pretty much took time off work and looked after
her at home. She had a view that she didn’t particularly want to die in the hospice.
She wanted to be cared for at home for as long she could. She wanted to spend her
final days at home surrounded by family and whanau.
“The service you could get … I could call any time. Because we were the
caregivers, my daughter and I were taught how to administer her medications, some of them. And if she
wanted something, even against advice, they would respect it. It wasn’t important to say that you must stick
to the regime or this is the treatment plan. If she said no to something, it was respected.
“Then we got into the hospice itself, and they were incredibly accommodating. Our culture and our faith is
very important to us, and nothing we ever wanted to do … And my wife was not Māori – her mother was
Italian and on her dad’s side they were fourth generation New Zealand from Ireland. She adopted Māori
ways, and she lay on the marae, and we had tangi for her. So, there was lots of what she wanted and what we
wanted as a family that was simply accommodated by hospice without even a second thought. I’m very
happy to share that story with you.”
Hayden’s wife was a registered nurse and a nurse-manager at Southern Cross until she was diagnosed with
terminal illness, so she knew what she was in for, he says. “She knew that hospice care and hospital care
often end in end-of-life experiences. She was told she only had weeks to live, and she lived for 25 weeks.
“Early on, she had to go into hospice for periodic top-ups and blood, and she would just come out
invigorated. She would have had half a dozen encounters like that in that time, where she went in, got things
under control, went back out. We had a couple of holidays with her, you know, shopping excursions. All
those little things that you remember. But that would not have been possible without the kind of care that we
were able to get. And another connection she had to the place was she was she had a good eye for opshopping.”
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Shirlie and John Fairey
John Fairey and his wife Shirlie, the first district
oncology nurse, were made life members of Hospice
Taranaki in 2008. They also served as patrons to the
organisation.
John, aged 88 (Shirlie died aged 79 in 2011, has
among his papers a report on their life memberships,
made by board chairman Peter McDonald to the
hospice annual meeting in 2008.
“Shirlie Elizabeth Fairey and John Lawson Fairey –
appointment as honorary life members of the Taranaki
Hospice Foundation,” it said. “Supported by Dr Peter
Allen, radiologist and radio therapist, and Dr
Nissanga, radio therapist.
“Shirlie attended courses in Melbourne and Wellington to learn about treatments for cancer and the nursing
of cancer patients. As the district oncology nurse, she helped train many nursing staff in this special area of
nursing. She spoke to Rotary and Lions Clubs and other organisations about the need for a hospice in
Taranaki, gaining practical support from dozens of people in businesses.
“Shirlie was the district oncology nurse for 13 years until she retired in 1993. During this time her work was
recognised in many ways – a New Plymouth Citizen’s Award 1985, NZ Commemoration Medal in 1990, the
Queen’s Service Medal in 1992.
“In 1993, she and husband John, a JP and chartered accountant, were appointed the first patrons of the
Taranaki Hospice Foundation. They were active patrons, closely involved in establishing the Iona Daycare
Centre, and Te Rangimarie Hospice, which at that time was located in part of Ward 27, but was run quite
independently of the Taranaki Hospital Board.
“Shirley convinced professional and non-professional people of the equipment and nursing care she
considered necessary for a successful unit, and it’s pleasing to see that this high standard is being carried on
today. John played a valuable role in establishing the administrative procedures and financial controls,
setting agendas and reporting standards. He also assisted Shirlie in a practical way with chauffeur services
when patients needed assistance in the middle of the night.
“In 1998, Shirlie and John retired as patrons after serving the maximum period allowed under the
constitution. Their valuable contribution needs to be recorded and I have much pleasure in proposing that
Shirlie and John Fairey be appointed honorary life members of the hospice.”
Shirlie (nee Webster) grew up in Wellington, attending Wellington Girls’ College for four years from 1945
until 1948. She began her training at Wellington Hospital School of Nursing in 1950, and passed her state
final exam in June 1953. Initially, she was staff nurse in the men’s orthopaedic ward, completing her duties
there in October 1953. A report from that time said she was a conscientious, capable and reliable nurse, one
who accepted responsibility.
John Fairey says his wife operated with the Cancer Society here, and was well regarded by the people she
met during her work. He recalls often playing chauffeur for her late-night callouts. “Usually, I took her out
to her calls, rather than her going out on her own. So, we spent quite a bit of time together. She visited
people at all times of the day and night. She was such a willing character – she said to them: ‘Don’t hesitate
to call me any time’, and they did call her. Two o’clock in the morning, or some such.
“It’s not surprising that she’s known to thousands of people around Taranaki, because as you can imagine,
when people were approaching their final time, relatives would gather in. There would be a family of four or
five, maybe eight or 10 by the time cousins or nephews or whatever arrived. It could be 10 or 20 people that
would be visiting the patient over a period of a week or so before they passed away. So, you multiply that
out and there’s thousands of people.
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“They used to come up to her in the supermarket, for example, and say: ‘I do remember you, Shirlie. You
were such a help to us in our time when our mother (or sister or whatever) was ill’. The other thing is that
Shirlie had a particular personality. People were attracted to her, in a sense that they felt comfortable in
talking to her and being with her.”
He recalls the early meetings to discuss the idea of a hospice. “I remember it very clearly, actually. It was at
Peter Van Praagh’s place. The Van Praagh’s had a house at the end of Watson St…I remember us meeting
down there. This was to discuss the idea of forming a trust, I suppose it was, or a committee anyway to get
this thing going. There was Desiree Frengley, Cecilie Hadlow, Peter Van Praagh, Dr Warren Muirhead,
myself and Shirlie…I think that was about it, actually.”
He also remembers the work done by early hospice chairman Colin Muggeridge. “He set up the hospice
shop, and made that work. It was his baby, if you like. I was always impressed…still am impressed, by what
he did. He had confidence in himself that what he had in mind was going to work.
“He had a lot of other inputs, as well, particularly around the David St property – buying the old houses that
were there. Because they had to be procured to allow the larger developments to take place, which it did in
stages.”
John continues his involvement to this day as a volunteer member of the hospice gardening team.

Joan Gudgeon
Joan Gudgeon was one of the hospice’s longest-serving nurses,
beginning her original palliative care work with the legendary Shirlie
Fairey in the 1980s, and retiring in 2008.
Born in Okato, Joan comes from a farming background, spending her
high school years at Sacred Heart College in Whanganui. She
intended to train as a nurse after leaving school, but that ambition
was curbed when she injured her back.
After her first husband, Terry Dudley, died when she was just 27, she
says she knew then that she still wanted to be a nurse. With a
daughter aged three, however, she couldn’t meet the requirement to
live in at nursing school.
So, she trained as a community nurse at the hospital in the late
1960s, then went to district nursing, a role that would lead her to
work with Shirlie in 1990 and eventually join the hospice community
nursing staff in 1996.
Joan remembers she could be called out as many as three times a
night to someone’s home somewhere in North Taranaki and as far
around the coast as Stent Rd, just south of the Okato farming region
where she grew up.
Husband Lance had the phone on his side of the bed, they recall with
a laugh. “I’d answer it and they’d be asking for Joan,” he says. “So
I’d say: ‘hang on, I’ll just reach over and see if she’s here’, knowing there was every chance she’d had to get
up some time in the night and go out to see a patient.”
Dr Murray Hunt would accompany them to assess patients. “He was brilliant,” says Joan. “He had the
perfect qualifications for that role, and he supported us wonderfully well. We did everything in those days –
they have carers to help now. It was nothing to skip your lunch hour and eat in the car, because there were
always people who needed to be seen. It was demanding, but an enormous privilege to do that kind of work
– preparing families, telling them what to expect.”
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Frank Lowry
As secretary of the second hospice steering committee that eventually
founded the hospice service, Frank Lowry was later the historian of those
crucial first years.
Originally a Cantabrian, Frank and his wife Miriam, are retired in their
second sojourn in New Plymouth. They came here the first time in 1990 to
semi-retire, returned to Christchurch in 1996, then came back in 2006.
Frank was with the health service in Canterbury for about 40-odd years in
medical laboratories and medical research. He took a position with the
Canterbury Cancer Society as its first executive officer in 1980, a position
that developed into the CEO, with a staff of about 550 volunteers.
“I was very fortunate. I got off at the right time – I could develop the whole
division and bring it up into the 21st century. The rest of the country had got away from us and we were a bit
behind. Why I’m telling you that is that’s the first time I was introduced to palliative care.
“The hospice there was set up in the 1980s by the Nurse Maude Association. The Cancer Society was just
around the corner and we were very keen to support them. I convinced my executive that perhaps we could
pay the part-time salary of one of the palliative care nurses and buy them a car … and that’s how it started.
“We got a building out at Burwood Hospital. It used to be the hostel for the training centre for male nurses
years ago. Anyway, that was the first hospice in Christchurch. That was mid-80s, and by then there were a
number of hospices around New Zealand.” The first New Zealand hospice, Mary Potter in Wellington, had
been going since the late 1970s. “Mary Potter seemed to be a very good base mark for us. They were very
helpful to me and to Nurse Maude when we started.
“When I got up here I found there was an organisation called Friends of the Taranaki Hospitals, which is
where it all started. The Friends had been the sort of group that bought things like TV sets for the hospital,
things for the wards. From there we set up the hospice steering committee, with Don King as chairman. I
was the first secretary.
“At that time, Ward 11 at the hospital was the place where terminal patients were housed. Treatment had
finished, of course, and it was palliative care. It was quite unsuitable. The base hospital for terminal care
people was just hopeless. So, our idea was to get out of the hospital altogether and set up a stand-alone
hospice. The hospital ward was inappropriate, because it’s one thing to have someone dying in a ward, and
there’s other people around. But you can’t have your family around you personally. It might have been okay
for some people, but not everybody. It wasn’t an ideal situation at all.
Frank wrote a history of the founding of the hospice movement before he departed for Christchurch in 1996.
“The brief history I wrote began in 1985, when Don King chaired a public meeting to discuss the possibility
of a hospice being set up in Taranaki. I think what was driving it was the whole philosophy of hospice, and
the idea that people can get the best out of their life although they’re at life’s end; of keeping them
comfortable, and active, as much as they can be active. And still part of the community, in the right setting.
“If one’s terminally ill, hospice is only one option. The main philosophy of hospice in this country – and I
think it would be in the others, too – is to keep people at home as long as they can, provided they’ve got the
necessary backup, from family – and making sure the family is not over-worked, tired out looking after dear
old Dad – and nurses coming and going to provide professional support, and a palliative care doctor to keep
pain control sorted out.”
He says a good deal was known about the hospice approach by the time Taranaki got serious about it. “We
had a number of overseas speakers, particularly from the UK in my time, with the Cancer Society. They
came here to talk about hospice care in the UK. That’s where my education started, hearing some of those
English palliative care specialists.
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“Back in my day, we were wondering about getting government support, and it’s always had some
government support. And so it should have. I mean, it’s part of the New Zealand health service. They pay for
maternity services for when we arrive, and they should also pay for them (services) when we leave.
“I wasn’t part of that battle, although I did go to Hamilton every now and again because I was doing a bit of
negotiating about the building and the cost, and that sort of thing, and the headquarters for the area health
boards at that stage - I think ours was Midland – the headquarters was in Hamilton. So, I remember making
some trips up there, but there’s nothing very significant about my experience with that. I was just keeping up
with what was going on and what was available to us.”
He recalls the government response was encouraging at that time. “I can only judge that by the area health
boards, but it was very positive, I would say. There was certainly no resistance – after all, if I was a
government minister at the time, I wouldn’t know if I wasn’t going to get cancer and die from the illness. I
think the support from government now is supposed to be up around the 70 percent, but that means hospices
still have to raise money.”
The movement had grown out of care provided for cancer patients. “The facts are there are a lot of terminal
outcomes from people with cancer. You could say that you and I are terminal. Everybody’s terminal, but
some are more terminal than others. It’s the luck of the draw, really. It’s all to do with genetic makeup and
so on. “One of the big problems with palliative care is pain control, so that people don’t die in great pain.
And this raises the whole question of people being able to choose if they live or die. We’re getting into the
whole area here of euthanasia. You’ll find as I’ve found, that over the last couple of decades when this has
been brought up, the palliative care doctors will say: ‘Well, we can keep people free of pain’.
“Hospice, as you probably know, is a very old term. There were hospices all around the UK and Europe
back in the middle ages. They were places to stop and rest. A sort of B and B on the way through. The
Hospice Foundation of NZ was set up in the 1980s, the national body. Hospice is only one option of where
you die. Many people decide that when they die, they want to die at home, in their own bedroom or in their
own lounge with their family. It all depends on the person. It can depend on the condition of the person and
whether the family can cope, and that sort of thing. This is why we train hospice nurses … there are special
courses for them.
“I’ve just had my 87th birthday and people ask me how do you keep going? And I say: ‘Well, I’m keeping
dementia at bay, really. It’s self-survival. I’ve got to check my diary every day. I’m not that busy. I’ve got
time. I’m on my computer every day. I’ve got about four chairmanships in this and that and the other thing,
but they all come and they fall into line and I just potter around. One thing that’s taking a bit of my time is
the Retirement Village Residents’ Association. I landed on the national executive, with the lower North
Island as my portfolio.”

Leo Leuthart
Leo Leuthart is one of the few people
still around who remembers Colin
Muggeridge’s early efforts to persuade
everyone we needed a stand-alone
hospice.
He recalls clashes at meetings of the
hospice foundation in the late 90s and
early 2000s, as he and Colin tried to
convince opponents of the idea’s merit.
“I recollect Dr Peter van Praagh was
another stalwart for the stand-alone,” he
said. He used to pick me up to go to the
meetings, and afterwards on the way
home he’d say: ‘We need something
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after that battle’. So, we’d have a whiskey at my place before he went home.”
He confirms a legendary story that to advance the idea, he and Colin signed up to buy a house in David St to
secure the land. “The house next door to Iona House on the mountain side came up for sale. I’d said to Colin
we needed to start this off somewhere, so when it came up for sale it was suggested to the hospice board
committee that we buy it.
“But oh no, they wouldn’t hear of it. Most of the medical staff were very vocal against a stand-alone
hospice. So, it batted back and forth, and it got very heated. Colin and I dug our toes in. We were afraid the
house was going to be sold off and the opportunity for a stand-alone hospice would be lost.
“Two or three meetings later there’d been no offers on the house - and then there was an offer. Colin and I
thought: ‘Well, we’ve got to do something’. I said to him: ‘Why don’t you and I buy the house? We’ll buy it,
and then keep the dialogue open’. So, we signed a contract to purchase it, a private buy. We were going to
finance it out of our own pockets. It would have been a good buy anyway, even with just inflation. Then at
the next meeting of the hospice board they said they would buy it.”
It was the beginning of concrete moves towards the new hospice. The two men next approached the owner
of a large villa on the other side, and she agreed to give them first refusal should she ever decide to sell. It
was later added to the growing plot of land. “With all of these projects, land is the important item,” says Leo.
“That’s your vital ingredient.”
He remembers Colin as “very forthright in his opinions. He was involved in the National Party for many
years, and it was there that I first met him. It was at one of the meetings, and I thought: ‘Who the hell is this
bugger coming in here?’” They would become life-long friends.
Later, as members of the Cancer Society, Leo – who lost his first wife to the disease – and Colin attended
meetings at Palmerston North. It was there they first saw a stand-alone hospice. “And we were talking over a
beer after one of the meetings and we reckoned that was the sort of thing they needed in New Plymouth.
There was talk of a hospice from those meetings.”
Leo is a Taranakian born and bred, with a surname that comes from Switzerland. “My old Dad emigrated
from Switzerland and he was a baker in Inglewood. He married a New Zealand girl and they moved to
Stratford, and from there they came to New Plymouth in 1938. He bought the old Hygienic Tearooms
halfway down the Devon St hill on the southern side. They were there for many years. He’d trained in
Switzerland as a confectionist of small goods, so he didn’t make much bread in New Plymouth.”
Leo became a builder and developer. “We built shops and commercial buildings. My starting point was the
original Devon Lodge. I built four motel units on that site. We were going to enlarge on that, but Rob
Tennent came along. I think he was fog-bound in New Plymouth that day, and he made us an offer…well, of
course, we were struggling to survive in those days…he made an offer we couldn’t really refuse and so we
sold it.”
Early in his friendship with Colin Muggeridge he was invited up to Mokau to go whitebaiting. He would
never forget it. “He had this old tin boat, and it was the most disreputable thing you’ve even seen. But he
reckoned it had a good motor, or so he thought. When we got to his bach, which was down on the spit at the
Mokau River mouth, he asked where were my gumboots. I said I thought we were fishing out of the boat, so
why would I need gumboots. So he gets his grandfather’s old waders and cuts them off at the ankle, and
says: ‘Those are yours’.
“Away we went. Colin had about 15 whitebait stands up that river - his family recently sold them for about
$4000. It got so bad up there that you had to register the stands and have a number plate on them. Anyway,
that first time we caught some whitebait. Time to head back. Colin starts his motor up, and we’re tinkering
away downstream. The tide was coming in. The Mokau, as you probably know, is very tidal. It rises about
four metres.
“We get about a third of the way down, and his motor stops. By then, the tide was changing and would soon
be flowing out. I said: ‘Okay, we’ve surely got oars, so we’ll row down. Where’s the oars?’ It turns out
Colin’s only got one. He says: ‘You hop out and tie the boat up’. I step over into the mud. It’s papa country

37

and the mud sucks like… well, it sucks. I couldn’t get the cut-off waders out, so I had to leave them in there
and I ended up just in my socks.
“Anyway, we walked down the road and went to a farmhouse about two kilometres away. They rang George
Honnor, the local builder. He had this old boat with an inboard motor, and he came up the river. By this time
it’s dark, about 9 o’clock at night. He towed us back down and we got the boat out onto the boat ramp, left it
there, and went back to the bach.”
Despite losing granddad’s waders, Leo was invited back again for many more whitebaiting trips. “They’ll
still be there somewhere in that mud. I was reminded many times. The thing was, you never gave in to Colin.
We used to play euchre up at the bach. Well, talk about serious. We never played for money, but…”
He said Colin was one of a family of three brothers and two sisters. “His father had been the county engineer
at the Hawera Council, and the family had a dairy farm at Manutahi. Despite developing an allergy to milk,
Colin eventually took over the farm, raising pigs in the early stages, although he handed the dairying over to
sharemilkers.
“His parents came and lived in New Plymouth, and he came with them. They built their house in Octavius Pl
next to the house my father built there back in 1940. After his father died, he stayed on and looked after his
mother. He was a bachelor all his life.
“An interesting thing was he had a mortal fear of flying. I’d had several trips overseas, and we’d stayed with
his sister Bess and John her husband in England. I said to Colin many times that they had a place in a lovely
little village about 20 miles out of London, just his scene. But he wouldn’t go. Then finally a few years ago
someone finally persuaded him. They went business class. She steered him through it all and he enjoyed it.
Loved it.”
One of Colin’s interests was collecting Royal Dalton china, Leo recalled. “He collected the Dickens series
for about 20 years, and in the end the collection was valued at $100,000. He built this special room for it in
the house at Octavius Pl. It was all unusual stuff – jugs, tobacco holders, salt and pepper cellars, miniature
jugs, samplers.
“It was probably the best collection in New Zealand. I said to him many times: ‘Why don’t you donate this
to Puke Ariki Museum so everyone can see it?’ But, no, he wouldn’t hear of it. Eventually, it was broken up
and sold in Auckland. It was sad.”
Leo lives in Paraparaumu these days, but has a daughter in New Plymouth and visits often. He still takes a
close interest in Hospice Taranaki and has a particular view on why the organisation’s hospice shops are
regarded as probably the most successful in the country.
“I’ve been to hospice shops in Petone and Lower Hutt, and they all have the same problem with their shops
in small shopping areas – not a lot of parking. If you can’t park, you’re going to drive on. Having available
parking is one of the keys to the hospice shops’ success here.” And having enough land to put it on.
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HISTORY - Chapter 4

Battle to stand alone
There’s a story that sums up one of the great characters involved
in the eventual building of Taranaki’s first stand-alone hospice.
It goes like this: Colin Muggeridge and his friend Leo Leuthart
used their own money to buy houses in David St in New Plymouth
to ensure there would be enough space to build Te Rangimarie in
2003.
It wasn’t quite true, Leo Leuthart says now, but he and Colin were
indeed prepared to buy the properties if that’s what it would take
to protect the independent hospice proposal taking shape at the
turn of the century.
They got as far as signing contracts to buy the properties, but then
the hospice foundation stepped in and did the actual purchases.

Properties in David St bought to pave the
way for Te Rangimarie stand-alone
hospice. Above: Number 3a; below,
number 5.

It was typical Colin Muggeridge, says Jeff Blyde, who succeeded
him as chairman of the Taranaki Hospice Foundation in 2001.
“You’ll get stories about Colin – people either liked him or they
didn’t. But if it wasn’t for Colin Muggeridge that hospice would
never have been there.”
Jeff met Colin through the Cancer Society when the latter came
into Taranaki Newspapers Ltd, where Jeff was advertising
manager, to talk about the society’s advertisements.
“He was a rich farmer, basically. He’d retired. He’d never married.
He had a lot of money. Wherever he went, he made money, and he had the vision of building this big
hospice.
“When Iona House was set up as a day-care, Colin knew we had to make some money, and he wanted to set
up an op shop. So, he tasked me with trying to find a shop in town. He had a few people like Joy Watt who
were a key group wanting to get involved in an op shop. Joy and her husband, Barry, were an integral part of
the op shop, along with Betty Skellern and Betty Sutherland.
“I’d been up in Auckland in St Lukes Shopping Centre and I’d seen this huge op shop, and when Colin came
to see me and said have you found a shop in town, I said: 'Colin, I know St Chad’s has got an op shop and
they have women who go in there and do a helluva of a lot of work, but they don’t make a lot of money. If
you want to make some money, you’ve got to go big.’
"Next thing you know, he’s talking about turning Iona House into the op shop. We had the oncology unit out
the back, and we owned that, as well. So, he started off, and we did that. We used to do sausages in the
weekend to raise money. And we had a huge base of women who used to come and help, and it was the start
of op shop. It upset the Iona Trust, I believe, who didn’t think that was actually what it was meant to be for.
But anyway, it just grew like Topsy, grew and grew and grew.
“Colin used to work there. He used to travel to and from Hawera. He was looking to set one up in Hawera
and one in Stratford. Colin’s father was the town clerk there in Hawera. Colin was down-to-earth. If they
wanted fences, Colin would turn up with a working bee and build them. Even in his 70s, he was that type of
guy. Even after he stood down as chairman of the trust, he used to truck stuff backwards and forwards to the
op shop still.
"He was a money man. He was squirrelling it away. Even though he was a farmer, he’d worked in a bank,
and even though he was a millionaire he never spent a thing he didn’t have to.
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“He was tight with money, and because of that philosophy everything
had to be an investment. He had the strength to get people around him
to do stuff. Once it became a reality, the fights started happening, and
that was because of what he said.
“Colin used to load the trust with people to vote with him. This was
probably before proper governance, and probably I was a pawn in the
game. The doctors and the head nurse, they used to come to these
meetings. One of Colin’s problems was he wanted to run the hospice,
and they hated him because of it.
“He was not only dictatorial, but he’d ramrod things through meetings.
Guys like that did very well in those days. But anyway, (later, as
chairman) I was a pawn in that game.
"So, it got to the vision Colin had of building the hospice. He wanted to
buy up all of those houses down David St so he could build the op shop
and build the hospice there. He wanted to have the op shop beside it.
He wanted it big.
“He had one mate, Leo Leuthart, and he was a money man as well.
They used to whitebait up the Waitara River. Colin owned a bach up at
Mokau, and he was the unofficial mayor of Mokau. Anyway, he and Leo decided they could buy these
places with their own money even before it got to a trust meeting. He was knocking on doors. I used to say:
‘Hang on a minute’, but all they used to do is shrug their shoulders and say: 'Well, we can always sell them
again.’
Colin Muggeridge

“I remember when Don Denham was chairman and we passed this motion to start fundraising to build a
stand-alone hospice. And they were all against it. They said there was no way we could afford it. But we
voted it through. And Don Denham stood up and said: ‘Well, you guys can go ahead then, but we have to
raise $200,000 just to get it off the ground. We’re not having anything to do with it.’”
As we saw in the previous chapter, Don Denham had fought successfully to get a hospice established in
Taranaki Base Hospital. But so far as Colin Muggeridge was concerned, that was always the second-best
option and he would continue the quest for a separate facility. “So we were on our own, which Colin knew
anyway,” says Jeff Blyde.
“We weren’t expecting the clinical people to be involved. Dr Smiley…in the article in the paper that came
out a while back, he actually said he was wrong at the time, and I admire him for that. Because he was on the
side of the nurses, which he had to be. They used to get quite…well…
“One of my roles was to contain Colin. I used to talk a lot to Colin on the side. He used to come to my office
at the newspapers, and I would always talk to Colin about his behaviour. I couldn’t contain it completely.
But I make no bones about it - without him it would never have been there in any way, shape or form. I just
want to make sure that Colin does get some recognition, because if it wasn’t for him it would never ever
have happened.”
Colin Muggeridge had a close association with the hospice from the foundation’s formation in 1992 until his
death in 2014, eventually being appointed a life member. He took over from Don Denham as foundation
chairman in 1995, with Jeff Blyde his deputy for many of the following six years. When in 2006 the
foundation was split into an operational arm and a financial trust, he served as chairman of the latter for the
rest of his life.
He may have rubbed some people up the wrong way, but there were some clinical staff who liked and
respected him. Palliative care nurse Joan Gudgeon was one: “I had the cheek to give back as good as he
gave. I think he liked a bit of banter, so we got on okay. He did have a dream and he wasn’t going to stop
until it was realised. When Shirlie Fairey asked me who I thought should be on the original trust, we agreed
he should be there because when he made up his mind he couldn’t be shifted. We knew he would be a
driving force.”
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Dianne Bezuidenhout, the first palliative care nurse appointed in Hawera (in 1995), said she got the job
“because of the much-revered – in my and my husband’s lives – the wonderful, wonderful Colin
Muggeridge. I was doing that work by default as a district nurse, because then the district nurses were doing
the palliative care.” She would later join the foundation trust board and become chair of its South Taranaki
sub-committee.

A

s Heather Koch thinks back two decades to
when she started work at Iona House in
1997, she envisages something prosaic – a
chilly bin.
It has nothing to do with caring for patients, as
such, but in its way represents something at the
core of today’s successful hospice operation:
fundraising.
“As the liaison nurse, I was going out in my little
car, visiting patients, and saying: ‘We’re thinking
of opening a second-hand shop’ and people would
offer things.
“For example, I remember someone pointing to a
chilly bin and saying: 'We don’t need this
anymore’. So, I’d turn up back at Iona House at the
end of each day and unload the car with bits and
pieces.

Heather Koch (centre) on her first day at hospice in 1997.
At left is Carol Dean and at right, Shirlie Fairey.

“Then the day programme patients would come in
to have their morning tea and their lunch and they’d
say: ‘Oh, I wouldn’t mind buying that chilly bin’ or whatever it was.” It was the beginning of an informal
exchange that blossomed into a multimillion-dollar enterprise, a business that today helps pay about 30
percent of Hospice Taranaki's overall running costs.

As hospice director of nursing and support services, Heather Koch recalls the idea of an op shop being
pushed by registered nurse Carol Dean, who’d arrived from Auckland, where she had worked at St Joseph’s
Hospice. "One of the really exciting things she brought with her was news that St Joseph’s Hospice had
opened a second-hand shop. She talked to Colin Muggeridge quite a bit and said: ‘Look, the opportunity that
creates some income from second-hand goods is huge - what do you think?’
“Iona House had a bedroom, and the idea was if patients who came in for a bit of entertainment and social
support felt like having a sleep we’d tuck them into the bed in the bedroom. But all these second-hand goods
soon over-ran the bedroom. It got to a point where…there used to be a tiny wee church across the road, so
Carol and Colin managed to organise for us to store things over there.
“The church ended up completely full, bursting at the seams. Then the church got moved away, and that was
a real problem, because what we were going to do then? At the back of Iona House there was the oncology
district nurse’s former room, so that’s where we started selling all the stuff from.
"Not me personally. By that time Joy and Barry Watt were on board – both deceased now – but they were
there right at the beginning, and they took over running the second-hand shop. And it just grew and grew and
grew. Colin arranged for a garage to be installed at the back of Iona House to hold more goods. So that was
the beginning of the second-hand shop.”
Such memories are of lighter moments during a difficult time, when the very existence of the hospice would
soon be questioned. When she started in July 1997, she was known as a liaison nurse for the day-care centre,
which was being run out of Iona House. Her appointment and that of Carol Dean were reported in August
that year by the Taranaki Daily News, which described Carol’s role as the new volunteer and bereavement
services co-ordinator.
41

Bereavement was the continuation of care that began when people were
told (by doctors) there was nothing more than could be done for them,
the newspaper said. A major focus of Carol’s role was to “befriend
those close to death, and support caregivers. As a result, she tended to
make a lot of wonderful friends.”
Heather Koch’s job was to visit people in their homes and assess their
palliative care needs. “I used to use my own car. I’d work three days a
week, and I’d visit palliative patients who weren’t needing any handson care. I wasn’t allowed to do any physical kind of care, which was
done by the oncology nurses, Lis McBride and Joyce Oakes.
“For me, there was a bit of a disjoint. Patients would see me, but as
soon as they needed any kind of nursing care, I had to refer them to the
oncology nurses. There were quite a few tensions for patients around
that.”
She’s happy to give credit to Colin Muggeridge for the work he did. “If
you think about it, the people like Colin had the vision. They used to
ruffle feathers sometimes, because they were so driven, but actually
they achieved the results.

Heather Koch

“I can remember in the early days we would order beds for patients at
home, but we couldn’t afford to have a delivery firm to take them. So
Colin and Bert Squire would be man-handling these heavy hospital
beds.

“I recall one visit they did out to Waitara, and the only way they could get this bed upstairs was to take it up
a spiral staircase on the outside of the house. I was just about dying because I thought both of them were
going to have a coronary. But the two of them manhandled this heavy bed. I said to Colin how worried I
was, but he said: ‘Well, we were all right - we could have organised the cuzzie bros to come and help.’”
A bigger problem than any tensions Colin might have created concerned the cost of running Te Rangimarie
Hospice, which as we have seen, began life in 1996 in a converted ward in Taranaki Base Hospital, its
principal owner and funder being the government's commercial creation, Taranaki Healthcare Ltd.
Just a few months after starting at the day-care centre, Heather heard the foundation and the Healthcare
board were in talks about whether the hospice could actually continue to exist. “Healthcare had identified the
service as very expensive to run and they didn’t want to be doing it any more. They were going to close it."
Given the sentiments of the day - that health spending must bow to rigorous businesslike principles - it’s
hardly surprising in retrospect that something as esoteric, under-developed and staff-intensive as end-of-life
care should quickly reach such a precarious position.
However, the board of Healthcare had a straight-forward alternative to closure - the foundation should take
ownership of the hospice, with Healthcare’s role reduced to partial funder (about two thirds). The foundation
had by the late-1990s established itself as a highly successful fundraiser, with nearly $200,000 in the bank
and a similar amount in assets. Bequests, donations and fundraising would double from about $35,000 in
1997 to nearly $70,000 the following year.
It was a long and nervous time as the hospice trustees contemplated taking full responsibility, and even then
only a short-term initial arrangement was agreed. Colin Muggeridge summed it up cryptically in the trust's
1998 annual report: “Five months of negotiations have resulted in an agreement with Healthcare for the
Hospice Foundation to administer and operate this unit until 1999. However, we are always conscious that
this arrangement could alter after that date.”
It was unsettling for staff, says Heather Koch. “At that point, all of the staff who had been employed in the
hospice were made redundant and they had to apply to the hospice foundation for their jobs. It was shocking,
very unsettling. They were still getting their heads around palliative care and developing as a team, as well.
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“Under Healthcare management, they had had access to all the services in the hospital – orderly services,
labs, all that sort of stuff. They had been Healthcare employees. When the foundation took over, Healthcare
said: ‘We’ll support you – but you’re on your own.’
“For the foundation taking it on, it was really unknown. The nurses were told: ‘Well, if there’s no patients
we’re going to send you over to the wards to work.’ And you think, well, that’s really quite an incredible
employment situation. It never happened, but it was part of the employment agreement.”
Her job changed on March 1, 1998, when she moved from Iona House to the hospice, where she took on the
role of community palliative care nurse. “Very similar, but now I was allowed to actually be a nurse and,
you know, do the ‘nursey’ things.” She was one of only two foundation employees at that stage, the other
being one of the original hospice team, Joyce Oakes.
“Those days were really, really tough, because there was only the two of us. The foundation was unsure
what the service was going to cost. We had to do a lot of the care at home. We used to go on callouts in the
evening and not get paid for it. But we couldn’t actually bear the thought that somebody was in need. And
we did that for quite a long time before it was finally agreed that they needed to pay us for the after-hours
work.
“Once again, it’s about that commitment or that desire to actually do the best we could. And we recognised
that there were limited funds, but we didn’t want patient care to be compromised. When I reflect back…what
is it, 19 years…and I look at what we did, we did really well considering the knowledge we had and the
skills we had. Because with a lot of it, we had to find our own way on how to make things work. Initially,
there was no training for us.”
That was about to change, however. The foundation appointed a nurse-manager, Louise Forsyth, partly in
acknowledgement that to develop a skilled workforce there needed to be recognition of palliative care as a
speciality and an investment in training staff.
“Louise and Shirlie (Fairey) were very keen to get the nursing team skilled. So we all went off to Mary
Potter (Hospice) and spent a week down there doing a module. After completing four modules, we ended up
with a graduate certificate in hospice palliative care. All the registered nurses and enrolled nurses did the
modules.”

Hospice staff at a team-building workshop at Tupare. Front row from left: RN Lis McBride, Dr Geoff Tvrdeich, EN Nan
McKenzie, social worker Carla Perry, Maori health worker Alice Doorbar, Dr Bharat Bhakta. Second row from left: EN
Isobel Morehu, RN Pam Wendelborn, RN Judith Hymers, Dr Ian Smiley, Dr Gill Churchman, RN Kathy Townsend.
Back two rows from left: Rev Robert Anderson, EN Joan Gudgeon, RN Margaret Vogt, EN Joyce Oakes, RN Anne
Garrett, RN Nuala Marshall, RN Carol Dean.
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In those days in the hospice, there would be one doctor on for half a day a week. Often, consultation had to
be by phone. “From a nursing point of view, we were out doing our rounds and we’d come across all these
problems, and you’d talk to the GP and the GP often would not have the palliative care knowledge that was
needed. And so it was really hard to get anything changed. And then because we had limited doctor
resources, they were only available by phone, and sometimes you knew you weren’t always getting optimum
input to resolve problems.”
Ian Smiley, too, recalls how imperative it was to find out more about end-of-life care. “By that stage (1997) I
felt I needed to do more training, to provide a better service. I was also a GP trainer, and there was a doctor
who was spending a year with me and training, called Geoff Tvrdeich. He showed some interest in palliative
at that stage, as well. He and I went to the hospital and put forward a proposal that we jointly do the
palliative care.
“Geoff and I then both did the Diploma of Palliative Medicine through Cardiff in Wales. The course was by
correspondence, but we had to go over there a week or two before the exam and spend some time with some
of the specialists.”
here was a sense of satisfaction at the foundation’s third annual meeting in August 1996. It had a new
hospice and a smoothly running service. “This wonderful in-bed facility was opened during May
1996, after extensive renovations funded by Taranaki Healthcare,” reported chairman Don Denham.
“We are very proud to have provided $32,000 worth of upmarket furniture and facilities. All these have been
greatly appreciated by patients, families and staff.”
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The foundation’s net assets amounted to more than $400,000, its debts were paid and it had $170,000 in the
bank, greatly bolstered by a large legacy from someone’s estate. At $64,000, donations and bequests were
down on the previous year’s $146,000, but with a grant of $65,000 from Midland Health, income exceeded
the year’s expenditure of $120,000 by $57,000.
During the year, they had trained 114 volunteers, who had raised funds, done hostessing and housekeeping at
Iona House, been office receptionists, visited patients at home, baked, transported people, gardened,
operated a bereavement group, and published a newsletter – in all, nearly 3000 hours of “devotion. We can
never thank them enough.”
Iona House provided 1227 hours of care to 92 patients, 17 of whom died. As well, the service looked after
36 patients at home and 55 patients were seen at clinics. There was individual counselling and bereavement
home visits.
“The only area we have been unable to satisfactorily resolve is the provision of facilities in South Taranaki.
However, we hope to have these provided as soon as possible,” he said. He paid a personal tribute to John
and Shirlie Fairey, “our extremely hard-working patrons, who have put hours of work into the foundation far
and away more than expected from any patrons.”
There is no record of an annual report from the chairman in 1997, and the accounts showed the foundation’s
finances had taken a tumble. While net assets remained static around $400,000, income dropped
significantly from $175,000 in 1996 to $127,000, with donations and bequests falling away from $64,000 to
$19,000. Overall, the operating account showed a $7000 loss, compared with a $57,000 surplus the previous
year. Staff salaries cost $65,000.
Accounts of activities were provided by volunteer/bereavement services co-ordinator Carol Dean and liaison
nurse Heather Koch. Carol was impressed by the dedication of the volunteer team, especially on the three
days a week when patients attended the day-care centre.
“Most folk prefer to come on Wednesdays, which is usually a social time. Music, videos and card games
help keep their interest, as well as lively conversation until a ‘round-the-table’ lunch is put on by the
volunteers. The future of palliative care services in our area more than ever will rely on the goodwill of the
community.”
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Heather described her 20-hours-a-week job
visiting patients and their families and
assessing their needs. She said the demand
was increasing as people became aware of
the service.
She had 29 referrals over the past three
months, most of them from palliative care
doctors, district nurses and the social
worker. She was currently visiting 21
patients, and had spread her reach to all
parts of the province to increase awareness.
By the time of the foundation’s fifth annual
meeting on September 27, 1998, the money
situation looked a lot healthier.
The foundation had taken over the whole
hospice service from Taranaki Healthcare
Ltd, which provided funding of $250,000.
Shirlie and John Fairey.
With an additional grant of $50,000 from
Midland Health, a doubling of fundraising
to $25,000 and donations and bequests to nearly $40,000, the organisation ended the year with a surplus of
$30,000. And that, even though the wages bill had trebled to $175,000 (taking total outgoings from $125,000
to $360,000).

Colin Muggeridge did write an annual report that time, and it was full of praise for the hospice staff’s “high
degree of skill and expertise”. He extended that to the volunteers, as well. “This band of dedicated, unselfish
people have worked long hours to help make the Hospice a success story. Their contributions are many and
varied, from running the Op Shop to forming a knitting circle, tending the grounds, to participating in the
day-to-day duties of the Day Centre and Te Rangimarie.”
He paid tribute to John and Shirlie Fairey (now retired) in their roles as the foundation’s first patrons. He
congratulated Don Denham and Barbara Brockie for the good relationship established with Taranaki
Healthcare, and Hayden Wano, the community services general manager at Healthcare, who had been a great
help in making Te Rangimarie possible.
Nurse manager Louise Forsyth reported 300 admissions in the year to June 30, ranging in age from 16 to 98
and staying an average five days. A quarter came from central and south Taranaki. Some were discharged to
rest homes. About 130 people in New Plymouth were supported in their own homes, with half dying there.
They received 3400 nurse visits over the year. She said a scheme called Accessibility Carer Support did
much to assist 33 people stay at home.
Day-care was provided two days a week, usually to four or five people per session of social activities.
Bereavement support was an integral part of supporting families and carers, and the hospice held twiceyearly remembrance services. Volunteers helped with that, as well as cleaning, cooking, laundry, sitting with
patients, aromatherapy and assisting at the day-care centre.
She acknowledged other members of the wider team, including chaplains, the Maori health worker,
occupational therapists, physiotherapists, social workers, pharmacists, orderlies, telephonists, ambulance
staff, radiologists and lab technicians. Meetings had begun with Tui Ora the previous year and hospice had
been training staff at Te Maunga Hauora Trust, as well as at rest homes.
Joy Watt, the op-shop convenor, said increasing demand meant they were opening an extra day each week,
which in turn necessitated a roster system for the additional volunteers involved. A double garage had been
put up to give much-needed storage space. Proceeds had gone towards buying a $10,000 roll bed for Te
Rangimarie.
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The convenor of the knitting group, Bet Squire, reported they staged 14 stalls outside supermarkets to sell
garments, blankets, dolls and a child’s floor rug, doubling proceeds from sales the previous year. Figures for
the group and the shop weren’t in the annual reports, but total fundraising totaled $62,000.
Nurse Joan Gudgeon recalls a contented environment at that time, despite the nature of their work. “They
were very happy days. It was nice and small, we all got on well, and Louise Forsyth stood beside us 100
percent. We used to laugh a lot. People would ask me how I could work there, but actually it was an
enormous privilege.”
There were still issues that would take time to resolve, of course. Heather Koch remembers one was the
criterion used for patient referral, at that time a year’s life expectancy. Someone would have to estimate how
long a person had to live. “There was a real fear that because the hospice service was very small, we would
get swamped with referrals. But of course, if a patient went past a year we didn’t say ‘your time’s up’.”
At that point, only cancer patients qualified. “I can remember much debate about patients with renal failure,
and the contact with patients who had multiple sclerosis. They’re all palliative, but they couldn’t access
hospice services because they didn’t have cancer. There was also a very strong thought that it (the cancer)
had to be metastatic, had to have spread to somewhere else.” She contrasts that time with today, when
between 30 and 40 percent of patients suffer conditions other than cancer.

T

he essence of hospice was captured in 1999 by Helen Brown, a former New Plymouth woman famed
in Australasia for her newspaper and magazine columns and books about life. In her syndicated
newspaper column, she chronicled a return home to nurse her mother, Noeline Blackman, who died
in January. She wrote:
It’s one thing to be told hospices are marvellous, quite another to be involved with a family member
around the clock, watching how the nurses and doctors function almost instinctively, pulling back
when they’re not needed, drawing close with pain killers when they are.
Dotted quietly throughout New Zealand, hospices are a huge advancement in the treatment of
terminally ill people. Rather than withering behind hospital ward screens as embarrassing failures of
modern medicine, the dying are offered surroundings that allow them to complete their last huge task
on earth with dignity.
Hospices really are fantastic. During our days at the New Plymouth Te Rangimarie Hospice I often
wondered how the staff coped spending their working days in a place where every scenario was sad,
every outcome tearful.
No doubt personal experience had led some of them to that type of vocation. Perhaps helping others
die was part of their healing.
They also probably had emotional shutdown switches that helped them deal with other people’s pain
and sorrow. But then I noticed a box of tissues in the staff office – and none of the nurses had colds.

By then, the hospice foundation was getting established in
other parts of the province. On September 9, 1999, Hawera
newspaper The Star carried a front-page lead story saying the
town’s planned new hospital would offer “modern hospice
facilities, with a full range of treatment, care and comfort for
patients”.
Foundation chair Colin Muggeridge was pictured with Val
Tarrant, chair of the organisation’s South Taranaki subcommittee. The new facilities would include a room with
ensuite and a place to store palliative care equipment, the story
said.
An office would be set up as a base for the new South
Taranaki palliative care nurse, Clare Sheehan, who had taken
over from the first, Dianne Bezuidenhout. Dr Ian Smiley
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South Taranaki hospice stalwarts Rosemary
Mills (left) and Dianne Bezuidenhout.

would provide palliative care clinics at Hawera Outpatients once a month, and there would be monthly visits
by hospice nurse-manager Louise Forsyth or Carol Dean.
“Staff at Te Rangimarie Hospice at New Plymouth act as a resource for south and central Taranaki. Patients
from South Taranaki are currently admitted to Te Rangimarie according to their needs and wishes.” Colin
Muggeridge and Val Tarrant were quoted saying the Taranaki-wide service was working well and had been
upheld by politicians as a model for other areas.
As an indicator of how things would pan out to the present day, the paper said Taranaki’s hospice services
had a funding shortfall of $120,000 in 1998, a sum covered by public fundraising and donations from
women’s groups, service organisations and individuals. Equipment used by the hospice service was provided
by fundraising, as was the cost of telephones and communications, and running costs and maintenance for
the palliative nurses’ vehicles (the latter would later be donated by local garages). The foundation had just
bought a special bed that enabled patients to be turned without physical effort, and it could be loaned to
patients at home.
Foundation volunteers provided bereavement counselling and support. “The hospice service is provided freeof-charge to all patients and their families and caregivers.” Envelopes for the Taranaki Hospice Appeal had
been sent to householders the previous week.
The foundation’s work was now reflected in other ways, as well. Death notices in the Daily News routinely
referred to hospice support, for example: “…with loving care at Te Rangimarie Hospice, surrounded by his
loving family…”, “To the…sympathetic and comforting staff at Te Rangimarie Hospice, we offer our
heartfelt gratitude…”, and “We would like to say thank you for all the kindness, support and love given to
our brother during his illness, and the love and support given to us on his passing. Special thanks to Dr
Smiley and the staff at Te Rangimarie Hospice.”
By the time of the sixth annual meeting on September 27, 1999, it was obvious the foundation was well on
its way to permanent financial stability. The surplus had grown by a third to $42,000, helped enormously by
a massive increase in donations and bequests from $38,000 to $181,000, and fundraising income from
$25,000 to $62,000, Colin Muggeridge reported. Net assets were up again to $468,000.
He acknowledged generous support from the TSB Bank, Taranaki Electricity Trust, the Todd Foundation,
service clubs and many individuals, and reminded people of the endless commitment of volunteers and
dedicated staff. He said fundraising co-ordinator Leo Baxendale had resigned and would be replaced by Rae
Eagar and Judith Mullin working on a voluntary basis. Half of Iona House had become the foundation’s
office, with the other half occupied by the op shop.
In late 1999, Peter van Praagh was recognised for helping establish the hospice, and other public work, when
he received a New Plymouth District Council Citizen Award from Mayor Claire Stewart. On the day he was
presented with the award, he had his wrist in a cast from an earlier accident retrieving a golf ball, and arrived
late because his wife broke her ankle as they set out for the ceremony.
Fundraising had by now gathered extraordinary momentum. That spring, hospice benefited when the Daily
News-sponsored A Dozen Roses mini-fest, which saw 12 Taranaki gardens open to the public, while Sandy
and Tony Eva hosted a Monster $2 Plant Sale at their Waitara property. Members of the New Plymouth
Lioness Club donated gifts and a cheque for $200 to help set up a bird-bath and garden outside the hospice.
As the new century rolled in, prominent Taranaki artists did a set of cards for the hospice telemarketing team
to sell, Port Taranaki and emergency services held a big day out at Ngamotu Beach, and Gilmours Auctions
sponsored an auction of household goods people had donated to the cause, an event that has continued
annually throughout most of the foundation’s existence.
Local talent did numbers from 10 musicals in a show called Stages that packed TSB Showplace. When
spring arrived again, the Taranaki Garden Party of the Year at Bell Block donated all proceeds, as did
organisers of the Taranaki Rhododendron Festival, during which several thousand people flocked to the
participating gardens. There was another beach party at Ngamotu.
A new idea was to encourage people to host dinner parties and invite friends, who would bring a donation to
hospice rather than wine. The foundation set an example with a dinner starring TV cook Jo Seagar, who
47

made an apricot orange cake and donated the recipe. Staff at New Plymouth’s Farmers store gave a $4000
therapeutic bed, while each ticket sold for a “rapid-fire farce starring Gerard Depardieu and Daniel Auteuil”
netted $5 for the cause.
There were other developments, as well. By the start of the new millennium, there was nation-wide concern
about the impact this relatively new specialty, palliative care, was having on the health sector, so in 2001
New Zealand became one of the first countries in the world to hold a national inquiry. "Louise was one of
the people involved," says Heather Koch. "She got our team together and said: ‘Okay, where are all the
gaps?’ So we gave feedback on what we could see were the gaps so far as palliative care in this region was
concerned.”
By the time of the seventh annual meeting in
2000, Colin Muggeridge reported an even
better year financially, with total income
topping a million dollars for the first time and
the surplus climbing above $105,000.
Donations and bequests (always subject to
fluctuations dependent on estate bequests) had
eased back a bit to $137,000, but fundraising
had doubled to nearly $130,000.
The foundation had bought two houses in
First time accreditation achieved in 2006. From left: Quality coDavid St, numbers 5 and 3a. Iona House had
ordinator Brenda Hall, Quality Health NZ’s Hayden Wano,
been completely taken over for the op shop,
hospice chair Peter McDonald, Heather Koch and Kevin Nielsen.
with the office moved to number 5, and the
other property rented out. The organisation was applying for accreditation by the New Zealand Council on
Health Care Standards.
He paid tribute to the efforts of fund-raisers Rae Eagar and Judith Mullin, and announced Claire Neshat had
been appointed events co-ordinator. He said the board had nothing but praise for the untiring and
compassionate work of the team of doctors led by Ian Smiley.
Dr Dawn White had left to continue her studies at Mary Potter Hospice in Wellington and was replaced by
Dr Peter Egli and Dr John Cargill. The first fulltime housekeeper, Chicky Paola, had left to join her family in
Niue, with her place taken by Pam Sargeant and Alison Taylor.
By 2001, Taranaki Hospice Foundation had well and truly survived its transition to hospice owner and
operator. Income had grown to nearly $1.3 million, with what was now called the Taranaki District Health
Board contributing $816,000, and another $107,000 coming as a grant from the Ministry of Health. The rest
(nearly 30 percent) was gathered by the foundation itself, mostly by fundraising - $184,000, compared with
about $125,000 the previous year - and from donations and bequests totalling $147,000. Assets were now
worth a net three-quarters of a million dollars.
The only negative news during this era of buoyant growth, it seemed, came in a brief Daily News article that
“mean-spirited burglars have rifled through a New Plymouth garage in which the Taranaki Hospice
Foundation stores goods donated for fundraising”. Among 14 items stolen were a gramophone, three sets of
speakers and an old fridge.
owever, by late 2001 much bigger clouds were gathering over something else – a renewed (if it ever
went away) proposal to replace the Base Hospital’s Te Rangimarie unit with a stand-alone hospice
on property the foundation owned or was eyeing up in David St. The 2000-2001 board of hospice
trustees had worked up preliminary plans for a new building there.

H

But a packed annual general meeting of the hospice foundation in September had other ideas. Members –
many of them clinical staff and their friends and family - voted to stop the proposal until the incoming board
did a feasibility study. According to the Daily News of September 29, 2001, staff led by Ian Smiley made it
plain they preferred hospice funds to be spent on providing service rather than a new building. He said staff
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believed there were benefits to having the hospice remain where it was, adjacent to other services at
Taranaki Base Hospital.
“We feel we haven’t adequately looked at whether a separate building is needed or viable,” said Dr Smiley,
who had just resigned as hospice medical director, but was elected to the board. “We believe we should be
doing a feasibility study looking at costs and benefits before going any further. It may be a stand-alone is the
right thing to do, but many of us believe the emphasis is on providing the service and not bricks and mortar.”
No word of the new hospice plans had appeared in the annual report presented to the AGM. In fact, there
was no annual word from chairman Colin Muggeridge, just the accounts for 2000-2001. Colin probably had
other priorities – his reign as chairman was about to come to an end, because the trust’s constitution limited
the incumbent’s term to six years. There would be an attempt to change that prior to the AGM, but more on
that later.
Jeff Blyde still remembers what he calls “that big fateful meeting. And when you go to an AGM and it fills
the hall, you know you’re in the shit. And it kind of got out of hand.” Those wanting change on the board
got their way, not just by halting progress on the stand-alone, but by electing a restructured board. Four new
members were voted in – Ian Smiley (an earlier member, but required to stand down when appointed
medical director), John O’Neill (CEO of the hospital board), Dianne Bezuidenhout again, and Peter
McDonald.
Three trustees – Don Denham, Glenys Scheliin and Garth Weir – were not re-elected (it’s not clear whether
they stood again). Nine were, including Alice Doorbar, Leo Leuthart, Jeanette Morrison, Barry Rickards,
Carole Shaw and Robin Sutherland. Jeff Blyde was elevated from deputy chair to chair, replacing Colin who
remained a board member, while Heather Dodunski took on the role of deputy chair. Board membership rose
from 12 to 13. Jeff Blyde acknowledges that things began to change after Peter McDonald was voted on.
Peter has a clear recollection of the lead-up to his election:
The situation was that (trustee) Carole Shaw came and saw me and she said (trustee) Rae Eagar from
Stratford was leaving the hospice committee, and the deal was you couldn’t pull out unless you had
someone to go on it to replace you.
So, I said, all right, I’ll come along to a meeting. And the first meeting I went to (prior to the 2001 AGM)
was not great. They had a board who…and I had a lot of respect for that board and particularly Colin
(Muggeridge)…but they just didn‘t have the line between management and governance.
They were going in and checking what was in the fridge and who was eating what, and who was getting
what, how much milk we were using. It was their baby, and they wouldn’t just let it go. They had a nurse
manager called Louise Forsyth, who I thought was pretty good and was able to do her job, but they just
hamstrung her, virtually.
Colin was due to stand down, but he didn’t want to stand down, and they didn’t want him to stand down.
So, they had this special meeting before the AGM, away from the hospice, and they were going to try
and change the constitution so Colin could stay chairman. But then some of them spat the dummy and
left, and I thought to myself well, what the hell have I got myself into here?
Jeff Blyde was the deputy chairman and he came and saw me in my office one day and he said Colin’s
been this and Colin’s been that. I said Colin’s done his bit, move him aside. We had a pretty firm talk,
and he said would I come on the board. I said you do the right thing and I’ll get in behind you. So he did.
The AGM was coming up and there was a massive rally among the hospice nurses. A lot of the retired
nurses renewed membership so they could come along to the meeting. I ran into some people at an
open home I was doing recently and they said to me ‘remember that meeting?’
But we defused it. When it got to the meeting…and I take a bit of credit…I said to Jeff: ‘Just put Colin
aside’. We said to Colin: ‘Look, there’s a role for you, but it’s not chairman.’ And he actually accepted it
and moved aside. And that’s when Jeff stepped up.
I think the person who turned the whole thing around was John O’Neill, the CEO of the hospital board
(voted on to the hospice board at the same time as Peter). I felt he was a real strength. He didn’t say a
lot, but when he did… At the first meeting of the new hospice board we were talking about what the
future was, and he said: ‘I can tell you now that your future is not in the hospital. So get yourselves
organised.’
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One of the new board’s first moves was to appoint a subcommittee to look at the stand-alone hospice
proposal. Peter McDonald remembers some trustees were still reluctant. “They said: ‘Well, we’ve done
that before. We’ve been down that track. It’s not going to work’.
“Someone turned to me and said: ‘Peter, you’re in real estate – go and find out what it would cost’. We
priced it up. I made a few phone calls. I called the TSB Community Trust, and said we’re thinking of doing
this, would there be any money? I said we’d be looking at about $1.2 million, and they said off the cuff
they’d do $300,000 to $400,000.”
Peter realised the importance of convincing Ian Smiley. “I kept saying to them (the board) ‘you’ve got to
have this guy on board – he’s the key to it’. He was the biggest opponent. The medical staff were concerned
the money would be diverted away from the care, and he probably had reason to think that.
“In the end, I actually went down to his GP rooms in Moturoa. I sat in his surgery waiting room until he had
no more appointments, and I showed him the plan. And I said: ‘Look, we’re going to do this’. He gave me
about half an hour. We had a great chat. Then he said: ‘Well, okay, could we do this? Are you sure you can
do it?’ I like to think my visit, sitting down with him…hopefully, he had a bit of confidence in what I was
suggesting.”
Peter went back to the board with the plan and a price, and some confidence - they already had the land and
they had some money. However, some members repeated the refrain of having been down the same track
without anything happening. “So I said: ‘Well, it’s going to happen this time’. I took Peter van Praagh
aside…he was a great guy…and I said: ‘Look, Pete, we can make this happen’. And he said: ‘Do you reckon
you can, boy?’ And I said: ‘Yeah. And I’d like you to move it’.
Ian Smiley recollects other factors that changed his mind, as well:
There were significant advantages to having the hospice within the hospital. Most of the staff felt we had
quite a nice facility in old Ward 21.
It was homely and we provided good care there, and there were advantages from the point of view of
access to the hospital. Not that we needed it very often, but if patients needed an X-ray or needed
transfer from a ward up to the hospice, it was just along a corridor.
We had a lot of discussion about it, and I got more involved in looking at a stand-alone hospice. And
then Don Denham, myself, Colin and I think Hayden Wano, we went to look at some stand-alone
hospices around the country. We went up to Whangarei, we looked at North Shore hospice, and the one
at Whanganui, to see how they were laid out and built.
The staff had been quite strongly against it, but the foundation recognised that if I was in favour the staff
were likely to follow me. Not blindly, but it was an important thing. After that trip, I came on board and
said: ‘Yep.’ I had been persuaded it was actually a good thing.
While I believed the service was what was important, there needed to be a public focus for hospice.
Basically, we wanted to be visible rather than at the back door of the hospital. We could provide the care
there (in Ward 21), but from a public viewpoint and if fundraising was to become more of a thing, we
needed to be looking at a stand-alone building. And it has been proven to be the case.
We had nurses on that committee looking at the design of the hospice. They had a lot of input into the
design, some of which was based on what we saw at Whanganui. Initially, I wasn’t keen on the hospice
op-shop being on the site beside the building. We were worried that there were lots of people coming
into the shop and it would affect the privacy of people in the hospice. But they designed it well, and it
hasn’t interfered with the hospice.

W

hat happened next also had a significant impact on the future of the hospice. It was the
beginning of 2002, and Jeff Blyde had been in the chair just a few months. He recalls hospital
CEO John O’Neill started to get him involved in modern governance practices:

We did a few workshops on governance, and he opened up a lot of the hospital documentation. And
then Colin said it was time to get a general manager to run the hospice. Because we were donkey deep
in it - I was advertising manager at the newspapers, but I was also having to go up to the hospice during
the working week for meetings.
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Colin was trying to manipulate the whole working environment - the nursing side of it, how much they
were paid, and all that kind of thing. I didn’t really want to have a lot to do with that. Anyway, somewhere
along the line we made the decision: we had to get a general manager.
Well, bugger me days, right at that time Kevin Nielsen hands in his notice as general manager at the
newspapers. I walked into his office the next day and said: ‘Well, what are you going to do?’ He said he
had no other plans, and I said there’s a job going at the hospice…we’re just interviewing at the moment.
You’ve got to get your CV in.’ He never said anything, but the next day he comes in and he said he was
interested.
I was one of the ones doing the interviewing. I said to the members of the trust that I had a conflict of
interest, but they all said: ‘No.’ And he shone out anyway, and so he got the job. He came in and he took
it over. Kevin in his strong-willed way fought his way to the top, as only he could do.

Peter McDonald was also on the selection committee that
interviewed applicants. “It was music to our ears to see Kevin
come in. I’d had a lot to do with Kevin when he was at Taranaki
Newspapers Ltd. He gave the hospice organisation some purpose,
and he and I had a fantastic relationship.”
News of Kevin’s appointment appeared in the newspaper he once
managed, Taranaki Daily News (right), on April 27, 2002.
He was leaving an organisation, Taranaki Newspapers Ltd, that
had been his life for 36 years, during which he had risen from a
beginner job (apprentice print compositor) that got ink under his
fingernails, to one that put it liberally across the pages of
management reports and financial accounts - general manager.
He’d been the latter for 16 years.
By the time of his first hospice foundation AGM six months later,
the organisation he now managed was much closer to realising its long-suffering stand-alone dream.
Jeff Blyde reported progress in his first annual report, for the year ended June 30, 2002: “The board has
completed a feasibility study, which clearly indicates that long term the building of a new hospice is the
preferred option. The board of trustees has agreed this in principle unanimously. A separate paper on this
matter will be available to members at the AGM.”
It was a very different annual meeting when foundation members gathered on the evening of Tuesday,
October 1, 2002. They heard that while concerns had still been raised during six weeks of consultation
organised by Kevin Nielsen with staff and volunteers, it was agreed those were outweighed by the benefits
of a stand-alone hospice.
An alternative to refurbish the existing unit in ward 21 (which the foundation rented from Taranaki
Healthcare for $65,000 a year) would cost up to $750,000, and as Ian Smiley pointed out, the feasibility
study showed it would be only slightly more expensive to run an independent hospice.
The annual meeting gave the go-ahead for detailed planning. The headline in the following day’s Daily News
read: “Hospice group looks to new facility”, beneath which health reporter Lyn Humphreys wrote that the
900-square metre, six-bed unit would cost between $1.8 million and $1.9 million, with $400,000 in starter
funds coming from the trust.
The rest would need to be raised. Kevin Nielsen said there would be further consultation with staff,
volunteers, patients and patients’ families before plans were drawn up.
The new hospice general manager was used to management challenges, having left an industry,
newspapering, that had begun a steady and perhaps terminal decline. But he may not quite have anticipated
the scope of the tests now faced.
Jeff Blyde’s annual report explained some of the issues. While over the past year fundraising income had
risen a staggering 35 percent to nearly half a million dollars, contribution to hospice running costs from
Taranaki Healthcare and the government remained virtually static, leaving the hospice with a bill for nearly
51

$200,000 to keep going. That still left a surplus of almost a quarter of a million dollars, but it was only
achieved “through fundraising, grants, increased revenue from the op shop and a large bequest”, he said.
The foundation’s net worth was now close to a million dollars, including bank investments of nearly
$340,000, but for the trustees and their new general manager it must have seemed a daunting prospect to
maintain the increasingly successful hospice service, while raising a very large sum to pay for a new
building.
How they managed it is the subject of the Chapter 6, Te Rangimarie reborn.
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HISTORY - Chapter 5

Te Rangimarie reborn
Once the design for the new Te Rangimarie
was settled in early 2003, hospice general
manager Kevin Nielsen found the challenge
to raise money to build it had grown
somewhat.
It had risen from the $1.9 million estimated
at the time of the foundation’s 2002 annual
meeting to $2.35 million.
When the project’s details were announced
on April 7, he seemed undaunted when Daily
News reporter Lyn Humphreys talked to him.
Dr Peter van Praagh and clinical nurse leader Heather Koch with
He said the trust believed the community
would support the project, which already had plans for the new hospice in 2003.
a big boost from the TSB Community Trust
promising a grant of $750,000 over two years. The paper’s report was accompanied by a photograph of the
TSB Trust’s Colleen Tuuta looking over the plans with foundation chairman Jeff Blyde.

Kevin said the building programme would be done in two stages over seven months, but wouldn’t start until
all the money had been raised, in a “short, sharp and focused campaign”. Approaches had been made to all
major trusts, and groups like Pub Charity and the Lion Foundation. The Friends of the Hospice group’s 3000
members would be canvassed directly, as would all Taranaki businesses, large and small. A telemarketing
campaign would be launched in May or June.
All going according to plan, the site should be cleared of existing houses in July and the new unit finished by
February the following year. It would have six patient rooms with ensuites and French doors opening to a
garden, a family room, a staff sleep-over room, a patient lounge, a day-care lounge, dining room, chapel,
nurses’ station, training room, service area, kitchen, laundry, reception area, offices, outpatient clinic and
medical director’s office.
Jeff Blyde said need for the project was underpinned by shortcomings in the current hospital-sited facility
and increasing demand for hospice services. Taranaki had 80 patients in hospice care (most of them at home)
and he estimated another 250 would be referred in the next 12 months. Such an appeal proved irresistible to
Taranaki people. Even before the ink was dry on minutes from the October annual meeting in 2002,
fundraising had been gathering pace.
Later that month, the foundation announced Dame Cath Tizard, patron of Hospice New Zealand, would be
star guest at the annual November Hospice Garden Party, to be staged at 140 Junction Rd. The party would
feature garden experts as speakers, chainsaw carving, high school bands, and garden art. Jones and Sandford
Mitre 10 joined in with an appeal for people to enter its competition for the best garden masterpiece. Despite
wet weather, hundreds turned out and proceeds of $3500 went to the foundation.
Another novel fund-raiser was a “maize maze” at Egmont Village. Used for an appeal organised by the
Inglewood Lions Club over the early months of 2003, it netted the hospice $15,000, a big chunk of the total
given by 6800 people who temporarily lost themselves in the crop.
The new hospice project became the clear focus of charity efforts once details were announced. It had been a
memorable summer for film buffs, with celebrity Tom Cruise, comedian Billy Connelly and other stars
staying in town to film The Last Samurai, mainly at North Taranaki’s Uruti Valley. In early May, the mock
Japanese village film set built there was opened to the public, with the hospice project the main beneficiary.
That raised $6000, which helped get the appeal past its halfway point, the Daily News reported soon
afterwards.
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Support from the Taranaki community
was marvellous, said Kevin Nielsen.
Several gambling machines outlets had
contributed (others hadn’t), while Fitzroy
Rotary Club had handed in $2500.
There was more than $1000 from
Opunake Lions Club, while a Time To
Remember event raised a similar amount.
An application was in front of the
Taranaki Electricity Trust.
One of his comments would be especially
prescient: “We’re very happy at this
point,” although “it’s always the last
dollars that are the hard ones, rather than
the first.”
By the following month, with the July
deadline looming for work to begin, the
foundation had raised $1.41 million – but
was still short of a million.
The Inglewood Lions Club has run a potato-growing competition for
many years in support of Hospice Taranaki. Here Colin Muggeridge
accepts a cheque for the proceeds.

Requests put to the region’s three district
councils had been rejected or deferred,
the Daily News reported on June 11.

An application to New Plymouth District
Council for $100,000 was deflected to something called the Community Funding Partnerships fund, whose
total pot was $300,000. The council community development manager said the hospice request was
unrealistic, since the biggest grant ever given was $67,000 to the Life Education Trust.
Stratford District Council declined a request for $25,000. The hospice got a sympathetic hearing from South
Taranaki District Council when its application for $50,000 was first heard, but a decision was deferred until
later in June. Kevin said he was unfazed: “I didn’t actually expect the councils would give us support of any
significance.” The community response was much more positive, he said. About $40,000 had been raised
with a mail-out campaign, a phone appeal later that month was expected to reap even more.
The previous evening he’d been given $70,000 by Pukekura Lions Club. The Lions club was winding up and
gave the hospice appeal its remaining assets. “I’m absolutely blown away. I’m really sad they’re going into
recess. They have been really good supporters of hospice over the years. But, for the project we’re
absolutely delighted.”
Mike Brooke, the Lions club’s inaugural president in 1971, said a drop-off in new membership led to the
club’s demise, and remaining members were transferring to the New Plymouth and Egmont Lions Clubs.
Mike’s final act of generosity towards the foundation wouldn’t end his association with the organisation. A
couple of years later he would join the board of trustees, serve as deputy chairman under Peter McDonald for
seven years and eventually in 2013 become its chairman, a role he fills to this day.
Meantime, Kevin and his fundraising committee came up with another idea to get their appeal across the line
– naming rights on various features of the planned building. Gold ($1000), silver ($750) and bronze ($500)
supporters (individuals or families) could have their names engraved on a special window at the hospice
entrance. Those giving $250 would get a marble plaque in the garden wall, and people contributing $100
would be recognised with an engraved brick in the garden pathway.
In a newspaper advertisement promoting the offer, he listed more organisations that had contributed – the
Pelorus Trust, Phoenix Country Music Group, Pakeke Lions, Waitara RSA, St Peter’s Guild, Waitara
Garden Circle, Okato RSA, Clifton CWI, De Burgh Adams Lodge and Radcliffe Family Trust.
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Kevin and Mike Brooke (right) celebrate a $70,000 donation to the hospice fundraising total by Pukekura Lions Club
in 2003.

He reinforced the appeal in South Taranaki with comments to Hawera’s newspaper, The Star. From an
average three South Taranaki patients a month in the previous year, the service was now taking 15 a month,
he told editor Bonita Bigham.
Links with the district were strong through two board of trustee members, Robin Sutherland and Rosemary
Mills, and two hospice beds were available in Hawera Hospital, with two nurses sharing palliative care
duties. By the end of the public campaign in July, Taranaki people had given more than $100,000. Then
came news the Taranaki Electricity Trust would grant $400,000, and the foundation now had 90 percent of
the cost, with more promised.
On July 31, Kevin announced the project could begin in September. That day’s Daily News ran a photograph
of patron Peter van Praagh and clinical nurse leader Heather Koch smiling over a bundle of plans. In the
background were trustees Colin Muggeridge, Carole Shaw and Peter McDonald, architect Bill Jackson, and
key managers from Cleland Construction, the firm that would build the new facility, Peter Cottam and
Russell Mancer.
Kevin said work would start immediately on emptying properties the foundation now owned in David St,
including Iona House, which housed the opportunity shop. The shop would move temporarily to a
neighbouring building, while Iona House was sold for removal, bringing in $38,000. Building the new
hospice was due to begin in the first week of September and it was hoped to open it in April 2004.
fter finally getting the go-ahead in 2002 to build a stand-alone hospice, the foundation’s first task
had been to appoint an architect. It chose Stratford-born Bill Jackson, who was running his own
sole-practitioner company in New Plymouth. He recalls getting the brief - for his first and only
hospice building.
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“It was a bit of a learning curve for us, but we embraced that. It’s a fantastic organisation and they had a
well-established brief, having operated out of the ward in the hospital. They’d been touring around looking
at hospices and they’d done a bench-marking study. We’d looked at some ourselves. We visited the one in
Whanganui, and we incorporated some concepts from there.”
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Architect Bill Jackson at the entrance to the nursing wing of the hospice he designed.

To create the basic layout, he concentrated on the needs of the resident patients and the families supporting
them. “So the rooms are individual and they have got a generous space that can have people stay over if they
like to. They have the dignity of their own space and privacy, with ensuite and so on, and outdoor spaces
correspond to the indoor spaces in that regard.”
He designed the appearance of the building in brick and panel so it looked a little bit residential in scale, not
like a big institutional building. “It’s broken up into areas, and as you walk around you don’t realise it’s
actually a pretty big building. But it doesn’t appear so.”
Within, he created a feeling of smaller spaces on a residential scale. “So there’s a long corridor divided into
three sections, with a curved kind of arrangement. We wanted to have open-ended corridors with natural
light flowing in at the centre. So that, along with the extra height, breaks up the feeling of a space that would
otherwise be ordinary and hospital-like, as in a hotel. There’s a lot more to it than individual rooms.”
He needed to take account of the hospice operation’s two distinct parts, the patient and family side, and the
operational side, such as providing medications and so on, laundries and kitchens, “and all the operational
things that had to be fitted into the programme to work efficiently”. There were a lot of sight-lines he had to
take into account for management of staff overseeing the rooms. Nursing staff at the station at night also
needed to see through the building to the reception area, something that was accomplished with internal
windows.
Areas were required for out-patients to attend doctors’ clinics, and for groups who come in and provide
services, and use the lounge from time to time. That was fitted with a gas fireplace, mantelpiece and
bookshelves to give it the ambience of a home. “It’s flexible, with doors to open it into a bigger space. A lot
of work for hospice is done off-site out in the community and those people have their base here, and their
training and management meetings and so on in the building.”
The heating is built into the concrete slab, “so you’ve got a nice, even heat throughout”. Sunlight
complements that, with his design ensuring natural light brightens the central curved hallway from which the
private rooms are reached. That was achieved by the way he worked out the roof. “We had to think about
natural light coming in from above, so the roof has been pitched up in some areas to allow clear storey
windows. Ordinarily, we would have liked to have got it (the light) from the south, but in this case it’s from
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the north. So it’s quite strong light, but it’s reflected, so it seems to work all right. It gives you that feeling of
warmth, and an uplifting feeling.”
Colour schemes were important, too. “We tried to create areas with the use of colour. The patient side is
warmer hues, the other side cooler, more business-like. And then in the carpets, the patterns are more
subdued in the rooms, the corridors a bit more busy, with a bigger scale pattern. It creates a demarcation, so
when you go into a patient room you know you’re entering an area where there’s quiet activities. And to
break up the length of the corridor, we introduced some geometric shapes in the floor to give a bit of design
effect.”
The gardens outside, especially in summer with their scents and colours, were part of the brief. “By dividing
each space outdoors into an outdoor room, there is a little ramp at each door so you can wheel the beds out.
You can be sitting on your bed in the garden and enjoy the peace and tranquillity, the birds coming in, the
sun and so on.”
He divided the garden into several sections. “There’s the section where the rooms are, and then you move on
to sitting areas. There’s at least two outdoor structures in the garden where families can go, because often
it’s about the people supporting the ill, as well as the residents themselves.
“They need little places where they can meet and compare notes and discuss family issues and so on. We
tried to create a few of those. There’s six rooms, so there are going to be two or three or four families here at
the same time, so they want their own space at times.”
The foundation’s fundraising committee came up with the idea of having memorial bricks set into the garden
path edges, each bearing the names of donors, patients, or families. “Obviously we had to give everybody
representation – it encourages people to support if they get a recognition, and it was quite nice…it just shows
the huge community support.
“It’s one of the great things with hospice – it’s well-supported by a lot of different sectors in the community.
Death is something that touches everyone at some stage and everybody appreciates the work that hospice
does. (There’s recognition) not only there, but in the entranceway to the building we’ve got the special
bricks that go into the piers, and the glass, with the names on the glass, as well.”
He saved one special idea for the small chapel – a low rectangular window that looks onto a small pond, to
be planted with lilies and other aquaculture. Today, the chapel is used as a family quiet place. One particular
challenge Bill Jackson faced was including a closely adjacent new home for the hospice shop, a proximity
that worried medical staff conscious of the need to protect privacy.
“The hospice shop came second, but it was in mind to be there. There had been a few practical issues with
parking and access, because the shop has a totally different clientele than the hospice itself. But the two
operations are joined at the hip.
“While there’s not a lot of day-to-day linkage between the two, a lot of the people who are volunteering and
managing and running the shop are part of the operation. So that works quite well. We were able to keep
them physically separate on the plan.”
Rapid growth in the shop operation was an issue Peter McDonald remembers well. He talked about it to the
couple running the shop, Joy and Barry Watt. “Two afternoons a week they’d put some trestles out on the
front lawn of the David St property for two hours and then they’d put it back. And they were about to build a
big Skyline garage out the back. I think they already had the concrete pad down.
“And I may not have had the authority to do this, because I wasn’t chairman, but I said would you mind not
building this garage. I told them we were about to build a hospice and we were going to build a hospice shop
with it. And Barry said: ‘Oh yeah, but you won’t build it big enough’. So I said how much space do you
need, and he said 600 square metres and unless they got that they weren’t interested. So I promised him it
would be that size.”
General manager Kevin Nielsen ultimately called a halt to building the garage when it became clear the main
building project was going ahead.
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Someone who became a stalwart of the trust at this time was Alice Doorbar,
of Te Ātiawa, Otaraua Hapū at Waitara. Alice - who had been working in
various Māori health roles since 1989 and would serve on the trust from 2001
to 2014 - made a significant contribution to the design of the new hospice.
“One of the things I enjoyed as a trustee was having some input into the build
from a Māori aspect, tikanga. Things like we don’t want someone dying
anywhere near the kitchen.
“The architect would bring the plans along to meetings, and we’d sit and say:
‘How about this’ and ‘How about that’. The layout is lovely. They have
privacy.

Alice Doorbar

“With Māori, when someone is close to dying, the families just come, and the
hospital wards weren’t built for the influx. I remember being with one kuia
who died and the family were trying to keep out of the way. But they were
sort of in the linen cupboard…and you know, the wards just weren’t built
for…they were built for the patients.”

eff Blyde’s second annual report as chair of the foundation was ebullient in tone when it went to the
2003 annual meeting in late September. He had every reason to be optimistic, since it was announced
early the same month that fundraising for the new hospice had reached its target, which meant work on
building it could start at last.
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A Daily News report on September 12 said the final $200,000 had come from New Zealand Community
Trust, bringing the total to $2.3 million raised in about four months. New Plymouth District Council had also
come to the party with $50,000 in community funding.
“Our hospice during the past 12 months has reaped the benefit of the vision that has been in the planning for
the past five years,” wrote Jeff. “It makes me proud to be a Taranaki boy seeing the tremendous response the
people of Taranaki gave to the fundraising campaign.”
He praised the biggest benefactors, TSB Community Trust and Taranaki Electricity Trust, as well as NZ
Community Trust and another organisation that gave $200,000, the Lotteries Commission. “The balance
came from the generosity of the Taranaki service clubs and organisations…then of course there were all the
very generous individual and family donations.”
He paid tribute to the Watts, Colin Muggeridge and many hard-working volunteers for their work making
the hospice shop a big success. “I must mention Colin…a trustee with true passion, he went far above the
call of duty organising and directing as only he can, getting people doing what was needed and at the right
price. I was told at one stage he co-ordinated six builders to be on site at no charge. Now we have a
supermarket of goods and chattels and a shop that has to be the success story of the decade.”
They were now looking to open shops in Stratford and Hawera, said his report.
That was confirmed in early October
with an announcement by Kevin
Nielsen that the Stratford one would
open on October 7 under the
guidance of Stratford’s hospice
trustee, Carole Shaw.
The shop operations were turning out
to be vital. A single big bequest the
previous year had boosted foundation
income to a level that proved
unrealistic, with bequest donations
dropping $134,000 over the current
year, said Jeff.
Work gets under way on the new stand-alone hospice in 2003.
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They also took a loss on the sale of three properties in David St that needed to make way for the new
building. “This shows clearly the wisdom of the trustees in ensuring the foundation does not become
dependent on bequests for operational funding, as they are variable in nature.”
While the foundation’s net worth climbed above a million dollars, the surplus for the year dropped
dramatically from about $240,000 to $70,000. The shortfall in funding needed to keep the hospice service
operating doubled over the year to $388,000, not helped by a cut in the Taranaki District Health Board’s
input, and the Ministry of Health’s contribution remaining the same. Running costs rose 13 percent to $1.3
million.
The hospice board of trustees had trimmed down over the year. Ian Smiley and Mary Sylvester resigned,
leaving a tight team of eight – Jeff Blyde in the chair, South Taranaki represented by deputy chair Robin
Sutherland, Colin Muggeridge and Rosemary Mills, Stratford by Peter McDonald and Carole Shaw, and
North Taranaki by Waitara community nurse Alice Doorbar and Jeanette Morrison. Peter van Praagh
remained patron.
Although she lost a supportive immediate boss in Louise Forsyth (who applied unsuccessfully for the
general manager job and later resigned), Heather Koch found the new management regime to her liking.
“After Kevin was appointed general manager and Louise left, they realised they still needed someone in
charge of the nursing team. They decided they would call this person the clinical nurse leader, so I applied
for the job, and that’s when I started going through and getting into management. It was huge for me. On my
very first day I had to do recruitment – talk about learning fast. Kevin has been incredibly supportive over
the years, especially encouraging me to go ahead and learn things. I did some post-grad study in leadership
and management.
“He’s very compassionate. Those are the special things about hospice. We had a situation recently where
someone was destitute and had no food, and the social worker said to me the woman wasn’t well enough to
make an appointment to get an emergency benefit, so was there any way that hospice could help?
“I went to Kevin and said: ‘Look, this person’s got a child, she’s got no food, too sick to get to WINZ, can
we get her some food?’ And he just said ‘yes’. Last year we had a family, it was winter time and Dad was
dying, Mum wasn’t managing too well, three children, they were cold, so once again: ‘Kevin, can we get
some firewood?’ ‘Absolutely’.
s work was about to begin on the new building, details emerged of a
different kind of fundraising event. It was first announced in July 2003, that
a group of Taranaki musical directors, producers, singers and musicians
wanted to stage the first outdoor performance of popular musical Jesus
Christ Superstar at the Bowl of Brooklands.

A

It would be performed the following February, with proceeds to go to the hospice,
and involve musical directors Barry Jones and Shirley Murphy, and choreographer
Hayley Williams-Ford. The lead would be sung by David Marshall, whose wife
Nuala was a palliative care nurse at Te Rangimarie.
The planning group included Jane Martin, Kevan and Lenore Brooker, Michael
Keat (well-known for his long involvement with the Bowl), Jeff Blyde and Kevin
Nielsen.
People wanting to be involved were urged to contact the director, Jane Martin,
whose husband Graeme had been a palliative care patient in the hospice prior to his
death in 2001.

Jane Simonson (nee Martin)

By December, Jane was able to report 150 people from as far away as Christchurch had applied to audition
for acting parts. More than 200 people would be involved, including 50 singers, 30 actors and 20 dancers,
she told the Daily News. Scott Lister and wife Natasha would play the “opposing” roles of Judas and Mary
Magdalene in the show when it was staged on February 9, 2004.
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On the eve of the one-night-only
show, the first such live theatre
production in the Bowl for 25 years,
Jane said she wanted to do something
to show her appreciation to the
hospice for the wonderful care shown
to her and Graeme.
“I thought, wouldn’t it be good to do
a show, although originally I had only
envisaged a variety show.”
Graeme, a well-known musician, had
always thought Superstar composer
Andrew Lloyd Webber was a genius,
she said. She approached her boss at
Taranaki Newspapers, advertising
manager Jeff Blyde.
“I thought it would be good to take
Jesus Christ Superstar and put it in an
outdoor venue. It’s a completely
different atmosphere and a bit more
casual, but it’s a beautiful setting.”
She and Jeff put together a planning
team.
The show, blessed with a fine
evening, was a massive success,
drawing a crowd of 6000 and raising
$50,000 for the hospice.
Daily News music critic Harry Brown wrote an ecstatic review. “A huge crowd sat enthralled throughout the
Waitangi Day production of Jesus Christ Superstar,” he wrote. “Enthralled at the exuberance and spectacle,
climax and pathos, its humour, its agony.
“I wondered where else in the world could we enjoy such skills and commitment from mainly amateur talent
in such a natural setting. For director Jane Martin, motivator-extraordinaire, it was a personal triumph, for
she looks back upon probably the best show ever seen at the Bowl of Brooklands.”
A reflective Daily News editorial a few days later speculated perhaps Jane Martin and the hospice production
would spark a theatre revival. “They certainly proved that the facility is as good, if not better, than it was. A
hospice may be about caring for the dying, but this is one case where it could put new life into a popular
regional amenity.”
Buoyed by such success, the hospice repeated the enterprise two years later when it staged Joseph and the
Amazing Technicolour Dreamcoat. It followed that with the pantomime Cinderella in 2007, Grease in 2010
and The Wedding Singer in 2011. Total income for the hospice was $350,000. Aside from the excitement of
Superstar - and obvious signs of construction in David St - there were less prominent indicators in early
2004 that Kevin Nielsen and the trust were working hard on a vital area – establishing permanent sources of
cash flow.
By now it was obvious public health funding was unlikely to rise above 70 percent and would probably
decline (as it has over the years to today’s less than two thirds). While the community could be relied on to
support various ad hoc fundraising events, those alone would not be enough.
A big part of that future financial security lay in an economy that can easily escape notice – the second-hand
goods market. As Colin Muggeridge and others had already established, it had massive potential, and a
couple of newspaper advertisements in March 2004, showed that Kevin and his team were on to it.
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“If you have business experience, the ability to lead a large team of volunteers,
excellent customer relation and communication skills, love being busy, are physically
fit and healthy, then this could be for you,” said the Daily News advert on March 6.
There was indeed such a person, Judy Spranger, who got the job of taking the hospice
shop operation into a new era. Her story is told in the chapter about the hospice shops
(Chapter 7: Volunteer Army).
Another advertisement a few days later in 2004 told of something that undoubtedly
helped get Judy off to a flying start. It thanked Taranaki Motorworld and Budget Renta-car for their donation of a delivery truck, and included a photograph of donors Nigel
and Kevin Williams.
Judy Spranger.

It reminded the public that the hospice shop at 3a David St in New Plymouth was open
Tuesday to Saturday, while the one at Stratford operated on Tuesdays and Thursdays.
Peter McDonald recalls the Stratford
shop’s early rapid expansion. “We went
into a little shop at first - they took $18
the first week.
“That got too small, so we purchased the
building underneath the town clock here,
where they are now with their antiques
and collectibles specialty shop.
“Then eventually we took the lease out
on that big building where we are now
with the main operation.”
A related activity, a community auction
Nigel and Kevin Williams with the first HospiceShop truck in 2004. They
in Stratford organised by the Stratford,
have provided a truck for the Westown HospiceShop ever since.
Eltham and Toko Lions Clubs, raised
nearly $13,000. Donations included a 1970 Ford Cortina car (which fetched $2250), kittens, four hours’
work with a six-tonne digger, and a quilt made by Stratford quilters. The money raised would pay for a
hydraulic bath lift at the new hospice.
Speaking of which, anticipation was growing meantime at progress being made by Clelands Construction.
On March 17, Kevin provided a delighted smile for the Daily News photographer in front of a partly brickclad building showing the usual array of scaffold trestles, organised clutter and busy tradesmen. The $2.35
million hospice was on budget and on target for its May 14 opening, he declared.
That same day, the Hawera Star carried a story about a new Taranaki hospice service enabling terminally ill
patients to have their stories written up. It said the Fred and Eunice Rodie Charitable Trust had donated
money for a dictaphone to help South Taranaki hospice volunteers record people talking about their lives.
Welcoming the gift, biographer Cheryll Gadsby said it would be a great aid to the free and confidential
service, which provided a typed document from sessions designed to enable patients to “release emotions or
get something off their chest”. Some people chose to keep the biography to themselves, taking it unread by
others to the grave or cremation.

T

he extent of what had been achieved after such a long and turbulent struggle was fully evident across
three pages of the Daily News on May 12, 2004. “Te Rangimarie Hospice opens in NP” blazed the
headline at the top of the first page of a special advertising supplement that told the story in many
thousands of words and dozens of photographs.
The launch was spread over four days, beginning with a blessing at dawn on Thursday, May 13, and the
official opening the next day, when 80 guests watched Hospice New Zealand president Dalton Kelly unveil a
plaque in the foyer. Hospice volunteers and supporters were invited for a tour on the Saturday, and the
general public on Sunday. After that, tours wouldn’t be an option, Kevin Nielsen told the paper.
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He said support for the hospice had been fantastic. “There’s not another charitable organisation that has such
a wide spectrum of support.”
A number of sponsors had collectively paid $60,000 to have their names engraved on the foyer windows,
250 people paid $250 each for named wall plaques, and another 550 bought $100 paving bricks laid in the
gardens. He reminded readers the organisation would not function without such public goodwill, since 30
percent of running costs – about $350,000 – would be needed each year to make up for the shortfall in
government funding.
He also made an important point – that the hospice provided much more than a dignified and caring place for
people to end life. Its services also focused on enabling the terminally ill to spend as much time as possible
at home with family. The hospice with its six beds was an important resource, but staff also looked after 100
people out in the community. “Many patients can have many months of a good quality of life when they are
in our care.”
He praised the 200-strong army of volunteers, who gave 35,000 hours of their time each year, doing
everything from housekeeping, food preparation, flower arranging, transport, assisting with day-care to
bereavement support. “We have a knitting group who provide wonderful children’s garments for sale.”
There were 60 people helping at the New Plymouth hospice shop.
“Most have had someone in here, and they want to give something back.” Together, they were the equivalent
of 15 fulltime staff members, and were treated as such, first doing an orientation to learn fire drills, health
and safety procedures, customer service and an overview of what the hospice does. If they were helping inpatients, they were trained in listening skills and understanding grief and loss. Confidentiality is also a big
thing, and we just use Christian names among patients, staff and volunteers.”
Medical care at the hospice is a multi-disciplinary approach, the newspaper said, with doctors working
alongside nurses, social workers, physiotherapists, occupational therapists, chaplains, counsellors and
volunteers.
The medical director was Dr Dawn White, one of four doctors (the others were Ian Smiley, Marion Sephton
and Kay Abraham) rostered to provide 24-hour, seven-days-a-week care. Much work in the hospice involves
symptom control, and giving a break to carers at home.
As well as the six beds in New Plymouth, the organisation provides two in Hawera Hospital equipped by the
South Taranaki hospice sub-committee, and helps provide palliative care nursing to patients living in central
and coastal Taranaki.
Dawn White said people who have not had any contact with the hospice facility perceive it as a sad, quiet
place. “It can get very sad, but if it was all like that no-one would want to work here…it’s certainly not all
sad. Death is part of life and we’re here to help people through that experience, and it can be very
enriching.”
The hospice is fortunate to have experienced nursing staff. “That means the doctors can be confident that at
the end of the day the nurses will ring them if they feel there is something important happening or if
something is worrying them about a patient.
“There are a lot of misleading perceptions about the hospice, and when a patient is told there is no cure they
often feel abandoned. When they are linked into the hospice, they say they feel opened up and feel hope
again. It’s not the end of the line – it’s the beginning of a new episode.”
Information and understanding make the difference, she said. “When we see a patient for the first time, it’s
80 percent education, addressing their fears and anxieties.” She had an education role among the medical
fraternity as well, holding sessions about palliative care for GPs, and in rest homes and the hospital. She
travelled throughout the province holding clinics for patients receiving community care. Sometimes that was
done at the bed-side.
She helps assess people’s opportunities for treatment. “There may no longer be a curative option for the
disease, but that doesn’t mean they can’t have treatment to prolong life. If it’s appropriate and they want it,
then we can refer them back to the hospital. It’s important that these patients can get urgent attention,
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because their time is limited and they should get the maximum out of time that they can. The hospital is very
good about that and we get fabulous service.”
As clinical nurse leader, Heather Koch echoed that feeling. “It’s a wonderful environment here. It feels as
though we can make a difference. A lot of unwell people come in here for symptom management and go
home again in a few days feeling better. It’s not doom and gloom…it’s very positive.” Patients are treated
as normal people. “We don’t go around whispering. We sometimes hear patients and their families say: ‘It’s
so nice to be treated normally.’”
She was looking forward to the new facility, saying they had outgrown the old hospice in the former hospital
ward. They currently had six patients and six families there, with another family in the lounge and nowhere
for anyone to go. Families coming back to visit staff after the death of a relative had no space to sit down
and talk, which was upsetting. “In the new building, we will have somewhere for families to go for a quiet
time and to relax. That was the big thing on the wish-list for the new hospice.”
Kevin told the paper the hospice shop had grown into a big business, with up to 400 customers a day coming
through the door. It provides half the extra income the organisation needs to run. “There is so much pressure
on the health dollar, it has to focus on so many areas, and palliative care is a relatively small part of its
budget.”
By having its hospice shop on the same site, Te Rangimarie is unique in New Zealand. The shop has its own
entrance, however, which protects patient privacy. The advantage of being adjoining is people can see how
much effort goes into keeping the hospice going. That year, the shop had seen a 25 percent lift in trade,
which focuses on clothing, furniture, bric-a-brac and books. “Anything can be donated and sold – we get a
mix of quality. Some of it is incredibly good, some less so.” A new shop has just been opened in Hawera.
“We’re getting the same level of support there and at our Stratford shop as we do here.”
As more space was needed to store the massive influx of donated goods, the foundation rented an empty
building in nearby Borrell Ave owned by developer Willie Still. Within a short time, it too was crammed.
“Then Willie said he had another building up the road and we moved there and eventually purchased it.”
Today, that site continues to expand as the enterprise grows ever bigger. One of the structures carries a sign
designating it “Colin’s Shed” in recognition of Colin Muggeridge and his contribution to the success of the
hospice shops.
Jeff Blyde may have had his advertising copy writer hat on when he wrote his report to the next annual
meeting on September 29, 2004. “Often in one’s life there are special moments that will last forever. When
our dream to have a purpose-built palliative care facility for the people of Taranaki came to fruition, this was
one of those moments for me personally.
“It has been stated on more than one occasion over the past year just how easy it was to raise the money. In
retrospect, the pride our province has in itself, along with the fantastic job our doctors and nurses and
support teams achieve every day, made it easy to put our hands up and see such a resounding result.”
He singled out Kevin Nielsen for special praise: “…on behalf of the board of trustees, I say thank you.
Without your organisational skills and communication we would have struggled. The time you spent over
and above your expected duties was a key to our success.” He thanked Colin Muggeridge and Joy Watt for
their vision of what could be achieved with the HospiceShop (as it was now branded). “It is our life blood
for fundraising, and the efforts of many people make it work week after week.” And Patricia Casey for her
organisation and networking skills in raising funds.
In his report, Kevin said fundraising was up nearly 25 per cent to more than $350,000, although because no
big bequests had been received that year, the fundraising proportion of revenue stayed at 22 per cent. Funeral
donations increased 20 per cent.
However, government funding remained static at $880,000, and with the absence of bequests (they
contributed 10 per cent the year before) and the need – ironically from suddenly owning a new building - to
allow much more for depreciation (up 46 per cent) and insurance (up 68 per cent) the foundation recorded a
deficit of just over $40,000, with a $70,000 one forecast for the next year.
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Lack of movement on the government contribution meant its share of the hospice costs had dropped from
70% to 65%. Running costs had risen for paying the wages and salaries of 31 staff (up 12 per cent),
administration (45 per cent), medical cover (5.5 per cent) and subscriptions (66 per cent), but down for
repairs and maintenance (58 per cent), sundry (46 per cent), associated costs (15 per cent) and treatment
consumables (5 per cent). The South Taranaki branch had performed well, with its costs met by income.
With a new hospice building, the net assets column suddenly looked considerably healthier, of course,
trebling to nearly $3 million, even though money in the bank and term deposits had dropped $100,000 to
about $425,000. “Given the continuing pressure on the available health dollars, the deficit is likely to grow,”
he warned. “Continued responsible management of expenses will be required to ensure that the deficit does
not blow out.”
The organisation now had nearly 300 volunteers on its books – 86 at the New Plymouth hospice and 33
involved with the South Taranaki service; 127 at the three hospice shops (77 in New Plymouth, 30 in
Stratford and 20 in Hawera), and 44 in the knitting group.
He echoed Jeff Blyde’s accolades to
hospice people, also mentioning the
work Carole Shaw had done with the
Stratford shop.
He praised the achievements of
women at the heart of the Hawera
outlet, Rosemary Mills, Margaret
McCallum and Margaret RobinsonDavies.
His financial report - which separated
out the campaign to pay for the new
hospice – showed the extent of growth
in income from the hospice shops and
general fundraising.
Shop income rose more than 60 per
cent to $240,000, making up 15 per
cent of total revenue (up from 11 per
cent the previous year).

The Hawera shop’s Margaret McCallum and Margaret Robinson-Davies.

Clinical nurse leader Heather Koch reported the sad statistic that more Taranaki people were suffering
terminal illness, a conclusion to be drawn from a 30 percent increase in referrals (297) over the year. That
had flowed through to staff workloads, although the hospice occupancy rate of 65 percent was acceptable,
with patient stays averaging four days. The facility was full on seven occasions.
North Taranaki community nurses made nearly 400 visits to just over 60 patients each month, with South
Taranaki nurses doing 150 visits monthly to an average of 15 patients. She said education was now a big part
of the operation, under the guidance of co-ordinator Nuala Marshall.
Allison Tulloch, the family support and bereavement counsellor, wrote of the patients and families referred
to her by hospice staff. “They are obviously suffering from more than the physical effects of the illness.
There can be anxiety, family differences, coping with the bad news, and vulnerability.”
“I will see people either in hospice or in their homes. Following death, a letter is sent to next-of-kin, and
along with the volunteer bereavement team we offer support to any family members. My personal hobby
horse has been with children facing the death of a close family member. Often, parents themselves are
struggling with the death of a parent, let alone trying to help the younger family members cope.
“People carry pre-conceived ideas, patterned from their own dramas of childhood deaths, where they often
have been denied involvement. Loss, death or separation not addressed as a child can result in people
growing up with images and fears they are unable to express. We are all different in the way we respond to
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death. Unhealthy patterns stay with us until we see and experience new ways of coping and communicating,
feeling safe about admitting that we need help of some kind to sort out the way we are feeling.”
She reported on growth of the biographies service (Life Review) introduced in 2003 after three volunteers
went to Te Omanga Hospice in Lower Hutt for training. It was one of her highlights to watch the service
develop “as we sell the idea to prospective clients – each bringing their own special qualities…so satisfying
for patient and biographer alike. Hearing and reading stories, which are all unique…gives meaning and value
to interesting lives.”
For all of them - this small army of caring medics and health workers, administrators, fund-raisers and
volunteers - it had been a stupendous year, culminating in realisation of the vision dreamt by Desiree
Frengley two decades before. From then on, there could only be more growth. The pains that went with it
and how they were overcome are the thread of the last chapter of history, which takes us to the present day.
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HISTORY - Chapter 6

Growing pains
Needing nearly half a million dollars over the coming year to meet the shortfall in government funding, the
hospice got stuck in with a telemarketing campaign that raised $95,000 – despite criticism of such methods
in general from television consumer programme Fair Go. Hospice general manager Kevin Nielsen defended
the approach in a letter to the editor of the Daily News on November 25, 2004:
It is worth noting that while telemarketing has received some bad press this year, notably on Fair Go, we
use local people and there is no ‘middle man’ clipping the ticket. This ensures our costs are kept to a
minimum. Telemarketing is in our experience still by far the most cost-effective method of reaching, in
our case, some 35,000 Taranaki homes.

In response to what was a developing money crisis for hospices, Health Minister Annette King pumped an
extra $6 million into the sector in March 2005, stating the aim was to get them all to 70 percent governmentfunded. Kevin initially thought it would be little help to Taranaki, whose funding ratio at 65 percent was
already better than some others. However, by July it was clear Taranaki District Health Board would get an
extra $165,000 for palliative care and $111,000 for new cancer drugs in the 2005-2006 financial year.
Meantime, community support and hospice shop trade continued to grow, with the Hawera shop needing to
move to bigger premises in Union St after only 14 months, while the Stratford shop won the best-dressed
window award in a local competition. Donations from companies like Sovereign Insurance, Energy City
Ford, Taranaki Motorworld (Budget Rentals) and Central Finance saw the New Plymouth hospice get a new
delivery van and a new car. Travel company House of Travel’s 90 outlets went into partnership with
Hospice New Zealand to support the country’s 37 hospices.
March also saw the Taranaki Hospice Foundation appoint a new medical director, 36-year-old Englishman
Dr Leeroy William. He’d been persuaded to migrate to Taranaki by Mayor Peter Tennent after they met at a
New Zealand expo in London. He had been thinking of bringing his family down-under and had narrowed
the choice to Invercargill or New Plymouth.
He said since his arrival he was impressed by the sense of community and high regard for the hospice,
whose role was becoming more important with the province’s aging population. “People have the view of
the hospice as a place to come and die. In fact, only about 30 percent of patients who come here die here.
Most people are able to be supported in their home with their family.” He left for Auckland after a year in
the role.
By August 2005, Jeff Blyde had resigned as chairman to travel overseas, and was replaced by deputy Robin
Sutherland. Jeff’s report to the annual meeting later in 2005 also recorded the retirement of original hospice
stalwart Peter van Praagh, whose involvement stretched back to the early 1980s.
Kevin Nielsen’s report said it had been a year of consolidation, with the new building performing well, users
commenting that “it has a lovely feel to it”. His big news, however, was the complete turnaround of the
previous overall deficit of $40,000 to a surplus of $140,000 (instead of the $70,000 expected).
It was accomplished by the extraordinary performance of the hospice shops (income up 67 per cent from
$240,000 to $400,000), a modest $20,000 increase in fundraising income ($370,000), and a new contract for
government funding, taking its contribution to more than $1 million (from $880,000), which restored its
share to about 70 per cent.
In fact, the news was even better than that, because the second half of the Taranaki Electricity Trust’s
donations towards the new hospice (another $200,000) came through as scheduled, and the organisation
benefited by $439,000 from a bequest from the O. W. Hastie estate.
Being extraordinary income, those sums weren’t included in the general accounts, and the latter was used to
kick-start a new entity - a new foundation, to be called Hospice Taranaki Foundation. It would be set up as a
separate body to protect the organisation’s multi-million dollar assets.
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Peter McDonald: “We had a situation in that we had the Hospice Incorporated, which had only a small
membership, and we were building up all these assets, and at the end of the day those assets were owned by
only a small number of people. We had to change the whole thing.
“We established the Hospice Taranaki Foundation, and we put all the assets in the name of the foundation,
and then we made Hospice Taranaki Incorporated the working organisation. The idea was the Hospice
Foundation owned everything, and the Inc was the one that operated the service.
“That’s when we put Colin in as chairman of the
foundation - he was right in his element. We invited
Willie Still on, and Ross Symes and Peter Hensley. He
was a money man.
“The goal of the foundation was to have freehold
premises and $2 million in the bank. And we actually
achieved that. I think they may even have exceeded
that now.”
The two new organisations were launched on
December 1, 2005, with the word “hospice” going
before “Taranaki” to give more distinctive branding.
January 2006 opened with the news former hospice
chairman Don Denham had died aged 65 after a short
illness.
Apart from his service to the hospice cause, he had
been involved in a wide range of organisations,
including the North Taranaki Neighbourhood Watch
Trust, the Kidney Foundation, the Noel and Melva
Yarrow Education Trust, and New Plymouth Boys
High School.
As well, he served for 25 years as the city’s honorary
naval relations officer, being a JP, and receiving a New
Plymouth Citizen’s Award.
Music producer Jane Martin followed up the success of
Superstar two years before with a repeat on February
11, this time with Joseph and the Amazing
Technicolour Dreamcoat. The lead was played by
Fijian Tia Toanikere, who was giving his first-ever
public performance.
A similar-sized crowd, 6000, enjoyed what the Daily
News dubbed a stunning night at the Bowl of
Brooklands for the event, which netted the hospice a
similar sum of $50,000.

The hospice production of Joseph and the Amazing
Technicolour Dreamcoat at the Bowl of Brooklands.

The only sour note came from Bowl owner New Plymouth District Council invoking a contract clause that
pushed the hospice show out of its Waitangi Weekend date, which had been booked two years in advance.
The contract allowed the council to prefer an international act to local ones. The replacement event (a week
prior to Joseph), featuring Russell Watson and Amici Forever, got about the same-sized crowd.
Later that year, Daily News readers awoke to news that probably surprised most of them – that hospice
nurses were on a lower rate of pay than those working in public hospitals. A photograph showed a small
group of hospice staff in central New Plymouth demonstrating about the disparity, which the New Zealand
Nurses’ Organisation had taken up on their behalf with Health Minister Pete Hodgson.
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Kevin Nielsen would later comment the hospice organisation
made significant moves to close the pay gap, but without the
government agreeing to help at that stage it meant the
organisation would need to raise at least $600,000 over the
ensuing year (compared with $500,000 the previous year) to
make ends meet.
Hospice NZ was lobbying the government intensively to
come up with more funding. That said, he was able to
reassure everyone at the next annual meeting in September
2006, that hospice finances were solid enough to withstand
any funding variations.
The annual report noted chairman Robin Sutherland had
departed after a few months and Peter McDonald had stepped
up temporarily to fill the role.
John Kendall, Terry Hignett and Ray Hopkins,
organisers of the highly successful fundraiser,
the Last Gasp Reunion, at the New Plymouth
Club in 2006.

Peter (duly elected as chairman at the meeting) thanked his
fellow remaining trustees - Colin Muggeridge, Peter Cottam,
Alice Doorbar, Margaret Doyle, Rosemary Mills and Carole
Shaw – for their support as the organisation undertook selfevaluation and strategic planning sessions.

“The board is well aware that the hospice has now moved well and truly from the charity model that it once
was to the professional business model that it is today,” he told the meeting.
Kevin Nielsen said strategic planning identified a need to consult around the province and with various
ethnic groups to see how well the service was meeting needs.
“Among the challenges are the impact of our ever-increasing aging population and also growth in demand
from people suffering a life- threatening illness other than cancer.”
Apart from the usual pressures to raise funds, the single most important issue was a shortage of doctors, both
palliative care specialists and GPs. Provincial areas like Taranaki were having a hard time attracting GPs,
and while there were a number of doctors training in palliative care, it would be a while before they were
available.
“Without any doubt. Our support flows from the high standard of care
we provide, and this reinforces our need to retain and attract an excellent
calibre of staff.”
New referrals rose 18 percent during the year to 323. Whereas once
cancer patients were the sole recipients of hospice care, now the number
with other illnesses had reached 30 percent.
Hospice Taranaki marked its 15th anniversary in 2007. The occasion was
celebrated with a three-page advertising supplement in the Daily News
on April 27, and morning tea celebrations were staged in New Plymouth,
Stratford and Hawera on May 14.
A photograph in the Stratford Press on May 16 showed Peter McDonald,
Alison Walter, Trish Houghton, Carole Shaw, Janice Watkins and June
Schneller cutting a commemorative cake.
At the next annual meeting in September 2007, the board for the
operational arm recruited some new people, including Mike Brooke, who
came in as deputy chairman, and Roger Malthus, Geoff Nicholas and
Helen Dickey.
After his first full year as chairman, Peter McDonald noted demand for
hospice services continued to rise, which made it harder and harder to
make ends meet.
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Shirlie Fairey cuts the cake at the 15th
anniversary of the hospice in 2007.

In an annual ritual, Chaplain Murray Elliot scatters ashes from the Tree of Remembrance in Te Rangimarie gardens.

“Despite an internationally focused advertising campaign, we have been unable to secure the services of a
much-needed medical specialist to assist our very dedicated but at times grossly overworked medical
staff. But we remain hopeful of making an appropriate appointment in the not-too-distant future.”
Kevin Nielsen reported referrals were up 20 per cent to 388, and in the absence of a medical director he
was grateful to Dr Marion Sephton for stepping in, as well to local GPs for their support.
The government had increased funding to partly cover the move to give palliative care nurses the same
pay as hospital nurses, but the increase met only half the extra cost of $230,000. As a result, the net
surplus of $13,000 in 2006 had reversed to a loss of $75,000.
Total operating costs reached nearly $2.5 million, up from $2 million the previous year. He said the three
shops now provided the lion’s share of income. But general and funeral donations hit a new high of about
$200,000.
Telemarketing raised more than
$100,000, and campaigns like
Time To Remember and Tree of
Remembrance about $15,000.
The knitting group’s sales made
almost $11,000, taking the
latter’s contributions to date
above $60,000.
Fundraising triumphs that year
culminated in another show,
Cinderella, staged on two
December nights in the TSB
Showplace by Jane Martin.
She not only directed but had to
step in and play the part of
Cinderella’s step-mum for the
second show after Lorraine
Johnsen broke her arm.

The Ugly Sisters were a hit in the hospice production of the pantomime, Cinderella.

69

T

he hospice movement lost one of its first and most staunch campaigners, Peter van Praagh, in midSeptember 2008. The 82-year-old medic never got to benefit personally from the magnificent
organisation he worked so hard to create, dying in hospital shortly after a heart attack.

An obituary in the Daily News on September 16 recorded the memories of his two youngest sons, Paul and
Doc, of their lives as children of a Waitara family doctor, “with people arriving at all hours of the day and
night at the surgery in the front of their house. Many a time, their father went unpaid. If he couldn’t sleep for
worrying about a patient, he would get in his car and do a house call.”
Peter died just weeks before the next hospice annual meeting on October 28 – at which he was due to be
awarded a life membership. He had retired from the board in 2004, after the dream for a stand-alone hospice
he shared with other visionaries – like Desiree Frengley, Cecilie Hadlow, Don King, Paul Cooke, Jim Boyd
and Ian Russell – was realised.
He would have been one of the hospice foundation’s first four life members, the other three announced at the
annual meeting being Colin Muggeridge and John and Shirlie Fairey. Instead, he got it posthumously.
In his third annual report, Peter McDonald said there were times the board wondered how it could continue
to finance the ever-increasing demand for hospice services and care. “But somehow it just seems to happen.
People’s generosity, whether financial or otherwise, continues to amaze us.”
After the meeting, Kevin Nielsen told the Daily News of progress on expanding the op shop adjoining the
hospice, work that would be done the following year. He said income from the shops helped the organisation
to a small $18,000 operating surplus during the year, compared with a $74,000 loss the previous one.
In his annual report, the chief executive (as he was now titled) showed profit from the three shops was up
nine per cent to $635,000, with New Plymouth topping half a million dollars, Hawera making nearly
$100,000 and Stratford more than $40,000. New Plymouth HospiceShop manager Judy Spranger had taken
on overall supervision of the three.
The annual cost of running the hospice enterprise approached $3 million, with
salaries and wages up more than $200,000. Even with an increase in January,
the government’s funding share (at just over $1.6 million) had dropped to 62
percent, meaning Hospice Taranaki needed to raise $1.3 million to meet
running costs.
“We await with interest the outcome of the general election with a pledge
from the National Party to meet the 70 percent funding ratio, which has been
established as the goal and one which we can live
with.”

Bet Squire – driving force in
the knitting group.

Grants continued to come in from long-time
supporters TSB Community Trust and Taranaki
Electricity Trust, while income from general and
funeral donations exceeded $220,000 ($190,000
the previous year).

Telemarketing gave the best result ever, with more
than $120,000, and Jane Martin’s Cinderella
realised another $50,000. Cathryn Phillips and Bet Squire handed in nearly
$12,000 from their knitting team that year.
Kevin said the hospice had 140 patients on its books in mid-winter, an all-time
high. Te Rangimarie was occasionally full, with occupancy up 12 per cent on the
previous year to 74 per cent.
The proportion of people with medical conditions other than cancer continued to
climb above 30 per cent, including those with renal, cardiac, respiratory,
neurological and multiple illnesses. “It has been a challenging year for the nursing
team, with the busy in-patient unit and an explosion in community visits (up from
8300 to 9600)”.
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Cathryn Phillips – now leads
the knitting group.

Seven nurses were undertaking post-graduate study. The doctor shortage had eased with the inclusion of
Tom Nicholson, Tom Bull (who remains to this day), and Bill Plonk, a visiting US palliative care specialist,
who stayed six months.
He acknowledged the efforts of his management team (Heather Koch, Marion Sephton, Brenda Hall and
Jeanette Benton), all the staff and the 350-plus volunteers. He himself had just been elected to the executive
board of Hospice New Zealand. That same month, October, the Daily News published an article that
reminded people - if indeed they needed it - just how important the hospice had become to Taranaki. It
began:
Brenda Ballinger died peacefully on January 19 five years ago in Hospice Taranaki. ‘I remember I
looked up at the clock - it was 2.47pm,’ her husband Paul Ballinger said of the New Zealand
representative runner. ‘She ran one marathon and that was the time,’ he recalls.
He was speaking of the hardest time that he and their three children faced as Brenda's life neared its
end as a result of a rare virulent melanoma on her leg going unidentified for too long to save her life.
He says he will be forever grateful that Hospice Taranaki was there to ease the way for them all. ‘She
died with a smile on her face.’
Today is World Hospice and Palliative Care Day. ‘One guarantee we have in life is that we're all
going to die,’ Paul said. ‘And we all want it to be as comfortable as it can possibly be - and that's
what hospice does.’
When Brenda became bedridden and was needing blood transfusions, the suggestion was made that
she could benefit from hospice care. ‘It's fantastic. They not only look after the patient but the whole
family. The nurses took a genuine interest in the kids. They treated them like their own and they
understand, of course, what they are going through. I can't speak highly enough of them. They try to
make it as easy and helpful and loving as possible.’
Brenda's best friend, her mother, Paul and their oldest child, Lisa, all took turns to stay next to her in
their own self-contained room. Another would sleep in a bed in Brenda's own room. ‘It was
marvellous.’ He's keen to see everyone in the community support the region's hospice, which must
raise $1.2m this year over and above the 62 percent provided through government funding. ‘If we all
help a bit in some way it makes a huge difference,’ Mr Ballinger said.

In May 2009, Kevin announced more details of plans to extend the New Plymouth hospice shop. The project
would cost half a million dollars, expand the premises by two thirds, and add another 15 carparks. The room
was urgently needed because of growth in demand for the furniture, clothes and household goods that kept
rolling in, he told the Daily News. The shop was getting nearly 1000 customers a day. “There doesn’t seem
to be any sign of it stopping. It just goes on and on and on,” something for which the society was very
grateful.
More property was needed in Tukapa St to make it work. Peter McDonald remembers how it was done: “We
had to go and buy the state houses out on Tukapa St – we bought two and two halves, believe it or not. We
bought half of one, because there was a double unit there. We had to shift our half off and board the other
half up for Housing NZ to keep.
“I was right in my element – I love this sort of stuff. We bought a house downtown and they shifted their
tenant down there and gave us another of the houses. We ended up taking two and a half of their properties,
which gave us the access to Tukapa St. We didn’t do it all at once. We did the first bit, and the second a few
years later when we expanded the hospice shop.”
Details of the fourth big charity show emerged in June 2009, when Jane Martin and Kevin were
photographed by the Daily News with an American convertible and wearing appropriate gear to star in the
1970s musical Grease. It was booked for the TSB Showplace in February.
In September, the foundation received $75,000 from the Lion Foundation to introduce a new electronic
patient record system called PalCare, a setup being used by a third of the country’s hospices. “Hospice chief
executive Kevin Nielsen says the system will have a marked impact on the work and efficiency of the
hospice's nurses and staff when it goes live from next week,” reported the Daily News.
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In his annual report in 2009, Kevin also reported on implementation of the Liverpool Care Pathway, an
assessment system developed in the UK in the 1990s and used to guide medical staff on appropriate courses
of end-of-life care according to a patient’s condition.
By 2013, media investigations in Britain discredited the approach, revealing problems caused by funding
incentives, poor training and lack of accurate application. Many hospices, hospitals and other health
institutions here were using the system, but had by then adapted it for New Zealand. Use of the name was
dropped at Hospice Taranaki in 2014 and by 2015, our Ministry of Health had introduced a new strategy
called Te Ara Whakapiri – Principles and guidance for the last days of life, which is now applied by Hospice
Taranaki.
Kevin said referrals to the hospice service were up two percent in 2009, the most noticeable trend being a
decrease in cancer sufferers, with a corresponding rise in patients with other terminal conditions. The
occupancy rate of the six beds rose six percent to 72 percent. The nursing team had increased by one nurse
and two healthcare assistants. In a development that continues to be important to this day, a programme
called Link Nurse had been in place over the previous 12 months to strengthen the hospice partnership with
the aged care sector, where many palliative care patients live.
Hospice Taranaki had combined with Hospice Wanganui and Palmerston North’s Arohanui to create a
regional medical specialist position, but the initiative failed when Mid Central DHB declined to provide
details of the funding needed. Hospice Taranaki had also started two new support groups, one for carers and
the other for bereaved partners.
The money side was better than usual. Even though costs were up about eight percent, the organisation had a
surplus of $125,000. Government funding was 59 percent, up slightly on the previous year, leaving a
fundraising target of at least $1.3 million to make ends meet. It did far better than that, bringing in $1.8
million, while fundraising expenses were kept to an outstandingly low 21 percent of the money brought in.
Hospice shop income reached $1.13 million, which amounted to a surplus of $835,000 after expenses.
Volunteers contributed 62,000 hours (worth $775,000).
In February the following year, 2010, Daily News reporter Ryan Evans (now the paper’s editor), reported on
the success of Grease, which drew 7000 people to the TSB Showplace over a week. The hospice benefited to
the tune of $108,000, its best result from a musical to date. It had a cast of 80 and a crew of 120, and was a
sell-out on the final Saturday night.

The cast of Grease on stage at the TSB Showplace in 2010.
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Daily News photo

Towards the end of the year, chairman Peter McDonald presented
his sixth annual report to the hospice annual meeting, pondering
how they could make an outstanding service even better.
“What was originally experienced as the ‘wow’ factor has now
become the expected. Fifteen years down the track, people have
come to expect outstanding service from us, and our wonderful
team continues to exceed expectations day in and day out.”
He said Hospice Taranaki was well regarded by other regional
hospices, not only for its service delivery but also for its
supporting facilities and activities.
“Our HospiceShops and our strong volunteer workforce are the
envy of other services, and rightly so. What other regions lack is
the Taranaki factor. It’s the staff and other people who are
involved that make Hospice Taranaki the great success that it is.”
Kevin Nielsen advised that the growth in demand for hospice
services continued, up another 12 percent to 437 new referrals
during the year.
That meant 566 patients and families were cared for over the 12
months. The previous year’s drop in cancer patients was reversed,
the trend rising 11 percent. Non-cancer patients now made up 37
per cent.
That meant more pressure on the operation - more nursing hours,
more care cost - and although the government lifted funding again
by 23 per cent (by $332,000), its calculation was based on 2009
numbers, so the intention to meet 70 per cent of the hospice’s
running costs stalled on 65 per cent.

Barbara Olsen-Henderson, an outstanding
supporter with numerous fundraisers at the
Bach on Breakwater. Barbara funded a
syringe driver from the proceeds of a
national hospitality award she won.

There was no prospect of a funding rise in 2010, so the ratio in the current (2010-2011) financial year was
expected to drop to 60 per cent. He said getting doctors was still a pressing concern. Departure of one to the
UK was followed by promising efforts to bring someone from the US.
But “after completing the tortuous process through the Medical Council and with arrival date looming, we
were devastated when very sad personal circumstances prevented the doctor from joining us. “We are now
seeking an alternative person and again pursuing a regional solution involving Hospice Wanganui and
Arohanui. The medical team of Marion Sephton, Tom Bull, Tom Nicholson, Judith Teague and Ian Smiley
are all very experienced in palliative care and are integral and key members of the hospice multi-disciplinary
team.”
The growth in patient numbers meant a 15 percent increase in running costs, although that was well covered
by a surplus of nearly $400,000. However, part of that number was a balance sheet item of $113,000
resulting from the organisation merging the South Taranaki sub-committee’s accumulated funds onto the
books. A similar sum made by Grease was passed to the foundation to become part of its investment funds.
Extending the New Plymouth hospice shop had paid off, with takings up 15 percent. Overall income from
the shops rose eight percent to a net $900,000. Hawera had now grown to such an extent that a fulltime
manager, Ngakiri Antonovich, had been appointed to lift the administrative load from the busy voluntary
team. The organisation’s total voluntary team did even more hours that year, 68,000 (worth an estimated
$875,000 “at least”).
And what of the fundraising efforts? As ever before, Taranaki people came up with an array of creative ways
to raise money – including taking off their clothes. As the Daily News reported somewhat breathlessly in
February 2011, 11 Eltham women did a Calendar Girls moment (after the 2003 English movie) and were
able to hand the hospice $6000 in donations.
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Kaye Wyss, owner of the The Wardrobe store, said the idea came up during Eltham’s 125 anniversary
celebrations, when the women (aged 30 to 70) were models in a fashion show she organised. “We had a lot
of feedback on how tasteful it was,” she said.
Hospice fundraising and marketing co-ordinator Rose Whittaker said the organisation needed to raise $1.2
million that year. Another reliable source of money was the annual auction of antiques and collectibles held
in New Plymouth, Stratford and Hawera. A Daily News preview photo for the New Plymouth one in April
that year (2011) showed hospice warehouse supervisor Tim Larken holding one of the items for sale – a
stuffed hawk with spread wings. The city auction regularly raised more than $15,000.
Jane Martin chose The Wedding Singer for that year’s show, which had become a crucial fundraising effort
by the organisation, said Kevin Nielsen. Lovers of 1980s music and fashion were urged by the Daily News to
“don their best fluoro gear, mousse their hair, puff up their shoulder pads, and audition for a spot” in the
show, which would be produced by Jane, Raeleen Luckin, John Thomason, Philip Malcolm and Gabrielle
Barr.

One of the finale scenes from the highly successful production of The Wedding Singer, which raised $87,000.

A

ugust 2011 brought the sad news that Shirlie Fairey - one of the original driving forces behind
cancer palliative care in Taranaki and the establishment of the first hospice - had died aged 79. She
spent her last days in Te Rangimarie, to which she and husband John had been appointed life
members only three years before.
In his tribute at the Taranaki Cathedral, Ian Smiley told the large gathering that nobody epitomised more
than Shirlie the ultimate in professional care, love and compassion that she gave to the terminally ill
throughout the community. “She made it clear that she wanted to die in her beloved hospice,” he said. Those
who cared for her there were gratified to give something back to someone to whom so much was owed.
Late that year, Ian Smiley himself received the same life membership accolade. He said it was a great
honour and he felt humbled, as he knew of many others who worked hard for the cause. He had been
involved since the foundation’s founding document was written in 1992. He was succeeded as medical
director by Dawn White, but has continued on the medical roster to this day.
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The front cover of that year’s annual report reflected the
importance the hospice placed on staff education, showing as it
did a photograph of chairman Peter McDonald with clinical staff
at the second graduation ceremony.
In the picture, showing many of them holding newly minted
academic awards, were Heather Koch, Joyce Oakes, Gill Squire,
Milly Carr, Monique Bastin, Paula King, Lianne McElroy,
Bronwyn Morgan, Jenny Farrell, Gail Prestidge, Maria Mitchell
and Alli Roguski.
The year was remarkable for a very large bequest from the estate
of the late Noel Yarrow, whose generosity is so well known to
Taranaki sports people for the New Plymouth rugby stadium
named after him.
The $1 million gift from him and wife Melva would go a long
way towards expansion plans at the hospice that were becoming
more urgent by the year. With another increase in the number of
patients – 16 percent, on top of the previous year’s 12 – the
organisation was feeling the pressure, Kevin Nielsen said.

Dr Ian Smiley receives his life membership
certificate from Peter McDonald in 2011.

There was a new all-time high of 150 patients being cared for at a
single time, and over the year 629 patients and their families benefited from some or all of the caring
services. Occupancy of the six-bed unit averaged 77 percent, with stays being nearly six days for each
patient (compared with four in the 90s).
Nurse-led “wellness clinics” were introduced that year. “Feedback from attendees has been positive and
among other things these have allowed patients to come to Te Rangimarie and get a feel for the environment
here,” said the annual report on palliative care. “The philosophy behind this move is that ‘while you are well
enough, you will come to us’ and ‘when you are not able, then we will come to you’, which sits well with
the aim of encouraging independence for the patient.”
A highlight of the year was the appointment of palliative medicine specialist Dr Suresh Joishy. Another was
achieving a surplus of nearly $150,000, despite
increased running costs, which had pushed up the
shortfall after government funding to $1.5 million.
Net income from the shops was up again, topping
$1.1 million in profit. Stratford, still run by
volunteers, managed $76,000 of that. The
estimated value of contributions from all the
organisation’s hundreds of volunteers topped a
million dollars for the first time.
If ever there was a year of ups and downs it was
2012. The organisation recorded a deficit of
$66,251 in its operating account, but had another
record year for hospice shop income, and made an
outstanding $87,000 from Jane Martin’s
production of The Wedding Singer.
A big highlight was extending the hospice by one
more in-patient room (taking the total to six – since
extended to seven) and adding the Noel and Melva
Yarrow Wing, in recognition of the bequest that
paid for much of it.
The Hawera volunteers on their float, which was a hit in
the 2012 annual Hawera parade.

The reason for the deficit was not a rise in patient
referrals, which declined slightly for the first time
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(566 in total over the year), but continued increases in running costs, ironically partly due to the service
having a full complement of medical staff for the first time in several years. The hospice beds were occupied
81 percent of the time, up four percent on the previous year.
It didn’t help that government funding hadn’t increased for the second year in a row. Kevin Nielsen reported
many palliative care projects were under way throughout the country, brought about by predicted increases
in need over the next decade or so “which will not be matched by available health dollars”.
While general, funeral and newsletter donations at $230,000 were much the same as in other years, overall
fundraising was down from $420,000 to about $380,000 because some fundraising events were not repeated.
That emphasised the importance of the hospice shops, whose income rose another $235,000 to reach $1.8
million. New Plymouth’s was so busy (net profit almost $1 million) it was decided to open a second outlet,
which was set up at Waiwhakaiho Valley. The four auctions held that year raised nearly $50,000.
The year was notable for other reasons, not least being a celebration of the foundation’s 20th anniversary. It
also saw the retirement after 12 years of Peter McDonald, who had served seven of those as chairman. A
gala dinner to celebrate the two-decade milestone was held in early July, attended by more than 200 current
and former trustees, staff and volunteers.
The dinner was a fitting tribute, wrote Peter in a special 20-page publication put out to mark the anniversary.
He was leaving the role with a sense of sadness, but also proud of what they had all achieved on a journey
that had not been easy.

Past trustees Jim Boyd, Frank
Lowry, Cecilie Hadlow and Colin
Muggeridge, and Life Member John
Fairey at the Hospice Taranaki 20th
anniversary dinner in 2012. Below:
(from left) Hospice NZ chair Wilf
Marley, HNZ CEO Mary
Schumacher, and Kevin Nielsen at
the dinner.
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“When I came on board 13 years ago, the in-patient
unit was in a converted hospital ward and there
wasn’t widespread understanding of what hospice
was.
“It’s amazing to see where hospice has come to
now, from an early idea to one of the most
respected brands we have in Taranaki.
“We had a watershed moment when Kevin Nielsen
joined us as chief executive and I am confident we
will see many other milestones in what will be a
long and successful life for our organisation.
“We are not another health centre – we are owned
by the community and everybody who is entitled to
hospice care gets in at no cost whatsoever.”
He had led a team of policy-makers that remained
remarkably unchanged for the whole of his tenure
– deputy chairman Mike Brooke, chair of the South
Taranaki committee Dianne Bezuidenhout, Peter
Cottam, Alice Doorbar, Roger Malthus, Colin
Muggeridge, Geoff Nicholas, Mary Washer and
Carole Shaw (who died in 2011).
At his last official function in 2013, he accepted a
cheque for $21,518 from a Stratford hairdresser,
Dani McQuay, who shaved off her hair to raise
money.

Fundraiser extraordinaire – Dani McQuay raised more than
$20,000 for shaving her flowing locks in 2013.

The caption for a photo of the occasion, published by the Stratford Press, introduced Christine Taylor and
Judy Drummond, who replaced Peter and Carole on the board of trustees. Kevin returned Peter’s
compliments in his next annual report. He said Peter’s stewardship would be missed, and he acknowledged
the contribution Peter’s Stratford-based company, McDonald Real Estate, had made over the years as
naming rights sponsor for five musical shows. They had greatly appreciated Peter’s skills as auctioneer at the
hospice antique auctions.
He also highlighted something that happened every year without fail – continued monetary support from key
organisations like TSB Community Trust ($50,000), Taranaki Electricity Trust ($20,000) and the New
Plymouth Club. That year they also got $16,000 from the Holistic Nurses Association (which had wound
up), the money targeted for nurse education.
Mike Brooke stepped up in October 2012, to take Peter McDonald’s place as
chairman, and he serves in the role to this day. In his first report, at the annual
meeting in October 2013, he noted performance reviews and external audits were
now integral to maintaining the high standards that placed Hospice Taranaki “up
there with the best”.
He congratulated Kevin Nielsen on gaining election to the Taranaki District Health
Board. “We have always had a good relationship with that organisation which can
only improve with his presence.” (Kevin stood for a second term in 2016, easily
topping the poll).

Mike Brooke

Mike said the shops continued to provide excellent returns, although no longer had it
all their own way. “Other similar organisations are stepping into the market, which is
bound to have some effect, but I doubt if any of them have the same level of
commitment as our volunteer base.” The Stratford shop had outgrown its premises
and would soon lease a new building and acquire a fulltime manager, Tania Nicholls.
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Above: Kevin Nielsen and Colin Muggeridge ham it up as number 9 David St sits on jacks waiting to be moved away
in 2013. At right: Hospice Taranaki Foundation trustees view the site of the new Noel and Melva Yarrow Wing. From
left: Peter Hensley, Paul Bourke, Colin Muggeridge (chair), Roger Malthus, Peter McDonald and Brian Busing.

ompletion of the Yarrow Wing was the major milestone of 2013, Kevin wrote in his annual report that
year. It came just in time in terms of patient referrals - the service hit an all-time high of 156 people
one day in May. The new part of the building was opened on February 14, 2013, by Noel and Melva
Yarrow’s daughter, Rosemary Tennent (wife of former New Plymouth Mayor Peter Tennent).

C

She told the Daily News that cutting the ribbon was a rewarding experience and she felt very thrilled on
behalf of her father, who died in 2008. "The community was very kind to Dad over the years as well, so this
is his way of giving back. There's a lot of fear associated with coming to the hospice, but it really is just a
wonderful place. It's got something special, it's got this serenity about it."
Kevin said that to see the new facility come together, particularly without having to ask for a cent from the
public, was extremely rewarding. "To have this improved facility for the families and their loved ones going
through difficult times is great. It's a real privilege to be able to provide all the support we can to those who
are nearing the end of their lives."
The wing had been a work in progress for the past three years and it was the Yarrow contribution that
allowed them to move forward. Proceeds from The Wedding Singer were used to fit out the wing, which
included an education room for up to 30 people, where the hospice would work with health and aged-care
professionals.
It contained a new family lounge, kitchen, ensuite, laundry facilities and family sleeping area that could
sleep up to six, with a children's playroom nearby. A quiet room was also included, as well as room for
equipment storage. An extra bedroom had been added, taking the total hospice in-patient beds to seven. The
national standard for hospices around New Zealand was six beds for every 100,000 people, meaning
Taranaki's hospice would exceed that benchmark.
By May 2013, a palliative care steering group set up by Taranaki District Health Board the previous year
had developed a Palliative Care Plan for Taranaki, based on the New Zealand Palliative Care Strategy. The
plan’s education programme for carers and rest home staff would be run by Hospice Taranaki, said Channa
Perry (the board's older people and cancer services portfolio manager) to the Daily News at the time.
The steering group - comprising representatives of Hospice Taranaki, hospital services, aged residential care,
primary care and Māori health - warned that the province’s aged-care workers, GPs, hospital medics and
families would need to be better prepared, educated and supported to care for the impending "silver tsunami".
With improved healthcare, people were living longer but were also often living with a wide range of complex
health problems, said Ms Perry.
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Guests gather for the ceremony to open the Noel and Melva Yarrow Wing in February 2013.

Meantime, Hospice Taranaki was itself dealing with growing numbers of the elderly, making it even more
necessary to upskill some of the community-based providers to play a greater role in palliative care, she said.
The largest providers were residential aged-care rest homes, of which there were 29 in the region.
Ms Perry said many people wanted to die at home, so carers supporting their loved one at home would also
benefit from training and support. There was a joint approach being advanced between the hospice and the
hospital in caring for the dying. "We are looking at developing a formal contract between the hospital
clinical team and hospice to strengthen the partnership."
Kevin Nielsen said the hospice had been offering training in the aged-care sector for many years. "Certainly,
we are very well positioned to make that more widely available," he said. And since extensions were
completed in March, the hospice now had an additional facility that could accommodate more people. The
challenge was for rest-home operators, who often said they could not afford extra training, to make their staff
available. "Some [rest homes] are really good, others say their staff have to do it in their own time."
A “tsunami” warning was issued a short time later by Dr Barry Snow, an Auckland expert in a relatively new
approach to end-of-life strategies called Advance Care Planning. Speaking to 50 people at Te Rangimarie
during Hospice Awareness Week, he said planning ahead gave people the chance to think about what they
would like, and record it in case they could no longer speak for themselves in the future.
"It's about letting people make the decisions and letting them drive what they want. It is all about choice and
giving people the say." Dr Snow said advance care planning allowed people to leave a statement of
preferences for medical staff. The statements would be stored in the medical system and moves were already
under way to integrate all the country's district health boards' records. Kevin Nielsen said while advance care
planning was new to New Zealand, it was gaining momentum.
In September, an important change was made to home-based palliative care for people living in Stratford,
Opunake and Patea – Hospice Taranaki took it over from district nurses working for the health board,
bringing the system into line with what was already happening in North Taranaki and around Hawera. The
initiative added new palliative care nurses to the Hospice Taranaki staff base and ensured all people across
the province received consistent care.
At the 2013 annual meeting, Kevin reported the organisation’s various fundraising strategies and the shops
raised $1.6 million during the year, but with the prospect of health dollars never being able to meet running
costs, new approaches would be needed.
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One being trialled was an invitation to “relatively well” new referrals to come in to Te Rangimarie for initial
assessment, rather than medical staff travelling out to their homes to do it. Another was the training of family
carers to administer PRN (as needed) medications to ease the burden on nursing staff having to attend
whenever a patient’s condition required a change in pain relief.
Such cost-saving measures would be needed, given the organisation recorded its highest-ever deficit that
year, $150,000. However, about $70,000 of that was due to failure of a computerised payment scheme, a cost
that insurers had agreed to cover. Deducting depreciation also lowered the actual cash deficit to $16,000.
Total revenue from fundraising, donations, grants and the shops rose about seven percent ($160,000) to $2.5
million.
At $4.3 million, the total cost of running the hospice service also went up seven percent ($290,000), but the
government’s share of funding (about $2.4 million) increased by less than one percent, meaning the organisation’s
operational finances lost ground again.

The following year, 2014, saw little change in government funding, so another cash deficit ($38,000) was
inevitable. However, while fundraising was more difficult as the economy chilled, hospice shop turnover
passed $2 million for the first time, the hospice welcomed a new doctor (Des Swanevelder), a new peak of
168 patients was accommodated, and after problems with foundations being built on fill, the hospice
warehouse in Borrell Ave was successfully extended.
While new trustees Judy Drummond, Tim Coleman, Dr John Doran and Neil Evetts were welcomed onto the
board, two long-serving members – Alice Doorbar and Roger Malthus - retired, and two more stalwarts to the
cause were lost (in Roger’s case, only temporarily).

Colin Muggeridge – the man many credit with seeing the
stand-alone hospice project to fruition from beginning to
end. He died in 2014. Above: Colin and Mary McCaffery –
hospice receptionist for almost 20 years – enjoy a moment
at a volunteers Christmas function.

Colin Muggeridge died from a stroke in November, a few days after being recognised with a dozen other
people in the Kiwi-Bank New Zealand’s Local Heroes Awards. Foundation member Peter Hensley had also
died suddenly earlier in the year.
Colin had been almost a permanent fixture on the pages of the Daily News for 25 years, spreading news of
his beloved hospice. The last time was in May 2014, in a photograph of him holding a Mabel Attwell
figurine, one of more than 300 items about to be auctioned in the annual New Plymouth hospice auction.
In his report to the October annual meeting, chairman Mike Brooke noted Colin chaired the board’s audit and
finance committee, aptly noting that “those who know him will appreciate how suitable he is for this position
– nothing escapes his eagle eye”. Roger Malthus took over as chairman of the foundation.
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In 2015, the government finally took notice of
lobbying by the hospice movement and in that
year’s budget committed about $62 million in
extra funding over the next four years.
Taranaki’s share of that was $1.4 million, with
$360,000 more coming into its operating account
that first year.
The response was heartening, Kevin Nielsen wrote
in that year’s annual report. Core funding had not
kept pace with growing demand, which that year
saw 600 patients receiving care and support.
Over the preceding year, operating revenue
(excluding fundraising) was $110,000 lower than
the previous year.
The hospice day programme is wide and varied, as this
occasion shows with a visit from a miniature horse.

The organisation would still need to raise $1.5
million to break even, after suffering a $115,000
deficit (excluding depreciation) for the second year
running. The shops continued to do well, with total revenue up five percent to $2.2 million. The new
Waiwhakaiho shop increased turnover by 13 percent, although some of that was at the cost of the main New
Plymouth shop in Westown.
The knitting group exceeded all records with income of $16,000. Kevin applauded the volunteers, whose
111,500 hours of work equalled 10 percent of all hospice voluntary hours in New Zealand – from a
population of only 2.6 percent of the New Zealand total.
The annual report noted a new initiative, the setting up of a Māori liaison role in response to an increasing
number of Māori accessing hospice services. With help from district nurses in Inglewood and Mokau, the
nursing team made more than 7000 home visits, 300 of them after hours. Several nursing staff were doing
post-graduate study, with two now at master’s level.
Unusually, the hospice had a full complement of doctors throughout the year. The report noted increasing
numbers using the in-patient rooms, and their conditions were more and more complex. On several
occasions, the hospice was full.

The 2015 Tractor Trek from Southland to Northland was a fundraiser for hospices that attracted national media
attention. This line-up is in Taranaki when they passed through. Taranaki’s Rodney Maiden joined the trek and
raised significant funds for Hospice Taranaki.
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The family support team’s two counsellors did
nearly 700 sessions. Some 60 carers and people
suffering bereavement took part in group meetings,
while there were two remembrance services in
New Plymouth and one in Hawera.
The Yarrow Wing education suite was used to
extend education to 194 rest home staff. Six or
seven patients a time attended the day programme
on Wednesdays and Fridays.
Kevin expressed the organisation’s thanks to the
foundation, which needed to contribute $110,000
to help balance the operating budget.
He said the trustees – chair Roger Malthus, Paul
Bourke, Brian Busing, Tim Coleman and Mike
Brooke – achieved a good return on funds.
He acknowledged the support of Craigs
Investments partners Michael Regan and Andrew
Butterworth, who provided services free of charge.

The current Central Taranaki palliative nursing team who are
based in Stratford, from left: Heather Grant, Christine Cooper
and Joanne Robinson.
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HOSPICE TODAY - Chapter 7

Hospice people – the modern era
In this chapter, we meet those who drove the hospice project in later years and created the independent
stand-alone facility in David St in New Plymouth and the chain of Taranaki-wide shops that sustain its
success.

Kevin Nielsen
Kevin Nielsen has been general manager and chief executive
of Hospice Taranaki since 2002, and will retire midway
through 2017. Prior to this second career, he had grown up in
the newspaper industry, starting in the production department
as a print compositor in the 1960s.
Through an interest in management and a lot of study, he
made his way up to general manager of Taranaki Newspapers
Ltd (TNL) – publisher of the Taranaki Herald and Taranaki
Daily News – before joining hospice as general manager in
2002.
He didn’t give much consideration to the hospice job when it
was first advertised, although he already had connections, he
realised later. “My wife’s father died from cancer when she
was only 12, and there was no hospice around then. My father
had died of cancer. We had lost a sister-in-law to cancer here
locally, and then a niece, sadly.
“So, there was a sort of an affinity there; but I didn’t know
much about hospice, like many people. It was a scary place
where people go to die, and it’s cancer.
“But when I looked at what they were looking for, more
somebody with business management experience, business
planning, links in the community, I suppose…and the
newspaper role had all those things.
“We (TNL) were a Taranaki company, we’d had our challenges with the north-south divide and things like
that, and worked through all of those. I thought my experiences sort of fitted, really, so I applied, and got the
job. I got involved at the time the hospice foundation, as they were known then, decided that in the evolution
of the organisation it was time to have a fulltime manager.
“At that stage they had an administrator, who was Barbara Brockie, and they had a nurse manager, Louise
Forsyth, and a medical director, Dawn White. It was like a triumvirate, I suppose, and the three people
shared responsibilities and covered the different areas. It was flat across the three, basically, and then the
board. So, that decision was made, and there were different views about it. Hospice had a close relationship
with the district health board (DHB) with chief executive John O’Neill at the time, who worked with the
board on looking at the change to move to a more structured approach.
“They advertised for a general manager, and I got the job. I had just left TNL, or I was working out my
notice. I had decided that with what was going on in the newspaper industry – much more centralisation and
so on…instead of being the general manager of what we classed very much as a local company, working
with, supporting the local community, it was becoming more like a caretaker role, with little authority.
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“I just decided, well, you either go with the flow, and at the end of the day the board and so on are going to
make their decisions, or you get out and do something else. So, I handed in my notice and it was six months
at that time without a job to go to.”
He found the hospice job interesting, because there was no template. “There had been nobody in the role
before, so it was a matter of developing the role. There were other hospices, for sure, but it takes a little
while to get to know people and establish those links and so on.
“Really, it was keeping the place going. Barbara Brockie stayed around for some months, and then there was
a bit of an issue because the nurse manager who had applied for the general manager job as well and didn’t
get it, and ultimately resigned. And there had been some tensions between the board and her. I became a bit
of a jack of all trades, doing what needed to be done, and that included doing the wages, and doing
everything that needed to be done. I was a hands-on administrator, and that has in fact remained to a certain
degree to this day.
“I learned a lot about the place. I spent a lot of time reading up on the history of the organisation, and going
through the files, and building up the knowledge. It was soon after I had been appointed - I think it was at
the following annual meeting - that the board decided they wanted to proceed with building their own inpatient unit. Now there’s a story to that, too…”
He got to grips with understanding the hospice philosophy by reading, talking to people, listening. “It didn’t
take long, really.” He didn’t initially visit other hospices, but went to the Hospice NZ twice-yearly meetings
and met other people and learned about what was going on.
“Colin Muggeridge, the chair of the board, had been a regular attendee at the Hospice NZ conferences, so I
picked up a lot of stuff from him. Generally, he was the driver for the hospice, without doubt, particularly
from the raising-the-money side of things. Peter Van Praagh, who was a doctor; other guys like Leo Leuthart
and Don Denham, they were all the drivers of getting the money raised to get the service kicked off.
“In terms of getting the building, what I decided was that if there were some people with opposing feelings,
the best thing was to get people together and talk about it. Which we did. We put it out there. And we had a
team of people looking at what could actually be done. At that time, we had a change – we appointed a new
nurse manager. We got Elizabeth Bang from Waikato, who’d I’d met. She was the CEO of Hospice
Waikato. She came down and was part of our interview panel, and we appointed Heather Koch, who is still
our director of nursing.
“Heather’s been here nearly 20 years. She was very much involved in the early days of the community
service. And there’s Joyce Oakes, who has just about as long a period of service, and is still with us. And a
couple of others who are still around. That was an important step, to have Heather in place.
“We had quite a bit of discussion about the facility. We knew what we had. We did go and visit Hospice
Whanganui, who had quite recently built their in-patient unit. And we went to an aged care facility in
Whanganui, which had been designed by Bill Jackson, who would become our architect. And we went to
Palmerston North to Arohanui Hospice, as part of that process, so we could see what others had and compare
that with what we had, and that was really useful.
“We were able to compare purpose-built Hospice Whanganui, and Arohanui, which had grown a bit like
Topsy from an existing building. That was a bit fragmented, because they were trying to work within an
existing facility. That’s when Bill Jackson came up with the design. Here, there were restrictions on the
amount of available space we actually had.
“We finally got everybody on board. Some of the resistance was about the money thing, and assuring
everybody that funding for the operational service was not going to be grabbed for building, that we would
raise that money separately. At the same time, the op-shop as it was had become quite a significant earner.
That was Iona House and a couple of sheds in behind.
“It’s interesting, because when I think about that now…the shop was still growing and we needed more
space. So, we put an application in for a grant from TSB Community Trust to build quite a big garage-like
building, and we’d had it approved, but didn’t proceed with it because the plans for the in-patient unit were
starting to take shape and we looked at the site (for the unit) and we thought, well, we could establish a shop
85

on the same site. There was some resistance…there were concerns from some of the people on the clinical
team that that was a bit of clash of cultures. We’re talking about an in-patient unit here, where you’ve got the
emotions and everything of people receiving end-of-life care, and you’ve got a second-hand shop over there.
“There was some consideration given to going off-site, take the shop somewhere else, or maybe have the inpatient unit somewhere else. But eventually we worked through that, and decided well we had the property
here – the proximity to the hospital is a really good strength. And the shop already had an identity, and in
fact with the layout that we have, the shop – apart from parking – doesn’t impact on things happening with
patients and families…we’re completely on the other side of the building.
“So that was just another thing to work through, and fit onto the site. As it turned out, the first thing we built
was the shop, on this site. It was a two-step process…one process, but with two steps to it. We moved off the
Iona House building, and moved off the other property on 3a David St … there was another one at number 5.
There was 3, 3a, number 5 and later number 7.
“I think the key things when we looked at other facilities…I had been to Mary Potter when my niece died…
the important thing was individual rooms. The thinking at the time when Mary Potter was built was that it
was okay to have multiple-patient rooms, whereas now it’s absolutely individual rooms.
“When my Dad died there wasn’t much going on in terms of the multi-disciplinary approach that we have
now. When we looked around, the key thing was individual rooms, good size, full ensuite, access outside to
a garden area, even if it’s only visual, but physical access as well. They were really the key things. The other
thing was to have the nurses’ station, as we still call it, central to that, rather than having it isolated from the
rooms, or some of the rooms. And keeping the rooms together. It’s a basic design – the patient rooms are
down one side, then we have the central service hub, and then offices and kitchen over the other side.
“It was a matter of learning from what worked down there and what didn’t work at other places, and Bill did
a really good job in coming up with a design that fitted the site. Some other hospices are in quite big
grounds, and they’re in a more rural type environment, and that’s fine, but some of them are miles away
from a hospital. We’re just adjacent, and it works really well.”
What does he have planned for retirement? “I’m not retiring, not in the traditional sense anyway. This is
another new and exciting phase of life. However, I don’t doubt some involvement with Hospice Taranaki
will feature at some stage.”

Heather Koch
Heather Koch is the director of nursing and support services at
Hospice Taranaki. Her involvement goes back to July 1997, when
she began as a liaison nurse for the day hospice run by the
Taranaki Hospice Foundation.
“That was quite early days. The day hospice the foundation was
running at Iona House had started in 1996…it had been running
for not quite a year when I came on board.
“I used to use my own car. I’d work three days a week, and I’d
visit palliative patients in the community. They were ones who
weren’t needing any kind of hands-on care.
“I wasn’t allowed to do any physical kind of care - that was done
by the oncology nurses, the likes of Lis McBride and Joyce Oakes.
“Shirlie Fairey had retired by that stage, but Shirlie was very
influential in trying to set up the nursing services at Iona House.
“Certainly, when the foundation took over running Te Rangimarie
Hospice, Shirlie was there, although by that point it was like
separating the clinical from the governance, really trying hard,

86

which was quite difficult. There was a bit of a disjoint. Patients would see me, but as soon as they needed
any kind of nursing care, I had to refer them to the DHB oncology nurse. There were quite a few tensions
around that.”
Heather is Taranaki born-and-bred. “I was born out on the coast, Pungarehu. I went to Pungarehu Primary
School and then came in from the coast and went to New Plymouth Girls High. Mum and Dad moved in
from the coast, where they had lived for about 20 years and were quite well known. My maiden name was
Ferguson. Mum was the mail lady on the coast, so she was really well known; and Dad was the caretaker at
the primary school.
“I trained here - 1980 was the last hospital-trained nursing class, three years of training. I worked here, and
got married and started having children. There was no hospice movement, not locally anyway. Mary Potter
in Wellington and Cranford House in Hastings would have been the only hospices in New Zealand.
“We used to have palliative patients in the medical ward…and it was awful. These patients, with cancer in
particular, would go into these rooms and they’d be there for months. But what was the alternative? We
didn’t have a lot of technology or the knowledge.
“I can remember Ward 12 days, and it’s really interesting because there’s a number of nurses I worked with
in Ward 12 who I work with now, and caring for people in those side rooms and knowing that actually we
could do better. I can always remember Shirlie Fairey saying we can do better. That was her little catch
phrase – ‘we can do better’. I was influenced by those experiences, obviously.”
er involvement with hospice began when the liaison nurse position came up. “At that stage I had
four children at home, my youngest was two. But it was just something I needed to do. So, I started
working at Iona House, and within a very short space of time all the discussions started about taking
over the running of Te Rangimarie Hospice.
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“It was a difficult time, I guess. You reflect on those days and think, gosh, we can do so much better now. A
few months of my starting in that job, the foundation and the DHB were in talks about the hospice service
continuing … they were going to close the hospice. The DHB said financially they couldn’t keep it going.
“They had identified that the hospice service was very expensive to run and they didn’t want to be doing it
any more. That was why the Taranaki Hospice Foundation was approached to run the hospice service
instead.”
Asked what qualities are needed to do this kind of nursing, Heather pauses: “I have to be very careful when I
answer this question, because you come across as this angelic kind of person…probably compassion, I
would say.”
And the effects of seeing a lot of people in end-of-life care? “We were reflecting on this at our annual
refresher, and one of our staff was talking about layered suffering. She’d completed her master’s degree and
this was her thesis. It was about how do people who experience grief and loss return to the workplace?
“And being the age that we are – our nursing workforce is about mid-50 – so all of us would have had
parents who’ve either died or are getting towards that. We’ve got some staff who’ve lost children. We’ve all
experienced grief. So how do you do it? How do you continue to do it? We were talking about that
yesterday, and it’s very much about looking after yourself.”
She says having other things in life is important.
“I’ve got my children, I’ve got my grandchildren, gardening, all those other activities that you do. I’ve been
through…there’s that term ‘burnout’, which…I went through burnout - I’d had a couple of personal
bereavements.
“Taking over as clinical nurse leader, and at that same point…Kevin and I had started in the same month and
we worked long days. I worked 12-hour days, and it got to a point where you can’t do that no matter how
important the work is. So – it’s all about balance.”
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Peter McDonald
Stratford real estate company proprietor Peter McDonald chaired
Hospice Taranaki Incorporated from 2005 until 2011, and was made
a life member in 2012.
Peter was first invited to join the hospice trust board in the mid1990s, going on to become chairman in 2005, a position he filled
until current chairman, Mike Brooke, took over in 2011.
“I’ve just loved it. When I got involved it was in trouble - there
were a lot of well-meaning people, but they weren’t letting go and
they weren’t putting stuff in place. But we worked through that, and
I’m still involved - I do all their auctions, about four auctions a year
for them. I love the place and our business is still a major
supporter.”
The business is McDonald’s Real Estate, which was started by his
grandfather in 1912. “Right through, my grandad and my dad, the
family has always had something to do with the community.
“The same with us – we got involved with kindergartens, then you
get involved with primary school, then secondary schools. Your
kids go to university, so you miss all that. Then you get involved
with sports clubs.”
He said Colin Muggeridge didn’t like him for a start – “being a Catholic. But we became really good mates
towards the end. We became very good friends.”
Like Colin, he had some particular ideas about who should be on the board once he took the chair. “I didn’t
want to have a board full of lawyers, doctors and accountants. We went and got Mary Washer from around
the coast, good strong farming family from the coast.
“I went and asked Paul Bourke from Pihama, a farmer.
Ross Symes from Hawera, another farmer. We got good,
practical, basic people that weren’t tied up with too much
bloody PC. And we got things done. They’ve evened that
up a bit.
“They’ve got doctors and lawyers and accountants on the
board now, which is probably right. But at the time we
were growing, and it was 12 years of non-stop. We just
grew, grew, grew, grew.
“Owen Hastie from Tariki died and left us a property
worth $400,000. Noel Yarrow left us $1 million. That’s
what we did – we actually made it the charity of choice.
We promoted it from absolutely nothing.
“We changed the logo – it used to be Taranaki Hospice,
but we were competing with Taranaki Racing Club,
Taranaki Trotting Club, Taranaki Pony Club, Taranaki
Rugby Union. We wanted to be Hospice Taranaki.

Peter McDonald with one of his grandfather’s real
estate advertisements from 1916.

“Kevin and I took that philosophy down to Hospice NZ –
they were NZ Hospice. Kevin has been an absolute
mainstay. He’s driven our hospice nationally. We took
the philosophy that we wanted to be the end-of-life
provider for everybody in Taranaki. We modelled it on
Plunket.
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“They used to say: ‘Helping the mother and saving the baby’. And we said: ‘Righto, we want to provide end
of life care for everybody in Taranaki. Hospice is really about people with terminal illness, but we were keen
to talk to people about it who aren’t dying of a terminal illness. They might be dying just through old age.
“I’m so proud of it I could talk all day about it. I was in the hospice two or three times every week, but I was
never in the clinical side of it. It wasn’t me. And I don’t want to say: ‘I did this’ and ‘I did that’. I don’t want
it to be that. But I am really proud of what we achieved as a team.” He recalled the last year he was chairman
was when they were building the Noel and Melva Yarrow Wing. “I think Mike Brooke asked me to open
that, because it was just after my term as chairman. When I came off, I cut my ties and I gave Mike Brooke a
fair go.”
Leaving the board after the compulsory 12 years (in fact he did 13, he says), Peter hasn’t retired from charity
work. “I’m a trustee of the Taranaki Health Foundation. We helped set up the children’s ward, and put TVs
in all the kids’ rooms. The angiogram machine was the latest project. We’ve raised $10 million since we’ve
been going, over about five years.
He’s also on the Taranaki Rescue Helicopter Trust, chairman of the St Johns area committee, and chairman
of Aged Care Central. “We own a dementia unit, hospital and two nursing homes. Marire and Mary-Ann
Rest Homes – we’ve just built a dementia unit there.
“When I got out of hospice, these two rest homes were about to close, they were struggling. They put a
board together, asked me to be chairman, and a couple of others, and we’ve now turned it…just humming.
We’ve got a hundred staff and…I’ve probably had as much pleasure out of that as I have with the hospice.
I’ve looked back at the things that I’ve done, and I always seemed to have got on when there was crap
happening. I was president of the NZ Real Estate Institute at the time of the new Act, the 2008 Act. I was
chairman of hospice at the same time, so there was a lot going on. Plus I was running my business, or trying
to.”

Jeff Blyde
Jeff Blyde chaired the hospice foundation from 2001 to 2005, taking
over from Colin Muggeridge and steering the organisation through
the difficult politics of achieving a stand-alone hospice.
He’s a Taranaki man, born in Patea. “We moved up to New
Plymouth where I went to Devon Intermediate and then Spotswood
College.”
Like Kevin Nielsen, he joined Taranaki Newspapers Ltd (TNL)
from school (in his case 1965 as a linotype mechanic). “When I
went down to the newspapers for a job interview, Lloyd Millar said
to me: ‘Why do you want to come here?’ And I said: ‘The lead’.
“I had reasonable marks in industrial and started as a linotype
mechanic. I was 15. Kevin started as a compositor and became a
linotype mechanic and ultimately general manager. Years later I
became the production manager.
“Then I was asked if I wanted to be the sales manager. My wife and
I owned a shoe shop in Moturoa, then opened one in town. I’d been involved in the Moturoa Retailers
Association, and the TNL advertising manager, Ron Pryce, asked me if I’d like to apply to be the sales
manager.
“I got that and my life took off. I got into motivation, building people to sell. The sales manager ran the
sales teams; the advertising manager dealt with the agencies and went to all the meetings. Then I got the
advertising manager’s job – had 15 years in that. I got out of that when Jenny and I went to England.”
He says his story with hospice “goes back a wee way, because I was there just after the beginning. My
father-in-law at the time, he died in ward 21. He was with four men who were dying and I thought what a
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helluva place to die. There was one nurse on the ward. We used to go up and feed him. I don’t reckon he
would have eaten if we hadn’t gone up. It was really, really bad.
“In saying that, I was advertising manager at the newspapers and I was dealing with Colin Muggeridge,
who was with the Cancer Society. I met him through him coming in to put his advertisements in. I used to
write all his ads. He’d come in and talk, and I’d have to do everything again.
“He was chairman of the Cancer Society; he was always working for somebody, but he was always the
boss. He dragged me into the Cancer Society and I was in that for a couple of years. He asked me to get
involved with hospice, and I was at that time of my life when I said: ‘Well, something’s got to be done’. I
was late 40s.
“He got me involved in the fundraising, as you do. I was on the trust. I was more involved in the
fundraising, not the hospice in the early stages. Hospice was something I could see a need for, mainly for
the families.
“The nurses and that there, they controlled pain and all that. If the hospice was not there, the doctors and
nurses would still be doing that in some shape or form. Really it was about the dignity of where you are
when you die and how family can interact with you, and they do that brilliantly.”
Discussion about palliative care with Jeff and the original work of Cecily Saunders and Elisabeth KublerRoss, particularly the latter’s final book on life after death, revived a vivid memory for him.
“I’ve seen that, when I was at the newspapers. I got electrocuted. You know the linotypes, they had a
light. I put it on and the current went through me. People watching me thought I was joking. I saw this
bright light, and my life flashed before me. And then the thing broke and I fell down. The muscles in my
chest were sore for a year, and I reckon I was that close.”
He survived that, obviously, and after several years on the hospice trust board, stepped up to become
chairman of the foundation after Colin was required to step down in 2001. “John O’Neill, the CEO at the
hospital, came onto our board and he got me involved in governance. He opened up a lot of the hospital
documentation, and we did a few workshops on governance.
“Colin was trying to manipulate the whole working environment, which I didn’t really want to have a lot
to do with. The nursing side of it – how much they were paid, and all that kind of thing. Anyway,
somewhere along the line we made the decision we had to get a CEO.
“Well, bugger me days, Kevin hands in his notice at the newspapers. I walked into his office the next day
and said: ‘Well, what are you going to do?’ He said he had no other plans, and I said there was a job going
at the hospice. ‘We’re just interviewing at the moment. You’ve got to get your CV in.’ He never said
anything, but the next day he comes in and he said he was interested.
“I was one of the ones doing the interviewing, so I said to the members of the trust that I had a conflict of
interest, but they all said no. He shone out anyway, and he got the job. Kevin in his srong-willed way
fought his way to the top, as only he could do. Even to the day he died, Colin would have conversations
with me about Kevin not doing it right, but I think Colin did respect Kevin.
“Kevin took control, and Colin became a dinosaur to the side who kept working for hospice, if you know
what I mean. And then it just grew like Topsy. I went to England and pulled out. When we came back,
Jenny got the counsellor’s job.”
He has his thoughts about why the hospice is so popular as a charity. “Number one, all the money comes
to Taranaki, while all the other ones, Cancer Society and everything, they’re all nation-wide and half the
money disappears. So, you know it’s going there. It’s got a face, Kevin, who’s everywhere. He’ll work
Saturday, Sunday, he’ll do anything for hospice.
“Colin had a lot of networks, knew a lot of people; he could drag money from under a stone … with
Kevin going there, he’s good at marketing, he’s good with money, very careful with money, and he
knows how to run a good ship.”
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Alice Doorbar
Alice Doorbar was a member of the hospice trust board for
14 years from 2001 to 2014. Born in Waitara, she grew up
in Leslie St on the northern side of the Waitara River, her
current house occupying land that was once her mother’s
garden.
“I’m of Te Ātiawa, Otaraua Hapū - that’s this side of the
river, Tikorangi. Along came the Crown and said: ‘You
are Otaraua, and you are Manukorihi’, so the hapū were in
these designated areas. There are pockets of whanau here.
“My maiden name was Ngatai. My Dad came down from
Waikato and married into Te Ātiawa, My Mum’s family
was Tikorangi.
“I went to school in Waitara. Like I say, home was next
door. There was a maternity annex up in Hutchins St, and
it was run by Miss Mary Elliot - the Raleigh Hospital,
Raleigh Maternity Home, something like that, right next
door to the Methodist Church.
“That’s where I was born; and my two sisters. The rest of
the family was born in the new maternity annex.
“I went down to Wellington to train as a nurse at Porirua Hospital – I couldn’t get into any of the hospitals
up here. Halfway through my training I met my husband. His name was Peter Doorbar, and he was English.
You weren’t allowed to live together in those days, and once you got married that was the end of your
training. They didn’t have married trainees.”
They lived in Wellington for a while, “but the more we saved, the higher the deposits got, so we came home
and built here in 1964. We had two children by then. Eventually we had four sons. I didn’t work during that
time.
“But my husband was killed in 1974, and 12 months later I wasn’t sleeping. The maternity annex around the
corner up there was advertising for night staff, so I went up there. My sister lived next door here, so she
looked after the boys at night, kept an eye on them. I was on permanent nights for 14 years, so I got paid to
be awake at night, and that’s how I came back into nursing again. I stayed there until it closed down in
1989.”
Alice’s involvement with hospice began when there were fewer patients coming into the annex and she
started doing voluntary community work amongst Māori families, mainly the elderly who were in hospitals.
“They were dying and they were in the end stages and wanted to come home. I thought: ‘I know how to bedpan, I know how to bed-bath.’ They were starting to bring them home to the kaumatua flats, rather than them
being in hospital. So, I supported the families to look after them.
“That’s really how I started with hospice – the voluntary stuff I was doing out here in Waitara with them, but
under the umbrella of the public health nurse at the time, and the district nurses. I was out here with Jenny
Moore, who was the public health nurse, and Jan Wilkes, who lives out at Mimi. She was the district nurse. I
was working alongside them, mainly accessing the Māori whanau. Jenny was having problems accessing
some of the families.
“When the annex closed down, they decided I should carry on the role with the public health nurse and the
district nurse. They gave me a car, a day job, pay packets. Jan Wilkes was doing a lot of caring with the
families at home, particularly the elderly, and I was supporting her, as well. The hospice hadn’t really started
then, and the Māori patients were coming out of Ward 11 and Ward 12, and they were coming home to end
of life.
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“I became a community health worker with the DHB from 1989, and I eventually came on to the hospice
trust through Dr Peter Van Praagh. He was out here, and he was looking after many of the patients in
Waitara. Jan Wilkes worked alongside him. It was Dr Van Praagh who said to me: ‘Well, come on board as
a trustee’.
“I covered the Waitara, Urenui and New Plymouth area, supporting Māori patients who were in hospice after
it started and who were coming back out to be at home. The hospital board took on four other Māori health
workers. Makere Wano (Hayden Wano’s mother) covered the Opunake and coastal area.
“After a couple of years, Hayden became the manager of the Māori health unit, and so rather than Māori
health workers being at the bottom of the cliff, they put us back up at the top and we became iwi educators.
Rather than just running everybody to the doctors and trying to persuade them to get health care, we worked
on preventive health care.
“I think it was quite expensive for the DHB, so they amalgamated us with the Health Promotion Unit. I tell
you, I’ve been through so many changes, various DHB names, health care, health whatever, whatever. When
it was decided the iwi educators would amalgamate with the health promotion team, I came over to work
with the Māori elderly. I covered the whole of Taranaki, and it was fabulous. It was a six-week circuit. It
used to take me that long.
“Referrals came from family: ‘Would you go and see Auntie, she’s not coping, she’s on her own. She says
she’s okay, but she’s just been discharged from hospital and she’s got nobody at home to look after her’ sort
of thing. I would go and assess them. There weren’t a lot of health providers out there then, or services, that
they were comfortable with.
“And that’s how some of the changes started happening. Māori providers came on board, and Tui Ora came
about. Lots of other things were happening at the same time to encourage Māori to use the services.
“Prior to that there was a reluctance to come into hospital, a reluctance to use the services, because with a lot
of them they thought they had to pay for them. I would go with them to their appointments until they were
okay, and then go and find someone in the family who could take them. Although, they had no transport,
some of them.”
She did that work until 2005. “Then the providers, Tui Ora and that, were starting to have the workers out
there on the ground. There were a lot more of them to get out there to spread the message, or bring them in.
It was changing all the time.
“So, I came into the hospital in town, around the wards. I had been in and out of there supporting families
and patients as they came into the ward. During their stay, some of them weren’t happy about staying there
for a whole lot of different reasons. I had been a community health worker with the elderly, so then I became
Kaiāwhina Whanau Support in the hospital.
“I retired in 2014. Well, I tried retirement, but was bored silly. I should have been out in the garden and that
sort of thing, but I miss people. I miss the contact with people…and I’m nosey. I was out of the loop with
emails, not knowing what was happening in the community. I think I’d been on there too long, or so long
that I really did miss it.
Is there more acceptance from Māori now about making use of these sorts of facilities? “I don’t know if it’s
just a Māori thing, but they don’t want to know about it, don’t want to talk about it until you’re actually
affected by serious illness. One in four families is affected by cancer. That’s just cancer alone. Now they’re
providing services that include (people dying from) renal failure, heart failure, respiratory disease.”
Now Alice has gone back to doing a few hours at hospice as part of the Kaiāwhina Whanau Support team.
“Those two years I was out of it…well, I’m just catching up with what happened in those two years. I
always used to say, if you blink, you miss. The changes are happening all the time – treatments, services that
are available.”
Alice was awarded the QSM in the 2017 New Zealand Honours.
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Rosemary Mills
and Dianne
Bezuidenhout
Dianne Bezuidenhout worked as
Hawera’s first palliative care nurse and
has been a South Taranaki
representative on the hospice board of
trustees since it began.
Her Hawera colleague, Rosemary Mills,
was also a long-serving member of the
board.
Rosemary says she got involved when
she was co-opted on in 1996 to be the
fundraiser, after she retired from
nursing at Hawera hospital.
A South Taranakian, she had spent a bit
of time overseas working as a nurse, at
one stage in charge of the operating
theatre in Fiji.
“Those days we were seconded by the
New Zealand government to the Pacific
Island governments.

Rosemary (left) and Dianne.

“I came back here to New Zealand and in about six months Pat and I got married and we went to Australia.
Lived up there in Townsville, still working, in the Townsville Base Hospital. I worked as a supervising
tutor/sister, a great job. We were up there two and half years, then came back to Hawera when I was eight
months pregnant - I wanted a Kiwi, not an Australian.”
By the time the family had grown to two girls she got a call from Sister Marita from Trinity Hospital
(Calvary Private Hospital, with a rest home attached, as it was then). “Pat answered the telephone, and she
said to him: ‘I’m sure Rosemary would like to come and do some hours down here’.
“He said: ‘Oh no, she wouldn’t.’ So, she rang me back later, and I said I’d love to. Then Molly O’Dea, the
principal nurse – Matron, as they called them then - rang and said: ‘Rosemary, would you be prepared to
come back to the (Hawera) hospital?’ I went back and it was brilliant. I did the wards, surgical and medical,
and then I went on to district nursing. We looked after the cancer patients, so it was nothing to get called out
at 2 o’clock in the morning and go and attend to them.”
Her interest in end-of-life care had been stirred well before then, however. “I’ve been interested in it since I
was 13 and a half. My mother died from terminal cancer when I was thirteen, so that was the start. So, I was
at the hospital for over 20 years, and then when I retired, Di (Dianne Bezuidenhout) and Doreen Jones asked
me if I would be interested in going onto the hospice committee. ‘You’re not doing anything,’ they said. ‘Oh
yes, I am’. ‘You could be co-opted on to be the fundraiser.’ I said: ‘Not me’, but however…”
Dianne is also from South Taranaki. “My maiden name was Hook. I trained at Hawera Hospital, graduated
from there, went overseas on my OE, stopped in South Africa, met my husband, married, had two lovely
boys, came back 20 years later, straight back to Hawera Hospital in 1989.
“It was easy for me to get a job, but my husband not so employable. He was an accountant, so it took him a
little while to get work. The boys went straight into Hawera High School. Loved having grandparents down
the road. I worked on the ward, always on the medical ward. I went to ICU, and then I moved to district
nursing.
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“Because of the much revered – in my and my husband’s lives – the wonderful, wonderful Colin
Muggeridge, I became the first ever palliative care nurse in Hawera. I was doing that work by default as a
district nurse, because then the district nurses were doing the palliative care.
“I wasn’t job-sharing, so you were doing it during the day, during the night, on the weekends, public
holidays, Xmas Day. So I didn’t last very long. But the good thing about me leaving was they then looked at
it and it became a job-share position. “So, I’ve always been involved with hospice, always on the committee
since the very first meeting at Doreen Jones’ house in 1995. I still work as a GP practice nurse.”
Rosemary and Dianne vividly recall their first fund-raising event in 1996. Rosemary: “We were having a
cheese and wine and auction evening at the Hawera Bowling Club, and I went around every hotel and bottle
store in Hawera, and approached the cheese bars. Fonterra or Dairyland or whatever it was, a place in
Eltham. We did very well, actually - we didn’t pay for anything.”
Dianne: “It was an auction of South Taranaki goods and we made $8000. That was huge in one night. We
had a local, Gary Brown probably, doing the auctioneering. We’d been around all the people we knew in
South Taranaki asking them to make something specifically for this evening’s auction. We had people on
lathes doing wood-turning. Covered coat hangers to a christening gown. My cousin made and decorated a
cake.
“But we sold hardly a ticket. People in Hawera don’t buy tickets until the last minute. We thought we were
looking at a disaster. But on the night, people were queuing to get in. We went from the Hawera Bowling
Club to the Hawera Club which is next door, taking chairs out of there and taking them across in the rain.
My husband was sent three times to the bottle store to get extra wine. And that was our first fund-raiser.”
How do you follow up something like that? Rosemary: “A soiree…” Dianne: “A marquee…” Rosemary:
“Out on a farm, the Brown’s farm. That was a wonderful night.” Rosemary: “That was fantastic – oh my
god, that was classy for us. We did garden rambles. We did Devonshire teas. We did an invitation to a
wedding – wedding gowns through the ages, basically.”
Rosemary: “We had people modelling them…” Dianne: “And we did mother of the groom and mother of the
bride.” Rosemary: “We did so well. I was president at the time and I wasn’t particularly well. And then we
wanted two beds…” Dianne: “In what was then the new hospital. And we got those…” Rosemary: “After a
bit of a performance, I can tell you.”
Prior to that, was it as grim being a terminal patient in Hawera as it apparently was in New Plymouth prior to
the hospice? Dianne: “No. We’re a country club…” Rosemary: “And a country town, and so many people
knew so many people…” Dianne: “And dying in hospital was never going to be a bad experience.”
Rosemary: “And it was the care that the nursing staff gave. They were a tremendously caring staff. So
different. People would come from New Plymouth down to Hawera and say: ‘This is different. Are you sure
we’re all the same place?’”
Dianne: “And remember, we didn’t have the numbers, anyway, compared with New Plymouth. We never
ever had the vast numbers.” Rosemary: “It was easier for us.” Dianne: “And if it wasn’t my auntie, it was my
auntie’s neighbour, or somebody that Dad worked with in the oil industry. Far more close-knit. So, our
mindsets were always going to be different.”
Dianne is still a member of the Hospice Taranaki Incorporated board, “though I don’t go up to the meetings
any more. I used to go up there to their meetings religiously. Every month, Rosemary and I, or Val and I, or
with Robbie Sutherland, we used to stop at Carole Shaw’s place at Ngaere for a drink on the way home, and
we used to talk non-stop in the car coming back.”
Rosemary: “Val and I used to go up initially, and I’d drive her up, and the others would always be drinking a
cup of coffee or tea. We’d had to have an early meal to get there.”
Dianne: “I’ve always said to them…and this is probably why I stopped going to the meetings, apart from the
fact I then didn’t do night driving very well…but I just said to them: ‘I come up here constantly to remind
you there is life past Egmont Village.’” Rosemary: “I used to tell them that Taranaki doesn’t finish at the
Clayton’s Motorway.”
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Dianne: “We had a very healthy bank balance down here, and it as all our own doing. Yes, people would
leave us money, and gift us money, but not huge sums like New Plymouth gets. But we did it. We still have
a small committee down here that meets two-monthly, and I’ve been the chairperson for the South Taranaki
committee since Rosemary resigned.
“Kevin does come down and report what was happening within the service. Which is good, because it
negates the need for me to be at the (New Plymouth meetings). But we do still need two trustees from the
south travelling up and being present at those meetings.”
Two part-time palliative care nurses share a working
week to cover South Taranaki, a fulltime position
paid for by Hospice Taranaki. Rosemary: “We have
two fabulously caring nurses here.”
Dianne: “With our committee and the money that’s
in a designated account, we do things for the nurses,
which means we do things for our community. I’m
not saying it wouldn’t be done if the money wasn’t
there.
“For example, we pay for the consumable goods that
the nurses use for the care. We provide them with a
motor car, we pay their telephone account, we pay
for parts for the car.
“But one of the local garages looks after that car for
free, Brett Stratton. Wonderful young man, mother
was a nurse.”
“If they need anything, they come to us. A special
patient hoist they asked for recently, costing $8800,
but we need it. And if we can take that burden off the
New Plymouth…and pay for it locally, but through
the correct channels.”
They have a team of volunteers, as well. Rosemary:
“Pat, my husband, co-ordinates the equipment, and
he looks after the volunteers there.”

Today’s Hawera-based hospice nurses Breeda Hawkes
and Lynne Newell. Breeda is the team leader, including
for the nurses in Stratford.

Dianne: “Yes, he’s Mr Shifter. When a bed has to go
out to a home. Rosemary’s husband has done that
forever for us. Before that, I used to do it out of the back of the hospice station wagon. There was nearly a
divorce one day at home when I said to my husband, Sid: ‘You need to help me with this bed’, and he said:
‘Dianne the rugby’s about to start.’

“I love telling the story about the time I was called out to Manaia, and I’d actually worked with the girl, who
was looking after her father. A Māori family, and they had the guitars out, and it was midnightish. And they
said: ‘Oh nursie, you’re tired. We’ll make you a bed and you just lie down’. And eventually I did because I
was so bloody tired. And then about five o’clock it was: ‘Nursie, nursie, wake up’ and I thought: ‘What
now?’ And she said: ‘Oh, he’s died – we just thought we’d tell you.’
“Another time there was this very plush dinner we were going to at The Mountain House, and Sid said to me
– people think he’s long-suffering, but he’s not really - he said: ‘You will be home in time, Dianne?’ and I
said: ‘Yes’. But I was out the back of Whenuakura, and do you think this bed would go together.
“And I just knew the depths of it I was in at home, so I kept ringing. And the cell phone – the first one we
had was like a brick – and I phoned the people that we got the bed from, and they’d all gone to the pub,
because it was 5 o’clock of a Friday night. I mean, they were really good when they were there, but they just
weren’t interested on a Friday night. And anyway, I went past it and I gave it such a kick that it worked. You
don’t need a manual.”
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Dr Ian Smiley
Ian Smiley is a GP and palliative care specialist
who has worked on and off for the hospice since
1992. He is a former hospice medical director,
and in 2011 was appointed a life member of
Hospice Taranaki.
“I’m originally from Northern Ireland, brought
up there and went to school in Belfast,” he says.
“We lived just outside Belfast for most of those
years. But I went to university in Dublin - went
down to Trinity College in Dublin to do my
medical training.
“And I did my first house jobs, my first junior
doctor’s positions, in Dublin at the hospital I
trained in.
“I just had a desire to come out to New Zealand. It was a place that I knew about and knew people who had
come here, and I just really wanted to come out for a year or two to visit New Zealand and work here, and
travel from here. So, I came out in 1975, and as it turned out I came directly to New Plymouth.
“I had no idea about anywhere in New Zealand at that time - just knew I wanted to come to New Zealand. I
got the British Medical Journal, and any address of any hospital in New Zealand I just wrote to them. And I
got all these replies. I got offered jobs from all sorts of places. I was quite surprised, but obviously New
Zealand was short of junior doctors at the time, so they were welcoming anybody from overseas.
“I got a telegram from Whakatane, and I thought they must be a bit desperate sending telegrams offering me
a job. And I got this amazing letter from this medical superintendent in New Plymouth … a really nice,
welcoming letter from Peter Matthews offering me a position. He sent me a colour brochure of Taranaki
with the mountain and the sea, and I was sold, immediately. Why would I want to go anywhere else?
“So, I came out here in 1975. At that time the hospital here paid for my fare if I signed a contract for two
years. It was a really nice way to come and visit. I met my wife here, a Taranaki girl. Clare Kuriger was her
name, from a Swiss family from around the coast. We met at the hospital, where she was a nurse, and we got
married in 1976, a year later.
“Clare did her midwifery and we went to Christchurch, and then we went back overseas for a couple of
years, really for me to do a little bit more training, and also I guess to see where we wanted to be. Because I
had always thought it would be a short time I would be in New Zealand and I was intending to go back to
Ireland.
“But Ireland was really not a very pleasant place to be at that time. The troubles were really high in the 70s,
and my father, as much as he would have liked for me to be back in that part of the world, he said there was
no place to come back to Northern Ireland and live there.
“We felt we weren’t on a side. I’m from the Protestant side, so we felt we had more affinity to the UK, and I
went to a school that taught British history and all that. But my parents brought us up not to have sectarian
views. One of the issues when I came out here, and my wife, she’s Catholic, so that was part of the reason
my father said this is no place to bring a Catholic girl back to Northern Ireland as it was at that time. In New
Zealand, it doesn’t matter at all. Nobody cares.
“So, we went back for a bit, did a bit of extra training, and travelling, and decided to come back to New
Zealand and looked around for where to live…and New Plymouth was the place that appealed the most. I
always thought that I would want to do general practice. This building (his surgery in Moturoa) was owned
by Gavin Forrest, a well-respected GP, who had set up general practice here 25 years earlier. He was here for
25 years, and I’ve now been here for 36 years, so that’s a lot of patients. We’ve only had two doctors in all
of those years.
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“General practice was my passion. Initially, I did a lot of maternity. I really enjoyed the satisfaction of
looking after women during the pregnancy, being present during the birth, never tiring of that, the
excitement and joy of a new birth.
“Obviously, it was stressful at times. It didn’t always go smoothly, but I thought it was a real privilege to
look after women during their pregnancy, build up a relationship with them, and a real privilege to be at the
birth. Because there’s not many men who are in the situation where they can be at a child’s birth. It was a
thing I got a real satisfaction from.
“And then as I went through the years in practice, the other thing that I realised I got a huge amount of
satisfaction from was looking after people at the end of their life. So, looking after people at the beginning of
their life you build up a relationship with the family. You start to get to know the mother and the children.
“And looking after people at the end of their life, again it’s a family thing - you’re in a privileged situation,
and you build up a relationship not just with the patient but with the other members of that family. It’s
incredibly rewarding if you know that something that you’ve done or just being there for them has been
something to make that journey easier.
“I’ve left hospice two or three times, to be honest, and I’ve had several farewell gifts. But I keep on going
back. I continue an association - I do one night a week on call, and I do a weekend on call each month. So, I
still work there and have an involvement. I guess it’s because I love it so much. For a time, I found two halftime jobs were great, but as you’re aware, they don’t end up being half time. They become two three-quarter
time jobs. It becomes too difficult, unsustainable.
“For me, I felt at some point I had to make a decision. I couldn’t keep on trying to do everything. I nearly
decided to sell my practice and go fulltime hospice, and I think most people thought that’s what I would do,
and I agonised over that. I still agonise over that. But I guess the reason I decided to cut back on the hospice
and come back more into general practice was that I had built up a relationship with many patients here over
very many years, and that long-term relationship is the very satisfying thing about general practice.
“And much as palliative medicine is incredibly rewarding, it wasn’t long-term relationships. So, for me, the
thing that drew me was the long-term relationships I had with my patients here and the families … I felt that
was where my original calling was leaning, if you like, and that’s what I wanted to go back to.”
Does he find dealing with so many terminal patients wearying? “It is very wearying, and it’s emotional, but
it’s incredibly rewarding. I’ve always felt it’s more rewarding than stressful or difficult. It’s amazing feeling
that just by being there or doing something that can make that journey easier for the person and the family,
there’s a really good feeling about that.
“Working with the hospice staff is also incredibly rewarding. It’s a fantastic team. The other thing I find
quite difficult to leave is the hospice goodwill, because in general practice you’re quite isolated whereas up
at the hospice you’ve got a fantastic team, lots of goodwill. People sometimes think of it as a morbid place?
But it’s never morbid. People still have a good sense of humour. Often patients say…you come in and
there’s a bright atmosphere to the place.”
Does the work become easier with experience? “I think it does become easier with experience. There’s no
doubt that talking to people about the diagnosis of cancer or talking to them that they’ve got a terminal
illness which they’re not going to recover from…yes, they are difficult things, and there’s no easy way to do
it.
“But I think as time goes on you learn how to do it - and every individual’s a different person, as to how
you’re going to talk about that subject, and at what point in the journey you talk to them about the fact that
this is no longer curable. People often ask: ‘Well, how long have I got?’ and that’s something you try not to
say, because nobody knows for sure. Everybody’s different.”
He strongly agrees with the hospice objective of making the rest of a person’s life worth living. “That’s very
much what it is. The whole philosophy of hospice care is to try and improve the quality of life for however
long it is. A lot of people think when you go on drugs like morphine that that’s the end of the line, that things
will move along more quickly now, but I’ve seen situations where people when they go on morphine they
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feel better, they’re more comfortable, their quality of life improves, they actually live longer than they
probably would have done.
“Because, if you’re miserable and in pain, then you’re going to go down-hill more quickly, whereas if you
can improve comfort…that’s the false impression that a lot of people have about some of those drugs that we
use coming towards the end of life. They can actually significantly improve people’s lives.
“When I first got involved, it wasn’t just patients…people are a lot more accepting now of the
medications…but when I first got involved in the 90s, a lot of the hospital doctors were very reluctant to
initiate morphine medication and things because there was this fear of addiction. But not nearly so much
now.
“There’s much more acceptance and knowledge about the use of medications. The fears described by
Elisabeth Kubler-Ross have largely disappeared, although even in the 90s it was still there. Nowadays it’s
very much more accepting…Dame Cecily Saunders battled a lot in those early days to get acceptance of the
care and management.”
On the subject of euthanasia, he says people do fear suffering towards death and that’s why the debate comes
up. “Most people involved in palliative medicine or the hospice movement would be strongly against
euthanasia, because we believe that suffering can be alleviated, you don’t have to suffer. But it’s going to be
an ongoing debate, isn’t it. It’s not an easy thing.”
Ian says there are not many people that hospice hasn’t touched, them or their families, in some way in
Taranaki. “The hospice is easy to fund-raise for. It’s amazing the number of volunteers at the hospice who
are actually relatives of people who’ve had the experience, and I think that’s a telling thing. Most people
know or have somebody close, whether it be a friend or family member, who has been looked after by
hospice.
“People fear death and fear suffering, so people are grateful for anything that can be done to alleviate that. I
think because the hospice service has been there for so many people, and so many people know about it, and
usually if people have recognised that their loved one or the person that they know has been supported and
made more comfortable for the journey towards their death, if it’s been easier, people are grateful.”

Jane Simonson
The day Graeme Martin first left home to
go to hospice is one Jane Simonson will
never forget. Ever.
It was 2001. She was Mrs Jane Martin
then, had been for less than a week. Her
new husband wouldn’t talk to her,
wouldn’t even look at her.
He sat in a friend’s car outside the Martin
house in New Plymouth, waiting to be
driven to the hospice, and looking
resolutely ahead down the street.
Jane and the kids waved as the car left, but
Graeme wouldn’t acknowledge them. “It
was awful,” she recalls now.
“There was no way he was going to hospice. He was very sick by then (cancer) and we’d try to introduce
him to the idea of it gently. That he could go for day care and get some peace from all the visitors and be
looked after while we were all at work or school. And then he could come home again.
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“But he wasn’t having any of it. Luckily, I had a good friend who worked next door to the ward where the
hospice was located at Taranaki Base Hospital, and she finally persuaded him he should at least go and have
a look.”
That was the day he left in a huff. Afterwards, Jane went distractedly to work as an advertising rep at
Taranaki Newspapers, where her boss was ad manager Jeff Blyde, who was also chair of the hospice
foundation. “Jeff knew I was worried. When I went to him at morning tea and asked if I could go up and
check how Graeme was doing, Jeff said: ‘Go. Just go. Don’t worry about how long you’re away.’
“I get up there thinking is he even going to talk to me? Well, he was sitting up. He looked amazing. He said:
‘This is great. I might see if I can stay here tonight’. And I was like: ‘Two hours!’ And he said: ‘But it’s so
quiet. There’s no phones, there’s no cars’. He must have been so sensitive to everything.
“He asked if I could come back at lunchtime and bring his guitar. I did, and then he asked to stay the night.
The next day he was meant to come home with our friend, but he ended up staying Monday night through to
Friday morning, when they said he could go home for the weekend. He decided he would stay Friday night,
as well, and go home Saturday.”
It was Jane Simonson’s first close experience with hospice, and one that would lead to her becoming one of
the organisation’s most successful fund-raisers, a musical show organiser who was responsible – with a team
of hundreds – for raising about $350,000 during the years that followed Graeme’s death.
Jane’s journey towards that fateful intersection with Hospice Taranaki began as a child in South Taranaki, it
could be said, because she got right into theatre and music, attended the touring shows that came regularly to
Hawera in the late 60s and 70s. She was born in Lower Hutt in 1962, and adopted by South Taranaki farmers
Ernie and Joan Andreoli.
“My Mum and Dad are still alive – Dad’s 90, and still volunteers for Riding for the Disabled. He’s very
naughty – he won’t wear a helmet. I went to all the shows as a child. My first was The Sound of Music. And
I still remember going to the Vienna Boys Choir in the Hawera Opera House.”
She got her first experience in advertising at the Hawera Star. “I’d had a year in Australia in 1981, but went
back home to visit Mum and Dad and stayed with them until I decided where I was going to live. The paper
was advertising for an advertising representative, and I got the job. I thought: ‘Well, I’ll just stay here for a
little while’ – and ended up being there for 10 years.
“Then I went to Energy FM for five years, then moved up to 90FM in New Plymouth and was there for
about three years. I moved to the Taranaki Daily News in 2000, when Jeff Blyde was ad manager and Kevin
Nielsen the general manager.” She’d had her first daughter by then and wasn’t married at that stage. She met
Graeme in 1998 on a blind date arranged by a friend.
“I was singing with Living Harmony at
the time, a group. They’re still going. We
were all in Les Miserables in 1994. I had
travelled up to New Plymouth to be in
that, which was my first operatic show.
We had such a good time and we all got
on so well, we decided to meet once a
week and just sing. Just two hours on a
Thursday.
“As word got around, we’d sing at
weddings and funerals, and Christmas
songs for the rest homes. It was quite low
key, but every now and then we’d have a
social function. I’d go along by myself,
and my friend thought I needed a date.
She thought Graeme and I would get on
well, which we did. Neither of us wanted

Peter McDonald and Jeff Blyde present a Bowl of Brooklands book
to Jane Simonson.
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to go on a blind date, but we went to the movies…and the rest is history.
“He had three children, and when I met him they were four, six and seven. He was doing his jazz thing. He
and others would play at Grapevine, and a bunch of us would meet at our house and we’d sing.
“Then Graeme got unwell. Back in the 90s, he’d had a level four melanoma cut out of his back…massive
scar…and he said he’d been cleared.
“I didn’t know that level four was it. Like, that’s pretty bad. I don’t think he’d ever asked the question. We’ll
never know now.
“Anyway, one day he picked me up from the Daily News for lunch, and we were driving back home to
Wallace Pl and he said something funny had happened to him that day.
“He had his own mobile business that worked on people’s computers at home and one or two businesses,
and he was fixing this person’s computer and had a funny turn.
“He went to the doctor, who said he thought he was doing too much, with Grapevine, the kids, working.
When we got home I started making some sandwiches, and he said he’d had lunch. He said he couldn’t
remember having lunch, but he’d had lunch. He came into the lounge, and I heard this crash - he’d fallen and
hit his metal tool box. I thought he’d knocked himself out, but he’d had a seizure.
“So I called the ambulance. By 2.30 that afternoon, they’d already given him an MRI scan and found a 5cm
tumour. They asked him his history, and of course, there’d been the melanoma. They gave him a full X-ray
the next day, and he had tumours all over his lungs and one in his adrenal gland. So, that was pretty much
that.”
At that stage (2000), they were living together, planned to marry, but had been putting it off because of their
busy lives. Graeme now said he thought they should get married as soon as possible. “We went to the
oncologist together in December, and when we came out he said: ‘Can I just go back in and talk to him?’
And he came back and said: ‘Yeah, I think we should get married’. So, we got married at St Philomena’s
Church on February 10 (2001).”
Before that day arrived, the couple’s lives had changed dramatically as Graeme stayed home at their Wallace
Pl villa and battled to keep his condition at bay. He’d refused opiate painkillers, having watched what they
did to his mother when she died of cancer.
“People used to visit him all the time. They’d just come in. And as word got out, all these people just came
out of the woodwork to visit. People would come and pray over him, which he wasn’t very happy about. I’d
leave the door open so his friends could get in, but all these other people would come.
“A good friend worked in alcohol and drugs, which was next door to the old hospice, and she said: ‘Why
don’t I have a talk to them and see if I can get him in’. In the meantime, Jeff Blyde’s watching me go home
from work at lunch time…I’d strip the bed, change the sheets, try and get Graeme to eat something, which
he didn’t want to do, and then go back to work, and not be late.
“So, I had this conversation with Graeme about going to hospice day care while I was at work, and I would
pick him up when I got home. He wouldn’t have a bar of it. He said: ‘No, that’s where people go to die. I’m
not going there’.
“But too many people were coming to see him, and they were wearing him out because they’d ask the same
questions. And he’d always want to get up and make them a cup of tea. Some were great, of course. A
cousin brought photos from a wedding and just showed him and he could just smile and nod. And another
used to come and make dinner so it was there when I got home. People just came and did stuff. Someone
took all my washing away and ironed it. Another person cleaned my oven – it had never been so clean.
“Anyway, I said I couldn’t just leave the door open, because he wasn’t getting any rest. He was bedridden by
that stage, but he would always get dressed. He was trying to be strong for his kids, because they were going
through a lot with all this, too. Then the friend who worked next door to the hospice said she would take him
up in the morning and bring him home at night.”
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raeme finally relented, and got his introduction to hospice care. At the end of that first momentous
week, he came home on the Saturday morning to spend the next couple of nights, not knowing his
musician friends had a surprise – a jazz concert on the couple’s front verandah that Sunday.

It was a beautiful day, Jane remembers. “The multi-ethnic festival was on at Yarrow Stadium and people
were parking nearby and saying what was this jazz thing happening on someone’s verandah? That night, he
was meant to stay at home and go back on the Monday, but he said he thought it would be best if he went
back to the hospice that night ‘because then you won’t have to worry about me in the morning, and you can
get the kids to school’. I rang and they said it was fine.
“He got back there and they said they were going to give him the big room, with extra beds, like the
penthouse suite. And he asked if I could bring his laptop computer, because he wanted to do some
composing. So, he had that. On the Monday, I saw him a couple of times, checked in on him, and he was
composing. His brother arrived from Perth and his other brother arrived from Auckland.
“And that night…he died. Just…died. He must have felt funny, because he said to me could I ring the nurse.
He said he didn’t feel very well. His brothers had gone to get takeaways for the kids, and they were at home
waiting for those, when it happened. I would say it was very peaceful. I’m not a doctor, but I’d say it was an
aneurism sort of thing.
“The nurse (Nuala Marshall) was amazing. They were amazing. They lit a candle straight away, and they
burn that candle for 24 hours. It was just nice things. I rang Jimmy Nana (Graeme’s close friend and best
man), who been in that day to say goodbye before heading back for Auckland. He said he was coming back,
so we stayed all night at the hospice. Father Craig Butler came to the house that night. People are amazing.”
The date was February 26. They had been married 16 days.
What happened after that was typical of the experiences of many people whose loved one has been cared for
by the hospice. Except the changes to Jane’s life were probably more momentous than most. They began two
years later when Jeff Blyde approached his staff looking for volunteers.
It was garden festival time in 2003 and Jeff asked Daily News advertising staff if any would go on a roster to
help out with the hospice garden party. Jane: “I thought I’d take the first two hours, because having four kids
I thought I’d get it done early in the day and then get on with the day.
“They were holding a garden party at this house on State Highway 3 going out of town. There would be all
sorts of bands, a café, people selling ice creams and art, and all those sorts of things. But it rained. When I
got there, there was hardly anyone in. There was one entrance, a farm gate off the road, and people were
trying to shovel sawdust to cover the mud churned up by the trade vehicles. The generator was keeping the
ice cream cold, but the rain was doing a good job, too.
“It was just abysmal. Everyone had gone to a lot of effort. The hospice had spent a few thousand on the fixed
costs, and I just saw Kevin Nielsen’s face draining. I could just see they were so miserable about it and
disappointed.
“It kept playing on my mind all weekend, and it made me think about this woman – who has since passed
away – Helena Mulligan in Manaia, who was a great musician, into theatre. She was my best friend’s
mother. She’d told us years ago about this play, the Oberammergau Passion Play, and I’d always thought
wouldn’t it be great to do a production like that in the Bowl of Brooklands. What about Jesus Christ
Superstar.
“This kept going over and over in my mind, so when I got to work on Monday I asked Jeff if I could see
him. I said had they ever thought about doing a show? He said: ‘A show – what sort of show?’ ‘Well, what
about doing Jesus Christ Superstar at the Bowl of Brooklands?’ He went: ‘Oh – who’d do that?’ I said: ‘We
could just ask around and see who’d like to do it.’
“The first thing would be to apply to the owners for the rights, because if they were doing it anywhere in the
Southern Hemisphere you wouldn’t be able to get them. He asked how you could find out, and I said you’d
email them. In those days, he was the only one who had email at work.
“So, we Google it, and email them, and they came straight back and said it was available. He said: ‘Now
what?’ And I said we’d have to put a proposal together for Kevin. We went had a meeting with him and he
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was, like: ‘How much would it cost?’ We got some quotes. And he said: ‘Well, how many people will
come?’ I said: ‘Well, how many does the Bowl hold?’
“We talked it through, and I said we could make it minimal entry charge and then pass around buckets, like
they do for Christmas at the Bowl. And he said: ‘Oh, we’re not having buckets’. So, I said: ‘Okay, we’ll sell
tickets.’
“I thought we would need sponsorship, so I suggested we could have a platinum sponsor, and they could
have the naming rights on the advertising, tee-shirts, everything. Then we could have gold sponsors, silver
sponsors, bronze, and then everyone else. I suggested $20,000 for platinum, because we needed to be
realistic. He goes: ‘Well, who’s going to pay $20,000’, so I said: ‘Let’s go and ask’.
“At that stage (early 2003), we’d already secured David Marshall (husband of hospice nurse Nuala) to play
the part of Jesus, so it had a bit of street cred. I remember David had come in to see me at the Daily News,
and he said: ‘Well, before I commit – how much experience have you had?’ And I thought: ‘Now I’m in
trouble’, but I just said: ‘Well, no, we’re fine, blah blah’.
“But he was right into it, and he agreed. I knew he was a fabulous singer. He’d been Joseph in Joseph and
the Amazing Technicolour Dreamcoat when the Operatic Society did it and he was great in that. My
daughter Lauren and the kids were in that, and I was, too.
“I thought I would target (Stratford’s) McDonald Real Estate to be the platinum sponsor, because Peter
McDonald was on the board. He was up at the Inglewood branch the particular day he agreed to talk to me. I
decided I’d go out in my lunch hour, and I’m thinking: it’ll take me a quarter of an hour to get there, a
quarter of an hour to present it, then a quarter of an hour to get back to work.
“I had my campaign all worked out. Other operatic people helped me put together the package – we’d done
this kind of brochure explaining the idea, the concept. I put the case to Peter, and he said he would need to
talk to his wife, Min. He rang her while I was there, and she said yes. They both said yes. And I’m like:
‘This is amazing. This is really, really amazing – now what?’ It was an unknown, so they were very
courageous. But we did have very good people behind us.
“Barry Jones came up from Palmerston North as musical director, and Shirley Murphy assisted him. And we
had Hayley Ford as our choreographer. Once we had the platinum sponsor it was a case of going around to
everyone and saying: ‘Well, the platinum sponsorship has already gone, but you can have the gold’.
“So people like John Hickman of JD Hickman (transport company), they were all were, like: ‘Yes’.
Everyone had a connection with hospice, and everyone had a story, and everyone wanted to give back. So,
we had this community thing. It was clear that hospice needed the money to provide the sort of care for their
clients, their patients, so we as a community could produce this show in a community venue for the
community to watch and enjoy, and hospice would get the money to further help the community. It was just
a whole cycle.
“We had a set designer from Hawera, Ian McCallum. It was the first set put on the Bowl of Brooklands stage
since Dorne Arthur did The Crucifixion in the 1970s, I think, and we had a lot of people say they didn’t
think we would pull it off. So, we had this set, and it was amazing.
“To get that outdoor rock concert sound we wanted, we got Malcolm McKinnon from Manawatu. We
wanted it to be like a rock concert. We wanted it modern – we decided not to have disciples with tea towels
and haloes on their heads.
“I had seen an adaptation in Australia where they were like: if Jesus came back now, he wouldn’t be walking
around in Roman sandals and a kaftan. That was the vision we wanted. Everything was modern. The show
opened with Callum Riddick coming up on a BMX bike. We had skate boarders and graffiti people.
“And people were, like: ‘That’s not the Jesus Christ Superstar that we know’. The walls that we had for the
graffiti were done by kids we got from the police youth programme. It was really authentic. We built the set
in the old hospital laundry. These kids came in and we asked them what they needed. They said: ‘Well,
spray paint…’
“And I said I knew that, but what colours did they want? Four of them came with me to the paint shop. We
put them in teams, so they had this competition to see whose was going to be better.
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“Barry Sturmey was looking after the set construction.
The night we put it up, when it all went together, John
Hickman transported it from the laundry. The set was
massive. It was pouring with rain. It was particularly
wet that summer.
“We practised at Highlands Intermediate School - they
gave us full rein of their hall. It was just amazing how
that whole community came together.
“When they began rigging the lighting and everything,
we went down to the Bowl from our rehearsal at
Highlands to see how it was going. They were all
working into the night.
“You hire sound and lighting people by the day and the
hour, and we were trying to keep that to a minimum,
because you try to make money for hospice, not suck it
up. People gave us really good rates.”

T

he day of the show was Waitangi Day, 2004.
“Before that, we’d been practising in the
daytime at the Bowl and people could hear this
amazing music and singing, and wanted to look.
“Someone said we needed to have security to keep
them out, but I said, no, let them hear. So, people were
coming and watching and asking where they could get
tickets. We sold heaps of walk-ups.

Jesus Christ Superstar at the Bowl of Brooklands.

“On the day, it was just amazing. The weather was so
beautiful, really hot, and hardly a cloud in the sky. It was so magical and so exciting. During the show, there
was this incredible moment when David was singing ‘Gethsemane’ and a cloud went over the moon and
these ducks took off from the lake. People said later: ‘How did you choreograph the ducks to fly across?’”
There was just one performance. “People said we should have done more, but you couldn’t. You had to hire
the Bowl, and until you sell out the Bowl you have to think about it, make that risk assessment. But it was a
fantastic show (attended by about 6000, raising $50,000 for Hospice Taranaki).
“The wine and food festival was on at that time and next day we went out to a jazz concert at Okurukuru. I
was sitting on a hay bale talking to these people and they mentioned they’d come down from Auckland to
see Jesus Christ Superstar.
“I said: ‘Just to see JC at the Bowl?’ I asked how they’d found out about it, because we’d only advertised
locally and there was no Facebook in those days. They said they saw it on Ticketek’s upcoming events that
they might like, so they came. I thought that was really interesting and showed the possibilities.”
The next hospice show was Joseph and the Amazing Technicolour Dreamcoat, staged at the Bowl two years
later in 2006. “Now, Warren Bates (music producer and director) got involved, and he directed that. It was
starting to get bigger. There was just the one performance again…and it was the only other one we had at the
Bowl.
“There was a reason for that. When we did Jesus Christ Superstar nobody was doing anything at the Bowl. It
was quite dormant. Then for some reason…I think it was a little bit after The Last Samurai film was shot
here, and all of a sudden the focus was on Taranaki. Now, we had Fleetwood Mac and Elton John and all
those people coming.
“We would book the Bowl right out - and suddenly that was a problem. The council kept bumping us.
They’d say: ‘Well you’re local’, but what they didn’t understand was it was wedding season, and a lot of
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people would commit for a date, but couldn’t do it the following weekend. Or you’ve got the sound and
lighting people and their commitments.
“Kevin and I had a meeting with Barbara McKerrow (district council chief executive). She was very nice.
We got coffee and biscuits, and she sent us away with a complementary district council tee-shirt. And I
thought: ‘We’re not getting anywhere’. They didn’t get it, they didn’t get the huge machine we were driving.
And yes, I know, we were not as important as Elton John and Fleetwood Mac, we got that. But we were
trying to do something, as well.
“So, we thought we would book the TSB Showplace. We didn’t want to stand on the Operatic Society’s toes,
because there was a cross-over, so we decided we would do a pantomime. We did Cinderella. That was great
– people came to that who’d maybe never seen a panto, because pantos hadn’t been around for a long time in
New Plymouth. We did it as close to Christmas as we could realistically, and people had so much fun.
“The next was Grease, and that was amazing. We raised $110,000 just off that. When we were signing up
sponsors for Grease, Dancing with the Stars was on TV and we got Barbara Kendal and her partner Jonny
Williams to come down as mystery guests for the sponsorship night. We couldn’t sign people up fast
enough.
“It helped knowing Kevin and Jeff, because I’d worked with them. After that first year of me going out in
my lunch hour to get the sponsorships sorted, I decided we’d just get everyone in the one place at the one
time and announce that we’ve got our principal sponsor, the platinum sponsor, and then anyone else. We
also had all the people from the Daily News selling the advertising for sponsorship. They did it all day every
day, and they knew the people. They’d be: ‘Come one, which one would you like – gold, silver or bronze?’”
They did five shows in all, raising about $350,000. Peter McDonald stayed on as principal sponsor for the
lot. And then it all stopped. “As it got bigger and bigger and as it got successful, people wanted a piece of
that. It got to the point, I think, where people were, like: ‘Well, Jane really doesn’t have the experience to do
that.’ I sort of got out of it, because I wasn’t directing any more. The last one was The Wedding Singer, and
I was just involved at the start.
“Often I think that we could do it again. People sometimes ask why I don’t do it for someone else, but I
remind them of the story of the girl I went to school with who died as an 18-year-old in the geriatric ward of
Manawatu hospital. People nowadays, probably the under-40s, don’t remember those days because we’ve all
grown up with hospice. They just think that hospice is there.
“Rob Ridland said to me the other day that we should do another panto. In fact, there’s almost been enough
time gone by to do another Jesus Christ Superstar at the Bowl. A lot of those shows, like Oliver, they come
around in cycles. People would go. It’s a lot of work, but it’s good.”

Jenny Blyde
As family support manager, Jenny Blyde manages the hospice counselling team, which includes a social
worker, three (including herself) counsellors (one focused on rest homes), a chaplain, and a Māori liaison
worker.
They look after patients, families and others with social support, counselling and bereavement support, and
identifying and supporting patients’ spiritual and cultural beliefs.
“I grew up in Palmerston North. I met my first husband in London, and he was from Inglewood, so I came
back to Inglewood with him in 1973. When I left school, I joined the Air Force as a librarian. After my last
kid went to school I was looking for something to do and a friend down the road said why don’t you become
a counsellor?
“In those days, marriage guidance used to pick people off the street and train them, and they did all their
own training. I went along and applied and went through their selection process and got selected and got
training in marriage guidance. I went to the polytech as a student counsellor (this was in Taranaki).
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“I then did a diploma in psycho-therapy via Central
Institute of Technology in Wellington for three years. I
used to travel down for lectures and we’d do the practical
stuff back here in Taranaki. I was at the Taranaki
Polytechnic for about eight years, and then I left and went
into private practice.”
In 2005, Jenny and husband Jeff Blyde (hospice chairman
for six years) chucked in their jobs and went to England.
“When we came back in 2007, the job here was advertised
and I applied and got it. It was then called family support
co-ordinator. There was a very strong community team, the
in-patient operation, everything was set up. There had been
counsellors before me, so I just took over the system.”
Asked what motivates her personally, Jenny says she has
been in counselling for a long time and just enjoys working
with people.
“They’re interesting. I’ve had a lot of support here for the
family support area. Kevin’s been brilliant, and he’s always
been really supportive, so we’ve been able to grow. We have a patients’ group now, we have a bereavement
group, we have a carers’ group, so we’ve been able to do all those things.”
After nine years, has she seen it all? “I keep thinking I have, but it’s a very dangerous thing to think.
Because I haven’t. There’s always something the pops out that is different.” Is there a risk of becoming
brutalised? “I don’t know if brutalised is the right word. I think it becomes the norm, as opposed to not the
norm, if that makes sense. It becomes like you get used to it because you’re dealing with it all the time.
“In this job, you have to have a really good work-life balance or you can come a cropper. There’s a thing
called compassion fatigue. Dealing with death all the time, people really need to watch that burnout or
overload. It’s not for everybody, but it’s there. You want to ask Heather (Koch) about the Ha Ha Club.”
(Note: The Ha Ha Club is the staff social club).

Rose Whitaker
Rose Whitaker has one of the nicest jobs imaginable, although in some
ways it’s one of the hardest – she’s the “thank you lady” at Hospice
Taranaki, the person who lets donors know how much the organisation
appreciates their generosity.
“Saying thank you to people is my job,” she says. “And sometimes it’s
not as easy as you’d think, because you need to let people see that you
really are grateful, without over-egging it.”
Hospice exists on goodwill. Those who give at fund-raisers, donate, buy
tickets or include Hospice Taranaki in their wills are the people who –
along with those who patronise the hospice shops - ensure the place
manages in the face of government under-funding.
Rose is the fundraising marketing co-ordinator, a position she has had
for more than decade since she arrived from a sales representative job at
Taranaki Newspapers.
She found a big change in the way people responded to her. “I was used
to cold-calling to sell advertising, which often meant working hard to
get someone’s trust. Suddenly, here I was dealing with people who
welcome you with open arms. It was a nice adjustment to make.”
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There were others, too, such as understanding the culture of the hospice, a place where volunteers and
administrators work alongside medical professionals whose dedication and commitment to providing an
exemplary service is second to none.
“Everyone here knows how important our reputation is to maintaining our standing in the community. Not
having had any experiences with hospice prior to coming here, it took me a while to get to grips with that.”
Unlike many who work at hospice, Rose missed close involvement with the passing of family members like
grand-parents. Born in Pahiatua, she spent much of her early life travelling, including to the UK, where she
met and married her husband. They have lived in Taranaki since 2000.
She finds people incredibly generous. “If you’re Taranaki born and bred, you’ll give till you bleed.”
However, maintaining the organisation’s donated income can never be taken for granted, especially as more
and more charities gear up and become proficient at fund-raising, and also because the region’s population
has changed and become more diverse as newcomers are attracted here.
One thing Rose is keen to emphasis is the fact that while Hospice Taranaki has been grateful to benefit from
significant single bequests over the years, people preparing a will and wanting to make such a donation don’t
have to give everything. “A percentage is just as important,” she says.
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HOSPICE TODAY - Chapter 9

TRUE TO THE VISION

Not all – but many – a group of our current staff. From left rear: Dr Catherine Page, Dr Tom Bull, Rose Whitaker, Gill
Squire, Venna Fowell, May McCaffery, Marie Appert, Cath Anderson-Carroll. Middle row: Jenny Thompson,
Rosemary Fordyce, Winnie Foster, Isobel Morehu, Sharron Campbell, Dr Nina Bray, Bronwyn Morgan, Jenny Blyde,
Caroline Jones-Bower, Lianne McElroy, Anna Cleaver, Alison Bishop, Kelly Tuuta. Front row: Annie McFadgen,
Heather Koch, Vanessa Philp, Jackie Price, Heather Ternouth, Dr Paola Valli, Aswathy Soman, Chris Phillips.
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Hospice Taranaki Inc trustees - 2017

From left: Pat Bodger, Clare Poole, Paul Lamb, Neil Evetts (Deputy Chair), Tim Coleman, Mike Brooke
(Chair), Judy Drummond, Dr John Doran, Dianne Bezuidenhout, Peter Cottam, Christine Taylor, Kevin
Nielsen (CEO), Jemma Morgan (Minute Secretary)

Hospice
Taranaki
Foundation
Board 2017
From left: Jemma
Morgan (minute
secretary), Tim
Coleman, Roger
Malthus (chair),
Mike Brooke (chair
Hospice Taranaki
Inc), Paul Bourke,
Brian Busing and
CEO Kevin
Nielsen.
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Mike Brooke
Mike Brooke is current chairman of Hospice Taranaki Incorporated, the
operations arm of the hospice. He is into his sixth year in the position,
having been elected in 2011. Mike is originally a Yorkshireman from
Leeds, with a faint accent still evident even though he’s been in New
Zealand since migrating in 1965.
One of his jobs was doing efficiency studies for a large engineering firm,
but when he arrived in the country he headed for Dunedin to meet up
with a mate and, knowing numbers, got employment in the insurance
industry.
He met his wife, Pat, on the ship coming out to New Zealand. Mike
ended up not far away, in Whanganui, when he transferred to an
insurance company office there.
Being a Yorkshireman, he was devoted to cricket, and not long after
moving to Whanganui he travelled up to see a match at Pukekura Park: “I
liked the place (New Plymouth), so when I was offered a job here as an insurance assessor we moved.
The rest, as they say, is history. He’d retired from insurance work when the Christchurch earthquake
hit in 2011 but went back in as an assessor to help out.
Meantime, Mike had help set up the Pukekura Lions Club, was its first president, and ran the annual
Christmas cake project, which raised a lot of money. Eventually, the club found it was losing
members, so they decided to wind up in 2003. At John Armstrong’s suggestion, they gave their
remaining funds, some $70,000, to the hospice.
As one-time chairman of the Taranaki Sportsman of the Year organisation, Mike had met Kevin
Nielsen, who was general manager of TNL which was the major sponsor. He had also learned a little
about the hospice service when a friend died.
Board member Peter Cottam asked him to stand for the hospice board, and since he had just finished
on the board of the New Zealand Loss Adjusters Association, he agreed. When Peter McDonald took
over as chairman in 2005, he asked who wanted to be his deputy. Mike agreed, then stepped up when
Peter retired in 2011.

Roger Malthus
Roger Malthus heads the Hospice Taranaki Foundation, the safekeeper and manager of the organisation’s assets, a position he has
filled since the first chairman, Colin Muggeridge, died in 2014.
Previously, he was on the Hospice Taranaki Incorporated board for
five or six years, and in the late 1980s belonged to the precursor group
that became the second hospice steering committee.
A registered valuer, Roger came from Canterbury originally, arriving
in Taranaki from Whangarei in 1980. “I joined a couple of guys here in
New Plymouth called John Larmer and Phillip Hinton in a firm we
called Larmers, after John.
“We had 20 years in partnership there, then I sold my share to them in
2008 and shifted my business down to South Taranaki. That’s where I
operate from now. I value urban and rural property.”
He first got involved with the hospice movement before it was actually
formed. “To the best of my memory, it was through an organisation
called Friends of Taranaki Hospitals for two or three years in the late 1980s. It was a newly formed group,
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and Jim Boyd, a local lawyer, used to chair that. I can’t remember a lot of detail about it - I know I used to
attend meetings.”
What motivated him? “Oh, I don’t know – it’s just something that you do. I’ve been involved in Lions for a
long time, and still am, actually, and that was just part of the community. I think probably it was Jim Boyd
who invited me to come along.”
He recalls hospice as something that other places had. “I knew nothing about it, and to be quite frank I still
didn’t have much of a picture of it until Don Denham took us on this trip. It was one Sunday, probably in the
late 80s, early 90s, that we went down to visit the Palmerston North hospice, and on the same day we went
over to Napier and had a look at theirs.
“We realised what those cities had, so far as looking after old people was concerned. In Taranaki, we had
ended up with this hospital ward situation, and I wasn’t very happy with that. There was plenty happening in
Lions, so I took a lesser role (with hospice) and drifted away. That was in the early 90s.
“Then Peter McDonald got in touch in 2005 and said: ‘You appreciate we’re a stand-alone facility now?’ I
said: ‘Yes, I’ve been watching with interest’, and he said: ‘Well, you better stop watching and come on
board’. That was the start of my (present) involvement. I went through to 2014 where we had a number of
new incorporated society members come on, and I came to the conclusion that I probably had been here long
enough and should move on. I made a hasty decision on it and said: ‘I’m out of it, guys, good luck.’
“Then Colin died, so I asked if it would it be appropriate for me to put my hand up for the foundation. They
were pretty big shoes to fill, I know.” He uses the words “take over” with a smile: “You could never take
over all the things Colin did – he was Mr Hospice, including building mezzanine floors … you probably
heard about that. We were down at Willie Still’s warehouse then, and Colin was going to improve it, which
he did in his own way.
“Then the building inspector came in and we got a bit of a workover. Whether it was demolished or not, I
don’t know. Willie subsequently sold us another property and we moved to the one we have now, about five
or six years ago. Those sorts of things as they evolved made association with the whole thing a lot of fun.
It’s always been a joy.”
What changes has he seen in his time? “There’s two things. The awareness of it has compounded
dramatically as the service has expanded. Also, the professional nature of it. There’s a national organisation
now (Hospice NZ), which means we look beyond Taranaki to see how we rate in relation to others.
“We look at opportunities to promote our needs as a united entity. We didn’t really have that in the early
days. Again, you have to look at Kevin’s involvement there – you can’t say too much about Kevin, he’s
done a fantastic job. My first job when I joined the foundation was to ask Kevin: ‘How long are you going to
be here, mate?’ He gave me the right answer, so I became encouraged to put my hand up. But it’s that sort of
leadership that makes my job very easy.
“I think the other thing is realising how the educational process has become more and more professional.
Kevin and many other professionals have kept us up to speed with the health requirements. There’s
compliance, of course - everyone’s involved with compliance, no matter if you’re a valuer, you’re a farmer
or whether you’re running hospice. And I believe we’re right up there.
“Now we’re taking it to the next stage of acknowledging that government will give us some money for
education. Educating other caregivers who are providing palliative care gives us another role to be seen to be
the experts, or those who have the knowledge to share with others. I believe they will come to us willingly
because we don’t have an axe to grind. We’re seen to be independent, and that makes us professional. “You
can see the coming need. I look at colleagues who are down-sizing housing to pretty much retirement village
accommodation. People are focusing very much on where they’re going to be comfortable for their last,
hopefully, 20 years, probably more like 10.
“If you’re close to it (the demographic change) you don’t see it so much. You just get the numbers from
Kevin each month. And they’re obviously ‘another extra big month…another record month…we’re
probably not going to make our budget’, and it’s kind of nice to be needed. But we also very much want
to continue to make sure we can perform.”
110

Kevin Nielsen
It shouldn't come as any great surprise to learn that the philosophy
driving today's hospice doesn't differ greatly from the ideals of those
who campaigned for it in the 1980s.
It is as they imagined - an independent organisation with a standalone facility dispensing care to people with terminal illness as they
approach their final days.
Medical science has moved on in the intervening generation, of
course, and need for the service expands as relentlessly as the
proportion of aged in our population.
The pressure to raise funds to support it is as over-bearing as ever.
But fundamentally, the idea of taking proper care of our dying has
become sacrosanct.
Kevin Nielsen sums it up like this: “Hospice Taranaki works in
partnership with patients, their families/whanau and organisations to
provide and influence best practice care, support and understanding
at the end of life. Our philosophy of care is freely available for all
patients and their families/whanau.”
Kevin Nielsen
It’s a formula that works particularly well, with Hospice Taranaki
enjoying extraordinary esteem. Kevin has no doubts about the source
of that feeling, and its fragility. “The feedback we get is absolutely fantastic, and I believe it arises from the
care our people provide.

“Our reputation comes from the people doing the work. We’re so dependent on community support, and
without a shadow of doubt that comes from the clinical care that’s provided, the nurses being the largest part
of that group. And then there’s the doctors and the other disciplines as well. And you can imagine that if
things went wrong, that goodwill could be destroyed.
“Despite all the increased awareness and publicity and talking to groups and everything else, there is still a
chunk of people who have a narrow view of what hospice is about - that’s human nature,” says Kevin.
“There’s a common observation that Te Rangimarie is principally a place where people go to die, but while
some do pass away there, three-quarters of hospice patients are never admitted. Much of the staff’s work is
done where people live or in out-patient ‘wellness clinics’.
He emphasises that the hospice is a community-based service with an in-patient unit.
“Some 75 percent of our patients do not require an admission to Te Rangimarie. When people are accepted
as a hospice patient, the initial focus is on identifying if they can be cared for in their own home. That is
where most patients prefer to be, and we endeavour to meet those wishes.
“People do associate hospice with recognition that life is coming to an end. This does not mean giving up or
losing hope. However, it does mean that goals and wishes are adjusted and we work with patients and
families around those goals, and if we can help facilitate their achievement we will do so. Our focus is
quality of life, not quantity.”
Once they’re involved with the hospice, people usually find their perceptions change quickly and
completely.
“When you’re being treated by the health system for something that’s serious, you get pushed and pulled a
fair bit. You’re here on this day for this particular test, and then tomorrow you’ve got to be somewhere else.
And sometimes getting information from people is like pulling teeth, to find out what’s really happening.”
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If home care is the appropriate
approach, patients are told a nurse will
visit with whatever frequency is
needed.
They’re asked if they have somebody
with them, and if they need
equipment, like a wheelchair, a lazyboy chair, commode, walker, special
bed or mattress.
“We’ll provide that to you, and we’ll
deliver it to you and set it up. We
have the in-patient unit where there’s
a day programme you can come to.
“You can come here for symptom
management or respite care at any
stage.
“We’ve got counsellors available to
help, we’ve got a social worker who
can help you get through the myriad
of government departments and
everything else. We’ve got a lot of
volunteers who can help you, too.

The Hospice Taranaki 2017 management team: (from left) Lianne McElroy
(Manager Volunteer Services and Housekeeping, Jenny Blyde (Manager
Family Support), Cath Anderson-Carroll (Operations Manager), Heather
Koch (Director of Nursing and Support Services) and CE Kevin Nielsen.

“And by the way, there’s no cost.
People say: ‘Oh my god - that’s not
what I thought. I thought when people said hospice I’d be coming over here and don’t pack a bag, because
it’ll only be a couple of days and you’ll be gone’.”

The core component of home care is regular visits by a community palliative care nurse, on whatever
frequency is needed. It will often increase as a patient’s health deteriorates. In addition to providing the
necessary nursing care, the visiting nurse will co-ordinate involvement of other parts of the hospice service or
other external health providers.
Before the hospice began, services and end-of-life support were fragmented and not well co-ordinated, says
Kevin. People dying in hospital or at home did not have the comprehensive wrap-around services the hospice
now provides. The organisation offers what could be described as a “holistic” model - multi-disciplinary care
and support which encompasses the physical, the emotional, psychological and the spiritual effects on patient
and family.
A core philosophy is to give as much control as possible back to the patient and make every endeavour to
meet the patient’s wishes. “Patients’ wishes are always taken into account when developing care plans. The
focus is on symptom management and quality of life. Hospice is open to patients who wish to explore
alternative therapies, and we have policies in place to manage those situations.”
Hospice palliative care has changed dying in a number of ways, such as recognising that when facing the end
of life there is a lot more going on for the patient than just dealing with the physical illness.
Others include preventing or relieving symptoms and helping patients live the rest of their life as well as
possible; helping people realise that there comes a time when cure is no longer possible and they should
instead focus on relief of symptoms and stress - now patients are given the chance to choose; and providing
regular assessment of the patient, and co-ordination of whatever supports and services may be necessary.
Kevin says a person nearing death deserves the chance to talk about everything, from what they are terrified
of to what kind of memorial service they desire. “Hospice environments pave the way for those chats, giving
patients and their loved ones the space to talk about the uncomfortable stuff.”
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Hospice Taranaki today
PATIENTS
Patient numbers – more than 600 a year. New patient referrals – over 500 a year.
Average cared for at any one time – about 170 (highest at any one time – about 198).
Where patients come from – 75 percent referred from hospitals, 20 percent referred by
GPs, remainder from aged care or are self-referred. Patients come from all parts of
Taranaki, in rough proportion to population densities.
Hospice patients admitted to Te Rangimarie - 25 percent (most are cared for where they
live).
Average stay in Te Rangimarie – 6.7 days. Occupancy rate – more than 80% (100
percent at times. Full and unable to take patients – 7 occasions in 2015-16.
Average time in Hospice Taranaki care – 100 days.
Terminal illnesses – cancer 60 to 65 percent, remainder include renal, cardiac,
respiratory, neurological and multiple illnesses.
Ages – all ages, but the majority aged 55 to 70. Two to three each year are children.
Death rates – 461 (45 percent) of the 960 Taranaki people who died in 2015/16 were
hospice patients (compared to 32 percent of 10,000 deaths nationwide).
Where deaths of Hospice Taranaki patients occur – Te Rangimarie 74 (16 percent –
declining slightly each year); rest homes 157, home 149, hospital 84.

STAFF
Employed - 5 doctors, 34 nurses, 3 counsellors, 1 social worker, 1 Māori liaison worker, 1
chaplain (voluntary), 6 managers, 1 marketing/fundraising, 5 hospice shop managers, 1
warehouse manager, 4 administrative staff, 4 cooks, 2 HospiceShop cleaners, 13
HospiceShop staff.
Volunteers – 600 in total, including housekeeping, day programme support, transport,
biographers, respite sitters, knitters, HospiceShop and warehouse staff, knitting circle
members, gardeners, puzzle sorters.
Voluntary hours contributed – 125,000 in 2015-16 (10 percent of volunteer hours
contributed to New Zealand’s 32 hospices).
Community nursing home visits – more than 9000 a year (about 300 after hours).
Medical team off-site work – about 160 home visits and 70 hospital assessments a year;
about 65 visits to central and south Taranaki a year.
Family support and patient counselling – about 700 family support sessions a year. Carer
and bereaved group meetings – attended by more than 100 people a year. Patients assisted
by social worker – about 220 a year. Hours contributed by biography service volunteers –
about 440 a year.
Rest home support and education – nearly 200 aged-care facility staff participated in 64
palliative care training sessions in 2015-16.
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FUNDS – 2015-16
Total running costs - $5.5 million, which provides all services to patients and families free
of charge. Staff costs account for more than 70 percent of that total. Includes all costs of
fundraising and the HospiceShop operations.
Government contribution - $2,505,839 (45 percent of total income; 57% of operational cost
excluding HospiceShops).
Net income from hospice shops - $1.6m (Hospice shops’ gross income - $2.4m).
Income from fundraising - $285,000.
Income from donations - $157,000.
Bequests received - $58,000.
Contribution required from Hospice Taranaki Foundation - $38,000.
Accumulated assets held by Hospice Taranaki Foundation - $8.47m.
Te Rangimarie hospice and adjoining shop are owned by the Hospice Taranaki Foundation.
The foundation manages financial assets according to an investment policy monitored by
foundation trustees in association with Craigs Investment Partners.
The foundation also owns the Borrell Ave HospiceShop warehouse and the antiques shop on
Broadway in Stratford. Other HospiceShop properties at Stratford, Waiwhakaiho Valley and
Hawera are leased.

For Heather Koch, hospice director of nursing and support services, the
perception that Te Rangimarie is solely a place to end your days is something
she has worked hard to dispel.
But there was a more incipient problem becoming apparent after she began
work there in 1997: rather than expanding its in-patient facility, the
organisation was constantly having to increase its home and community
services.
“What used to happen was you’d have this big group of patients who were
being visited in the community, and increasing in numbers. We had to employ
more nurses, they were working longer hours, had to do more visits, and so on, and you started to think there
has to be a more effective way of doing it.”
She found it at a hospice conference in 2010, when she heard nurse practitioners saying that instead of nurses
going to see all the patients, they could be doing outreach clinics. Research told her the concept proved
effective in the UK. “So one of things I put in place was to look at the concept of a wellness clinic for those
patients you can call the ‘walking well’.
“These are people who’ve got quite serious illness, but they may still be working, they may still be going on
holiday. Day-to-day they may not have too much going on. We had our nurses visiting them at home, which
meant they stayed home all day until the nurses visited, which impacted on their living every moment.”
There was initial resistance from some nurses, who felt they needed to see the patients in their home
environment to be able to assess them properly. “But we asked: ‘Well, we’re talking about people who are
going to work or going on holiday, so why do you need to assess them at home?’ We have this philosophy
that you need to be living every moment, and this is one way you can be doing it.”
It’s seven years since that initiative began. An audit last year showed they had 41 patients being visited at
home and the same number listed with the clinics. Apart from easing the nursing workload and cutting car
running costs, having patients come to the hospice helped dispel any myth about it being “the place where
you come to die”.
Most importantly, it has improved patients’ lives.
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“We’d say to people we would see them on a weekly, fortnightly or monthly basis, and for them to ring us if
they had any concerns. It’s empowered them and they’re taking control again. Their next appointment would
be coming up, but they could say: ‘Hey, I’m pretty good, really. A phone call will do. I don’t need to come
in’.”

M

odern palliative care is not just about nursing patients. These days it includes social support,
counselling and bereavement support, and identifying and supporting patients’ spiritual and
cultural beliefs. At Hospice Taranaki, those aspects have grown significantly in the last decade,
and today are delivered by a team comprising three counsellors (one is the manager and one focuses on aged
care facilities), a social worker, a chaplain, and part-time Māori kaitakawaenga and a kaiawhina.
There is strong focus on the family – looking after families as well as the patient, and that includes extended
family, significant friends, in fact anyone who may be adversely affected by the patient’s illness and passing.

Hospice Taranaki Waiata
It has been our practice welcome new staff and special visitors and also when we have special functions to sing a
waiata as part of the welcome. Traditionally we have sung Te Aroha, which is widely known and used waiata. We
only used one verse as follows:
Te Aroha
Te whakapono
Me te rangimarie
Tatou tatou e

Love
Faith and Peace
Be amongst us all

In 2015 following the appointment of our Nurse Paula King to a part time kaitakawaenga (Maori liaison role) and
in reviewing how we meet our responsibilities with our relationships with Maori Paula offered to create our very
own waiata. In conjunction with her husband Jack they developed a waiata which is based on Te Rangimarie (place
of peace), the environment in and around the facility and also encompassing our staff, our patients and the care
and support we provide. We now have our very own waiata – Tui tui.
It is a beautiful waiata, sung to a lovely tune and it has real meaning for us.

115

Kevin Nielsen observes that many people cope with the loss of a loved one without the need for specialist
support, because they may have strong family links or supportive friends, or it may be though their faith or
what is spiritually meaningful for them.
“However, there are those who have real difficulty in coping, and the reasons can be many and varied.
That’s why we have counsellors available to the patients and families both before, during and postbereavement. We also run bereavement groups for partners of patients, and this provides support and
information on coping with their loss, as well as the collegiality of meeting up with others who are
undergoing the same experience.
“We have remembrance services each year that are an opportunity for
remembering, but also afford a degree of closure for family members
and loved ones.”
Hospice family support manager Jenny Blyde says it depends on the
circumstances, but post-death counselling for most people lasts
roughly a year.
“What happens is at six months a letter is sent out by our team, and our
bereavement volunteers ring every next-of-kin to see if they’re going
okay. We have a bereavement group, as well, so everyone gets an
invitation to attend a group meeting if they wish. And we have two
memorial services each year, as well.”
She says there is a real commitment to holistic care. “If you think of
Te Whare Tapa Whā (the four cornerstones or sides of Māori health) we model our care on that.
“The emotional and mental side of things is as important as the
medical care. So, my team’s work is around looking after people
psycho-socially and emotionally.”
It’s an extensive service. For example, patients are offered a chance to
record their life stories, an idea begun at the first hospice, St
Christopher’s in London, and used at Hospice Taranaki for more than
a decade. The process takes an average of six weeks, but may last
months.
Jenny Blyde
“I’ve got this fabulous group of trained biographers,” says Jenny.
“They have little digital recorders and they go in and they talk to
people about their lives. They do a session, they go away and type it up, put photos in, and take it back to
show them so they can edit it.” The hospice prints and binds the resulting account. Patients get four free
copies and can buy two more for five dollars each.

“I see every biography before it goes out, so you’re reading about people who remember cream in cans, and
went to school on a horse. Sometimes people only focus on one subject, like tractors, every tractor they’ve
owned. The material is not usually kept. When the project is completed, we wipe the disk.”
Jenny’s staff grew by a part-time counsellor in 2016, thanks to additional funding allocated to the hospice
movement nationally. It needed to be spent on approved projects, so in Taranaki’s case that became an effort
to provide more support for people and training for staff in the region’s ever-expanding aged-care facilities.
Residents being helped are what she terms “non-registered” patients, people who haven’t come under direct
hospice care.
Approaches to the employment of social support staff have undergone change over her time at the hospice.
“When I came here (2007), the social worker and the chaplain were actually employed by the district health
board and just did bits and pieces for us. But now we have a social worker who works 10 hours a week, and
a chaplain who’s employed by the inter-church chaplaincy and works at the hospital, as well.”
If you ask Jenny whether organised religion has a significant impact on end-of-life care, she says there are
people who strongly believe and get a lot of comfort from their faith, but the hospice’s approach has been to
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broaden out into what she terms “whole spirituality. It’s more about what’s important to people. It’s about
what makes meaning to them and how they make meaning of their life and what’s happening to them.
“Hospice NZ is really committed to spirituality, and they’ve developed a course called ‘The Foundations of
Spiritual Care’, which we’re running here at the hospice. It’s training for all staff and volunteers, so we’re
gradually getting all the staff put through the course and we’re bringing it to the volunteers, as well. It
teaches the foundations of what spiritual care actually is, and how you introduce that into your work at the
hospice, and how you listen out for it, and how you would approach it.”
Kevin Nielsen says according to various research, religion is becoming less prevalent in society for a whole
variety of reasons. Exposing staff and some volunteers to the Hospice NZ programme recognises that what is
important to patients at the end of life is unique to them and may be religious or not.
“Our role is to identify the spiritual needs of patients and do everything we can to meet those needs in
whatever form they take. Spiritual needs (religious or other) if not met can certainly impact on patients’ and
families’ experience of end-of-life.”
Jenny Blyde describes what she and her colleagues offer as “holistic care. We take care of the psycho-social
and emotional side. And we’re there for the families. Being there from the start and following them through
their bereavement in whatever shape or form that takes.”
Her bereavement team is a small group of volunteers who make the six-month phone calls to those grieving
for a relative or friend.
“They’re all ex-Life Liners, so they’re really well trained. They just make a phone call to see how people are
doing and if they need any help, to let them know our service is there and they can use us if they want to.
They find that mostly people are coping, to a lesser or greater degree. I get the odd referral through this, and
I go and see them.”
She says the deep grief some people encounter is “absolutely chaos-making. It’s like a wave – the grief
comes upon you, it picks you up, it tumbles you around and you don’t know which way is up. And then the
wave recedes, and then something triggers it again, and away you go again.
“It’s that feeling of you’re not in control of what’s happening. You’re struck by grief at odd moments. It
affects the whole of you. Your concentration span goes - you don’t eat, you don’t sleep, you feel awful…it
does all sorts of things to people, depending on the strength of the attachment they have to that person. And
then what happens over time is the waves get smaller and there are longer periods between them.”
There’s a theory out now called the “dual process model of grief”, she says. “What it talks about is you swim
between the emotional side and practical side, because when say a husband or a wife dies, you find that
you’ve not only lost the person but also the one who put the rubbish out or changed the light bulbs and did
all those things.
“It’s kind of adjusting to that new life and all the emotional effects, and you swing between the two. In the
middle, you get times when you get respite from grief - you get involved in something or you’re happy for a
moment. And so, you do this swinging thing, and get this space in between.” She sees their job as being
about normalising, about giving grieving family and friends the tools to help them cope with it, and to not
seem like they’re going crazy.
Who counsels the counsellors? Jenny says she has a passion for staff wellness. “One of the things we offer
staff here is individual supervision through our employee assistance programme, under which they get three
free sessions of counselling. They get supervision if they want it, which is paid for, and they can use the
system if they have personal problems that impact on their work environment. When I was in private
practice I used to supervise a lot of the hospice nurses, so it’s been here for a long time.”
She agrees men have tended to eschew counselling in the past, but thinks it will be interesting to see if that
continues in generations coming through. Taranaki men have in fact been prominent drivers in the long
campaign to establish a stand-alone hospice here. Colin Muggeridge was a prime example:
“He was fabulous. He was like a bulldog - he upset some people, but none of this would have existed
without him. It’s about the Taranaki men getting the bit between their teeth. I think there was a sense of
being told they would never do it, so they dug their heels in and did it.”
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T

wo men who long ago got that bit firmly in their mouths are today’s leaders of the hospice
organisation’s two arms – Mike Brooke chairs the operational body, Hospice Taranaki Incorporated,
and Roger Malthus heads the Hospice Taranaki Foundation, safe-keeper and manager of the assets.

Mike, a retired insurance adjuster, first got involved in 2003 after the Pukekura Lions Club he helped found
closed down and decided to give its remaining funds of $70,000 to the hospice. The donation was
acknowledged by the naming of one of the lounges at Te Rangimarie, and it got him interested in being part
of the hospice movement.
He was elected to the board that year after an invitation from board member Peter Cottam, then stepped up
to be deputy chair three years later when Peter McDonald took the chair. Peter McDonald retired in 2013
and Mike has been in the position since.
He says he found a good organisation when he came on the scene, “happy, efficient people”. He applauds
the success of the hospice’s most significant fund-generators, the four hospice shops, and sees further
opportunities in this area that may help ensure long-term sustainability for the organisation. He sees his main
role as addressing the need to look to the future. “One day, the hospice will be full – how do we fix that?”
That fast-approaching challenge is partly the result of a coming balloon in Taranaki’s population, the aging
of the so-called “baby boomer” generation. The province has the sixth oldest age structure in New Zealand
(also caused partly by the loss of people in the 15-to-30 age bracket) and by 2031, 26.2 percent will be aged
65-plus, according to the National Institute of Demographic and Economic Analysis at Waikato University.
Mike and his colleagues believe one way to relieve pressure on the hospice – pressure to expand the number
of in-patient beds and the scope of community and home services – will be to offer support and expertise to
the rest home industry. “We need to teach their nurses about palliative care so that some of the residents in
those villages can be cared for there,” Mike says. “We have the specialist knowledge, hard-learned over
many years.
Kevin says being closely involved with rest homes is becoming more important over time. “Rest homes aged care, retirement villages, residential and hospital level of care - are a very important part of the end-oflife picture. In many case this will be people’s home and the number is increasing as our population ages.
“We work very closely with these facilities and this relationship will become even more crucial in the next
five to 25 years. The major focus for us will be end-of-life education, staff mentoring and support, so that all
people coming to the end of life in aged care have the benefit of the hospice philosophy of care.”
Expansion of Te Rangimarie with the Yarrow Wing four years ago has played a big part in helping the
organisation meet education commitments.
“In the existing facility, we were pressured for size and space. The organisation had grown over the years
from 2004 to 2013, and our occupancy was quite high with six beds, up in the high 80 percent. We didn’t
have a staffroom - we had a small meeting room where education was carried out along with everything else.
But if you tried to fit more than 10 people in there it wasn’t much good for a two or three-hour session.
“We knew that education was growing. It has always been a part of hospice, but now it’s a big part of our
current and future situations – training people, particularly in aged care. To be able to develop the dedicated
education suite in the Yarrow Wing was absolutely fantastic. Again, we were able to build that without
asking the community for a cent, basically through the Yarrow legacy. So, it’s called the Noel and Melva
Yarrow Wing.”
Roger Malthus, as chair of the foundation, has stewardship of the funds raised each year and the assets
Hospice Taranaki has amassed to support its continued operation (Government funding alone is never
enough). He was first involved with the hospice movement in 1988, as a member of the Friends of Taranaki
Hospitals Society, precursor to the second hospice steering committee, and he returned in 2014 to take the
reins of the foundation after the death of its first chair, Colin Muggeridge.
“As a foundation, we’re very conscious of planning forward,” he says. “We recognise the need to keep our
position as one of the preferred charities to support, knowing that everyone may need us in the future.”
After doing a lot of fund-raising over the years, he has learned not to rely on what the Government may or
may not provide, albeit the major part of the hospice’s funding comes from that quarter. We get the odd very
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big surprise, pleasant surprises (large bequests), but the reality is that to put the whistles and gongs on this
we have to do some serious future planning.
“We’ve got to position ourselves to be seen as being more supported, and that’s our job as a foundation.
We’re very aware of the statistics that Kevin keeps putting in front of us, as far as where the growth of
requirement is coming from and when. So, our job is going to get bigger, there’s no doubt about that.”
He says he has a similar philosophy to that of his predecessor, Colin Muggeridge, who had an enthusiasm
for under-pinning things with property. “It’s a very sound investment in New Plymouth, if you buy it well.
We’re battling for things like parking here already. We’ve got to be looking down that line in the very shortterm now, to actually improve our position.
“We’d like to continue to see us be very well-founded in sound assets that can give us a revenue base that
continues to meet the ongoing and increasing demands. If we can do that as a foundation, it really comes
back to keeping some good people around that table, or getting more good people around the table.”
The three men at the top of the organisation – Kevin, Mike and Roger - face a constant challenge to
safeguard the hospice’s financial position. As we saw in the history chapters, Government funding has rarely
exceeded two thirds of the cost of hospice operations, and has sometimes dipped to not much more than half.
Self-help, fundraising and donations have to bridge the gap.
Kevin says there are variations in funding mechanisms across the country mainly for historical reasons. In
recent years, hospices have endeavoured to hold the Ministry of Health and Government of the day to a
previously espoused policy of meeting 70 percent of operational costs.
“At present, our funding through our district health board meets around 65 percent. It’s unlikely we will be
able to maintain the current level of funding, as it is emphasised by the Ministry and the Government that
increasing health need is not going to be matched by commensurate increases in government funding.”
Notwithstanding that climate, Hospice NZ lobbying persuaded the Government to pledge two amounts of
extra funding in the 2015 budget, because hospices were looking at serious financial challenges in the face
of increased need.
“One part of the funding was to bring hospices back to close to the 70 percent ratio and was very welcome
and timely. The other part (a one-off boost of $17 million over 3 years) was to develop new initiatives in
conjunction with primary and aged care to start to address the impacts of our aging population. In Taranaki,
we have employed an additional 1.4 nurses and a part-time counsellor (mentioned above by Jenny Blyde),
whose roles are to support patients and staff in aged care. This is in its early stages, but with positive
feedback so far.”
The majority of funds Hospice Taranaki has to raise locally come from its shops, which contribute more than
70 percent of the amount needed to close the funding gap each year. “As well, we have annual grants from
TSB Community Trust and Taranaki Electricity Trust, along with periodic grants from other philanthropic
and gaming trusts, which are usually for special projects or one-off purchases. General donations from our
community, along with donations requested from funerals make up the bulk of the remainder.”

O

ne way the hospice may be able to ease its increasing load is by promoting the concept of advance
care planning, a newly popular way of encouraging those who’ve had some sort of life-threatening
diagnosis to specify what they want to happen to them if it looks like becoming life-terminating.

Brief emergency care plans have been around for a while in the form of the “life tube”, a set of instructions
in a sealable plastic container kept in the fridge to let ambulance attendants know about existing conditions
and what treatment the writer prefers in the event of someone finding them unconscious. It can contain a
version of the “do not resuscitate” declaration some people sign to ensure they don’t end up being kept alive
but comatose with little hope of meaningful life.
The advance care plan (ACP) is a much more comprehensive version of the same thing, a document you fill
out in consultation with your doctor and other health carers, family, lawyer, friends, accountant, chaplain –
anyone you want to get advice from.
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The four-page document that results from this process tells anyone who needs to know what it is you would
prefer to happen to you in the event of a health crisis that renders you unable to communicate for yourself.
The last page has a table with two columns – the first says what you would want or not want to happen in
circumstances that you list in the second, corresponding column.
For example, if you have a stroke and can’t speak or move, people will know how far to go when applying
medical treatment. You might want the full suite, to be kept alive at all costs and to receive the full extent of
available medical options; or you might want no more than your mouth kept moist and someone to hold your
hand as you approach death.
An elderly New Plymouth woman known to the author went off to her GP for a routine appointment
recently, collapsed in his waiting room, was revived, and admitted to the intensive care unit at hospital,
unable to speak. She received the works, she assumed later as she lay in the general ward after 10 weeks, by
that time barely able to breath from pneumonia and other complications.
“I just wanted to go,” she whispered, “but the kids said: ‘No way, we’re not ready to lose you yet, mum’.”
From leading a full and active life that included driving her car, she found she was unable to return home
and now lives in a rest home, half-pleased she survived the ordeal, but unhappy at the turn her life has taken.
So, this question arises, frequently in such cases - what does the patient want? Heather Koch has been
involved with advance care planning for a number of years. “I’m on a steering group over at the district
health board, a group of interested professionals there who are really driving to get ACP accepted as part of
health care, whether it be GPs or hospital or wherever.”
With the help of some interested health professionals, she drew up a job description, put together a project
plan for the board, and in mid-2016 they agreed to it. “ACP is about empowering people. Go online to the
ACP Co-Operative - they’ve got a whole website with all the information, the tools that you fill in,
everything you could possibly want. You could do your own ACP; anybody can do it.”
National ACP Day is held on April 16 every year to promote the idea. “They’re saying that you need to have
a conversation with your family along the lines of, ‘if this were to happen to you, what would you like?’ It
can be what music you want played at your funeral, but it may be: ‘Well, if I have a stroke and I’m unable to
speak for myself, would I want to be sent to hospital or would I want to be cared for at home?’ It could be
about those major things, like whether to do CPR (cardio-pulmonary resuscitation).”
Age is no determinant of timing. “What the national group is encouraging is to have a conversation with
your family any time in your life and let them know what you’d like. And as you get older you can formalise
it by filling in an ACP tool, which asks all those questions about what you’d like at your funeral.”
Heather says Dr Tom Bull - one of the hospice doctors and an emergency department (ED) physician at
Taranaki Base Hospital – has gained a unique perspective from seeing people coming into the department
who may be unable to speak for themselves.
“They go into resus, and he has to make a decision whether he’s
going to do the full works, or whether he says: ‘Well, no, this person
is 88 and very unwell, so should we be considering palliative care
here?’
“On his sabbatical in 2015, he went around various hospice services
looking at hospitals in particular to see what they were doing and
from his research he’s developed a specific advance care plan – we
call it Tom’s Tool. If you went to ED and you had a heart attack, what
would you like? It’s really good, because it’s quite crunchy: ‘Yes, I
would want IV fluids, but I don’t want a defibrillator’.
“Previously, people were turning up in ED totally unprepared conversations hadn’t occurred with their family – and all of these
interventions were happening when they shouldn’t be. What we’ve
done with Tom’s idea is we’ve worked together, and figured out how
to use this tool.”
120

Dr Tom Bull

In early 2017, the DHB steering group completed a shorter version of the national ACP and it can be found
on the board’s website, where it can be filled in electronically.
Tom Bull has given much thought to these timeless medical debates. “We’re a death-denying culture,” he
says, “but it’s not always been like that. Up to the late 1940s, death was always around - you know, people
get sick.
“But then there were enormous medical advances in the 50s, 60s and 70s, which made people think that
medicine has always got the answer: ‘Don’t worry, there’ll be a new cure’, when in actual fact, everybody
dies eventually.”
Medical people – doctors in particular – have got into the way of thinking that talking about death is going to
upset patients, frighten them.
“So, people who have problems with cancer and respiratory disease get strung along with there’ll be a new
treatment or there’ll be a new drug, and so on. And nobody can break the conspiracy of silence that that
patient is going to die of that disease.
“So, advance care planning is about finding out in advance about what’s important to you, the patient. It’s
about making sure they understand what’s wrong with them, giving them some idea of their prognosis. That
can be difficult.
“And then it’s about asking them what’s important to them. For some people, it’s being with friends and
family, or playing golf, doing a tour of the South Island, or seeing the grandchildren in America. That’s
important to know, because it puts everything else, the decisions about their care, into context.
“Advance care planning shouldn’t really be about talking about dying. It should be about recognising
limitations, making choices and living your life in the best way possible. Then you ask them what they’re
frightened about, because people can be terrified about different things, like: ‘I’m scared of being
incontinent when I get sick’, and for some people that might be the worst thing. Or: ‘I don’t want to have
pain, I’m terrified of pain’ or ‘I don’t want to suffocate’.”
By knowing those things, doctors can often reassure patients that there’s a lot of stuff they can do, put them
on medicines that help control the brain centres that control breathing, make them less sensitive to difficulty
breathing, and help them breathe more easily. “We can sometimes drain fluid off your chest, and it’s not
going to hurt. You know, just by talking about the things that frighten them the most, you can sometimes
reassure them that we can smooth out those things.”
He says it becomes apparent how important forward planning is, and how important it is to manage families
and community resources, and symptom management, as well. “People come to us because they are in pain,
or they can’t breathe, or they’re frightened and have nowhere else to turn. And you get the feeling - or I get
the feeling - that some of those things you learn in palliative medicine can be very well applied in the acute
setting. That’s one of my big missions, trying to bridge the gaps.”
“Tom’s Tool”, it turns out, is a specific approach to an age-old problem. He explains: “In emergency
medicine, we use bedside ultra-sound as a way of making quick ‘yes-no’ decisions about how to manage
people. It’s used to detect fluid in body cavities, which is one of the big reasons why people get breathless or
get tummy pains, or their bowels don’t move.
“When you get cancer you often get fluid in your chest, which we can drain off and improve your symptoms.
It’s temporary, but sometimes it provides a lot of temporary relief that can go on for a long time. So, I had
some ultra-sound skills and the Lions club kindly provided us with a donation to buy an ultra-sound machine
for the hospice, which we use every day now to help people. I think it works really well. Our doctors and
nurses seem to have cottoned on to it.
“Bedside ultrasound is starting to get traction in palliative medicine in hospices around the country, but I
think we probably use it more here than most places. The smaller hospices that are integrated into hospitals
are probably using it.
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“In the old days, we would drain off fluid sometimes, but it’s just safer to do it with an
ultra-sound machine, (left) because you can actually see where you’re going with the
drain. It makes it safer, and it’s good for diagnosing other things. You can diagnose
fluid around a heart or lungs - which causes breathing problems - and diagnose people
who can’t pass urine due to pain or medications, and then you can use a catheter to
relieve distressing symptoms.”
He says the reason hospice evolved in the 1960s was because care of the dying was poor
in hospitals. The focus of everything was on disease management - diagnosing disease
and treating the cause, and if you couldn’t, then send them to hospice. Or put them in a
corner and forget about them, because “nothing more can be done”.
There is a modern realisation that palliative care should be introduced much earlier in the disease process, he
says. People with respiratory problems, congestive heart failure, with cancer, with neuro-muscular diseases,
can all benefit from palliative care, and the earlier it starts the better.
“Palliative care is really just focusing on communicating what’s going on with the patient, finding out what’s
important to them, and what their priorities are, what they consider the trade-offs are for the various
treatment options. So, it’s that, and it’s aggressive symptom management. And then it’s dealing with cultural
issues, spiritual issues, things like that.
“What I’m saying is, the old way of hospice and palliative care was, you got sick, and then the guys in the
hospital, the specialists, would say: ‘Well, there’s nothing more we can do, so go to hospice’. Now, it’s
‘you’ve got this condition, the specialist teams are going to treat it aggressively with medical treatments, and
also going to refer you to hospice where they can start the process of managing your symptoms’.
“And it’s talking to you and your family, helping you get support at home, getting nurses to come around
when you need them, and also helping integrate your care with your GP and other disciplines like
occupational therapists, counsellors, and social workers.”
He says the two things have merged and as you move down the disease process and your therapeutic options
get fewer, more and more palliative care takes over. “It’s almost like two triangles, with a thin edge and a
thick edge, so you end up with more palliative care and less curative care. And then there’s the bereavement
part of it.
“When you work in acute care, you see this obsession with technology and procedures, and you often find
the patient is completely overwhelmed, and it ends up hurting them. You may not be doing what they want.
What’s important to them becomes less important because it gets wrapped up in the medical machine.
“It’s one of the deficiencies in our profession. We need to stop and talk to these people and explain: ‘You
can go and have radio-therapy, but that may be weeks out of your life. Maybe it’s more important for you to
have more time with your family. If that’s so, we’ll concentrate on maximising the relief of symptoms and
providing excellent nursing care’.”
Some of the images we have of medical emergency treatment come from TV programmes made in other
countries, such as the US. Are we the same? Tom thinks not: “America’s hard, because it’s profit-driven,
and it’s medical-industrial and there is profit-driven malpractice. They talked about the military-industrial
complex, well this is the medical-industrial complex. It’s a business. People get pushed into private hospitals
and have all sorts of procedures that make everybody richer.
“But having said that, there is now Obama-care, and Medicare changes, and huge advances in palliative care
in America. It’s seen as a high-value, low-cost initiative. Up until 10 or 15 years ago, hardly any hospitals
had palliative care departments, but now 70 per cent of American hospitals with 50 beds and 90 per cent
with 300 or more beds have palliative care programmes. They look after people with palliative needs in the
hospital.”
We have such departments in New Zealand’s big city hospitals (Auckland, Christchurch, Wellington,
Palmerston North and Hamilton), he says, but in the smaller cities it’s usually a hospice in-reach movement,
such as we have here.
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“We usually have a nurse specialist going into the hospital every day to see referred patients. Sometimes a
doctor can go with them, but often it’s too busy in the hospice in-patient unit. About 80 percent of our
referrals come from the hospital, so there is a huge and expanding work-load.
“Our service is very good, but it’s quite under-resourced. Usually a clinical nurse specialist going into the
hospital conducts family meetings, advises hospital staff on medications and symptom management, helps
arrange transfer of patients to the hospice or discharges them back into the community with support, or into
rest homes. It is a very important service.”
A long-held concern among doctors has been the prospect of over-prescribing opioid painkillers for fear of
getting patients addicted, and Tom says that’s a hard thing to break in the culture of medicine and nursing.
“Hospitals and doctors have been indoctrinated with the idea that if you give people opioids you’re going to
stop them breathing. It’s a hard thing to break, but we are breaking it slowly. There’s a lot of research saying
that with appropriate doses you won’t cause depression in breathing, and you will help people immeasurably
by using just a couple of milligrammes of morphine every few hours and taking away that awful feeling of
not being able to breathe.”
And the risk of addiction? “Patients worry about addiction, but it’s not a problem in hospice and palliative
care. If you explain to them that addiction is about taking opioids when you don’t have pain, they seem to
understand better. If you’ve got pain, you can’t get addicted if you are using doses to treat the pain.
“In the US, they’ve got this terrible problem with prescription opioid addiction for chronic back pain, for
example. Unfortunately, they over-prescribe in some cases, and sometimes patients demand it, and if you
take opioids for lower back pain for three weeks you could easily become hooked. Treating pain is complex
- you need to use different strategies to treat pain, not just opioids.”

P

romotion of advance care planning is not a strategy that sits on its own. Hospice Taranaki and the
hospice movement generally have been part of a nation-wide initiative to formalise palliative care
since 2001. In that year, New Zealand became the first country in the world to hold a formal review of
what is now recognised as a medical specialty, but which in those days was still emerging world-wide in
disparate and ad hoc ways.
As we mentioned at the beginning of this book, serious thought about care of the dying arose only about half
a century ago, with the launch of St Christopher’s Hospice in London by pioneering Cicely Saunders in
1967, and the 1969 publication by Elisabeth Kübler-Ross of her epoch-changing book in the US, ‘On Death
and Dying’.
The latter had a big impact in New Zealand. People who trained at nursing schools in the early 1970s will
recall some of their learning focused on Kübler-Ross’ findings, which came from her interviews with
hundreds of terminal patients, in which they responded to her incisive questions about what they were
experiencing and, crucially, what they wanted to happen in the treatment process. Many palliative care and
end-of-life care books exist today, going into great detail about the approaches and techniques that should be
applied to the dying. Some of that content is clearly rooted in the Kübler-Ross discoveries, but any reference
to her is rare – for the most tragic of reasons.
In her 90s, after interviewing about 20,000 terminal patients over a long professional life, she wrote a last
book called ‘On Life After Death,’ whose main theme came from what a small group of people told her
about near-death experiences. They were all totally blind, but were able to describe in detail the clothing
worn by crash teams who rushed to their hospital rooms to revive them after a near-death crisis. This
testimony convinced Kübler-Ross there is some kind of life after death, but such a conviction was a step too
far for academia.
Notwithstanding such an inconvenient fate befalling one of its original icons, the palliative care community
is approaching a mature level of discipline and organisation, the latest incarnation in Taranaki being a formal
Palliative Care Plan agreed on by the Taranaki District Health Board in 2013. The Government insisted each
health district must develop one.
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The first version was compiled by ex-hospice staff member Brenda Hall, says Kevin Nielsen, who (with
Heather Koch and other hospice staff) had major input into its final form. Brenda was at that time employed
by the District Health Board. The plan’s executive summary describes an ideal much removed from the
disturbing neglect seen by former Hospice Taranaki board chairman Jeff Blyde when he visited his father-inlaw in the old cancer ward at Taranaki Base Hospital many decades ago. In its slightly bureaucratic
language, the document’s executive summary sets out a clear vision.
“The purpose of the Taranaki Palliative Care Plan is to develop a systematic and informed approach to the
provision and funding of palliative care services in our district. The plan is intended to prepare our services
to meet the identified need for palliative care in the future. Palliative care is an approach which aims to
optimise a person’s quality of life until death by addressing the person’s physical, psycho-social, spiritual
and cultural needs; and supporting their family, whanau, and other caregivers where needed.
“The plan seeks to build on existing services to meet future need. Key to achieving this is the development
of the competency and capability of generalist/primary palliative care providers to care for those at end of
life whose needs are non-complex. These providers will be supported by specialist palliative care services
(hospice), who will also provide care for those with complex needs.
“Formal partnerships between specialist and primary palliative care providers are required to clarify roles
and responsibilities. There is also a need to include evaluation of improved access and effectiveness from the
perspective of patients, families and whanau. Effective planning for palliative care must align with the
development of primary care services, including the management of chronic/ long term conditions. Whilst
most people who will benefit from a palliative approach are older, the needs of children, young people and
adults under the age of 65 must not be forgotten.
“Re-orientation and greater integration of the current system will provide increasing opportunities for shared
care and access to specialist services based on assessed need rather than diagnosis or geographical location.
Using this approach, the majority of care would therefore be provided by the generalist/primary palliative
care provider, with support from the specialist palliative care team.
“Key issues identified through consultation include limited after-hours GP access, an absence of advance
care planning, the lack of a palliative approach in hospital services, the need for support for carers,
acknowledgement that greater palliative care skills are required in aged care facilities, and a growing need
for education and training.”
The plan outlines seven strategies for the
sustainable delivery of palliative are in Taranaki
- develop and support models of care to meet
population need; workforce development and
education; develop a palliative care approach in
TDHB hospital and specialist services;
implement advance care planning; provide
support for family/whanau carers; improve
access to information for providers and
consumers; and measure quality and outcomes.
Education is a word that crops up a lot in the
plan. It’s there in the first item of the actions list,
which says a new focus is needed to help nonspecialist palliative care providers with education
Current
educators
for
Hospice
Taranaki
Vanessa
and support. That refers to the initiative Hospice Taranaki is already pursuing with rest home staff. But
Philp and
Letiesha
ongoing
education
is Sue.
also important for hospice staff, as Heather Koch has long recognised.
“As an organisation, we have always been really supportive of any kind of education or professional
development. When I recruit any nurses now they’ve got to make a commitment to do post-graduate study.
So, they have their nursing degree and they have their experience from previous roles, and then they can get
some funding to go and do a post-graduate certificate in hospice palliative care.”
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There’s a number of education providers – Whitireia Polytechnic in Porirua, Canterbury University,
University of Auckland, which is where most staff go. “From the Ministry of Health’s point of view, they
like to know there’s probably about 60 percent of staff who work in a hospice that have a recognised
qualification in palliative care. We’re up there. We’re pretty pleased with the calibre and experience of our
staff.”

N

o account of today’s hospice would be complete without a look at one of its most serene assets, a
quiet place miraculously created close to the rooms where patients and their loved ones spend what
can be a challenging time.

It’s the hospice garden, and there’s no better person to explain its features than Alan Jellyman, who’s spent a
lifetime nurturing park-life places. A former director of New Plymouth’s parks and reserves, he is the second
person to head the team of volunteers who look after the garden.
--------------------------------------------------------

Alan Jellyman – gardener extraordinaire
A New Plymouth District Council employee for nearly 40 years – much
of it in the parks department – Alan Jellyman was the ideal person to
take over responsibility for Te Rangimarie’s gardens. I was at the
council for 38 years,” he says. “I was originally appointed as assistant
curator at Pukekura Park in 1962, under John Goodwin.
“I succeeded him as director of parks and reserves in 1977 when he
retired, then in 1989 I became the manager for community services,
which included parks and museums and art galleries together, the
structure they have now again. I retired in 2000.
“I was the second to lead the garden team. I think its nine or 10 years
since I got involved. I can mark the years by the fact I was a recipient of
the care of this place in 2004 and 2005, for my wife.
After that, I said to Kevin, look, if there’s any way I can contribute,
happy to do it. Then the original head gardener, Allen Brown, retired
on health grounds. He had been doing the garden over at the former
ward site; it had that little courtyard garden that was very private and
very reflective.
“It’s 11 years since my wife died, and some of the staff still give me
hugs. That talks about the time, the sort of wrap-around service, not just to me and Gail, but to my kids,
too. The care shown them was extraordinary, helping them down this pathway…I’ve never forgotten that.”
He has a team of 6 volunteers to help him, with regular gardening sessions every Tuesday morning.
---------------------------------------------------------------“The purpose of this garden was very much to be a reflective place, I guess, because you have along here
each of the rooms (indicates patient rooms opening to the garden along the north-facing wall of the main
building). They each have their own private view shaft and seating area. For them and the families who
come to support them it’s a sort of garden of tranquillity, and to a degree, reflection.
“What we try to do is to have things close to the rooms that give colour and interest. The rose garden, of
course, is a key component, because they flower for so long. The families that are here are all under stress,
so this is a totally secluded area.”
He says they try to have more formal gardens near the patient rooms. “On the outside boundary, we’ve got a
less formal garden from a maintenance point of view.
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“The inside garden works really in a sense that it’s an enclosed garden, and we try to keep it looking as
smart as we can, with colour all the year round. The tuis like the camellias. The camellias provide a lovely
screen and colour through the winter. You can call it a garden of memories…all those sorts of reflective
things.”
He describes plant choice as “a moving feast. Oddly enough, it’s more about finding the right plants for the
right site, because we have all sorts of sites here. We have quite cold, shaded sites; we have sites which get
full sun. So, it’s a matching game, and what we tend to do is use annuals, because they give a level of impact
colour around some of these places.”
It’s the middle of winter as we tour, and some flowers are out already, Iceland Poppies that are just starting.
“It’s sort of horses for courses, and you find the things that really perform well and things that struggle, so
there’s a certain amount of suck it and see experimentation goes on. For example, this is one of the
Abutilons, Chinese Lantern. It sprawls all over the place. It’s actually a very lovely little thing. It softens
these trellis things here.”
The most recent project involved large pots placed at the eastern end of garden, outside the main corridor to
the Yarrow Wing. “The connecting corridor - and the family room which became another patient room were looking out onto this bare yard. It was not a good site to do gardens in, so we decided to do the paving,
and then we needed plants so there was something for the room to look out to.

Some of the 2017 gardening team: (from left) Diane Ogle, Shirley Chapman, Alan Jellyman and John Fairey.

“Originally, we got these four pots here, these lovely Morris and James pots from Matakana, and after lots of
playing around with different pots, we decided on this new arrangement. It also adds life for people walking
along the corridor looking out into the garden – because the staff look out into the garden, too, so it’s a sort
of double thing.”
He says managing the garden is a kind of game where they’re trying to find the solution.
“At the present time, for example, we’re trying to establish daphnes, so there’s a daphne outside each room.
That’s a fragrance-type shrub. We use a lot of these carpet roses. This one is called Apple Blossom. It’s one
that performs well; it has these big sprays of this pink flower. “There are little ones around the edges,
Crassias. They’re one of the things I inherited, and they work quite well, because they tie the border in quite
nicely. They give a nice, tidy edge.”
Talking of edges, there are the memorial bricks. “That’s been one of the fundraisers that they’ve had. It’s a
way people can donate and have their family memorial here within the garden. Because one of the dangers in
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a garden like this is you could have memorials that
are obtrusive. The bricks are not obtrusive, but they
fulfill the purpose.”
The garden has only one big tree, an oak. “We
actually lost a tree out of here…we had a nice kowhai
tree, but it collapsed last summer. But I’m not too
worried about it – we’ll put some more roses in.”
Some of the places get very dry, he says, so they have
to find that will cope. “It’s a guessing game, a lot of
fun. I’m lucky Kevin gives me a reasonably free
reign.” And he has plenty of help, a group of six
volunteers who come every Tuesday morning. Most
have worked there over many years, and 90 percent
have a connection to the hospice through its palliative
service.
There’s a small garden for the kitchen staff – a lemon
A group of long-serving early gardeners at Te
tree, vegetables and so on. “They use a lot of parsley,
Rangimarie: (from left) Allen Brown (the leader),
and in summer a lot of lettuce. The kitchen staff are
Grace Hitchcock. Gwen Herbert and Ted Manning.
always preparing meals for functions. It’s good for
them to be able to come out here and pick…both the
forms of parsley are pretty good, and the coloured silver beet they like. They use the broccoli, and runner
beans and things.”
And then there’s the water feature. It’s viewed from a sitting position out through a special low window. “It’s
got a real quality to it. It’s a very important sort of retirement room, if you like. I know from personal
experience how at a critical time my family came back here and just sort of sat. It gave them each support – it
gave this whole quietude, reflection.”
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HOSPICE TODAY - Chapter 10

VOLUNTEER ARMY
They say an army marches on its stomach. Apply the analogy to Hospice Taranaki and it’s likely to come
out something like this – a hospice marches on its volunteers. Dozens of them, hundreds. In fact, about 600
people give their time free towards making the hospice organisation the success it is today.
In his annual report each year, chief executive Kevin Nielsen tallies up the hours that volunteers contribute
and his latest total approaches 126,000 a year. That’s 10 percent of all the hours given to New Zealand’s 32
hospices. And it doesn’t count what he terms the “immeasurable” time spent by the knitting groups who
make hundreds of garments to sell at stalls, hospice shops and at Te Rangimarie.
Most of the volunteers work in the organisation’s five shops and warehouse depot, keeping the doors open
Monday to Saturday (even longer for the depot) and helping that part of the operation clear nearly $1.6
million a year. Without that, the hospice wouldn’t exist, since as we’ve seen in earlier chapters, government
funding for Hospice Taranaki covers only about two thirds of its running costs.
Other volunteers knit clothes for sale, tend the hospice garden, record and write up biographies for patients,
work with clinical and counselling staff to keep the hospice and its community services running, do
housekeeping duties in Te Rangimarie, run stalls, assist with the day programme, help with fund-raising,
perform in charity shows, run auctions, clean, cook, make marmalade and other saleable goods, and assist
with the administration of the organisation.
Why do they do it? There’s a straight-forward answer to that – almost everyone who gives time to Hospice
Taranaki has been in some way touched by its core service, which is to ensure those coming to the end of
their lives do so with dignity. Many volunteers are former patients, the partners of patients, the family and
friends of patients.
They’ve felt the love, now they give back. And when they do, they become part of a vast family that
envelopes them, and in many cases nurtures them so well they never leave. Some volunteers have been with
the organisation since it began 25 years ago. The only thing that seems to stop them is when they themselves
reach the end of life, very often in the care of the organisation they have cherished.
Voluntary input into the success of Hospice Taranaki began in earnest when the foundation trust board made
its first-ever staff appointment in April 1994. Lis McBride took up the role of day-care and voluntary
services general manager.
To quote Chapter 2 of this book: “One of her aims was to increase the number of volunteers and develop
volunteer services throughout Taranaki, the Daily News reported. ‘I would like to see at least 100 in New
Plymouth alone, about 40-50 in Hawera, and 40 in Opunake and Stratford,’ she said.
“They would range from nurses, doctors, chiropodists and hairdressers to those who could do gardening and
shopping for patients still living at home. The report said Elisabeth had previous experience in nursing and
oncology and palliative care, and her wages were being met by the new Midland Regional Health Authority,
not the hospice foundation.
“She planned a 24-hour phone service for caregivers, a counselling service for caregivers and families, and
education for health professionals, as well as day-care for terminally ill people, which would allow
caregivers up to eight hours of respite a day. Her main goal was to provide quality hospice care throughout
the province, ideally in a free-standing facility, although that could be many years down the road.”
That Daily News article led to an avalanche of inquiries from people keen to be volunteers, Lis recalls now.
“I was inundated with phone calls. I also ended up doing a lot of public speaking at that time, to service
clubs, church groups, women’s groups. I talked about the hospice movement, the vision of hospice care. A
lot of koha was given, and it all went straight into the pot towards building our own hospice.”
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She set up in a room at St Andrews Church and asked people to come for interviews. Some 64 turned up,
many of them gifted for voluntary work. One of them was Joy Watt, who would go on to found the first
hospice shop behind Iona House in David St near the site of today’s Westown HospiceShop enterprise.
Lis waited a couple of months before she acted on the interviews. “I wanted to be sure people were certain.
It whittled them down a bit.” In the end, 17 volunteers joined up. She put together a six-week introductory
course and delivered it, with help from the nursing faculty at Taranaki Polytechnic.
“We began with a history of the hospice movement. For example, people think the first hospice was started
at St Christopher’s in 1967, but in fact the Sisters of Mercy in Ireland were running a hospice as early as the
1930s.
“We taught the volunteers about grief and grieving, dealing with distressed people, care in the home – how
to lift someone who is bed-ridden, wash them. Massage therapy - touch for the dying is incredibly important.
Listening skills, safety, being trusted when you go into someone’s home, all those things.”

I

f you wanted to single out someone who epitomises
the spirit of hospice volunteering, you wouldn’t go
past Jocelyn Smith - aka the Marmalade Lady. The
87-year-old still has vivid memories of how she began
a labour of love that raised funds for Hospice Taranaki
from the time it first began.
“We had lots of lemons and grapefruit one year and I
thought, well, I could make that into marmalade and take
it in to Iona House for the patients.
“I found my auntie’s old recipe, Connie Gridley her
name was, and away we went. It was just for the patients
at first, but then someone said perhaps we could sell it in
the shop.
“We’d got involved right at the start at Iona House, after
I spotted an advertisement in Midweek calling for
volunteers.
“(Husband) Murray would drive out and collect cancer
patients and bring them in for a cup of tea and sometimes
lunch, and then he’d take them home again. It all started
from there, just one day a week for us.

Jocelyn Smith – aka the Marmalade Lady.

“We had so much fun in those days. I’ll never forget that old house – the floor was so uneven it drove us
mad trying to get the tea trolley around. We carried the whole thing half the time.
“We got people bringing in plastic bags full of fruit, so Murray and I would end up with a house full. He’d
do the chopping up and I had a kitchen whiz and a great big pan. We went through two kitchen whizzes. We
were making about 40 jars a day.
“We’d asked the volunteers to bring us jars. Then someone suggested we put nice tops on them – we’d write
out what it was and the cost and so on. We sold it for $3 a jar, and I think that’s still the price today. This
occupied us for two or three days a week. Our power bills would go up, but we never minded. Others helped
with it.
“People donated sugar, but we ran out, so we approached the New World supermarket and the manager said
we could have all we wanted at no charge. And then we did a recipe book. They still do them. They’re still
making marmalade using the same recipe I got from my auntie.”

129

T

he hospice knitting group based in New Plymouth has a team of about
85, says leader Cathryn Phillips. Most of them knit, but some sort wool,
help on the group’s three shopping centre stalls, or assist with
communications.
Their work – about 1000 garments a year - earns between $10,000 and $14,000
a year, with $160,000 raised for hospice since the group was started by Bet
Squire.
They make mostly baby clothes for children ranging in age up to eight, jerseys
and other garments from unused wool donated by people and organisations.
Other output includes knitted hats and even the occasional Xmas stocking.
One knitter specialises in knitting baby booties with sheepskin soles which are
very popular.
Cathryn learned to knit as a child, she says, but had to give it up in middle age
Cathryn Phillips
when arthritis crippled her hands. She sold off her knitting machine and other
knitting gear. Then she was diagnosed with a “lazy” heart about 10 years ago and had a pacemaker – and her
arthritis vanished and she could knit again.
Although she and her husband farmed for years on the Stratford-Opunake Rd, close to the mountain, she had
previous experience in banking, and did a couple of years in retail, as well, which she finds useful when it
comes to managing the sale of garments.
The group’s output is sold from stalls outside Countdown supermarket on the one-way system, outside the
pharmacy at Merrilands Shopping Centre, and from the entranceway at the newer Countdown supermarket
in Hori St. “That one’s become a favourite with the group because it’s particularly sheltered from the wind.”
Most items sell for an average $15, which is about half the cost of the wool. But there’s flexibility - Cathryn
recalls a customer wanting seven knitted hats, so she sold them for a dollar each. “Customers are young
mothers and grandmothers looking for gifts for grandchildren. Not everyone’s got a lot of money - they
often ask us to hold things for them because they won’t have the money for another week, sort of thing.”
Her knitters are mostly older women, people who love to have something to do when they sit down. “They
tend to be women whose children have departed. They like the work because they can do it while the TV’s
on, and they don’t have to buy the wool.”
She tries to look after her knitters when it comes to wool supplies. “I tell them if they’re uncomfortable with
a particular wool, then they can return it to us. If it’s damaged or eaten by insects, we tell them to just throw
it out.”
Some of the wool comes in from deceased estates, and may in some cases be decades old. The group uses
only four-play or double knit, finding the “hairy” varieties unsuited for children because it tickles them.

Lyn Davis and Margaret Young,
two of the floral arrangement
team making another of their
masterpieces which grace te
Rangimarie each week
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The annual volunteer function acknowledges the wonderful contribution volunteers make to Hospice Taranaki.
Stratford’s Carole Shaw as we remember her - she loved people, here with long-serving volunteers David Shute
and Hec Cole. Carole (deceased) was a trustee of the hospice foundation.

Often staff and trustees provided the entertainment for the volunteers Christmas function. This particular year was a
Scottish theme completes with kilts – and haggis!
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HOSPICE TODAY - Chapter 11

OUR HOSPICESHOPS

A

key part of the hospice story is the history of its op-shops, which
now carry the distinctive marking brand of Taranaki
HospiceShops. They have more than half the volunteers and have
grown into a mini-economy that has wide impact on the lives of Taranaki
people.
Hospice shop turnover influences statistics recording the shape of the
province’s economy – the latest numbers show total Taranaki retail sales
were down over the third year of the current recession, but the number of
transactions was up.
Which gives a clue as to how those running the operation have steered their
enterprise to such successful heights. It’s about turning over the stock,
which is achieved with skilled pricing – mostly low pricing - and a tracking
system that ensures constant movement of the huge quantity of goods
Taranaki people donate each year.
Judy Spranger is the woman who developed this approach, a methodology
that is followed by some other hospice shops around New Zealand. She
runs the overall shop operation, which has outlets at Westown (adjoining
Te Rangimarie), Waiwhakaiho Valley, Stratford (a main shop and a pop-up
antiques shop under the clock tower) and at Hawera.

Judy Spranger

Judy has been involved since 2004, joining as the first salaried manager less than a year after the Westown
shop moved from old houses in David St nearby to the new hospice building. Volunteers had been running
the operation since the days of Heather Koch’s first chilly bin trade in the late 1990s (see Chapter 3), most
notably Joy and Barry Watt. But when the new premises got under way, the business had become too large
for part-timers.
The big thing that hit her was the need to make sure the stock moved. “Stock rotation was not really
happening – nobody could tell me how long an item had been here. “I felt there was probably a lot of dead
stock sitting round. If you’ve got dead stock you can’t get new stock out of the depot. And in those days –
not as much now, because there’s so much more competition – in those days we had so much stock being
donated to us that systems had to be put in place to get it turned over and to make money out of it.”
She introduced a simple colour coding scheme, stickers that showed how long an item had been on the
shelves, although she allows that her new regime was a little more complicated than that. “It was basically
putting systems in place to show me how things moved. You’ve got customers coming in here day in and
day out, week in and week out, and if they see the same stock they’re not going to come back again.”
It was also about having items at the right price, “keeping the majority of it low in price, and rolling it over”.
Pricing is largely a matter of experience, she says. “They’re just in anybody’s head. You get in the way of it,
you get a feel for it. You can’t go cost-plus whatever - we don’t pay for anything, it’s all donated.”
The standard approach is 50c an item unless priced otherwise. “I don’t like going below that. Once you start
working in here you’ve got a responsibility to the people who donate as well as the customers. You’re sort of
riding quite a thin edge all the time.
“Any time someone donates, they think their donation is the best thing since sliced bread. They’ve got an
affinity with it, they’ve got a feeling for what they’re donating. But when it comes into our hands, we’ll be
looking at it in a slightly different way. It’s not to demean the donation. You’re walking that tightrope where
someone who comes in and sees what you’ve priced their stock at, and if they feel it’s worth more they
might decide not to donate any more. We’ve seen it happen.

132

“I can remember many years ago a woman came in and was looking at this big vase. When I went over she
said: “I don’t want to buy anything – I just wanted to see what price you’ve put on my vase. I’m happy with
that,’ and off she went. A lot of people are quite content to give things and leave it to us, but that always
embedded in me that you walk a fine line on whether you turn people off.”
However, some items demand a different tactic, and are sold in the hospice antique auctions. These became
a significant source of revenue in the early years, says Judy. “I started the auctions within a couple of years
of being here, because we had stock that warranted that kind of approach rather than
trying to get a high price in the shop. “It’s not just furniture – it’s pottery and crockery and paintings and all
those.”
She remembers being a bundle of nerves before the first one. “I had dreams…god, what if nobody comes,
what are we going to do? We’ve done all this work. Anyway, we had it at the Devon Hotel, and when we
opened the doors people just thronged in. That first one took $14,000.”
These days they sell about 300 items at each auction, the best one realising $23,000. “It’s province-wide
now. I’ve always run two in New Plymouth, then I got them to start one in Hawera, and I ran a few in
Stratford. Then I kicked the pop-up antique shop in Stratford into gear, so we don’t need to hold auctions
there any more. That runs 19 hours a week, and that’s where I push the antiques and collectibles through.”
ynda Bennett, who manages the Westown shop, has been there for
seven years, becoming manager of the bric-à-brac section before
appointment to branch manager three years ago. She took over after it
became apparent Judy’s role of overseeing all the shops, begun in 2009,
meant managing Westown as well became impossible.

L

“I talked to Kevin and said that I was just chasing my tail,” Judy recalls.
“Trying to run this is a fulltime job, because this is the biggest shop of the
five.” In her seven years as overseeing manager, she has seen the Westown
outlet grow so rapidly it needed to be extended to the maximum size allowed
on the site.
In her time, Hawera has shifted three times, each time to a bigger shop,
Stratford has moved three times (it’s now in new leased premises at the
northern edge of town, and already struggling for space), and the
Waiwhakaiho shop, which opened in 2012, has recently moved to bigger
premises.

Lynda Bennett

Paid staff are needed for continuity, she says. “The volunteers are very professional and loyal and humble,
lovely people – but they’re retired, and they’re also getting older, and they deserve to be able to ring up and
say: ‘I’m sorry, I can’t come in today’, for whatever reason. But we find the majority of them really anguish
over having to ring up and say they can’t make it. It tears them in two, because they feel they’re letting us
down.
“We endeavour to make them feel valued. One of the things uppermost in our minds is that without the
volunteers we’ve got nothing. We can be professional as paid people, but without those volunteers working
alongside us we could never achieve what we’ve achieved today. Absolutely never.”
She says it’s an amazing place to be involved in. “Uppermost is the sense of fun in the shops. We’ve got to
get the work done, and there’s a lot of work to do, and day after day after day, I’ve always found. But we
have fun, too.”
Once the place started to grow, Judy put hurdles in front of herself. “I like to think of them as hurdles. I love
challenges, and so therefore it was my challenge to get to a quarter of a million dollar in sales, half a million,
threequarters of a million, a million. Now over all the shops we’re taking in around $2.4 million a year.”
The Westown shop gets 500 to 600 paying customers a day (not foot traffic). That dropped a little from
about 700 a day when the second New Plymouth outlet opened at Waiwhakaiho five years ago. Even so, the
Westown shop looks crowded any time you go there. Judy recalled thinking it was small the day she began.
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“I remember the first time I came in here I was stupid enough to say: ‘Gosh, it’s not very big, is it’, and I just
about got shot. Because, of course, they’d all been in the old houses.”
How it began was recorded in a brief report from Joy Watt, made to the hospice board for its 1998 annual
report:
A garage sale was held in early April 1998 and the residue of sale was the birth of the Op-shop. Three
volunteers were responsible for this particular Saturday session. This has now grown to 10 volunteers on a
Saturday and Tuesday – however, it is obvious demand now dictates increased hours of opening. We
intend to open four days a week in the near To date we have raised $5415.
Special thanks to those who knocked a hole in the wall to create more floor space, those who have
collected donated items from around New Plymouth and surrounding districts, and those who have given
their time unconditionally on a voluntary basis to make this the success it has proved to be. It is obvious
larger premises are necessary.
At left: Joy and Barry Watt –
founder volunteers of the
“Op Shop” as it was then
known. What a legacy they
have left as the
HospiceShops have gone
from strength to strength.
Peter McDonald (Chairman
at the time) presents Barry
with his 20 years of service
to Hospice Taranaki at the
annual Christmas function.

That would become a familiar refrain to the present day. Judy: “I can remember being in a meeting with
Peter McDonald when he was the chairman, saying to him: ‘You give me more floor space, I’ll make you
more money.’ And that’s how it goes.”
Economic recessions go largely unnoticed. If anything, turnover grows, a trend noticed by staff in Hawera
and Stratford. Judy says she hasn’t seen much effect New Plymouth. “It’s always busy. I walked into
Waiwhakaiho today and you could hardly get through the door to the counter.”
From the beginning, hospice shops have attracted
customers across all levels of society. There is no
apparent snob barrier like the one initially faced
by another retailer of low-price goods when it first
opened in New Plymouth, the Warehouse.
Judy says prior to starting, she spent 10 years in
an upmarket city shop and when she began here
she saw many of the same customers. “It’s
because we’re big, high profile, a good cause.”
Lynda Bennett: “And we’re throughout New
Zealand. This shop is still the biggest, moneywise and volunteer-wise.” They realised they’d
become a template for other New Zealand hospice
shops when others sent their shop managers to see
why the Taranaki hospice shops do so well.
Apart from the systems that have been developed
here, some of the success is down to the
generosity of Taranaki people. Lynda: “We’re
lucky with a lot of donations.”

Westown HospiceShop staff members: (from left) Kay
Terry, Rachel McQuillam and Roman Huta.
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The Westown HospiceShop volunteer team.

That doesn’t apply to every region, says Judy: “You take some of the little shops in the South Island – many
of them are struggling for donations of goods to sell in the shops.”
It helps to have a well-organised and capacious depot, something many other hospices don’t enjoy. “That
enables us to have stock, a turnover of goods that can be rotated out,” says Judy. She thinks Taranaki’s
pricing also helps.
“It’s a lot to do with our price point, because even though I haven’t had a lot to do with shopping in other
hospice shops around New Zealand, Kevin has. He feels that a lot of the shops are far too high-priced. “And
then I go back to what I said before – if you get something really good, or if you get something of auction
quality, then you’re obviously going to do something different with it. But your run-of-the-mill stock that
comes through all the time - as long as you keep it cheap and it rolls over.”
Managing waste is another important factor. “One of the biggest things I’ve pushed with the volunteers was
that if they put something in the rubbish tin it was going to cost us money to dump it - but if you put it out
there, and it’s 20 cents or two for 20 cents, it’s going to put money in the till.”
The shops have four major categories – furniture, bric-à-brac, clothing and books, plus electrical goods if
they are safe (they have volunteers to test them). “Everything sells well. Books have always been on the
same level. They’ve never really dipped dramatically to the point where we’ve had to do anything in
particular with them. It’s seasonal with books more than anything else. The others are pretty much on a par.”
So far, there has been little apparent impact from the tide of low-cost imported goods that flooded the New
Zealand market over the last decade. Judy doubts they’ll see any effects. “I think people have worked out
that even though the majority of our goods are second-hand, if you pay $5 here, nine times out of 10 you’re
going to get a better quality here than paying $5 downtown.
“Think also in terms of furniture – where do you get beautiful old oak and rimu, solid wooden drawers, for
instance, compared to flat-pack furniture? I’ve been here 12 years and I’ve never seen any decline in the
really good product that’s coming through.”
Lynda quickly learned the patterns involved in the hospice shop business. “When I started here, I was told
you’ve got a two-week window of opportunity for an item.” After the shops close for Sundays and Mondays,
people line up to get in at opening time on Tuesday mornings. “There’s usually about 50 people queued up.
You open up the door and step back - you don’t stand in their way.”
Judy: “I remember when we extended the building, we had to shut it for a week and the day we re-opened
we had Peter and Rosemary Tennent cut a ribbon for us. The whole carpark was chock-a-block with people,
because they hadn’t been able to get in here for a week. I had sheets over the windows to stop them stickybeaking, so they didn’t know what was in here, or what we’d done. They had withdrawal symptoms.
“Rosemary cut the ribbon and we opened the doors, and without a word of a lie Peter had to get Rosemary
out of the way, because people couldn’t have given a monkey’s about who was standing in the middle of the
doorway, and between them and the stock. They stampeded.”
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he hub that plays a big part in keeping the HospiceShops supplied is the warehouse in Borrell Ave,
New Plymouth. To work so efficiently, it has to be incredibly well-organised, and under manager
Michelle Porter’s guidance it is. She and her colleagues have spent years perfecting systems to handle
an ever-growing tide of recycled stuff that would otherwise
overwhelm them.
Her operation is staggering. Her big team of volunteers sorts and
shifts hundreds of thousands of good second-hand items each year,
supplying the HospiceShops in New Plymouth (Westown and
Waiwhakaiho); some goods also go to Stratford and Hawera.
They’re open seven days a week. They have to be to manage the
constant flow of furniture, clothing, electrical goods, books, toys,
bric à brac, linen, shoes, crockery, CDs and records, bikes,
pushchairs, plastic containers, clocks, musical instruments, paintings,
appliances, fishing gear, and other assorted household things that on
any one day could furnish dozens of homes.
And they need to be on hand every day to deal with the rubbish
people used to dump at the Borrell Ave premises at weekends when
the loading bay doors were once closed. Now, volunteers are there
every day to receive goods destined for the shops’ multi-million
dollar operation.
The warehouse process devised under Michelle’s supervision has had
to grow as rapidly as turnover in the shops. It begins when someone
Michelle Porter
drops off a load of things they no longer need at one of the shops or
directly at the warehouse. Goods left at the Westown shop and some from Waiwhakaiho are trucked to the
warehouse each day and volunteers unload everything straight into bins and onto shelves in the loading bay.
Some of it is immediately seen to be rubbish. For example, old TVs are a particular problem because the
shops can’t sell anything other than modern flat-screen models. Most waste is dumped into bins lined up
outside, and getting those emptied as well as taking rubbish to the tip costs Hospice Taranaki between
$40,000 and $50,000 a year.
Clothing and linen go to a sorting room where half a dozen volunteers begin directing items to bins for a
second check and packing into banana boxes or into baling sacks to be transported to cloth recycling centres
here, in Palmerston North and eventually, some of it, overseas. Sorting needs to be done with care - some
donors include used nappies, food, vegetable peelings and other rotting material in their bags of unwanted
clothing.
Some volunteers have been
working there more than a
dozen years.
Why do they do it? “Well,
you’ve got to have something
to do in your retirement,” says
one.
“It’s the company,” says
another. They work rapidly,
hauling each pair of pants,
dress or coat out of a bag,
holding it up to check back
and front to gauge its
condition.
Items that are clean, intact and
still have all their buttons go

The typical set-up for the annual hospice auctions at the Devon Hotel and Conference
Centre in New Plymouth.
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The warehouse team – responsible for sorting thousands upon thousands of donated items, day and day
out.

for a second examination before being folded into the boxes to be stored in a vast collection upstairs,
everything labelled and ready for whatever seasonal demand arises. Each weekday, 30 to 35 boxes of
clothes, 30 of linen and seven of shoes are shipped out to the shops. That’s getting up towards 20,000 boxes
a year.
Cast your eye around the ground floor of the main warehouse behind the sorting area and you’ll see what
seems like hectares of heaters, coffee tables, strollers, computer desks and chairs, dressing tables, deck
chairs, sets of drawers, speakers, hoses, weights, mats, shoe racks, lampshades (awkward to store), stools,
dining chairs, desks, dining tables, artificial Xmas trees and decorations, clocks, and bags.
In one corner, there’s a collection of older items awaiting initial assessment by the antique expert, (Tom
Phillipson) who will set aside what he thinks will sell at the annual hospice antique auction. Each shop also
puts aside items to be assessed for auctions. Other donations are taken to specialist rooms or separate
sections in the three warehouse buildings.
Electrical goods are set aside for testing on a machine that cost the organisation several thousand dollars. If
something is safe, it’s labelled accordingly so there’s no comeback on hospice if it is later sold. Staff at the
Hawera HospiceShop do their own electrical testing, and Stratford has a generous volunteer with the
appropriate equipment for testing.
There are whole rooms full of bric à brac, which includes crockery, cooking utensils, kitchenware, bakeware,
biscuit tins, teapots, CDs – and boxes and boxes of coffee mugs of every description. There is the room
packed to the roof with boxes of shoes, and running off that the picture room containing framed paintings,
photographs, drawings and etchings.
In another part of the building, volunteers restore toys. They take soiled dolls and wash and repair them until
they look new again, wrapped in plastic and ready to delight someone’s child. Toys are the only items
warehouse staff pre-price, sometimes checking out big retailers like The Warehouse to ensure they remain
competitive. Everything else is priced by staff at the shops.
Next door are shelves and shelves laden with coat-hangers, so many that volunteers come in once a week to
sort them. In yet another room, there are boxes of books, magazines, CDs and records stacked into small
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Wonderful world of the warehouse

mountains. Most donated magazines are thrown out, but one in five (like National Geographics) will be in
demand. The sorters handle more than 50,000 books a year, sending 30 cartons a week out to keep the shops
stocked.
Music collectors take great interest in the piles of 45 and 78 records, some of which have better quality sound
than modern recordings. Some people buy them to melt into shapes for holding pot plants, while CDs can
end up being hung in gardens, their bright reflections scaring off the birds. One apt record cover that’s been
put aside for a laugh holds a Steptoe and Son recording called ‘More Junk!”
Close by is a room storing output from the hospice knitting group, whose 85 volunteers make an endless
supply of baby garments and other items for sale on street stalls regularly set up around New Plymouth. So
far, they’ve raised nearly $160,000.
The building next door stores items destined for the antique and collectible auctions, which make more than
$50,000 each year. Michelle has the job of holding many of the 350-or-so items at the New Plymouth
auctions up as they’re offered, a task that can make for a long day. In a third building, volunteers labour at
repairing furniture, appliances, fishing gear, in fact almost anything worth salvaging.
Some items are stripped of their metal, including kilometres of copper wiring. “These guys are amazing,”
Michelle says of her colleagues in the repair shop. “They can fix anything.”
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Nearby stands a forklift, needed to stack heavy furniture on high racks. “Two of us have our forklift
licences,” she says. “Health and safety is a big thing these days.”
You can tell it’s taken seriously from the gloves volunteers wear and the reminder signs tacked up
everywhere. Some signs are for fun, though, like the one on the book-room window that says: ‘It might look
like I’m sitting here doing nothing, but I work so fast I’m always finished”. It speaks of the spirit in the place.
The workshop building has special significance for those who have been part of the warehouse operation for
a long time – it has a sign on it saying: ‘Colin’s Shed’. It’s named after Colin Muggeridge, who is fondly
remembered by Michelle and those who worked there prior to Colin’s death in 2014.
“He was the most awesome man, a real treasure,” she says. “I idolised that man. He treated us all the same –
we were all equal as far as he was concerned. We were no different from anybody else. He would bring us
liquorice. He would spoil us girls rotten.”
f anyone ever wrote an opera about hospice volunteering, it’s theme song would need the clack of
knitting needles as accompaniment. The women who wield them to make garments to sell at hospice
shops, garage sales and stalls are a long-standing and valued unit in the Hospice Taranaki voluntary
army, raising more than $160,000 over the last quarter of a century.

I

Some have been knitting for decades, while some unravel wool from second-hand clothing and sell it. They
come up with other fundraising schemes, as well. An example is the Stratford knitting group’s Christmas
Homes for Hospice run in 2005, 2006 and 2009.
Stratford group leader Trish Houghton explains: “You decorate your home and then people pay to go
through at $25 a ticket. We had two women who were part of our team, Helen Dickey and Nicola Lambkin,
and they organised it. I went around town to get sponsorship, like Paper Plus, Cottage Lane, Rural Women
(Stratford) and Findlay’s the florists - they sponsored me to do my home up.
“And the knitting group all got in and knitted up, and we had a display going. We were lucky with the
number who opened up their homes – 10 to 12 of them. We sold over 300-odd tickets. In 2005, we cleared
$9000 for hospice, and in 2006 we got $10,000. We had a couple of years off, and then in 2009 we got
$11,000.”
At that stage, Trish was starting the knitting group with Carole Shaw, selling their output in the first
Stratford hospice shop.
“I only had two knitters going for me – Irene O’Dea and Mabel Petty - and they had been knitting for
the New Plymouth shop. When they heard I’d started a little group down here, they came and joined me.

Stratford knitting group members with garments on sale at the
Stratford HospiceShop. Above: Marie Walker (who produces
about 40 baby jackets a year), group leader Trish Houghton, and
Dawn Webb.
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And Irene is still going after 15-odd years. We lost Mabel Petty in June this year, and she’d been
knitting for over 15 years for the shop, too.”
The main products are babywear, up to size five, hot water bottle covers and bed-socks. There are about
15 women in the group, and they also had a sole male colleague, a 98-year-old who was knitting hot
water bottle covers until recently. Members are mostly from central Taranaki, but others live in New
Plymouth and one as far away as Te Awamutu. “The Te Awamutu lady, Shirley Green, has connections
here,” says Trish. “The lady who does all my winding up of wool from second-hand garments, it’s her
sister.”
Her reference is to another source of income, the recycling of wool. Trish: “We do all the garage sales,
second-hand shops, and we pick up garments for 50c to $1. “We often get beautiful garments. We
unravel them, and Shirley, my lady who does that, she’s got three other girls helping her out.”
The group joins in various events going on in town. “We have a float in the Xmas parade – and we won
it one year. Someone donated the truck for us and we decorated the float. Peter McDonald has done a lot
for us. When we were down at the other shop – photocopying or anything.”

S

ome volunteers have been with Hospice
Taranaki since it began 25 years ago.
Take Hawera’s Margaret McCallum
(79), who started with the knitting group in
1992 and has been working in the town’s
hospice shop since the first version opened.
Her colleague Margaret Robinson-Davies (80)
has run up 20 years of involvement, including
as a volunteer carer and shop supervisor. The
Margarets work at the High St shop, the
fourth premises following steady growth.
Their manager is Ngakiri Antonovich, who
began in the shop eight years ago. A
conversation with the three of them is vibrant,
enthusiastic and full of hospice history.
Ngakiri: “We came in here to these premises
about five or six years ago, from a little shop
at the other end of town.” Margaret
McCallum: “I’m 25 years – I was knitting
before the shops even opened.”

Margaret McCallum (left) and Margaret Robinson-Davies have
been involved with the South Taranaki Committee and the Hawera
HospiceShop from day one.

Margaret Robinson-Davies: “That’s when I
started here, when I became a palliative volunteer. We went into the homes to relieve the carers, give
them a morning off while we looked after the patients at home. My first husband had prostate cancer.
Dianne Bezuidenhout was the nurse at the time. So, that’s what I’ve done for 20 years.
“And then Kevin came up with the idea of the shop in town. We started in a wee shop down at the
other (western) end of High St, then shifted into the larger premises in Union St. And then we came
back to High St at the other end, and then we came in here. It used to be Hardings Furniture store.”
Ngakiri: “These days we’ve got 85 volunteers on the books. We all go up to New Plymouth for the
Xmas party – we get a bus. Every day we have a team, a maximum of about 25 volunteers a day.
Thursday and Friday seem to be the biggest days.
“The men who collect stuff for the shop also deliver and collect palliative beds and equipment as it’s
needed.
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“We have a van and a large truck for
that. The truck has a lifter, so the guys
don’t have to struggle and.
“Donations are brought in, or else
people ring up and we pick up stuff.
lift…so that was wonderful.
“They bring it back and we’ve got
teams here to handle donations. One of
the biggest is bric-ὰ-brac. There’s
furniture, electrical appliances,
clothing, books.”
Donations to the shop have risen
markedly over the years. Margaret M:
“We used to have to beg at the
Ngakiri Antonovich
beginning, but now you don’t have to –
it just comes in. They bring in anything and everything. We’ve had some things we don’t even know what
they’re for – we’ve had a guessing competition as to what they actually are.”
That happens in the other hospice shops, too. Tania Nicholls, manager of the Stratford shop, has a container
in her office “of things we don’t know what they are and we don’t know what to do with them. Sometimes
when we have a team meeting or a social, I’ll bring the container out and we’ll all have a look.
“We have a variety of people here, so that helps identify things. I’ve got a marketing/corporate background,
so I know office stuff. We’ve got farmers, who know the farming stuff and the specialist tools that come in.
Or I’ll ask the knitters – like the other day, that weavy thing, I didn’t know what it was. Trish did.”
Long-serving Stratford volunteer Maureen Rowe says they’ve had a lot of fun with some mystery items.
Example? Maureen: “Oh, I don’t know that we dare…There was that morning Tania was floating around the
office with a witch’s broom-head.” In New Plymouth, Judy Spranger says they get things coming through all
the time that they can’t readily identify. “We just try to price them and put them out. Most of the things you
can identify in the end, because you’ve got such a range of ages among your volunteers.”
Back to Hawera, where Margaret
RD talks about the high quality of
some donated goods.
“We get some beautiful furniture
from the estates. A recent one, a lot
of it went into the antique auction,
antique crockery.
“Every hospice shop in Taranaki
has an annual antique auction.
During the year, the volunteers –
who know what to look for –
squirrel away the antique items.
“And Tom Phillipson comes down
from New Plymouth and assesses
Hawera HospiceShop’s Margaret McCallum with some of the shop’s more
what they’ll take for the auction. He unusual donations.
does that for free. He knows what
people are collecting. The older stuff tends to be way better than the newer imported goods, and they last
longer.”
Margaret M: “Anything that comes in and looks antiquey…I’ve got a book on antiques. Colin Muggeridge
was always very good to us here, and he taught me about antiques. He had an antique shop in New Plymouth

141

for years. He was the foundation of the whole thing. It was a passion for him.” Margaret RD: “He was
amazing…a brilliant man.”
Margaret M: “Last auction we had a christening urn that came from a church - absolutely beautiful. That
went for $350.” Ngakiri: “There was a painting on felt that went for $450.” In the shop, the buyers are
anyone and everyone, she says. Margaret RD: “It’s the trend today, because the money’s not out there. It
opens your eyes, doesn’t it, as to the people who do buy here. It’s people like you and I who buy here.”
Ngakiri: “I’ve found the younger ones really get into things we might think are out of fashion now. With
some people, what they’re doing is they buy things and then put them on Trade Me.” Margaret RD: “And
we’ve got one lady who comes in and buys clothes and one day I noticed they were too big for her. But she
said: ‘No problem. I’ll take it home and redo it’. She uses the guts of it, but redoes the whole dress.”
Hawera’s turnover rose during the recent dairy recession. Ngakiri: “Our sales went up hugely. It wasn’t
looking that good for what was happening in the community, but our sales just went through the roof.”
Margaret M: “Some of the farmers…I’m a farmer, and we’ve had no milk cheque for two months. Some of
the younger ones haven’t had it for three months. They didn’t even get enough for groceries. It’s all right for
us, we haven’t got a mortgage. But some of them have got a mortgage, it’s very hard for them.” Margaret
RD: “We’re a very caring community, aren’t we.”
Ngakiri: “We have supervisors who run each day, because it’s voluntary. When I first started, there might
have been about 45 volunteers, but we’re up to 85 now. People come and go, and things happen.” Margaret
RD: “Some do morning shifts, some afternoon shifts.” Ngakiri: “There are half-day workers and full-day
workers. One of our volunteers, Elsie Newell, she’s been making our marmalade. She’s just made her 1000th
jar of it.”
Margaret M: “And also, we do jigsaw puzzles. I’ve got five ladies up at Mokau where we’ve got a bach, and
I take them up there and they count the pieces, to make sure there’re 1000 pieces.” Margaret RD: “Hundreds
and hundreds go up to Mokau.” Ngakiri: “What happens, if they come in, we don’t know if all the pieces are
there, so we can only charge 50c or something. But once they’ve been up to Mokau and the count shows all
the pieces are there, we can charge $5 or $6.”
The Hawera team has a strong sense of self help. If they need something for the shop, staffroom or
warehouse, they often go out and raise the money for it. Margaret RD: “Margaret over the years has got a
team together and we do private catering, for the golf club, the bowling club.”
Margaret M: “We’ve done the bridge club. We’ve got one coming up for country and western. When we
first moved here we needed a fridge, so the catering we did for the Nolantown Bowling Club bought that.
Then we bought a cabinet to put our handbags in. It’s a sideline we do.”
Ngakiri: “We’ve got a dishwasher. And when we were at the other shop we used to do ironing. It got too big,
so here we’ve got a washing machine…we used to take the tea towels home to wash them. We can do all
that here now. We’ve now got a heat pump out the back. When we first moved in it used to be so cold, it’s
such a big area. That was not good – it’s about looking after the volunteers.”
Margaret RD: “We did a calendar with all us girls in 2011, and we sold 300 of those. It cost us nothing – the
lady who did the photography gave her time, and all the sponsors helped pay for it. So, it was clear profit.”
While money raised by the Hawera operation is destined for Hospice Taranaki, South Taranaki has its own
sub-committee, bank account and a secretary/treasurer, Malcolm McDonald. Both Margarets are on the
committee. Margaret RD: “At the end of the day, it all ends up in the big melting pot.” Ngakiri: “If we need
money for down here, we just ask them.”
Margaret M: “If we need a van or a truck or something like that. Any money that comes in from Hawera
funerals stays in Hawera. A lot of people here say: ‘This money is staying in Hawera, isn’t it?’ Our nurses
(employed by Hospice Taranaki) will have dealt with those patients. We have two wonderful nurses here.”
Margaret RD: “We have two beds in the Hawera Hospital, if needed. The thing is with funeral donations,
people like to think it will stay here. In reality it does, because as Margaret just said, if we need
anything…all our beds that are loaned out to patients at home, for example. With funeral donations, a lot of
the time they write ‘Hawera hospice’ on them.
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Hawera HospiceShop volunteers as at February 2017. Hospice Taranaki Foundation chairman Roger Malthus
is second from right in the front row, with manager Ngakiri Antonovich fourth from the right.

As elsewhere, the Hawera shop by no means has the second-hand goods market to itself. Ngakiri: “There’s
Salvation Army, St Vincent, St Mary’s, St Vincent De Paul, SPCA. We all sort of look after each other and
work in together.
“One of the other shops actually gives us their electricals, because they have to be legally tested and we’ve
got the people to do that here. Hospice is right up with health and safety.” Margaret RD: “And we tell
people, if we haven’t got it here try across the road. Have a look down at St Mary’s. We’re all very friendly.
And there’s enough business for all of us.”
How did the Margarets get involved? Margaret McCallum: “I worked in lawyers’ offices to start with, then
when I got married I was on the farm. And 19 years ago, we put a sharemilker on the farm at Matapu and
came into town to live. I started here with knitting.”
Margaret Robinson-Davies: “I was born and bred here. My dad was a builder here, with eight children…”
Margaret M: “…with no TV…” Much laughter.
Margaret RD: “No, no TV. One of my sisters, Judy, works at Te Rangimarie Hospice in New Plymouth. I
farmed when I was first married, and then my first husband passed away with prostate cancer in 2003. That’s
when I connected with hospice…it’s been a lifesaver for me, because I’ve met all these lovely people, and
it’s given me a purpose to get up in the morning and come in to work.
“Then I was fortunate enough to meet this very lovely man, Neil, who died of kidney failure three years ago.
I brought him into the shop, and he was on our team. He was a plumber, and he helped renovate the
palliative room out the back here. But once again, hospice was here for me. So, it’s been a wonderful,
wonderful thing for me.
“I try to convince other people to come on board. People say to us: ‘What’s going on out the back’ – people
are laughing and carrying on. We might have an object and we don’t know what it is. And we’ll say: ‘What
do you reckon this is, girls?’ Or the girls will be putting a hat on and parading around out the back, and
we’re all laughing and having a good time. It’s not work – it’s fun.”
Ngakiri: “They do work every now and then…”
And work well, it seems. Ngakiri: “We get a lot of awards here, like the Top-shop Award. The disability
accessibility group from New Plymouth came down and assessed all the shops, and we won it. It was such a
highlight for the volunteers.”

143

tratford’s hospice shop illustrates that while most people are interested in being volunteers because
of the care connection, others do it for a variety of reasons. For example, manager Tania Brown has
two young women among her voluntary team of 64 who are learning counter skills and how to work
the till and EFTPOS machine.

S

“They’ve come here to get the skills. They can’t get paid employment because they’ve got no experience, so
no references, or in the case of one, a solo mum, it’s because of the child. They come in at a set time two
days a week, so they do everything that a paid job does, and I’ll write a reference for them. And I’ve got a
young teenage girl, she’s 13, just wants to do it. And then we’ve got people who are retired. There’s a lady
who’s come in today, she retired at 53 and wants something to do otherwise she says she’d go crazy. She’s
been working three hours.”
Tania does 36 hours a week paid, and probably another 10 to 15 voluntarily. “But that’s fine – that’s what
it’s all about.” The after-hours work is often time spent on her computer, checking the value of things. I do a
lot of research at night on Trade Me, rather than watch TV.
“I can’t watch TV – I’m an outside person. So, I’m sitting there with my laptop looking at things on Trade
Me, and when something comes in the door and I don’t know, I’ll just go on
the computer and go on Google or Trade Me, and get a price. And what I do
is, I always go under the Trade Me prices because I want it gone. The idea is
get it in here and get it out. There’s money sitting on that floor, but it’s no
good to me until it’s sitting in the bank.”
Pricing is guesswork pretty much, she says, but calculated guesswork. “We
get everything free, so it costs us nothing, although of course we’ve got our
overheads to worry about. But it comes in that door free to us, so I don’t have
to worry about margins or percentages or anything like that. Personally, I just
love the stuff. Anything that comes in is very intriguing.
Since she took over she has reduced the price of clothing substantially, with
nothing much over $2. “That has resulted in an increase in sales, because
people know they can come here and get really good clothing at really cheap
prices.
Tania Brown
“Some of the clothes still have the original price tag on them. We also get
people coming in and buying things and sticking them on Trade Me, but I
have no problem with that. If I get the $2 that I want, I don’t care. “But there are some things I do price
higher because that’s what they’re worth on the market. There was an old antique leather jacket I sold for
$125. It sat there for a month, but there was no way I was going to reduce it because it was worth two or
three hundred dollars on the Auckland market.

“Things like leather chaps can be worth $200. We had some, the right person came in, they went. For us, it’s
a matter of getting as much as we can from the operation and feeding it through to New Plymouth.
“We’re an off-branch of hospice - there are no in-patient beds in Stratford. However, there are two Hospice
Taranaki nurses based in the Stratford Health Centre, and Hospice Taranaki has a range of equipment
available for patients.”
She says the operation is getting busier by the day. “When I first started here we used to have a supervisor
and at least two staff, and a man in the garage.
“Now, with me as manager, I like to have a supervisor if I can and I need at least four others in the shop, and
at least two men, preferably three men, in the garage.
“Because if the guys go out to do a pickup or delivery, that’s two gone and I need one left in the garage,
because there’s always people arriving to drop stuff off.”
Maureen Rowe, who’s been volunteering at the shop for more than a decade, recalls in 2004 they had the
first little shop at the northern end of town, open three days a week. Then they moved to premises under the
clock tower (now the pop-up antique shop), before another shift to the current premises.
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“We’ve outgrown this one already,” she says. “The amount of stuff that comes through, we can’t keep on top
of it. Sometimes the garage is full to the doors and we can only operate the automatic door by reaching
across to the button with a pole. You see a truck pull in and you say: ‘Where are we going to put it?’
Trish Houghton: “We get a lot of deceased estates where the families don’t know what to do with the stuff,
so they bring it in here to us. But also, a lot of the farmers have moved into town. They were used to big
homes, but they come into town and go into a smaller place and there’s just absolutely nowhere to put
everything.
“You’ve got to go somewhere, so hospice is the best
option. And we also sell a lot because of the young
ones going flatting, and solo parents and that type of
thing. They buy a lot of our stuff, as well.”
Tania says they get a lot of solo mothers coming in.
“We have a bin with 50c or $1 a bag load, and it’s
amazing how much we sell.
“The bin empties out quite fast. We also sell a lot of
pickles and preserves. We have a lady who comes in
and does the pickle line and bottling.
“It doesn’t cost us anything. She just takes the jars and
brings us back all our pickles. What’s all the more
remarkable is she’s 93.”
She finds it interesting that even though most goods are
priced at rock bottom, they still get customers who try
to bargain them down.
“It can be something for $3 and they want it for $2…or
$1.” Maureen recalls a woman who got home and
found she’d been overcharged by $2. “She rang up and
asked if she could come back and get a refund. She did
come back and got that refund.”

Stratford volunteer Maureen Rowe with one of many
interesting donations.

Tania: “And then you get someone who comes in and
there’s $3 change and they’ll say keep it.” Tania says believe it or not they get shoplifters just like any other
retail outlet. We had a woman the other day who changed the price tag on an item. I said: ‘Sorry, it’s not
50c’ and she said: ‘It’s got 50c on it’ and I said: ‘Sorry’. I’d put the price on it when it came in and knew it
was $8. She didn’t buy it. So, we do get that.”
Like all the hospice shops, they have problems with people dumping rubbish, although that dropped off after
they moved next door to a 24-hour service station. Sometimes people leave bags of dirty and ripped clothing.
Maureen: “Sometimes people bring in stuff like mattresses, and we have a look and tell them we won’t be
able to sell it. So, they just take it away and dump it. But down at the other shop the rubbish was
unbelievable – you’d go in the morning and it would be stacked up against the gates. Or people coming
through in the night and going through stuff that had been left and they’d leave it all over the place.”
Tania: “I did come across a family in broad daylight, dad, mum and kids, and he was going through our
rubbish skip taking things out. He was quite adamant it was his right because we were throwing the stuff out.
It was quite a mission to get him to get out. And he didn’t look like he was needy.”
Maureen says before she came on board, she wasn’t particularly interested in the hospice itself, although she
had family members and knew other people who’d been cared for there.
“It was just Trish took me on board at the shop, and I came in and I’ve stayed here ever since. I just
thoroughly enjoy it. I enjoy the company, and seeing the people coming in and seeing the people going out.
It makes your day, especially if you get an older person or somebody that can’t do a lot. I think a lot of them
they just like to come in and have a chat.”
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Stratford hospice volunteers and staff celebrate the first birthday of moving into the new shop premises.

Tania: “It can be quite infectious when you walk into a place and you’ve got that vibe going. We like to
make life pleasant and welcoming for people.” Volunteer Dawn Webb remembers one volunteer coming out
in the shop one day dressed as Jake the Peg. “Well, the customers in the shop just went berserk. She was so
funny. I’ll never ever forget that.”
Maureen has fond memories of Americana Day. “I had on a red, white and blue dress, and the girls said:
‘Take your bucket out and make money’. I put this nightie on, went out onto the street, waved the bucket,
and made money, about $15.
“Another time I challenged everyone in the shop to put $5 each in the jar if I hitched a ride in one of the cars
in the parade. I went along and showed a bit of leg and this guy said: ‘Hop on, sweetie’, so I’m on the car
and made money. That’s what you do for hospice.”

I

t’s not unknown for some people to furnish an entire home, including their clothes, from hospice shop
buying. That’s just one of the interesting observations Ainslee Shiels made during her four years
managing the shop at Waiwhakaiho, which opened to take pressure off the main outlet at Westown.

“If you’re someone who’s organised and got time on your
hands to go and browse all the shops, you’ll be able to furnish
a house,” she said.
“We’ve got a lot of people whose houses are totally furnished
from hospice. Everything. We get a lot of students from
overseas, at PIHMs (Pacific International Hotel Management
School at nearby Bell Block), for example.”
Recently moved into bigger premises in the commercial area
off Katere Rd, the Waiwhakaiho outlet began as a pop-up shop
in the old Barbeque Factory on Devon Rd near the corner of
Smart Rd in 2011.
It aimed to test the waters and help move some clothes. It
proved there was a market on that side of the Waiwhakaiho
Bridge, so the shop was opened in September 2012, in
premises two doors away from the present location.
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Ainslee Shiels

“It’s ideal here because a lot of people find it
convenient,” said Ainslee.
“For people living on this side of the city, to
drop their donations at Westown they sort of
had to save them up. It wasn’t worth their
while going all the way to Westown for just a
couple of bags of clothes.
“Here, we get people coming in with just a
couple of things or just one thing. It’s so
convenient for them to get rid of it if it’s in
the way.”
She noted the winter months were a bit
quieter, with people not clearing out their
houses as much, and getting out less. But
once business picks up in September, it’s full
on until autumn. “You come in here
especially during a January and you come out
the back and it’s just crazy.”

Waiwhakaiho HospiceShop staff: (from left) Eve Haitana, Kane
Rolls and manager Shari Limmer.

Overall donations to the hospice in New
Plymouth have increased since Waiwhakaiho opened. These days that outlet doesn’t need to draw so heavily
on the Westown depot for supplies. “We have our own depot here and our own truck that goes out for
pickups and deliveries. We don’t have our own electrical tester though – we have to send all our electricals
back to the warehouse.”
As with the other shops, the clientele varies widely. “We get a lot a lot of families, especially young families
who are probably struggling. “We get pensioners, collectors, Trade-Me second hand dealers. And there’s
people who are addicts – they’re addicted to the hospice shops. It’s such a broad range. You get young girls,
really creative high school girls, who come in and get old-fashioned clothes to remake. They up-cycle them.
“And then we get a lot of landlords in who’ve got rentals, and they’re always in here getting curtains. It gets
really busy on Saturdays, and that’s when you get the family all at once. They’ll go to their different areas.
Or people needing furniture – they need a new couch. During the week, it’s opportunity buying more.”
The shop was empty when it first opened. “We started from scratch, a shell of a building. It was only a
tester, nothing flash. We did a lot of the shop up with fittings that were donated. It was whatever came in and
however we could use things. Word got around. Even three weeks before we opened, people were coming
with donations, so we opened up the donations bay.
“It didn’t take very long to fill up. We were open only until 1pm when we started, and that was Tuesday to
Saturday. Then it felt full, but you look back now and you say: ‘No - now we’re full’. But everyone was very
pleased with the progress we’d made.”
The shop recycles a lot, especially scrap metal. “We recycle what we can. And with books – books are
incredible. We get boxes and boxes that have been sitting in a shed for 20-30 years, and nobody wants them.
We’re talking books that are terribly water stained and mouldy. We have to rip the covers off them so we
can recycle the paper. That’s a whole other job.
“But if we put them in the rubbish, that’s a cost to us, as well. So, we do try and recycle. People say you’re
the hospice, you should get a big discount at the refuse station.
“But, hang on, they’re a business, too. And if people do have that perception, they’ll want to dump with us.
“That’s what happened in one case where a man wanted us to take the piano. We had a look and said no way
can we take this piano. I came into work on the Monday and he’d put it in our bay on the Sunday.
“I rang him and said can you come and pick it up, and he said: ‘Why don’t you take it to the dump?’ I said:
‘Well, that’s volunteers’ time and effort, and it’s heavy, and also it will cost us’. He was surprised and said
we should get it for free. But we don’t…come and get it.”
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Some of the volunteers outside the new premises of the Waiwhakaiho HospiceShop.

The Waiwhakaiho shop has nearly 100 volunteers. Ainslee said while that sounded a lot, there were always
some away. “There’s only about 60 to 65 available at any one time. A lot go overseas to see family.
“There’s a lot of people who’ll come in and say: ‘I’ll do two days a week’. We’ll say how about we roster
you one day a week and you can check when else we might need you. We have a roster on the cupboard in
the kitchen. I say to them write down your shift and whether it’s am or pm. Then the next person can write
their name to fill in a shift.”

HOSPICESHOP MANAGERS

Ngakiri Antonovich
Ngakiri Antonovich manages the Hawera hospice
shop, a role she has had since 2009.
“I started in the shop when we were at the other end
of High St. Margaret Robinson-Davies had been
overseeing the shop for many years before I came
along.”
She grew up in Patea, went to Patea High School,
and later worked in Whanganui.
She originally started work as a checkout operator,
then a supervisor in supermarkets, then compliance
manager for Whanganui New World.
“And then hubby got a job at Yarrows, which is
why we came back. I thought: ‘Okay, what am I
going to do’, and this position came up and I
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thought: ‘Well, after that long in retail and dealing with people and things…’.
When she went to work for Hospice Taranaki, she was struck by the inter-connectedness of the community.
“That’s one thing I found after I came up from Whanganui. I used to go to Patea High School back in the
day, and in Whanganui my whole background is in retail.
“So, coming up here…new community, didn’t know anyone. But these ladies and the team here, everyone
knows everyone. It’s just the thing of working with such a beautiful team of people.”

Lynda Bennett
Lynda Bennett, who manages the Westown hospice shop, has been there
for seven years, becoming manager of the bric-à-brac section before
appointment to manager three years ago.
She took over after it became apparent manager Judy Spranger’s role of
overseeing all the shops, begun in 2009, meant managing Westown as
well had become impossible.
Judy says when Lynda applied for the job, she apologised because her CV
was written out and not typed. “And I didn’t understand that she’d just
lost her partner to cancer. She just looked beaten. So, I took a punt on her
and gave her the job. Lynda had obviously gone through a lot of trauma.
“Once you come here, you’re so busy you can’t think of those sorts of
things. You’ve just got so much to think about so far as work’s concerned.
It obviously put some wind beneath her wings and lifted her up and she’s
never looked back.”
Lynda says a story Judy tells of a cancer survivor confiding in Judy in the
shop one day reminds her of all women who’ve had breast cancer who
come in to volunteer their time. “They feel they need something to give
back or whatever. And we all find out or they tell us, and a whole other
emotion grows.
“My partner had a brain tumour and died over there at the hospice. I thought if I could ever get a job at the
hospice because of what they did for us … and then this job came up. So, we’re all linked, somehow.”
The shop she manages is always flat out, and she suggests one reason for the busyness may be unique to this
kind of retailing. “I think we get a lot of people who’ve been affected with cancer, or have been in palliative
care. They shop here now and say we’re all in this together. It’s part of the charity itself. There’s a care
connection, and it’s brought up a lot. Plus the fact they can get their bargains here, the fact that we’re cheap.
And the fact they just like to come in here and socialise. They meet their friends here. It’s a family.”

Shari Limmer
Shari has managed the Waiwhakaiho HospiceShop since November 2016, but her time with hospice goes
back nearly five years.
Born, bred and educated mostly in Waitara, she first took on managing the clothing section of the Westown
shop, then became a regular fill-in manager at the hospice warehouse and at the two New Plymouth shops
when staff took leave.
Her involvement with hospice goes back much further than that. Her Dad, well-known operatic society
singer John Limmer, received palliative care from hospice staff – including current director of nursing and
support services, Heather Koch – prior to his death in 2000.
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Shari was interested in the hospitality industry when she left Waitara high
School, so got her qualifications at Witt and launched into a long career in
restaurants and bars, including managing the bar operation at New Plymouth
Racecourse.
After a break from work to have family and wanting a change, she applied for
and got the clothing supervisor job at the Westown HospiceShop in 2012.
She arrived at the Waiwhakaiho shop as it was transferring business from the
original premises beside Palmers Garden World in The Valley to roomier
space two doors along.
She says it has been a successful move, with much greater capacity for the
shop to handle the constant stream of donated goods. It operates as a mini
version of the Borrell Ave warehouse, but still needs to send some items there,
such as clothing. “As you can see, we’re full already,” she says.
Shari’s predecessor, Ainslie Shiels, recalled the start of the Waiwhakaiho
operation six years ago, when it began as an experimental pop-up in the
former Barbecue Factory nearby on Devon Rd near the corner of Smart Rd. “It
was just to test the waters and help move some clothes. It proved there was
definitely a market on this side of the bridge, so we opened the shop on September 4, 2012.”
It quickly proved too small, so hospice had been looking for bigger premises for a while before moving into
new space. “We wanted to stay in this area,” said Ainslie.
“It’s ideal in The Valley because a lot of people find it convenient. In order to drop their donations at
Westown they sort of had to save them up, so it defeated the purpose – it wasn’t worth their while going all
the way there for just a couple of bags of clothes. Here, we get people coming in with just a couple of things
or just one thing. It’s so convenient for them to get rid of it if it’s in the way. And if they do that every
week.”
Ainslie, who left in November 2016, said during her time in the job she noticed seasonal trends in the level
of donating people do. “Usually June, July, August are the quiet time, people get out less. I think it’s because
they’re not clearing out the houses much, so we don’t get the donations we see the other months of the year.
But by January, the furniture and donation bay is just crazy.
Like the other HospiceShops, the Waiwhakaiho one has items brought in that nobody initially recognises.
“You pop it on the counter and then someone will come in and say: ‘Well, you do this or do that with it.’
“There was something yesterday – the old-fashioned things you used to hang your woollens on the line.
They looked like the things you put on the ground for electric fences – they had little loops on the top. But
what it is, they’re adjustable to put your sleeves so your woollens won’t stretch and you can hang them on
the line. And everyone was saying: ‘My Mum had these.’ It’s quite cool learning history, as well. And it
goes both ways – the volunteers are learning the new ways. New technology.”
Getting prices right was sometimes hit and miss, she said. “If you worry too much about what the prices
should be you can lose a lot of time, and you can also get it wrong, because there’s such a big audience on
Trade Me. I’ve seen something going for $300 and thought we’ll whip it out for $250, but it doesn’t work.
We do try and get the best price possible.”
At last count, the shop is operated by nearly 100 volunteers. That does sound like a lot, Ainslie said, but
there were always some away. “There’s only about 60 to 65 at any one time. A lot go overseas to see family.
There’s a lot of people who’ll come in and say: ‘I’ll do two days a week’. We’ll say how about we roster you
one day a week and you can check when else we might need you.
“We have a roster on the cupboard in the kitchen. We ask them write down the shift they want. That works
really well – we’ll put you down for one shift and you work it out for the second one, what you want, when
you want. Otherwise, you can end up ringing the same people, because they’re ‘yes people’.”
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Tania Brown
Beginning at the Stratford hospice shop in 2015
as a volunteer, Tania Brown took over as
manager early the following year.
“I actually wanted to work for the SPCA, but
there’s none in Stratford, which was probably
just as well, because I’d be taking kittens home
every day. I’ve got a farm and I’ve got lots of
animals.
“Anyway, one day I came in here, dressed in just
farm clothes, had a bag of stuff to drop off. I
asked someone: ‘What’s the story with
volunteering?’
“Somebody grabbed me, gave me a form, I filled
it in, signed it. I didn’t know anybody, but that’s
why I started, because I wanted to put some time in and I wanted to get to know people.
“I’m a local, but I went to boarding school and spent time overseas travelling. So, I’m not really a
local…well, I am, but not many people knew me, because I hadn’t been around here for years. They knew
my parents, but not me. I was home with three kids, and I couldn’t get a job, couldn’t get the hours I needed
to work around my kids.
“I started volunteering half a day a week, then that turned into a full day. And then the manager’s job was
advertised, and I wasn’t going to worry about it, but some of the people around here said: ‘Give it a go.’”

Michelle Porter
Men – when it comes to clothes and shoes, we’re not much help to
Hospice Taranaki. Most males wear everything until it falls off them,
which means the hospice warehouse is usually lucky to have more than
a half dozen boxes of men’s shoes in stock, compared to hundreds and
hundreds full of women’s footwear.
That’s just one of the fascinating observations Michelle Porter can
make about New Zealand society, one of many things she has learned
about us all after nearly 15 years at the hospice warehouse in New
Plymouth.
Originally from Auckland, she has been in Taranaki nearly two
decades. Her working background was in retail, but her path to the
present job was purely by chance. “I got a rare form of cancer and had
to stop work. Treatment put it into remission, but I ended up with no
hair. Nobody would give me a job, because I couldn’t guarantee I was
going to live.
“I’d been going into the hospice shop for years just shopping. After the
cancer treatment, one day I asked if I could be a volunteer. I did that for
a couple of years, then this position came up and I got it.
“I love the job. It’s my life. I can’t walk through here and not pick stuff
up, and look at it, put it in the right place. It’s fascinating what comes though this place. I never tire of it.”
The organisation has treated her well, she says. At one stage, her cancer returned and she needed five months
off to recover, a time when Hospice Taranaki kept her job open for her. She has been in remission since.
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HOSPICE – The future – Chapter 12

Heather Koch
How does she see the future? “The whole aging population bulge we’ve got to be really careful how we manage our money. A good
percentage of the money comes from the community, so we need to
be very, very responsible. There’s a lot of good people doing good
things to support us, so we need to make sure everything we do is
really effective and financially responsible.
“When you’re actually looking at that, you’re constantly reviewing
your services – can we do this better? For example, with the wellness clinic, yes; with paediatric care, yes,
we can do that better.
“We put in a project that I introduced…when you’ve got carers at home and they’re caring for their loved
one, and their loved one has got some kind of symptom issue - it could be pain, or nausea, vomiting, or
whatever it is - the call comes into here and we triage it and say: ‘Yep, we need to send a nurse out’. One of
our nurses will go out in the middle of the night and administer whatever needs to be done.
“Now some other services and hospices were saying: ‘Let’s empower the family to do that. If they’re
capable of reading the prescription, if they’re capable of drawing up the medication, we can support them.’
We then save a callout for that nurse, and it’s actually a better way of managing it. It means the carer can
administer it right then and there rather than wait 30 minutes for the nurse to turn up. So, we’ve done that,
and put that in place, and it works really well.
“The next thing we need to look at…we’ve got this big bulge coming, we can’t keep growing our service
because there’s not the money to be able to do that. So therefore what can we do to change the way we do
things? One of the focuses is to continue to educate the aged care facilities to be providing best palliative
care; to educate the GPs so that they can manage palliative care patients without complex needs.
“But at the same time as we’ve done that, all the hospice services in New Zealand have had to look at their
referral criteria - how sick does a person have to be before we actually admit them? Could they actually be
cared for by their GP if we gave the GP the support and the skills to do it? So that’s where we’re all at the
moment. But the effect that that is actually having is our workload in the in-patient unit is full of really
complex cases.”
That has changed dramatically in her time at the hospice. “You wouldn’t believe the difference. It also
had a bit to do with that year-long life expectancy criteria. You got them earlier, so that when they
needed the really intensive care over perhaps the last three months…now you’re getting patients when
they’re really complex right from the word go.
“It’s full on. And they might be on our books for only three months. So, you’re educating the GPs, and
you’re saying we’re now only going to take patients at the end of the process, so sicker people for a
shorter time. It’s about empowering the GPs to do general palliative care, which is the basic, sort of
things ticking over.
“It’s interesting, because recently there was this flurry of emails coming from hospices all around New
Zealand saying they’re overwhelmed by the complex needs of patients – how do we cope with this?
What’s your care model? What’re your staffing levels? How are you managing?
“Our ratio is one nurse to three patients, whereas if you were over in the hospital you might have one to
six. In ICU with cardiac it might be one to two, but certainly those on ventilators are one-to-one. You
think, well, that’s pretty good really, one nurse to three patients. But when you consider the whole
holistic model, you’re also caring for the family, as well.
“They are unlikely to be able to increase the level of donations, and from that the number of beds and
staff, so the question comes back to: ‘How are we going to manage with the money we are getting?’
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The other thing is, if you compare what we were like over in the old hospice – we had six beds and we
could have a doctor for half a day, and we managed okay. Here, we’ve got seven beds and we’re
needing two doctors a day, and they are absolutely going for it every day. The patients we are seeing
now are so much sicker; so many more needs.”
There are also lots of treatment options. “These days you could be in your 80s and be offered chemo,
and pacemakers, implanted defibrillators. You’re offered all these kinds of interventions, whereas I look
back on my early nursing days and if you were over 80 they’d say: ‘No, you’re too old’.”
In terms of a cut-off point for curative treatment, Heather doesn’t think there is one, as such. “Which is
really interesting. Then you look at Tom Bull’s perspective, and he’s saying why are we doing this?
He’s an emergency department physician and he’s saying: ‘Why are we doing this?’
He’s very interested in this question, when is enough enough? Every day when our clinical nurse
specialist goes over to the ward and she’s dealing with different things, and you’re planting the seeds,
when is enough, enough?
“I guess the other thing, too, is that working in this environment you’re not afraid to have those
conversations. It’s very sensitive, obviously, and you are sensitive to whatever’s happening in the room.
But the lead-ins are: ‘Actually, let’s talk about what you want’.
“With Tom’s form to do with advance care planning, when we instigated it, we said to the patients ‘how
did that feel?’ We gave all our staff training on how to ask those questions, to read the cues – how do
you communicate, what do you do? And so, our staff got really good at it, and at the end of the
conversation the patient would say: ‘God, that’s such a relief to get over and done with. I didn’t know
how to bring it up’.
“That’s the core philosophy - going back to Kübler-Ross and Dame Cecily Saunders…that philosophy
still drives our work. It’s the core of palliative holistic care addressing all of the patient’s and family’s
needs.”

Dr Tom Bull
Tom Bull - one of the palliative care doctors who works at the
hospice – moved here from South Africa 13 years ago.
“I’m originally from Zimbabwe, and then South Africa. I mostly
trained in anaesthetics and intensive care – 20-odd years of that
in South Africa.
“Then I moved here to New Plymouth, and worked in
emergency medicine. I still work there, mostly after hours and
weekends. I started working in hospice about seven years ago,
just doing a day a week, then two days a week, then three days a
week.
“I came with a slightly different perspective than is traditional in
hospice and palliative medicine, because I came from an acute
background, whereas often people come from general practice
or internal medicine.
“So, I see things slightly differently, which I think has got its
pros and cons. Working in the emergency department…it’s a
24/7 service and you see a lot of problems that perhaps other
people don’t see.
“You see people at their worst, at their most desperate, and
people falling through the net somewhat.”
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He is very familiar, of course, with the original work of palliative care pioneers Elisabeth Kübler-Ross
and Cicely Saunders. “Apparently, Cicely Saunders would write every day in a journal about what had
happened and what she had learned in her engagement with patients. I don’t do that, but I should.
“Every day in this job you learn new amazing stuff, not just about medicine but from people and life.
The sad thing is, of course, they die. A couple of people every year really get to you, and then they’re
gone. It’s quite sad. The other thing about this job is you move on because there’s a need, there’s always
somebody new.”
His earlier work in anaesthesia piqued his interest in end-of-life care.
“I think as an anaesthetist you can do things – put tubes in people, put them on ventilators, and there
were times when you put people on ventilators and they ended up having miserable deaths. You secondguess yourself. You think: ‘Oh, maybe I shouldn’t have done that.’
“I think as you get older you realise that we don’t have all the answers. We’re just skimming the
surface. The really important things are talking to people and helping them with what’s worrying them.
That’s therapeutic on its own.”
He would like to see more palliative care in the hospital. “I think it would just be amazing if we
could…and actually, the district health board is moving in that direction. It is very close to happening. It
will be about assisting our hospice in-reach service, but also about educating young doctors on palliative
processes, and skills like having goals of care discussions, symptom management, and care of the dying
patient and family.
“You may have heard of the Liverpool Care Pathway It was an excellent initiative which started in the
UK, but sadly it ended in disrepute. It dealt with the way you manage with a dying patient and that is
very important. When that patient is dying, in the last three days of life, there have been huge
deficiencies in care of the dying in hospitals.
“So, about 10 years ago they developed this thing called the Liverpool Care Pathway (LCP), which was
a way of protocolising care of the dying. You would explain to the family what was happening, stop all
unnecessary treatments, stop monitoring in high-tech, concentrate on comfort, prescribe analgesics and
medications for nausea and for agitation and that sort of thing.
“And then you would monitor people regularly for any change in their symptoms and provide care and
explanations for the family. It protocolised and really improved the quality of care in the UK. But the
problem was it became a key performance indicator, and it was corrupted somewhat and patients got put
on this pathway when they shouldn’t have been. Hospitals got money for putting people on the pathway,
and so it just got damaged.
“There was an investigation in the UK and the conclusion was there should be ‘more care-less
pathway’. It never happened in New Zealand, but because of the fallout in the UK we basically ended
up steering clear of it in our hospital.”
here is a new guideline to manage the dying in New Zealand. “It’s better than the LCP and is
called the ‘Last days of life’ guidelines (Te Ara Whakapiri). Most of the big hospitals are doing
it. It’s just guidelines to help doctors and nurses in hospitals to manage dying patients, and then
it’s supposed to move out to aged care facilities. There’s a lot of work to be done there, as well.

T

“I think we’ve got a long way to go. New Zealand is supposed to be the third best place in the world for
palliative care, after UK and Australia. But, having said that, the UK has terrible deficiencies. I mean, if
you’re in a centre of excellence you get great care, but…
“I would like to see palliative care in the acute hospital setting. An admission to hospital is often a
turning point. One of the big things that’s going on in the US is bringing palliative care into emergency
medicine training. Palliative care is now one of the most popular sub-specialities in emergency
medicine, because the emergency doctors see the need.
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“The emergency department is the entry point, and it’s where you can get on a trajectory to go on to
have aggressive treatment. It’s right that the default in emergency medicine is aggressive treatment, but
sometimes we need to stop and think. Sometimes when you start it, it gets momentum and then it can’t
stop.
“People die in emergency departments. They have massive strokes. They come in at the end of their life
with dementia and pneumonia or sepsis. Sometimes because they’ve come to the emergency
department, we treat them aggressively, because it’s easier and it is what we are trained to do and why
else would they come to the emergency department?
“It’s about the medical ego – the idea that we can fix everything. Because we have these tools that can
resuscitate people and intubate them and ventilate them. CPR is mostly for somebody who has had an
acute heart attack and their heart has gone into lethal rhythm, and you give them a shock and they
recover within a couple of minutes. That’s what CPR is all about.
“To use CPR on somebody who is at the end of a very advanced disease with a predictable outcome –
what are you doing that for? It’s mindless. It’s crazy. But it’s entrenched in the medical psyche to do
that. Probably, there are more defibrillating machines per capita in Taranaki than anywhere else in the
world.
“And sure, there are probably half a dozen lives or more that have been saved in the last few years. And
I agree that it should be the default if you see a bystander go down in public. But we’re not talking about
that here. We’re talking about somebody with advanced disease, who is in hospital with lots of comorbidities, who’s expressed a desire not to have this done.
“The point is, some people end up in the emergency department because there has been no planning.
And also, there’s not much care after hours, so they come to a place where there is care. So, we’ll put in
drips, we’ll give aggressive antibiotics, and we’ll treat your pneumonia, use tubes and masks and
breathing machines – but this patient might not want that.”
He believes advance care planning should be started by anyone diagnosed with a serious illness. “I talk
about it a lot, but I haven’t done an advance care plan. I think if you’re diagnosed with something like
cancer or you’ve got heart failure, or chronic lung problems and have needed admissions to hospital
those sorts of things, I think you should have some sort of advance care plan.
“Sometimes after a diagnosis, the GP is waiting to hear from the specialist, and vice versa and
everybody thinks somebody else is doing it, and nobody wants to broach the subject with you because
they don’t want to upset you.”
Debate over the prolonging of a life is what gives oxygen to the euthanasia debate, he says. “The
hospice movement is about quality of life, not prolonging or limiting it. I think euthanasia would be a
bad thing for hospice and palliative care medical profession and nursing, but society seems to want it.
“I think if there was a referendum, the majority of people would support it, just because there are all of
these terrible stories of suffering and misery and inappropriate things being done, prolonged dying in
hospital.”
Good palliative care negates the argument.
“The problem is getting good palliative care for everybody. There are some things I’m quite passionate
about – palliative care in an acute setting. I think less than one percent of health budgets in advanced
countries is devoted to palliative care – and everybody dies, everybody suffers from something at some
stage.
“We spend millions of dollars on machines that go ‘ping’, and relatively little on nursing and supportive
care in the community. The problem is especially bad out-of-hours, which is most of the time. That’s the
most important thing about the hospice movement – the nursing and care that people get in their homes,
especially out-of-hours when there are problems. The medical staff and management are important, but
the nurses - they are the heart and soul of hospice. They’re the dedicated ones that do all the hard work.”
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Kevin Nielsen
Who can accurately predict the future? None of us really, but as Jim Tucker has nominated me as Editorin-Chief of this book, I will have last say. This is my broad brush view of the future, well the next 10 or so
years anyway.
There are a number of certainties:
•
•
•
•
•
•
•
•
•
•

Our aging population will see a huge increase in the need for end of life care in Taranaki.
We will live longer, but that doesn’t mean we will all enjoy the best of health.
Complexity of symptoms will continue to increase for many of us.
Health funding will not increase in proportion to the increase in need. This will apply in the wider
health sector as well as in end of life care.
The cost of providing end of life care will increase.
There will be increasing demand on our community to support an ever-increasing number of charitable
causes.
There will be limits to what the community can afford to donate.
A greater number of people will reach end of life as residents/patients in aged care facilities.
Technology will impact our lives more and more.
Euthanasia (Physician assisted suicide) in some form will continue to be promoted at a political level
and likely will eventually become a legal option.

What might these factors mean for Hospice Taranaki?
In a continuation of recent developments Hospice Taranaki will need to focus its direct care on those people
with complex needs. Hospice Taranaki’s current role as an education provider for other people involved in
end of life care will become even more important and will increase in scope.
It will be critical that relationships with the hospital, aged care and primary care are strengthened. We need to
embrace technology where appropriate to ensure our services are available in the most cos- efficient manner.
A single electronic health record, or at the very least an integrated record will need to be available (with
consent) across health providers. ie: GP, hospital, aged care, hospice.
The number of people actually dying in Te Rangimarie will not increase to any great degree, however the inpatient unit will be increasingly busy with complex symptom management.
Planning for end of life (Advance Care Planning) will be a core activity for Hospice Taranaki.
Hospices will face greater need for transparency of the cost of care in the highly competitive area of
government funding.
Measuring of clinical and psycho-social outcomes will be an essential part of how we demonstrate that our
services make a real difference for patients and families/whanau.
On-going professional development for staff will be a high priority. Volunteers will remain an essential part
of the hospice service.
We will need to identify ways the community can support those people (hospice patients or not) who are
living in their own homes and face the risk of social isolation. Social isolation plays a part in increased health
costs at end of life.
The importance of our HospiceShops will not diminish and we will need to identify ways we can continue to
grow our income from this area.
In the technology dominated world we will have to adapt the ways interact with us – social media; on-line
donations; regular giving programmes to maintain high public awareness.
Hospice philosophy of care should be available to all who need it at the end of life.
The quality of our people, our staff, will remain as the key to our reputation – that will not change!
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APPENDIX 1
Hospice trust, foundation and steering committee members
First steering committee (1985)
Don King (chair), Desiree Frengley, Cecilie Hadlow, Dr Paul Cooke, Jim Boyd, Ian Russell, and
hospital board oncology nurse Anne McCarrison.

The Friends of Taranaki Hospitals Society (1988)
Dr Peter Allen (patron), Jim Boyd (chair), Don King, Cecilie Hadlow, Dr Peter Van Praagh, Barry
Marsh, Peter Old (treasurer), Frank Lowry (secretary) and Betty Wright (minute secretary).
Michael Chong took over as treasurer after a year. Others to join were Dr Warren Muirhead, Don
Denholm (who followed Jim Boyd as chair and who would later be president of the hospice
foundation), J. Aranui, Mrs M. Bennett, Roger Malthus (current chair of the hospice foundation),
Mrs K. Draper, Mrs K. Old, T. Griffiths, Mrs B. Scott, and Mrs V. Jordan

Second steering committee (1992)
Don King (chair), Colin Muggeridge, Dr Ian Smiley, Mrs M. Steele, Jim Boyd, Dr Peter Van
Praagh, Frank Lowry (secretary/treasurer), and Betty Wright (minute secretary).

Taranaki Hospice Foundation Incorporated (1993) trustees
Shirlie and John Fairey (patrons), Dr Peter Van Praagh (chair, and later patron), Cecilie Hadlow
(deputy chair), Frank Lowry (secretary), Michael Chong (treasurer), Mrs D. Woods and Mrs M.
Burmester (assistant secretaries and typists), Don Denham (later chairman 1994 and 1995), Colin
Muggeridge (later chairman 1995 to 2002, patron 2007 to 2008; trustee 2008 to 2014), Don King,
New Plymouth Mayor David Lean, Dr Warren Muirhead, Mrs J. Saywell, and Mrs J. Drummond.
Subsequent members from late 1990s: Jeff Blyde (chair from 2001 to 2006), Robin Sutherland
(chair 2006), Peter McDonald (chair late-2006 to 2013), Mike Brooke (chair 2013 to present),
Heather Dodunski (later deputy chair), Alice Doorbar, Leo Leuthart, Jeanette Morrison, Barry
Rickards, Glenys Scheliin, Carole Shaw, Garth Weir; Dianne Bezuidenhout (later chair, South
Taranaki Committee), John O’Neill, Dr Ian Smiley, Rosemary Mills, Margaret Doyle, Peter
Cottam, Roger Malthus, Geoff Nicholas, Helen Dickey, Mary Washer, Tim Coleman, Dr John
Doran, Judy Drummond, Christine Taylor, Neil Evetts and Paul Lamb.

Note: In 2006, the organisation was split in two, Hospice Taranaki Incorporated, on which
trustees continued to serve, and Hospice Taranaki Foundation, the fund-raising arm. Colin
Muggeridge chaired the foundation from its inception until his death in 2014, when Roger Malthus
took over the role to the present day. Kevin Nielsen has been CEO since the position was created in
2002.
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Hospice chairs and AGM dates
Dates

Organisation

Chairs elected

1985

1st

Patrons

steering
committee

Don King

1988

Friends of Taranaki
Hospitals Society

Jim Boyd

1992, April 9

2nd steering
committee

Don King

1993, May

Taranaki Hospice
Foundation Inc

Peter van Praagh

Notes
Several mtgs in 1985 –
ended in Nov, 1985

Dr Peter
Allen

John & Shirlie
Fairey

1994, May

“

Peter van Praagh retired –
acting chair Don Denham

“

1994, Aug 29

“

Don Denham

“

Dep chair: Cecilie
Hadlow

1995, Aug 28

“

Don Denham

“

Denham annual report

1996, Aug 20

“

Colin Muggeridge

“

Denham annual report

1997, Sept 30

“

Colin Muggeridge

“

No annual report by
chair

1998, Sept 23

“

Colin Muggeridge

“

1999, Sept 27

“

Colin Muggeridge

2000, Sept 27

“

Colin Muggeridge

“

2001, Sept 24

“

Jeff Blyde

“

2002, Oct 1

“

Jeff Blyde

“

2003, late
Sept

“

Jeff Blyde

2004

“

Jeff Blyde

“

2005

“

Robin Sutherland – replaced
by Peter McDonald during
year

“

Peter McDonald

“

2006

Hospice Taranaki
Incorporated

Peter van Praagh

Colin Muggeridge

“

Hospice Taranaki
Foundation formed –
Chair: Colin Muggeridge

2007

“

Peter McDonald

HTF chair – Colin Muggeridge

2008

“

Peter McDonald

“

“

2009

“

Peter McDonald

“

“

2010

“

Peter McDonald

“

“

2011

“

Peter McDonald

“

“

2012

“

Mike Brooke

“

“

2013

“

Mike Brooke

“

“

2014

“

Mike Brooke

Colin Muggeridge died; new
chair Roger Malthus

2015

“

Mike Brooke

HTF chair – Roger Malthus

2016

“

Mike Brooke

”

2017

“

Mike Brooke

“
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APPENDIX 2
Employees as at March 2017
Surname

First
Name

Year
Commenced

Role

Anderson-Carroll

Cath

2016

Operations Manager

Andrews

Lisa

2017

HospiceShop Westown

Antonovich

Ngakiri

2009

HospiceShop Hawera Mgr

Appert

Marie

2002

Registered Nurse

Barley

Dianne

2016

Marketing assistant

Bennett

Lynda

2009

HospiceShop Westown Mgr

Blyde

Jenny

2007

Family Support Mgr

Bray

Nina

2014

Palliative medicine Specialist

Briesemann

Ruth

2011

Registered Nurse

Brown

Tania

2016

HospiceShop Stratford Mgr

Bull

Jason

2015

HospiceShop Westown

Bull

Tom

Burrows

Nathan

2016

HospiceShop Warehouse

Campbell

Sharon

2012

Community Nursing Team Leader

Carr

Milly

2010

Registered Nurse

Cleaver

Ana

2016

Registered Nurse

Conaglen

Liam

2016

HospiceShop Westown

Conn

Peter

2006

Registered Nurse

Connell

Kath

2012

Cook/Housekeeper

Cooper

Christine

2016

Registered Nurse Central/South

Cross

Amy

2015

Registered Nurse

Doorbar

Alice

2016

Kaiawhina

Fordyce

Rosemary

2011

Healthcare Assistant

Foster

Winnie

2013

Quality/Admin Support

Fowell

Venna

2008

Healthcare Assistant

Gall

Annette

2015

Reception/Admin Support

Julie

Gardner

2012

Registered Nurse

Grant

Heather

2016

Registered Nurse Central/South

Haitana

Eve

2016

HospiceShop Waiwhakaiho

Harker

Mary

2016

Counsellor

Hawkes

Breeda

2003

Clinical Nurse Specialist Team Leader
Central/South

Medical Officer
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Surname

First Name

Year Commenced

Position

Jones-Bower

Carolyn

2012

Enrolled Nurse

Julian

Nicki

2017

Cook/housekeeper

Kidner

Hazel

Registered Nurse

King

Paula

Registered Nurse/Maori
Liaison

Kissick

Bernadette

2012

Registered Nurse

Koch

Heather

1998

Director of Nursing and
Support Services

Kunjukunju

Dhanya

2017

Registered Nurse

Lane

Judie

2005

Enrolled Nurse

Limmer

Shari

2011

HospiceShop Waiwhakaiho
Mgr

Martin

Jan

2007

Accounts Administrator

McElroy

Lianne

1999

Manager Volunteers and
Housekeeping

McFadgen

Annie

2016

Reception/Admin

McMahon

Marie

2008

Registered Nurse

McQuillan

Rachel

2011

HospiceShop Westown

Morehu

Isobel

2013

Enrolled Nurse

Morgan

Bronwyn

2004

Clinical Nurse Specialist RN

Mourie

Lisa

2016

Clinical Nurse Specialist
aged care

Newell

Lynne

2014

Registered Nurse
South/Central

Nielsen

Kevin

2002

Chief Executive

Oakes

Joyce

1998

Enrolled Nurse

Page

Catherine

2012

Medical Officer

Patten

Gabrielle

2008

Registered Nurse

Pentelow

Hilary

2017

HospiceShop Waiwhakaiho

Phillips

Christine

2007

Cook/housekeeper

Phillips

Helen

2015

Registered Nurse

Philp

Vanessa

2010

Clinical Nurse Educator RN

Porter

Michelle

2006

HospiceShop Warehouse
Mgr

Prestidge

Gail

2004

Registered Nurse

Price

Jackie

2010

Social Worker

Rae

Diana

2016

Medical Officer

Robinson

Joanne

2013

Registered Nurse
Central/South
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Surname

First Name

Year Commenced

Position

Roguski

Alison

1999

Registered Nurse Team
Leader IPU

Rolls

Kane

2016

HospiceShop Waiwhakaiho

Seamark

Cynthia

2012

Clinical Nurse Specialist RN

Soman

Aswathy

2013

Registered Nurse

Spranger

Judy

2004

HospiceShops Area
Manager

Squire

Gill

1998

Registered Nurse Team
Leader IPU

Sue

Letiesha

2008

Registered Nurse

Suthon

Tim

2014

HospiceShop Warehouse

Tarrant

Dianne

2015

Registered Nurse

Taylor

Karla

2012

HospiceShop Westown

Termouth

Heather

2014

Day Programme Coordinator

Terry

Kay

2015

HospiceShop Westown

Thompson

Jenny

2006

Cook/Housekeeper

Trevathan

Jamie

2016

HospiceShop Hawera

Valli

Paola

2016

Medical Officer

Whitaker

Rose

2008

Marketing and Promotions

Woollard

Jane

2008

Counsellor
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APPENDIX 3

Kurth

Colin

2014

Lamb

Julianne

2013

VOLUNTEERS as at March
2017

Lambie

Norah

2014

Lusk

David

2011

Lusk

Raewyn

2009

MacPhail

Don

2012

Maechler

Margaret

2010

Mangin

Sandra

2012

Mather

Tracey

2013

Matthews

Joce

2013

McCall

Margaret

2015

Miller

Wendy

2014

Molyneaux

Lesley

2012

Moore

Kathleen

2005

Morrow

Margaret

2015

Nagel

Jude

2015

Ogle

Diane

2015

O’Neill

Caryll

1996

Page

Maya

2017

Patterson

Evelyn

2016

Rickards

Christopher

2014

Russell

Lyn

2005

Schumacher

Maree

2016

Scott

Colleen

2014

Simpson

Kathy

2014

Taylor

Deborah

2011

Thompson

Margaret

2010

Trim

Diane

2010

Waite

Jane

2013

Webby

Kim

2016

Williams

Martin

2008

Wolfe

Raewyn

1997

Wray

Pam

2014

Zeylemaker

Finn

2016

Surname

First Name

Year
Commenced

Hospice Inpatient Volunteers
Housekeeping/kitchen
Aiello

Jan

2014

Allum

Rita

2008

Barley

Diane

2015

Bradford

Millie

2008

Briggs

Rita

2011

Brimelow

Relwyn

2009

Campbell

Linda

2011

Clegg

Jan

2005

Cook

Shelly

2010

Cooper

Maureen

2016

Cowling

Carol

2004

Davies

Jacki

2015

Ellis

Joyce

2009

Fleming

Margaret

2006

Frost

Jennifer

2009

George

Kris

2013

Grigg

Ernie

2011

Grigg

Vivienne

2005

Haley

Norma

2001

Hareb

Andrea

2012

Hickling

Carey

2015

Homola

Ursula

2016

Honeyfield

Diane

2003

Hughes

Joan

2013

Jensen

Alison

2013

Jones

Judith

1995

Respite/drivers

Julian

Nicki

2014

Bailey

Veronica

2012

Jury

Lynette

2007

Barley

Diane

2015

Keeper

Tony

2010

Brimelow

Relwyn

2009

Kotze

Linda

2017

Burrell

Ian

2015
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Campbell

Linda

2009

Wray

Clough

Gay

2015

Cooper

Maureen

2016

Floral Art/gardening

Davies

Jacki

2015

Chapman

Shirley

2009

Hareb

Andrea

2012

Davis

Lyn

2014

Jensen

Alison

2013

Fairey

John

2011

Lambert

Coral

2014

Gallichan

Steve

2007

Lambie

Norah

2014

Gane

Diane

2016

Looney

Fay

2013

Gordon

Christine

2016

Mangin

Sandra

2012

Jellyman

Alan

2005

McGlone

Dee

2015

Morrow

Margaret

2015

Mori

Roger

2011

Ogle

Diane

2015

Murray

Donna

2016

Surgenor

Marilyn

2016

Ogle

Diane

2015

Tempero

Molly

2010

O’Neil

Judith

2011

Watson

Beryl

2008

Perkins

Barnaby

2016

Young

Margaret

2008

Richardson

Tina

2014

Day Programme

Scott

Colleen

2014

Kenny

Pat

2012

Williams

Martin

2008

Sworder

Pauline

2005

White

Mary

2015

Admin/reception

Pam

2014

Avers

Jeanette

2012

B’ment/biography

Bell

Gail

2014

Bent

Myron

2013

Bell

Lyn

2013

Bloor

Rosemary

2013

Bollond

Alison

2016

Cook

Jan

2013

Bowyer

Maureen

2008

Davies

Elizabeth

2015

Brown

Joan

1999

Drummond

Judy

2015

Cooper

Maureen

2016

Fleming

Jan

2012

Cottam

Vicky

2007

Henley

Naira

2006

Kenny

Patrick

2012

Merrick

Michael

2008

Mather

Tracey

2013

Murray

Cam

2010

McCall

Margaret

2015

Nielson

Doug

2015

Moore

Kathleen

2005

Prewet

Gwen

2015

Patterson

Evelyn

2016

Richards

Faith

2014

Richardson

Tina

2014

Smith

Sandy

2015

Schumacher

Maree

2016

Scott

Colleen

2014

Fakir

Kathy

2014

Zarina (Makes
gifts)

2015

Simpson
Wadsworth

Margaret

2008

Gregory

Ian (Handyman)

2016

Williams

Martin

2008

Haley

Norma (Car
maintenance)

2001

Other
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Scott

Lois (B’ment
Cards)

2015

Williams

Martin (Car
maintenance)

2008

Knitting Group Volunteers
New Plymouth

Grace

Avon

2011

Grey

Helen

2012

Hamilton

Barbara

2016

Hancock

Carole

2014

Hancock

Muriel

2001

Hendry

Robyn

2014

Hill

Barbara

2010

James

Lil

1998

Adams

Marlene

2009

Jamieson

June

2007

Ambury

Lyn

2012

Jane

Joan

2006

Andrew

Alison

1998

Jenkins

Heather

2015

Baker

Joan

1998

Jury

Aileen

2014

Barden

Nancy

2009

Kerrisk

Kerry

2006

Barry

Jan

2014

Kohlis

Kathy

2011

Baylis

Iris

2003

Knuckey

Judith

2014

Bell

Lyn

2011

Kruse

Hazel

2006

Bell

Jocelyn

2008

Liffiton

Betty

2001

Bellringer

Nola

2011

Linn

Janette

2003

Bradley

Mitch

2015

Maindonald

Shirley

2007

Brewster

Gwen

2000

Manton

Shonz

2006

Broadhurst

Susan

2015

Marsters

Shirley

2011

Brookes

Pat

2002

Mason

Dawn

2015

Brown

Gwen

1998

Mason

Coralie

2015

Brown

Delwyn

1998

McDonald

Rolance

2009

Brunton

Yvonne

2015

McLeod

Betty

2006

Bryant

Raewyn

2012

Muggeridge

Shona

2013

Charteris

Janice

2015

Mulder

Betty

2008

Clarke

Marie

2013

Nickel

Lyn

2012

Cole

Tina

1998

O’Keefe

Beryl

1999

Cook

Joan

2007

O’Keefe

Heather

2014

Corry

Lyn

2008

Phillips

Margaret

2007

Court

Marilyn

1998

Rattenbury

Eileen

2006

Cozzi

Trischa

2015

Read

Lyn

2003

Dawson

Marion

2016

Reed

Gwen

2013

Downes

Joyce

2008

Rees

Annette

2015

Eaton

Mary

2015

Roguski

Glenda

2016

Fulcher

Leah

2009

Rutherford

Barbara

2014

Gibson

Lesley

2015

Saywell

Daphne

2011

Gill

Lyn

2009

Scouller

Carole

2014

Glentworth

Lesley

2009
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Smith

Ruth

2011

McKay

Norma

2003

Steer

Olga

2008

Mills

Pat

1997

Stewart

Sally

2013

Mills

Rosemary

1997

Stokes

Sylvia

2000

Morris

Brian

Strawbridge

Joan

2003

Preston

Nigel

Strode

Lesley

2016

Simson

Bev

2002

Terrill

Doreen

2000

Smith

Don

2014

Walsh

Anne

2000

Watts

Joan

2011

HospiceShops

Welham

Beverley

2015

Hawera

Anderson

Gloria

2008

Boyle

Julie

Cusdin

Mary

2012

Houghton

Lyn

Houghton

Stratford

Belle

Cherie

2017

Bevan

Sheral

2013

Cato

Wendy

2012

Chapman

Carol

2015

2008

Chubb

Julie

2015

Patricia

2004

Coles

Te Rawanake

2012

James

Eileen

2016

Collins

Cynthia

2006

Jury

Glenyss

2012

Dietschin

Bev

1999

Leeman

Kath

2010

Dunlop

Lizzie

2016

McCoard

Shirley

2007

Ellery

Robyn

2016

McMillan

Nola

Evans

Yvonne

2015

Mills

Micky

2008

Forsyth

Glenys

2009

Nicol

Gwen

2012

Francis

Jacqui

2016

O’Dea

Irene

2001

Gestro

Sharon

2013

Smith

Leonie

2008

Goldsworthy

Maree

2010

Walker

Marie

2007

Hana

Ngahuia

2012

Harrison

Liz

2015

Hart

Ngaire

2008

Hawera non-shop volunteers
Bell

Judith

1999

Hazel

Mavis

2016

Bublitz

Audrey

1999

Hicks

Bruce

2017

Busby

Frances

2000

Higham

Jean

2009

Christensen

Cheryl (Volunteer
Co-ordinator)

2016

Hiroa

Wallace

2013

Dietschin

Bev

1999

Jamieson

Cheryl

2010

Elgar

Shirley

1996

Jennings

Jan

2013

Ellen

Rosina

1997

Jensen

Bill

2014

Jamieson

Cheryl

2013

Johnson

Caroline

2015

Madgwick

Tony

2005

Kareko

Nigel

2013

McDonald

Malcolm

2006

Kelly

Meg

2009

McKay

Alan

2003

King

Maureen

2011
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Kirk

Cynthia

2014

Smith

Toni-Lee

2017

Landers

Dennis

2017

Snow

Janet

2013

Landers

Bev

2015

Solomon

Sandra

2008

Linskill

Mark

2016

Stone

Holly

2016

Madgwick

Tony

2005

Terrey

Lesley

2016

Madgwick

Vera

2001

Trevathan

Jamie

2016

Malone

Alf

2013

Trevathan

Raymond

2016

Martin

Lauren

2016

Tutaua

Harvey

2015

McCallum

Margaret

1998

Wadsworth

Joanne

2017

McKenna

Dennis

2014

Weir

Gill

2009

McLoughlin

Brian

2010

Werner
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