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Te Uru Arotau
Acute and Elective
Specialist Services
Health and Wellbeing Plan
2019-2024
He paiakate rākau e tū ai
- With strong roots the tree
will stand
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Introduction: A paradigm shift
Move to an Integrated Service Model: Te Wao nui a Tāne
Over the last three years MidCentral District Health Board has embarked
upon a major transformational change. This change has included
a refreshed strategy leading to a new organisational structure with
identified strategic imperatives giving a strong direction for a more
authentic commitment to Te Tiriti o Waitangi, recognition of the need to
partner with consumers and whānau and a focus on addressing health
equity. Te Wao nui a Tāne takes the Integrated Service Model (ISM)
into Māori conceptual and metaphorical thinking bringing the practical
application of the Treaty articles to life. Māori are interconnected with the
natural world, the concept of the great domain of Tāne, a forest ecosystem
created by the Māori atua Tāne, as it applies to the ISM infuses indigenous
values to an organisational ecosystem.
Why are we making changes?
People in the community tell us they don’t want to explain their stories
multiple times. They expect the health and social care system to
collaborate and support them when they need it. They expect timely care
from a team of health professionals who treat them as a person who may
have multiple needs or conditions. Most importantly, they want seamless,
joined-up health and social care experiences. To deliver this we will
partner with people and whānau as we redesign the care pathways within
our health system. To achieve better health outcomes for our people,
MidCentral District Health Board has committed to move to an Integrated
Service Model, known as Te Wao nui a Tāne.
What will the Integrated Service Model, Te Wao nui a Tāne, look like
in practice?
Te Wao nui a Tāne reminds us that services cannot exist alone, each
are equally essential but still one part of the functioning whole, each
service has a role in the provisiom of care to our people in their home,
residence or community so they can enjoy the highest possible quality
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of life. Hospital care remains a crucial component of this ecosystem. but
where possible, we want to care for people closer to their homes. When
people do need acute, hospital-based care, we want them to have the best
possible experience before getting them back home as soon as it’s safe to
do so.

Illness focus

Wellness focus

Single–provider care

Integrated approach

Physician-Led

Shared decision making

Hospital–based care

Community – based care

Quality care in the community will improve the patient experience by
ensuring care is more accessible, comfortable and convenient for people
and whānau, while, at the same time, easing demand on our hospital
services. This ensures acute care services are more accessible for people
who need them the most, and will also improve the financial sustainability
of MidCentral’s healthcare system. We will enable the use of digital
solutions to support the quick transfer of information and safer care.
Consumers will get more access and involvement in their own care plans,
and we will share skills and knowledge with other providers to put the
consumer at the centre of everything we do. We will work as one team to
ensure care is seamless, safe, smooth, timely and easily accessible. It is
our ultimate aim to ensure the communities we serve have equitable, high
quality care experiences and better health outcomes.
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Te Wao nui a Tāne – The Great Domain of Tāne
The imagery of trees reflects our cultural understandings of social relationships, our
inter-connectedness with each other and the natural environment.
Te Wao nui a Tāne represents unity, as all trees, vegetation, bird and insect life
originated from the atua (god) Tāne, all are inter-related and often inter-dependent.
People were not created until after all these living life forms and thus are seen as
junior to them, this is often why you will hear Māori refer to rākau/trees as their
tuākana or senior. It is a statement of whakapapa.
Pū Rongoā – Origin of medicinal knowledge and practice.
The domain of Tāne provided nourishment for the mind, body and soul through
the provision of kai, rongoā and ancestral knowledge, protocols and practice of
Kaitiakitanga maintaining the balance for a sustainable ecosystem.

Te Uru Arotau
Uru – Grove (of trees), stand (of bush), the head of, enter into
Arotau – Refers to the behaviour of life forms within nature to incline toward favourable
opportunities. Reflects the actions of need and response.
“He paiaka te rākau i tū ai”
A tree cannot stand without roots, we all need support.
Kawakawa
The Kawakawa has multiple properties and can be widely used to support areas of the
physical, mental and spiritual dimensions.
Kawakawa inhabits low lying areas of the forest, the reason being it was placed there by
Ranginui as a sacred halo for Papatūānuku.
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Nga Rau Taki – Strategic direction
MidCentral District Health Board Vision

Our Values: We will be

MidCentral DHB’s Strategic Imperatives guide our Plan:
•
•
•
•

Partner with people to support health and wellbeing
Connect and transform primary, community and specialist care
Achieve quality and excellence by design
Achieve equity of access across communities, and

The future we want:

Compassionate: Being responsive to the needs of the people, whānau and
community.
Respectful: Doing something to show admiration for another person, showing
politeness or honour to someone or something and not causing offence. Actively
listening when someone is speaking and showing value for other perspectives.
Courageous: Participating with confidence and enjoyment. Speaking up when
things are not right, being assertive, adventurous in search of feedback, open to the
feedback, and willing to try out new things and take measured risks.
Accountable: Acknowledging and assuming responsibility for our actions and not
blaming others when things go wrong. Striving for excellence and delivering high
quality care that focuses on the needs of the consumer and whānau. Understanding
the context within which we operate as a publicly-funded organisation and utilising
our resources wisely.
MidCentral DHB Key Principles

People,
families
and whānau
have a positive
experience of
the health care
system

People are
experts in their
own lives and are
partners in their
health care

•
All people and
whānau have
a health care
home

An integrated
health care system
operating as one
team

More services
closer to home

•
•
Our health
care system
is grounded in
continuous quality
improvement and
clinical excellence

Our people
are recognised
for innovative
approaches to
health care

Everyone has
the opportunity
to achieve
equitable health
outcomes

We will have an
adaptable and
responsive health
care system

People make
healthy choices
and stay well
longer

•
•
•
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Honouring the Te Tiriti o Waitangi: Acknowledge the importance of
collaborating with Māori as Treaty partners to enable Māori health aspirations
and address inequities for Māori, including increased Māori participation in
decision making.
Reduce Health Disparities: Improve equity of access and health outcomes
for Māori in particular, where consideration of different people’s needs and
circumstances is the norm.
Improving Patient Experience: Partner with consumers and whānau to achieve
their optimum health and wellbeing, where they have choice and control.
Integrating Care across the Health and Social Service System: Creating a
seamless journey for consumers and whānau as the system works together as
one team.
Quality and Safety: Treat and care for people in a safe environment and protect
them from harm.
Investing in the Future: Strengthen our financial position to support future
investment, delivering the most effective and efficient health services.
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Our commitment to Te Tiriti o Waitangi
Our plan is to create a foundation and a framework that ensures that Te Uru Arotau reflects the aspirations of our community. At the core of this framework and
at the very heart of our foundation is Te Tiriti o Waitangi and its articles; guiding MidCentral DHB in how it governs and conducts itself, how true partnership with
Iwi is demonstrated, how beliefs, values and tikanga are cherished and how excellence, in all its definitions, is attained. The foundation of any forest ecosystem is
the whenua (land base), without which, the forest would simply not exist. In Te Wao nui a Tāne ( ISM), Te Tiriti o Waitangi is the metaphorical whenua (land base)
without which, the ecosystem (ISM) would cease to exist. Māori values of kaitiakitanga (guardianship) of the whenua (land) are built around an idea of absolute
responsibility for, the protection, sustainability and care of the whenua. As kaitiaki (caretakers) Te Uru Arotau are responsible for and to the Te Tiriti o Waitangi in
the same way Māori are to the whenua. We reflect this commitment in the following statements.

KAWANATANGA
GOVERNANCE
LEADERSHIP

TINO RAANGATIRITANGA
PARTNERSHIP IN ALL
CONTEXTS

ORITETANGA
EQUITY OF ACCESS
AND OUTCOME

TE RITENGA
RIGHTS TO BELIEFS, VALUES
AND SUPPORT

Trusting relationships exist
and reflect truly reciprocal
arrangements for mutual
advantage and benefit

Governance is shared through
mutually agreed measures
and systems that demonstrate
equitable health gain

The system is high
performing, offering
world class care.

The system operates in a
manner that authentically
reflects co-design and
collaboration in service
delivery

All people have access to a
transparent and sustainable
system that respects
wellbeing

Disparities are recognised and
addressed with authenticity
and purpose

Priorities are clearly linked
to eliminating systemic
inequities and institutional
racism

Individuals, whānau and
communities enjoy the best
possible health outcomes

The organisation and its staff
honours beliefs, values and
aspirations in all contexts

All patients and whānau can
seek and express their own
spiritual beliefs, rites and
tikanga

Individuals and whānau are
empowered and in control of
the choices about their own
health

Supportive care strengthens
individual and whānau capacity
and capability to actively
manage own wellbeing

7

8

Who are Te Uru Arotau?
The purpose of Acute and Elective Specialist Services is to deliver an
Integrated Specialist Health Care service – today for the future. Utilising
Whānau Ora as our guiding principles to provide holistic, patient centric
models of care, we will empower our staff to partner with our consumers
and their Whānau through Mahi Tahi.

Our principles

We will ensure that technology, data and information is readily available
and enables our workforce to provide quality patient-led healthcare. This
will ensure that equitable efficiencies of an engaged system are realised –
that people who need to be seen in hospital have rapid access regardless
of their demographics or geographical location, and those that do not
need to be in hospital are supported by home to home pathways.

•
•
•
•
•

The Acute and Elective Specialist Services Health and Wellbeing Plan
outlines how we will overcome some of the challenges of today to achieve
an Integrated Specialist Health Care tomorrow. A Hospital that is peoplecentric, focused on quality, and partners with technology to improve the
health outcomes for those people of the MidCentral District Health Board
region. This guiding document will drive the change needed to take these
aspirations into action.

Our Vision: to be a centre for excellence for integrated specialist health care

•
•
•
•
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Best standards of care must be met
Consumer experience valued as much as clinical effectiveness
Shared decision making and care for individuals and whānau
Effective and timely access to appropriate specialist care
Good communication with and about individuals and whānau is the
norm
Connected transitions of care
Specialist Health Care services are tailored to meet the needs of the
individuals and whānau
Staff are supported to deliver culturally safe, culturally competent,
culturally consistent, compassionate care and are committed to
improving quality
Staff have a sense of accomplishment and meaning in their
contributions to Specialist Health Care.
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Nā wai i āwhina – Who and what helped guide and
support this plan?
Te Uru Arotau strategy is the result of continuous and evolving
collaboration with our partners and we acknowledge their expertise,
insight, feedback and commitment as we look to the future for Integrated
Specialist Health Care.
The foundational concepts of this strategy are a result of the Te Uru Arotau
collaborative workshop held on 26th March 2019. This was an opportunity
to engage with staff, Iwi and Māori providers, Non-Government
Organisations (NGOs) and consumers to discuss the ‘Hospital of the
Future’.
It is important to acknowledge other plans and strategies, in particular the
Locality Health and Wellbeing Plans. These documents and plans were
used to help inform our planning process.
We extend our gratitude to our Cluster Alliance Group, Te Uru Arotau
Leadership Team and the support and guidance from the Strategy and
Planning team.

There were three main components to developing our plan:
Research
•
•
•

Researching best practice and innovation locally, nationally and
internationally
Building on existing strategies and programmes of work
Understanding our communities

Engagement
•
•
•
•
•

Workshops with consumers, providers and cross sector organisations
Input from clinicians and operational staff
Presentations to Clinical and Consumer Councils
Hui with Manawhenua Hauora
Roadshows with the workforce and across clusters and enablers

Service Mapping
•
•
•

What and where are services currently
What’s working well
Where are the opportunities for improvement

Hospital of the Future’ workshop 26th March 2019
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Understanding the communities we serve

Uru Arotau – Acute & Elective Specialist Services
Planned Care

Unplanned Care

Outpatient Services

Surgical Operations
Surgical Inpatient
Specialist Health Care

Emergency Services
Medical Inpatient
Specialist Health Care

Medical and Sugical
Outpatient Specialist
Health care

Hospital Pharmacy
Medical Imaging (X-rays, CT, Ultrasound, Nuclear Medicine, MRI)
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He Whakarongo Ki Te Hapori – Listening to the community
Feedback from consumers and their whānau told us that “time, distance and travel” are barriers to accessing health services

Identified community priorities…
1. Easy access to health care when
people need it.
2. Improved Mental Health
and Addiction support for
communities.
3. Quality communications and
connection between health
services, people, whānau and
communities.
4. A well community where everyone
is supported to have quality living
and healthy and active lives.
5. Wider factors of Health and
Wellbeing.

“If only people
involved in my
healthcare would
speak to each
other and work
together.”

“Unfriendly services
stop people from
going back.”

“It is challenging knowing
what is available to you –
what you are entitled to.”

“My mother is 75 and can’t
drive, does she really need
to travel all the way to
Palmerston North Hospital
for a 15 minute chat with the
doctor!”

“Language barriers meaning
our people and whānau find it
difficult to understand how to
manage their healthcare.”

“The Health Shuttle is a lifeline for us; lots of people have
no other way to get to their
appointment.”
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Summary of our engagement and research

Population
Group

•

•

•

Increasing 65+
population and
rising deprivation
drives more need for
health services
Total population
accessing ED,
Medical Imaging and
Pharmacy.
Adult population for
Medical and Surgical
Services

•

•

•

A redesigned system
that provides care
based on people’s
needs.
Evidence-based
care and reduced
unwarranted
variation across the
system.
Hospital-based care
only where it is not
possible to deliver
care elsewhere in
the system (e.g. Iwi,
IFHCs, homes)

•
•

•

•

•

•
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Mahi Tahi
High quality clinical
care with good
Quality and Safety
markers
Optimise and
Medimorph
programmes
Many successful
service initiatives,
including joint
projects with primary
ED facility and service
improvements,
including interface
geriatrics
Implementation of
Teleradiology

What you
told us is
missing

What you
told us isn’t
working well

What you
told us is
working well

Models of
Care

•

•

•
•

Barriers to
appointments (time,
distance and travel)
Our current booking
system and nonconsideration for
people’s needs
Non-person centred
approach
Hospital-centric care

•
•

•

Treaty obligations in
planning
Focus on teaching
and learning
hospital
Greater focus on
equity

Priority
focus areas

•

•
•

•

•
•

Consumer and
whānau-centred
conversation
Realigned specialist
workforce
Alliance workforce
with access to data
right across the
system
Consumer-centred
information and
empowerment: high
quality co-designed
pathways
Technology enabled
24/7 healthcare
Mahi Tahi principles
embedded across all
services
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Te wawata – The future we want
Current State
Service and Partnership
• Barrieris to access (Time, distance, travel)
• Services not engaged
• Difficult navigation
Communication
• Inadequate or complex information
• Not centered on people or whānau
Workforce
• Hospital centred culture
• Power versus Knowledge hierarchy
• Poor links to community based teams
Equity
• Services not engaged
• Current inequity
Wellbeing/ Healthy Lives
• “What’s wrong with you?”
• “This is what we will do for you”
Access / Quality Living
• Unable to access care
• Fixed place of care (Hospital)
Other Factors of Health / Well Communities
• Hospital centric
• Other factors impacting health; social,
educational, employment

Future State
Service and Partnership
• Engaged services
• Person and whānau self management
• Technology-enabled navigation - Directory of services
• Informed choices
• “Not done to me, without me”
• Transition through personalised pathways
Communication
• People and whānau-centred conversation
• Health literacy principles applied
• Technology assisted connection
Workforce
• Community-centred culture
• People and whānau are part of the healthcare
team realising their goal
Equity
• Culturally and diversity responsive workforce,
environment and system
• Assured equity of access
• Mahi Tahi principles embedded across all services
Wellbeing/ Healthy Lives
• Holistic approach - “How can we help you?”
• Strong, shared pathways that are easily understood
Access / Quality Living
• Mobility of people, process and facility
• Quality driven
Access / Quality Living
• Community-focused
• Partnering

13
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Strengths we are building on
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•

Mahi Tahi – working together to provide care for our whānau while in
hospital.

•

Improvements to the emergency services facility including proactive
collaboration with Older Adult services with a focus on frailty
services and the Get Up, Get Dressed, and Get Moving initiative.

•

Using technology to provide remote Tele radiology services for
reporting imaging.

•

Enabling safe use of medicines for our people and whānau through
the introduction of the Hospital to Home Pharmacist.

•

Partnership with the renal service and the Massey Psychology team
to look at models of support for renal consumers who are able to selfdialyse but are reluctant to do so due to anxiety or other challenges.

•

Managing acute demand with a specific focus of helping to alleviate
some of the pressure on the emergency department by emergency
department redirection of low acuity consumers to Primary Options
for Acute Care centres.
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Mahi Tahi
Mahi Tahi Better Together is an initiative that recognises the
important role loved ones have in the ongoing care of consumers
whether they are whānau/family or friends. This involves staff
asking people if they wish to have a Kaimanaaki or Partner in Care
during their hospital journey. Mahi Tahi means we are working
together as one.
The Mahi Tahi Better Together programme is guided by the
concept of Motu Rākau Mānuka, which translates to a grove of
tea tree. Our Pae Ora Māori Health Directorate team provided a
Māori concept based on the characteristics of the native Mānuka
tree, which is known to many as a healing tree. This unassuming
shrub might well be considered the backbone of Te Wao Nui a
Tāne. Mānuka is the hardworking healer, tenacious yet humble,
quietly supporting the land and the people in the background.
Māori traditionally used Mānuka for a variety of reasons. Kia
aho matuahia te taketake, kia tūwaerea te tau – when intuition
replaces intellect, knowledge turns to wisdom.

Mahi Tahi

What is a Kaimanaaki or Partner in Care?
A Partner in Care is someone who helps the consumer, usually a
relative or friend, in their day-to-day life. They are not the same as
a visitor or someone who provides care professionally or through
a voluntary agency. The Partner in Care role enables significant
people to be more active in the person’s care while in hospital.
Partners in Care can enter the ward their loved one is admitted to
at any time, are encouraged to help with care where appropriate
and will be a main point of communication for staff on matters
involving their loved one.

Better Together

Benefits of Mahi Tahi
•
•
•
•
•

Welcome them to be there whenever the person would like them
to be present.
Reduce emotional impact of hospital stay through support of
their loved one.
Increased communication between family/whānau and staff.
Smoother transfers of care between hospital and home.
Family/whānau learn hints and tips to improve the care they
provide when their loved one returns home.
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Our vision and goals for 2024
Our Vision: to be a centre for excellence for integrated specialist
health care, Our goals to achieve our vision:

Our
Five
Year
Goals

GOAL
one
Deliver excellent
hospital-based
specialist
services
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GOAL
two
Strengthen
specialist health
care in the
community

GOAL
three
Invest in a
compassionate
and skilled
workforce now
and into the
future

GOAL
four
Create an
environment that
enables and drives
pro-equity thinking
and action
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Linking our goals to our organisations strategy
People,
families
and whānau
have a positive
experience of
the health care
system

People are
experts in their
own lives and are
partners in their
health care

Deliver excellent
hospital-based
specialist services

All people and
whānau have a
health care home

An integrated
health care system
operating as one
team

More services
closer to home

Strengthen specialist
health care in the
community

Our health care
system is grounded
in continuous
quality improvement
and clinical
excellence

Our people
are recognised
for innovative
approaches to
health care

Invest in a
compassionate and
skilled workforce now
and into the future

Everyone has
the opportunity
to achieve
equitable health
outcomes

We will have an
adaptable and
responsive health
care system

People make
healthy choices
and stay well
longer

Create an environment
that enables and drives
pro-equity thinking and
action
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Te Ara – The roadmap
Goal #1:

Deliver excellent hospital-based specialist services
Why is this important?

What will be different in five years?

We have been entrusted with the careful and responsible
management of resources, finances and more importantly, our
people’s health. We need to nurture and develop a culture for
quality and consumer safety. This will be navigated through a
shared approach and framework for clinical governance that
supports us to be explicit about the standard of care delivered.

•
•
•

It is about how we protect consumers from harm, about how we
listen to individuals and whānau, and about how we plan, action
and measure improvements.
We need to listen and learn from our people and whānau.
Most people want the best healthcare possible for themselves,
their whānau and loved ones. For that to occur, each one of us
needs to prioritise quality in everything we do.

•
•
•
•
•
•
•
•
•
•
•
•
•

People and whānau feel safe when receiving specialist health care.
Promote quality through everything that we do.
Consumers and whānau will be more involved in designing new initiatives and
programmes.
We measure what is important and not just what is easy to measure.
We will have created supportive clinical governance structures that enable a
whole of system view.
We recognise and reward quality.
We will have developed and support a capable, accessible and empowered
work force.
A culture has developed to enable the continuous pursuit of excellence in care
delivery.
We will have nurtured and have credible, capable and engaged leadership.
All consumers have a care plan that reflects their individual and whānau needs.
Consumer experience will be valued as much as clinical effectiveness.
More services provided across and with other clusters.
People will have equitable access to specialist assessments and treatment on
time.
Individuals and whānau will spend less time in hospital.
More equitable access to specialist assessment and treatment on time.
Resources are used effectively, with no waste.

We need people and whānau to feel safe when receiving specialist health care.
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Goal #1: Deliver excellent hospital-based specialist services
What we will focus on

How will we achieve this and when?

Driving quality improvement in all
activities to provide safe, effective,
consumer-centred, efficient, timely,
and equitable care.

•

•
•
•

•

Milestones

Quality and Clinical Governance is
•
embedded through implementation of
‘The Quality Agenda’ framework by June •
2021.
•

Refreshed Governance
meetings set up by August 2019.
Pre-implementation survey sent to
our workforce by October 2019.
Refer to Goal 4.

Develop the Quality Plan for Uru Arotau
by December 2019.
Implementation of activities within the
Quality Plan from December 2019.
We lead and/or participate in campaigns
led by the Health Quality and Safety
Commission aligned with the National
Programme of work.

•

Draft Quality Plan by September
2019. Number of staff trained each
year:
• Advanced Care Planning
• Disability awareness
• Quality Improvement
• Relationship-based Practice
• Te Tiriti o Waitangi
• Cultural responsiveness
• Te Ara Whānau Ora

Implement and sustain, by 2024, the
Improving Value programme
encompassing:
• Surgical Acute Care Improvement
• Planned Care Improvement
• Outpatient Improvement
• Takatū (ED)

•

•
•
•

•

Consolidating and spreading gains from •
existing improvement programmes,
starting with Mahi Tahi, Orthogeriatric
interface, Red to Green and Shared Goals •
of Care during 2019 and 2020.

Shorter Stays in ED - 5% incremental
improvement:
• Dec 2019
• June2020
• Dec 2020
• Then sustain 95% target.
Acute Assessment Model of Care
developed by October 2019.
Design format for reporting Standardised Intervention Rates by
Ethnicity by 2020.
3 year Planned Care Initiative plan by
30 June 2020.

Measures
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Refinement and adaptation of Mahi
•
Tahi principles across Adult Inpatient
wards by December 2019.
•
Evaluation of Mahi Tahi programme
by June 2020.

Clinical governance effectively implemented
as measured through a survey
completed by end of June 2021.
Improvements to Quality & Safety Markers.
Increase in Staff engagement as measured
through staff culture surveys.
Reduction in avoidable harm (hospital
acquired complications) from baseline.
Reduction in readmission to 9%.
Unplanned Care: Standardised average
length of stay ≤2.4 days.
Planned Care: Standardised average length
of stay ≤ 1.5 days.
Number of consumers/whānau involved
with programmes.
Standardised Intervention Rates available by
ethnicity.
Reduction in re-admission to hospital within
28 days to 9%.
ESPI 5 Compliance.
Planned care CWD target met (100%).
ESPI 2 Compliance.
90% of follow up seen on time trend.
SSED 95%.

Positive qualitative feedback from
Kaimanaaki, people and whānau.
National Inpatient Survey – each of the four
domain average results to be ≥8.6 (out of
10).
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Goal #1: Deliver excellent hospital-based specialist services
What we will focus on

How will we achieve this and when?

Milestones

Measures

Increase the number and proportion
of people who have a shorter stay in
the Emergency Department.

•

Explore options for alternative models
of care with our partners by December
2021.
Explore flexible specialist workforce
including Medical, Nursing, Allied
Health, with an agreed direction and
approach by 2021.

•

Review options for alternative
models of care with our partners by
June 2021.
Pilot and evaluate one alternative
model of care by December 2021.
Agreed flexible specialist workforce
which is integrated into workforce
development plans by 2021.

•
•

SSED 95%.
Reduction in feedback received related to
waiting times in ED from baseline.

•

•
•

Updating our facilities to allow for
best care to be provided

•

Increase operating theatre and
procedural space by December 2020.

•

Review of the existing footprint of
our facilities with an agreed plan by
December 2019.

•

EPSI 5 compliance - Planned care CWD target
met (100%).

Strengthening the use data to
identify, monitor and evaluate
specialist health care

•

Identify data needed and work with our
enablers to extract data and establish
baseline measures by 2021.

•

Draft Clinical Indicators established
•
for planned care, unplanned care and
outpatient services by 2020.
Qualitative feedback categorised and •
aligned to planned care, unplanned
care and outpatient services by 2020. •
Refer to Goal 4.

National Inpatient Survey – each of the four
domain average results to be ≥8.6 (out of
10).
Reduction in re-admission to hospital within
28 days to 9%.
Reduction in avoidable harm (hospital acquired complication) from baseline.

Production Planning is undertaken
each year in line with the Ministry of
Health guidelines.
Number of cross cluster initiatives
each year.

ESPI 2 and 5 Compliance
SSED 95%.
Performance against budget.

•
•

Living within our means.

•

•
•

20

Continually working across and with
clusters to identify opportunities for
care delivery which supports collective
financial sustainability.
Delivering our performance
improvement plan on time and within
budget each year.
Develop a 5-year financial performance
plan by June 2020.

•
•

•
•
•
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Te Ara – The roadmap
Goal #2:

Strengthen specialist care in the community
Why is this important?

What will be different in five years?

The MidCentral district is a great place to live, work, play and
learn and our region has a lot to offer residents and visitors
alike. However, not everyone living in our district has the same
opportunity to be healthy and to reach their true potential. It is
vital for all of us to work collectively to work towards achieving
equity, to ensure that the people of our district have every
opportunity for a bright and prosperous future ahead.

•

•

Working in partnerships can achieve greater outcomes.

•

Our community tells us they want more accessible services,
closer to home.

•

To support shared choices for specialist care.

•

People need to know where to go to access the right care, at
the right place.

There is now good evidence1 that increased self-management
support improves: adherence to medication and treatment
regimes, decision-making, communication, coordination,
satisfaction with the service they are receiving, health outcomes
and quality of life; while reducing hospitalisations, and health
inequities.

•
•
•
•
•
•
•
•

Our services will be more engaged with individuals and their whānau as more
services will be provided.
Utilisation of technology to enable more accessible services.
Sharing of knowledge and oversight.
Explore options for flexible workforce.
People experience a more seamless transfer of care.
Services have been tailored to facilitate self-care and health prevention.
Fewer people are admitted to hospital for avoidable conditions.
People and whānau know where and when to access the right care.
Individuals and their whānau gain practical and generic skills that help them
manage their health conditions.
Self-management
Self-management support is defined as the education initiatives and support given by
health care providers and workforce to enable anyone with a long term condition to
increase their skills and confidence in managing their health.

(K; Lorig, Sobel, Stewart, Brown, & et al, 1999) (Barlow, Wright, Sheasby, Turner, &
Hainsworth, 2002) (M. Battersby, 2004) (Bodenheimer, 2003)

1
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Goal # 2: Strengthen specialist care in the community
What we will focus on

How will we achieve this and when?

Strengthening existing
pathways and developing
new pathways

•

•

•

•
•

•
Strengthening
communication

•
•
•
•

Utilising technology to
enable more
accessible services
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•

Milestones

Measures

Identify opportunity for other models of care,
•
through our Cluster Alliance Group, Iwi/Maori
Providers which include other providers managing •
appropriate care by 2021.
Minimise avoidable repeat hospital admissions for •
people with COPD, and other identified long term
condition people, through triaged follow up and
intervention by 2023.
Establish dedicated clinical pharmacist support
service to people presenting to ED who have
long term health conditions where medicines
management contributed to/ may have
contributed to hospital presentation by June 2020.
Use feedback and data to design interventions
based on the needs, goals and aspirations of our
people and whānau by 2023.
All individuals and whānau will have a standardised
transfer of care document that reflects their
individual and whānau needs, goals and
aspirations when leaving the hospital by 2024.
Strengthen sub regional services aligned to the
Regional Services Plans.

Advance the Cluster Alliance Group by December •
2020.
Hosted and facilitated one forum or workshops
each year.
A framework for electronic sharing between the
hospital clinical portal and general practice teams •
by 2022.

Utilising consumer engagement principles to
refresh the written communication with our people
(e.g. appointment letters) by June 2021.
Partner with our Digital Services Enabler to
establish Patient Information Portals by 2024.
Strengthen used of shared care plans by 2024 for
those patients with Long Term Conditions.
Improve interoperability between ACC and ED
coded data using SNOMED coding system by June
2020.

•

A Directory of services is established which is
actively shared with the community and our
partners.
Co-design team established to review written
appointment letters by June 2020.
Business case for Patient Information Portal by
2023.
Agreed content for MDHB internet site by 2022.

Work with IS to reduce the need for face-to-face
appointments through utilising telehealth by 2024.

•

•
•
•

•

•
•
•

Policy for appropriate utilisation of phone,
telehealth, or email appointments completed by
June 2022.

•
•

Number and percentage of
people and whānau involved
throughout all areas of
governance, development
and improvement.
Incremental improvements
increase each quarter from
85% of patients being
admitted, transferred or
discharged from ED within 6
hours of presentation
Reduction of 5% of people
and whānau travelling
to attend face to face
appointments by 2023.
Reduced repeat attendance
to ED within 72 hours.
Number of new or revised
pathways.
National Inpatient Survey
– each of the four domain
average results to be ≥8.6
(out of 10).
Reduction in feedback
received related to waiting
times in ED from baseline.
Improvement to baseline
staff culture survey
undertaken in 2018.
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Te Ara – The roadmap
Goal #3:

Invest in a compassionate and skilled workforce now
and into the future
Why is this important?

What will be different in five years?

Person and whānau centred care is a way of thinking and doing
things that sees the people using health and social services as
equal partners in planning, developing and monitoring care
to make sure it meets their needs. This means putting people
and their whānau at the centre of decisions and seeing them as
experts, working alongside professionals to get the best outcome.

•

Person and whānau centred care is not just about giving people
whatever they want or providing information. It is about
considering people’s desires, values, family situations, social
circumstances and lifestyles; seeing the person as an individual,
and working together to develop appropriate solutions.2,3,4 Being
compassionate, thinking about things from the person’s point of
view and being respectful are all important. This might be shown
through sharing choices with consumers and helping people
manage their health, but person and whānau centred care is not
just about activities. It is as much about the way professionals and
consumers think about care and their relationships as the actual
services available.

•
•

•
•

We will have support to nurture and grow a capable, accessible and empowered
work force.
We are seen as the go-to place for training and education for our workforce and
those in training.
Incremental increase to the number of district-wide person and whanau- centric
models of care.
Good communication with and about individuals and whānau is the norm.
Improved consumer and whānau experience.
“Nothing about me, without me”

Sepucha K, Uzogarra B, O’Connor M. Developing instruments to measure the quality
of decisions: early results for a set of symptom-driven decisions. Patient Educ Counsel
2008;73(3):504-510.
3
www.ihi.org/IHI/Topics/PatientCenteredCare/ PatientCenteredCareGeneral/
4
Gill PS. Patient Engagement: An investigation at a primary care clinic. Int J Gen Med
2013;6:85-98.
2
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Goal # 3: Invest in a compassionate and skilled workforce now and into the future
What we will focus on

How will we achieve this and when?

Supporting shared choices •
for specialist care.
•
•
•

Measures

•

•

•
•

Widen the reach of the Mahi Tahi principles
across all aspects of specialist health care
through the sharing of positive people and
whānau experience and stories by June 2021.

•
Developing a highly
engaged, high performing
workforce providing
people with great care.

We nurture and grow specialist care workforce (top of scope), including a focus on our
Māori workforce through the actions from the
Organisational Development plan by June
2022.
Encourage a culture of innovation for
alternative approaches which improve
efficiency, care and sustainability.
Improve information and knowledge sharing
among colleagues through identified
mechanisms by June 2020.
Continue to strengthen health and safety at
the workplace and implement the preventing
workplace violence programme.
Continue to participate in programmes to
support our workforce e.g. CCDM.

•

We recognise and reward quality and
innovation utilising the MDHB reward and
recognition programme from 2020.

•

•
•
•
•

New models of care developed for routine follow
up care.
Utilisation of models of care.
Training schedule for relationship-based practice
training by June 2020.

•

•

Empowering our staff to
•
partner with our people
and whānau utilising Mahi
Tahi principles

•
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Utilisation of tools such as, Advanced Care
Planning or Choosing Wisely to support
conversations and shared choices.
Introduce Relationship Based Practice
principles through a phased training
programme by December 2021.
We develop people and whānau centric
standardised Models of care.
Refer to Goal 1

Milestones

•

Number of individuals or teams recognised for
innovation through the DHB reward and
recognition programme each year.

•
•
•

•

MDHB Reward and Recognition programme
established by 2020.
Participation in the MDHB Reward and
Recognition programme.

•
•

Increasing number of workforce
trained in advanced care
planning and relationshipbased practice.
15% of current staff have
accessed the disability
awareness training by 31 March
2020 increasing to 30% by 30
June 2020.
National Inpatient Survey
– each of the four domain
average results to be ≥8.6 (out
of 10).
Reduction for unwanted or
unwarranted treatments at
the end of life for consumers,
families and whānau, moral
distress for clinicians, and
unnecessary expenditure.
Reduction of the number in our
workforce with excess annual
leave over 2 years.
Reduction in workforce
turnover.
Reduction in sick leave of our
workforce.

Number of workforce
(individual or team) nominated.
Number of individuals or team
recognised and awarded for
quality improvement and
innovation through their work.
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Te Ara – The roadmap
Goal #4:

Create an environment that enables and drives proequity thinking and aciton
Why is this important?

What will be different in five years?

Partnerships between services are critical to the success of
working in health-promoting ways. Successful partnerships
strengthen the capacity of projects and services to broaden their
reach, engage more stakeholders and achieve shared objectives.

•
•

Partnerships can achieve greater outcomes than individuals
or organisations acting alone. Partnerships achieve increased
benefits because they share expertise, skills and resources. These
benefits can include:
•

more effective service delivery

•

more efficient resourcing

•

policy development at organisational or community or
national levels

•

social and community development aimed at strengthening
community action.

•
•
•
•

Strengthened relationships with our Iwi.
We will have developed and be using data to identify areas of inequities and to
monitor and evaluate continuous improvement towards equity of outcomes.
Our workforce understands equity.
There will be more appropriate services provided closer to home and therefore
a reduction in travel for individuals and their whānau.
We will see an improvement in our consumer experience data.
Workforce will be delivering more culturally safe, competent and compassionate
care.

Equity
Just and fair inclusion. An equitable one in which all can participate and
prosper. The goal of equity must be to create conditions that allow all to
reach their full potential. In short, equity creates a path from
hope to change.
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Goal # 4: Create an environment that enables and drive pro-equity thinking and action
What we will focus on

How will we achieve this and when?

Milestones

Measures

Improved care and services
through integration and
collaboration across Iwi,
clusters, alliancing and
partners

•

Develop and build meaningful relationships with our
Iwi partners.
Identify opportunities for Iwi and Māori Providers
to manage appropriate care (e.g. routine follow-up
appointments)
Develop and mature the Uru Arotau Alliance Group and
other alliancing networks (e.g. central alliance).
Work across clusters to implement pathways.
Refer to Goal 2.

•

•

We explore options to provide appropriate specialist
health care closer to home by 2023.
Explore options to improve coordination of specialist
health care through utilisation of existing Whānau Ora
Navigators by June 2021.
Strengthen connected care utilising engagement
conduit roles to engage our specialist services with our
people and whānau by December 2020.
Utilise consumer experience data, by ethnicity, to
identify and drive improvements to improve equity by
December 2021.
Implement initiatives to improve referral quality and
ensure equitable access to specialist health care by
December 2022.

•

Implementation of a broadly accepted set of Equity
measures by December 2022.
Use Health Round Table insights data, based on
ethnicity, for clinical measures as part of improvement
activities by 2021.

•
•

•
•
•
•

Provide specialist health care •
that is designed to ensure
equitable
•
outcomes for our people and
whānau
•
•
•

Establish equity specific
measures for integrated
specialist health care

•

Providing culturally safe,
culturally consistent,
culturally competent and
compassionate care

•
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•

•
•

Advance the Cluster Alliance Group by December
2020.
Annual update of Te Uru Aratau’s Health and
Wellbeing Plan.
Annual update of MDHB locality plans.

•
•
•
•

•
•

Increase capability of workforce by offering Basic Te Ara •
Whānau Ora training, Te Tiriti o Waitangi and Cultural
Responsiveness training by 2024.
•

New models of care developed for routine follow
up for a prioritised area.
Pilot role to engage services with people and
whānau by December 2020.
Utilise the MDHB Outcomes Framework for
refreshed reporting by December 2020.

•

Utilisation and
engagement of services.
Improvement to
consumer experience.
Reduced inequity in
access.
Reduced travel for
people and whanau.
Consumer experience
data by ethnicity
discussed across teams.
Increased number of
experience responses,
from baseline, captured
for Maori by 2023.

Draft equity measures for Uru Arotau by 2021.
Identified initiatives increase equitable
outcomes outlined in operational plans by 2022.

Baseline numbers for staff attendance by June
2020.
Schedule for phased training of Basic Te Ara
Whānau Ora training for identified roles by
December 2020.

•

Increased workforce
knowledge and
awareness of Whānau
Ora.
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Te Whakakaupapa – Implementation
Governance and Implementation
Implementing our plan involves a need to try new things, think
outside the square, and change or stop things that do not work
well for the organisation and people. However, there must also be
acceptance of the need to continue to build on the things that do
bring value to the organisation.
Our plan is an aspirational one and we accept there will be
challenges in bringing it to life. However, to achieve the future our
community has called for, we must be courageous, ambitious and
open-minded.
It is important to understand and acknowledge that change can
take time and effort, as well as a requirement to be agile in how
we work. We will need to work together across sectors as one team
to continually learn, share and adapt our processes to improve
people’s experiences of the health system and their health
outcomes.
Our plan is a living document that will be updated annually and
will serve as a guide to support how we plan and prioritise actions.
Working together
Uru Arotau has multiple connection points within Te Wao nui a
Tāne. Over the next 5 years, Uru Arotau will focus on strengthening
their Cluster Alliance Group (CAG) by supporting and building
authentic relationships to enable working partnerships. It is
through partnerships across services, enablers, Iwi and other
providers, along with our people, whānau and communities,
that we will truly move towards realising our goals and improved
health outcomes for our community.

Integrated Planning Framework

MidCentral DHB Strategy
Medium Term Plans and Strategies

e.g Health and Wellbeing Plans, Enablers Plans and
long term Investment Plan

Operational Plans

Service Specific Plans

Monitoring and Reporting
Qualitative and quantitative measures and milestones have been assigned against
our areas of priority in our plan. A dashboard report will be produced to monitor our
progress on a regular basis.
Areas of priority and initiatives will be reviewed annually, ensuring they remain
relevant and are utilising the best methods possible to achieve our goals.
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Te Tumu Matua – Enabler Leadership Team
Tumu Matua is a stable base (stump), a place to secure to. It would
be the main securing post for waka.

An overview of the key strategic directions of our Enablers is provided
over the following pages.

“He tina ki runga, he tāmore ki raro”.

Digital

In order to flourish above, one must be firmly rooted below.
Rimu
One of the largest offspring of Tāne providing shelter and
protection as part of the canopy supporting growth below.
Enablement to support the Organisation
Our Enablers provide organisational frameworks and system wide
leadership. They support learning and cohesion between the
clusters and ensure consistency across the organisation through a
business partnership model.
Key functions of our Enablers are:
• Provide frameworks and expert advice on cultural competence
and responsive services that ensure equity and that we honour
our obligations under Te Tiriti o Waitangi
• Develop organisation-wide policies, frameworks and
processes:
• Ensure the development of district-wide and DHB-wide
strategies and plans
• Ensure priorities and resource allocation is determined
• Provide information, advice and thought leadership
• Facilitate integration of services across the district
• Manage strategic relationships with central agencies,
professional bodies and key intersectoral partners
• Monitor risks, and ensure mitigations are in place.
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Digital Services is responsible for the delivery of digital tools, techniques and
technologies to support the implementation of the Integrated Service Model, our
Health and Wellbeing plans and assist our Enablers to facilitate this. Importantly,
Te Awa, MDHBs Digital Strategy, outlines our goals;
•
•
•
•

Partnering to provide digital thought leadership
Enabling new ways of working and empowering our population
Adaptive and sustainable ICT Services
Digital data enabled decisions.

Strategy, Planning and Performance
Strategy, Planning and Performance’s role is to ensure coherent strategic direction
is implemented through plans and actions, and links to performance management
and accountabilities. In practice this means advancing equity, quality and
excellence by design, integration, and person and Whanau-centred care. We aim
to make strategy everyone’s business and bring our strategy to life by creating and
connecting strategy formulation with strategy execution.
We will achieve this through our goals;
•
•
•
•

Enable strategy execution to be accomplished in an integrated fashion across
the organisation
Develop and maintain strategic relationships providing a population health lens
Provide health intelligence, oversight and thought leadership across the
organisation
Partner to systematically manage organisational alignment.

Te Tumu Matua – Enabler Leadership Team
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Quality and Innovation

People and Culture

Quality and Innovation leads the development and
implementation of frameworks and support systems that enable
clinical governance, quality and patient safety, innovation and
significant business or service change, consumer engagement and
enhanced consumer experience and improved performance.

Our people are our greatest determinant of successfully delivering
life-changing care for our community, for a healthier tomorrow. Our People
Strategy sets our direction to create an inspirational workplace that provides an
exceptional employee experience. It also contributes to a culture where our people
are engaged and empowered to achieve excellence.

We will achieve this through our goals;
•
•
•
•

Enabling consumers, family and whanau to work in
partnership with our workforce to plan and design the delivery
of healthcare
Enable service and quality improvement which is led and
evaluated by our clusters and consumers
Create a strong clinical governance culture to successfully
deliver the integrated service model
Support and enable innovative, effective business change.

Finance and Corporate
Services will provide the wider organisation with accessible
financial services and reliable performance measurement
information that assists insight into operational decision making,
planning, resource allocation and strategic analysis.
It will manage delivery of access to necessary infrastructure
and other material inputs to the business in ways that are
commercially sound, sustainable and within resource constraints
and the need to optimise these between competing demands over
the medium to long term.

We will achieve this through our goals;
•
•
•
•
•

Building core capability towards our commitment to the Treaty of Waitangi
Developing a value-centric organisational culture that is recognised by all as a
great place to work
Enabling value-driven leaders to shape our culture, develop high-performing
teams
Building capability with the right people, in the right roles with the right skills to
make a valued contribution
Creating an environment where our people are engaged in the success of our
organisation.

Pae Ora – Paiaka
Our Enabler functions cannot necessarily be separated from our other core functions,
however in essence we have three strands. Our first strand is Waiora (Pae Ora –
Paiaka Cluster). Our Enabler functions, is our second strand, of Pae Ora will continue,
actively supporting MDHB as an organisation to further develop organisational and
service systems, with the expressed goal of delivering culturally responsive and
embracing health and disability services for Māori – this strand is Mauriora. The third
strand is the day to day bicultural clinical advocacy and whānau support delivered
from Te Whare Rapuora, providing essential support and sanctuary for kaimahi
whānau and families across Aotearoa – this strand is Whānau Ora

In additon to our strategy, Enablers develop and drive our foundational plans.
These include our Long Term Investment Plan, Achieving Health Equity Think Piece,
Quality Plan and Locality Health and Wellbeing Plans.
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Glossary
Arotau – Refers to the behaviour of life forms within nature to incline toward
CAG – Cluster Alliance Group
CCDM – Care Capacity Demand Management
COPD – Chronic Obstructive Pulmonary Disease
CT – Computed Tomography
ED – Emergency Department
Elective Services Patient Flow Indicator – Points for DHBs to measure performance to a series of indicators around planned care activities
IFHC – Integrated Family Health Care
ISHC – Integrated Specialist Health Care
Kaimanaaki – Partner in Care
Mahi Tahi – Better together
Medimorph – Programme of working to improve general medicine services
MRI – Magnetic Resonance Imaging
Planned Care Initiative – New name of the elective initiative about how the Ministry of Health and DHBs fund and plan, planned care activities
Takatū – Programme of work to improve quality of services provided in the Emergency Department
Te Tiriti O Waitangi – Treaty of Waitangi
Te Wao Nui a Tāne – “The Great Domain of Tāne”
Telehealth – is the use of information and communication technologies to deliver health care when consumers and care providers are not in the same physical location.
Teleradiology – Refers to the practice of a radiologist interpreting medical images while not physically present in the location where the images are generated.
Uru – Grove (of trees), stand (of bush), the head of, enter into
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Uru Mātai Matengau
Cancer Screening, Treatment
and Support
Health and Wellbeing Plan
2019-2024

Māna anō e whakamāui ake
- Seeking solutions
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General Enquiries Phone: 06 356 9169
Email: communications@
midcentraldhb.govt.nz
Website: www.midcentraldhb.govt.nz
MidCentral District Health Board
Gate 2 Heretaunga Street
PO Box 2056
Palmerston North 4440
New Zealand
Palmerston North Hospital
50 Ruahine Street
Private Bag 11036
Palmerston North 4442
New Zealand
Horowhenua Health Centre
62 Liverpool Street
PO Box 4003
Levin 5510
New Zealand
Phone: 06 366 0888
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Introduction: A paradigm shift
Move to an Integrated Service Model: Te Wao nui a Tāne
Over the last three years MidCentral District Health Board has embarked
upon a major transformational change. This change has included
a refreshed strategy leading to a new organisational structure with
identified strategic imperatives giving a strong direction for a more
authentic commitment to Te Tiriti o Waitangi, recognition of the need to
partner with consumers and whānau and a focus on addressing health
equity. Te Wao nui a Tāne takes the Integrated Service Model (ISM)
into Māori conceptual and metaphorical thinking bringing the practical
application of the Treaty articles to life. Māori are interconnected with the
natural world, the concept of the great domain of Tāne, a forest ecosystem
created by the Māori atua Tāne, as it applies to the ISM infuses indigenous
values to an organisational ecosystem.
Why are we making changes?
People in the community tell us they don’t want to explain their stories
multiple times. They expect the health and social care system to
collaborate and support them when they need it. They expect timely care
from a team of health professionals who treat them as a person who may
have multiple needs or conditions. Most importantly, they want seamless,
joined-up health and social care experiences. To deliver this we will
partner with people and whānau as we redesign the care pathways within
our health system. To achieve better health outcomes for our people,
MidCentral District Health Board has committed to move to an Integrated
Service Model, known as Te Wao nui a Tāne.
What will the Integrated Service Model, Te Wao nui a Tāne, look like
in practice?
Te Wao nui a Tāne reminds us that services cannot exist alone, each
are equally essential but still one part of the functioning whole, each
service has a role in the provisiom of care to our people in their home,
residence or community so they can enjoy the highest possible quality

4

of life. Hospital care remains a crucial component of this ecosystem. but
where possible, we want to care for people closer to their homes. When
people do need acute, hospital-based care, we want them to have the best
possible experience before getting them back home as soon as it’s safe to
do so.

Illness focus

Wellness focus

Single–provider care

Integrated approach

Physician-Led

Shared decision making

Hospital–based care

Community – based care

Quality care in the community will improve the patient experience by
ensuring care is more accessible, comfortable and convenient for people
and whānau, while, at the same time, easing demand on our hospital
services. This ensures acute care services are more accessible for people
who need them the most, and will also improve the financial sustainability
of MidCentral’s healthcare system. We will enable the use of digital
solutions to support the quick transfer of information and safer care.
Consumers will get more access and involvement in their own care plans,
and we will share skills and knowledge with other providers to put the
consumer at the centre of everything we do. We will work as one team to
ensure care is seamless, safe, smooth, timely and easily accessible. It is
our ultimate aim to ensure the communities we serve have equitable, high
quality care experiences and better health outcomes.
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Te Wao nui a Tāne – The Great Domain of Tāne
The imagery of trees reflects our cultural understandings of social relationships, our inter-connectedness with each other and the natural
environment.
Te Wao nui a Tāne represents unity, as all trees, vegetation, bird and insect life originated from the atua (god) Tāne, all are inter-related and
often inter-dependent. People were not created until after all these living life forms and thus are seen as junior to them, this is often why you
will hear Māori refer to rākau/trees as their tuākana or senior. It is a statement of whakapapa.
Pū Rongoā – Origin of medicinal knowledge and practice.
The domain of Tāne provided nourishment for the mind, body and soul through the provision of kai, rongoā and ancestral knowledge,
protocols and practice of Kaitiakitanga maintaining the balance for a sustainable ecosystem.

Uru Mātai Matengau
We acknowledge that some aspects of our name may mean different things to different people.
However, in this context the meaning of Uru Mātai Matengau is:
“Mātai I te whenua”
Refers to surveying the land, related to a birds eye view. In this case the wisdom of the Ruru and
the position of inquiry, discovery and surveillance.
“Māna anō e whakamāui ake”
Seeking solutions
Mamakū
The Mamakū plant has many medicinal uses including cell regeneration and is a source of collagen.

5
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Nga Rau Taki – Strategic direction
MidCentral District Health Board Vision

Our Values: We will be

MidCentral DHB’s Strategic Imperatives guide our Plan:
•
•
•
•

Partner with people to support health and wellbeing
Connect and transform primary, community and specialist care
Achieve quality and excellence by design
Achieve equity of access across communities, and

The future we want:

Compassionate: Being responsive to the needs of the people, whānau and
community.
Respectful: Doing something to show admiration for another person, showing
politeness or honour to someone or something and not causing offence. Actively
listening when someone is speaking and showing value for other perspectives.
Courageous: Participating with confidence and enjoyment. Speaking up when
things are not right, being assertive, adventurous in search of feedback, open to the
feedback, and willing to try out new things and take measured risks.
Accountable: Acknowledging and assuming responsibility for our actions and not
blaming others when things go wrong. Striving for excellence and delivering high
quality care that focuses on the needs of the consumer and whānau. Understanding
the context within which we operate as a publicly-funded organisation and utilising
our resources wisely.
MidCentral DHB Key Principles

People,
families
and whānau
have a positive
experience of
the health care
system

People are
experts in their
own lives and are
partners in their
health care

•
All people and
whānau have
a health care
home

An integrated
health care system
operating as one
team

More services
closer to home

•
•
Our health
care system
is grounded in
continuous quality
improvement and
clinical excellence

Our people
are recognised
for innovative
approaches to
health care

Everyone has
the opportunity
to achieve
equitable health
outcomes

We will have an
adaptable and
responsive health
care system

People make
healthy choices
and stay well
longer

•
•
•
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Honouring the Te Tiriti o Waitangi: Acknowledge the importance of
collaborating with Māori as Treaty partners to enable Māori health aspirations
and address inequities for Māori, including increased Māori participation in
decision making.
Reduce Health Disparities: Improve equity of access and health outcomes
for Māori in particular, where consideration of different people’s needs and
circumstances is the norm.
Improving Patient Experience: Partner with consumers and whānau to achieve
their optimum health and wellbeing, where they have choice and control.
Integrating Care across the Health and Social Service System: Creating a
seamless journey for consumers and whānau as the system works together as
one team.
Quality and Safety: Treat and care for people in a safe environment and protect
them from harm.
Investing in the Future: Strengthen our financial position to support future
investment, delivering the most effective and efficient health services.
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Our Commitment to Te Tiriti o Waitangi
Our plan is to create a foundation and a framework that ensures that Te Uru Mātai Matengau reflects the aspirations of our community. At the core of this
framework and at the very heart of our foundation is Te Tiriti o Waitangi and its articles; guiding MidCentral DHB in how it governs and conducts itself, how
true partnership with Iwi is demonstrated, how beliefs, values and tikanga are cherished and how excellence, in all its definitions, is attained. The foundation
of any forest ecosystem is the whenua (land base), without which, the forest would simply not exist. In Te Wao nui a Tāne ( ISM), Te Tiriti o Waitangi is the
metaphorical whenua (land base) without which, the ecosystem (ISM) would cease to exist. Māori values of kaitiakitanga (guardinaship) of the whenua (land)
are built around an idea of absolute responsibility for, the protection, sustainability and care of the whenua. As kaitiaki (caretakers) Uru Mātai Matengau are
responsible for and to the Te Tiriti o Waitangi in the same way Māori are to the whenua. We reflect this commitment in the following statements.

KAWANATANGA
GOVERNANCE
LEADERSHIP

TINO RAANGATIRITANGA
PARTNERSHIP IN ALL
CONTEXTS

ORITETANGA
EQUITY OF ACCESS
AND OUTCOME

TE RITENGA
RIGHTS TO BELIEFS, VALUES
AND SUPPORT

Trusting relationships exist
and reflect truly reciprocal
arrangements for mutual
advantage and benefit

Governance is shared through
mutually agreed measures
and systems that demonstrate
equitable health gain

The system is high
performing, offering
world class cancer care.

The system operates in a
manner that authentically
reflects co-design and
collaboration in service
delivery

All people have access to a
transparent and sustainable
system that respects
wellbeing

Disparities are recognised and
addressed with authenticity
and purpose

Priorities are clearly linked
to eliminating systemic
inequities and institutional
racism

Individuals, whānau and
communities enjoy the best
possible health outcomes

The organisation and its staff
honours beliefs, values and
aspirations in all contexts

All patients and whānau can
seek and express their own
spiritual beliefs, rites and
tikanga

Individuals and whānau are
empowered and in control of
the choices about their own
health

Supportive care strengthens
individual and whānau capacity
and capability to actively
manage own wellbeing

7
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Who are Uru Mātai Matengau?

CANCER SCREENING TREATMENT AND SUPPORT
MDHB CANCER CONTROL PROGRAMME

PREVENTION
AND EARLY
DETECTION

DIAGNOSIS

TREATMENT

SUPPORT
AND
SURVIVORSHIP

PALLIATIVE
AND END OF
LIFE CARE

NON CANCER
SERVICES

NON
MALIGNANT
HAEMATOLOGY

Cancer Screening, Treatment and Support (CSTS) is responsible for the
delivery of the MidCentral DHB cancer control programme, district wide
palliative care services, care of people with blood conditions (that are
not cancer related) and regional services for cancer treatment and breast
screening. The graphic above shows the scope of these responsibilities.
Although these responsibilites include some non-cancer accountabilities our
primary focus is to reduce cancer incidence and improve cancer outcomes.
At the core of this work is a strong, cohesive cancer control programme.
Whilst we have direct oversight of some cancer services, the majority of
strategies within this plan will be delivered by other services and external
partners. It is therefore critical that we develop exceptional facilitation
skills and research capacity to support the programme of work and all
partners within that programme; as well as forming strong, purposeful and
productive alliances to drive forward a programme of work that will improve
cancer outcomes long term. In addition, we have a large regional role in nonsurgical cancer treatment and mammography screening.
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PALLIATIVE
CARE

REGIONAL
SERVICES

REGIONAL
CANCER
TREATMENT
SERVICE

BREASTSCREEN
COAST TO
COAST

The Regional Cancer Treatment Service (RCTS) serves not only the
MidCentral population but the wider regions of Hawke’s Bay, Taranaki,
Whanganui and Wairarapa, while BreastScreen Coast to Coast (BSCC) is the
provider of Breast Screen Aotearoa for MidCentral, Hawke’s Bay, Taranaki,
Whanganui and Tairawhiti DHBs.
The detailed strategy for these regional services is not in this plan which has
focused on the health and wellbeing for the MidCentral population. Over the
next six months separate plans will be developed, in partnership with the
regional stakeholders, inclusive of MidCentral, who is uniquely positioned
as both the service provider and a service user. Similarly the comprehensive
needs of district wide Palliative Care (inclusive of both cancer and noncancer patients) and non-malignant haematology is outside the remit of a
cancer control programme and, as such, will be added to our plan over the
next six months.
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Nā wai i āwhina? – Who and what helped guide and
support this plan?
Most New Zealanders will experience cancer in their lifetime either
personally or through a whānau member, neighbour or friend. Our
community, like the rest of New Zealand, will see more cancer in the
future as people age but also more people will survive their cancer
through advances in treatment and early detection.
The use of statistics and evidence-based research in cancer care is often
referred to as ‘people’s stories with the tears wiped away’. This plan is no
different and the CSTS is fortunate as it embarks on this new approach
to have the benefit of outstanding and world renowned New Zealand
research alongside the stories of our local people – whether they are
cancer sufferers or survivors, whānau, neighbours, best friends, work
mates or team mates, or those walking this mahi as clinicians, support
workers, researchers, leaders and volunteers.
The service direction, initiatives and actions described in this plan are
a combination of what has been learnt over many years as well as what
we have learned in just a few months through this planning process. For
some the plan reflects the perspective of many decades of commitment
to working with consumers, their whānau, and service providers; while for
others this is a new journey but one faced with enthusiasm and promise.
There are many aspects of cancer care that are very good in our district.
A significant part of this success is due to the generous and practical
contribution of our charitable partners, who not only support patients and
whānau at every step but through their constant advocacy and guidance
have been instrumental in building the foundation from which we now
plan to move forward.

The plan is also informed by more recent conversation through our
alliance group and its wide reaching networks, Te Hononga (our Māori
cancer advisory group), our iwi partners and providers, the team of the
Central Cancer Network and MidCentral DHB (MDHB) clinicians and
administrative staff. A list of our reference documents and membership of
our key stakeholder groups is included at the end of the plan.
This is however simply the beginning and the approach to this work
is to develop a direction and a framework that fosters collaboration
and cooperation, that grows and is able to learn and change. Taking a
strategic approach to cancer control is critical and there is clear evidence
that reducing inequities and making the right investment decisions to
deliver optimal outcomes for people with cancer adds value for the health
system as a whole. We look forward to working with our partners and our
community on this shared agenda to deliver informed and effective cancer
control and ultimately better outcomes for all people affected by cancer in
our district.

9
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Understanding the communities we serve
How cancer is diagnosed in our district
Cancer is a complex condition; it includes close to two hundred different
types which can arise in any part of the body and all have different causes
and strategies for treatment. Although the incidence of many cancers
increases as people grow older, cancer can develop at any age. Some
cancer symptoms are obvious, such as a breast mass, whereas others are
difficult to detect or may mimic a chronic illness and are therefore harder
to detect.

For those diagnosed with cancer, surgery is often the main treatment.
Most cancer surgery happens at Palmerston North Hospital, although
for patients needing surgery for lung, brain and some gynaecological
cancers as well as those needing plastic surgery, travel to another hospital
is required. Certain blood cancers will also need treatment at another
hospital. Radiation and systemic therapies which includes chemotherapy
are mostly available in Palmerston North.

Many people first discover their cancer after a visit to their General
Practice team. This visit may have been for something specific or for more
general symptoms, such as pain or tiredness, which can make it difficult
to know whether there is a cancer present. There are clinical referral
pathways for many cancers that relate to specific symptoms that can
be a “red flag” for an underlying cancer and these pathways guide the
primary care teams on the investigations that are required to assess these
symptoms and how, where and when to refer the patient to hospital.

Supportive and Palliative Care services are in place throughout the cancer
journey with these teams working holistically to meet cultural, emotional,
social and spiritual needs. Services are provided by psychologists, social
workers, key workers and coordinators, spiritual care teams, hospices
and organisations such as the Cancer Society and the Leukaemia & Blood
Foundation.

That said not every cancer is found in General Practice; for some people
their cancer is found after a visit to the Emergency Department as
complications of their cancer have made them acutely unwell. Cancers
can also be found by chance or ‘incidentally’ during other interactions
within the health system.
Early detection programmes, including breast and bowel screening, are
available to eligible groups of the population and have an important role
to play in detecting cancer at an earlier stage meaning there is a greater
chance of being completely cured.
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New cancer treatments and procedures must be scientifically proven
before they are introduced as a standard of care. We have a wellestablished Clinical Trials Unit which is involved in national and
international studies, increasing the number of treatments that can be
offered. Being eligible for a trial does depend on the cancer the treatment
is aimed at, the extent of the person’s cancer and the acceptance of an
individual onto the study by the pharmaceutical company or trial group.
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Understanding the communities we serve

2018 Snapshot
The Cancer Society made 2,350 trips driving patients to appointments, held 75 support
meetings and hosted 80 people for ‘look good - feel good’ sessions

11,697 women had a BSA mammogram
11,099 women had a cervical screen
72% of young people from the 2005 Birth Cohort
received Dose 1 of an HPV immunisation in 2018

2,161 people were
referred to hospital
with a suspicion of
cancer

Manawatu people
gave $335,000 to
Relay for Life

253 people were
seen by the Massey
Psychology
Service

3,302 were
admitted to
hospital under a
cancer diagnosis

1400 cancer
operations
occured

40 patients were
entered onto a
Clinical Trial

11
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He Whakarongo Ki Te Hapori – Listening to the community
People are being
proactive about
symptoms but
can’t act because
there’s no one
to tell

Wait times and
just waiting is
incredibly stressful,
unnecessary and
really scary with no
information

Must have wrap around
approaches - mental physical - spiritual emotional health all need to
be considered

Don’t wait for someone
else to decide what the
right thing to do is – we
have the passion and the
people here to do local
research and pilots

Current services do
not reflect Treaty
obligations

Young people (16-24) with cancer
in NZ do very badly – this is not the
same in other places

Needs to be about the
patient journey not the
individual service or
treatment

12

Everyone needs to develop
consciousness of what it is
to be Māori and where Māori
come from

The sector is not ready for the aging
population, earlier diagnosis and
rapid advances in treatment

It’s just too hard or too
expensive to see a GP

What is
“remission” information and
support needed
so patients don’t
feel abandoned!

More health professionals as
coordinators and navigators
are great but shouldn’t be
the only solution to coping
in an inefficient system

Communication
between
professional groups
needs to
sharpen up!

Cancer prevention
and early detection
is the key to reducing
the burden of cancer

Even though there is a lot to do - the
staff are dedicated and wonderful –
it’s not a criticism of their
commitment

Lymphodema and other
late effects are a huge
burden for people after
cancer – living with the
consequences of treatment can be very hard

If we simply focused on addressing inequities for
Maori we would make an enormous change for
everyone

We’re still behind in true patient and clinician
partnership – decisions made at behind the scenes
meetings / letters only sent to other clinicians

Supportive care and
survivorship strategies
improve outcomes but
get minimal attention

For patients leaving PN
for treatment it is so
much harder to keep any
control and get help

We must have
dedicated
targeted
plans for
Māori

Getting
diagnosed is
too hard, too
complicated
and too slow

There are so many of us on this mahi
doing great work – let’s really partner
and it’ll be amazing what actually can
be done

Intervention rates and access to
drugs are below international
standards – we are missing out in NZ
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Summary of our engagement and research
Population
Group

•

•
•

•
•

All people with, or
suspected of, or
surviving a cancer
diagnosis
Eligible populations
of cancer screening
programmes
All peoples (local
/ regional) for
non-malignant
haematological
conditions
All peoples
accessing palliative
care services
Non-surgical
treatment for
the Taranaki,
Whanganui, Hawkes
Bay and Wairarapa
regions

•
•

•

•

•

A partnership
approach
A continuum
approach spanning
prevention,
detection, diagnosis,
treatment,
survivorship
A highly technical
and complex system
over a long patient
journey
A collaborative
system between
multiple speciality
areas
Strong supportive
care ethos

•
•
•
•
•

•
•
•

Strong sense of
shared purpose
Active advocacy
sector/external
investment in services
Generally excellent
feedback on current
services / system
Timeliness indicators
are achieved
Internationally
recognised,
experienced and
talented clinicians
Multidisciplinary
management well
embedded
Tumour streams the
right way forward
MidCentral a leader in
Supportive Care

What you
told us is
missing

What you
told us isn’t
working well

What you
told us is
working well

Model of
Care

•
•
•
•

•
•

Services and
outcomes for Māori
Integration and
alliancing across
providers
Age of equipment
and facilities
Missed
opportunities to
improve pathways
for known issues
Coordination and
system navigation
Long delays
between steps

•
•
•
•
•
•
•

Authentic Treaty based
partnerships
Kaupapa Māori
services
Universal support
services
Access to unfunded
medications and
treatments
Access to early
diagnosis
Local research
Consumer engagement

Priority
focus areas

•
•
•
•
•
•
•

Improving outcomes for
Māori
Eliminating inequity for
Māori
More effective prevention
and early detection
More efficient diagnostic
and treatment pathways
Investing in new
treatments and
technologies
Keeping a focus on
Supportive Care
Reducing the wider impact
of cancer

13
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Te wawata – The future we want
Current State
New Zealanders’ generally enjoy better cancer outcomes,
but there are unfair differences between who benefits and
who determines how services are designed and delivered.
The design, delivery and effectiveness of cancer services does
not reflect our obligations under Te Tiriti o Waitangi.
Improvements in diagnosing cancer earlier and rapid
advances in treatment are all good news, but this is a
significant challenge for a system that has limited resources
to meet demand or the capability to evolve at the same pace
as technology and population growth.
The potential benefit of cancer prevention and screening
programmes is well accepted, but these need to be more
effectively promoted and delivered to improve outcomes.
People’s knowledge of and willingness to act on signs and
symptoms of cancer is improving, but there are still barriers to
seeking help early.
Intervention rates and access to treatments are below
international standards.
Pathways to diagnosis are convoluted, too slow and more
onerous than necessary.
There is extensive and credible evidence that supportive
care and survivorship strategies improve cancer outcomes;
however there is minimal priority and profile for this work
compared with other parts of the continuum.
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Future State
More people are diagnosed earlier and able to access the
treatment and support they need to live cancer free lives.
Everyone has access to a transparent and sustainable system
of care that empowers and respects wellbeing allowing
control of the choices people have of their own health.
Cancer Services are high performing, patient/whanau-centred
and governed cooperatively by clinicians, community and
tangata whenua.
Supportive care strengthens individuals’ and whānau ability
to actively manage their own wellbeing.
We have trusting and reciprocal relationships with key
stakeholders that have mutual advantage and benefit.
We recognise disparities and take responsibility for
addressing these with authenticity and purpose.
Priorities are clearly linked to eliminating systemic inequities
and institutional racism.
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Strengths we are building on
There are many aspects of cancer care that are very good in our district.
We are well connected to both regional and national programmes of work,
we exceed many of the targets for timeliness and participation in cancer
screening and treatment programmes (although we can always do better)
and we have excellent Palliative Care Services.
We have a long history of strong relationships with non-government
providers and deliver regional services in partnership with the other
DHB’s of the central region. We have exciting plans for the future that are
possible due to the longstanding investment MidCentral DHB has made in
cancer services.
As part of the Central Cancer Network we align with the Regional Services
Plan. We are engaged with a regional programme to develop a single
system of care including the implementation of a regional commissioning
plan, analytics framework to address variation and a tumour stream
approach. A Regional Cancer Deep Dive is also underway with the aim of
developing a Long Term Regional Cancer Action Plan for 2020-2025.
We are also in step with national direction and policy. In September this
year the government released an interim National Cancer Plan. The focus
of the plan is to ensure consistency of access to all services – prevention,
treatment and management - and to ensure this work is conducted under
strong effective central leadership.
This Health and Wellbeing Plan connects seamlessly with the both the
regional and national direction, providing Uru Mātai Matengau the ability
to leverage the very best in cancer strategy in the local context.

15
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Te wawata – The future we want

Our
Five
Year
Goals

16

GOAL
one

GOAL
two

GOAL
three

GOAL
four

In partnership
with Iwi, prioritise
initiatives that
achieve equity for
Māori

Invest in
cancer
prevention and
screening

Deliver
excellent
cancer
treatment

Reduce the impact of
cancer on patients,
whānau and
communities
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Linking our goals to our organisations strategy

nking
our
to our
Strategy
(sub
title)title)
r goals
togoals
our
Strategy
(subStrategy
title)
ng
our
goals
toorganisations
our
organisations
Strategy
(sub
title)
Linking
our
goals
toorganisations
our organisations
(sub
People,
families
and whānau
have a positive
experience of
the health care
system

People are
experts in their
own lives and are
partners in their
health care

In partnership with Iwi,
prioritise initiatives
that achieve equity
for Māori

All people and
whānau have a
health care home

An integrated
health care system
operating as one
team

Invest in cancer
prevention and
screening

More services
closer to home

Our health care
system is grounded
in continuous
quality improvement
and clinical
excellence

Our people
are recognised
for innovative
approaches to
health care

Deliver excellent
cancer treatment

Everyone has
the opportunity
to achieve
equitable health
outcomes

We will have an
adaptable and
responsive health
care system

People make
healthy choices
and stay well
longer

Reduce the impact of
cancer on patients,
whānau and communities
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Te Ara – The roadmap
Goal #1:

In partnership with Iwi prioritise initiatives that
achieve equity for Māori
Why is this important?

What will be different in five years?

At the heart of Uru Mātai Matengau is Te Tiriti o Waitangi; guiding
us in how to govern and conduct ourselves, how true partnership
is demonstrated, how beliefs, values and tikanga are cherished
and how excellence, in all its definitions, is attained.

•

It is true that the considerable progress in screening, early
diagnosis and treatment has improved cancer outcomes. However,
despite this, there are many New Zealanders who continue to
experience late diagnosis, barriers to care and unnecessarily
poor outcomes. Māori populations have benefited least from this
progress and are not only more likely to be diagnosed with cancer,
but twice as likely to die as a result.
Inequities exist at almost every step of the cancer care pathway.
Overall, Māori are diagnosed late, referred late, seen late and
offered and receive treatment late and then receive lower quality
treatment. If we could change only this factor in cancer care,
the overall benefit to the population would be significant, not
to mention the difference this would make for whānau and our
communities.
It is for this reason we will prioritise the implementation of
Māori models of health to address current deficits in skills
and knowledge in our cancer services and drive our success in
eliminating inequity for Māori.
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•
•
•
•
•
•
•
•

We will conduct ourselves in a manner that authentically reflects its obligations
under the articles of Te Tiriti o Waitangi.
There will be Māori leadership, at every governance table.
Equity tools will be universally applied in service design.
There will be targeted programmes to address factors that increase the risk of
cancers more commonly experienced by Māori.
We will be an early adopter of innovative practice in Māori health gain and will
be seen as a national leader in the use of kaupapa Māori research, evaluation
and delivery of pilot programmes.
Tumour stream development and improvement will be prioritised to deliver
Māori health gain.
Whānau with risk factors are actively engaged and supported to stay well and
live cancer free lives.
Staff will have a deep understanding of their responsibilities under Te Tiriti o
Waitangi and exercise these consistently.
More Māori will live cancer free lives.

Kia hāngai te tautāwhi atu
Fair isn’t everybody getting the same thing …
Fair is everybody getting what they need in order to be
the best they can be
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Goal #1: In partnership with Iwi prioritise initiatives that achieve equity for Māori
What we will focus on

How will we achieve this and when?

Milestones

Measures

Developing policies and
programmes that reflect
and respond to priorities
for achieving equity

•
•

Invest in Māori leadership within Pae Ora Directorate.
Invest in the sustainability of Te Hononga through
administrative support and release of staff time.
Develop a Pro-Equity Programme and research
strategy to unify the efforts of all partners and
providers.
Implement monitoring frameworks against whānau
ora outcomes and equity tools.

•
•

Equity Lead appointed by August 2019.
Te Hononga embedded within governance and
aligned with Pae Ora by December 2019.
Draft Pro-Equity Programme and framework
completed by December 2019 and endorsed by
March 2020.
Equity research strategy developed by June 2020.

•

Ensure an equity focus within the cancer prevention
programme as outlined in Goal Two.
Within the prevention programme, establish a working
party to focus on the needs of Māori with regards to:
• Smoking cessation
• H. pylori screening
• Cervical screening participation
• HPV immunisation
• Decreasing hepatitis infection
• Obesity/diabetes prevention
• Access to preventative treatment

•

Māori cancer prevention working party established
by March 2020.
Stocktake on existing prevention/early detection
programmes for individuals and whānau with
genetic or other high risk factors by June 2020.
Establish baselines for whānau ora outcomes
relevant to cancer prevention and screening by June
2020.
Research programme agreed by June 2021.
Prevention/early detection pathways established by
June 2022.

•

•
•

Developing local
programmes to prevent
cancer from occurring

Delivering equitable and
high quality diagnostic
and treatment services

•
•

•
•
•
•

Clearly linking priorities
to eliminating systemic
inequities

•
•
•

•
•

•
•
•
•

Implement pro-equity programmes for cancer
•
screening.
Prioritise lung, breast and gastrointestinal cancer
•
tumour streams.
Use outcomes of the Cancer and Chronic Conditions
•
Study group to identify and act on local barriers for
those disadvantaged by chronic disease.
Implement systems so all Māori have automatic access
to Iwi support services without referral.

Pro-equity programmes for breast and bowel
screening implemented by November 2019.
Opt out systems for access to Iwi support services
implemented from December 2019.
Lung, breast and gastrointestinal cancer tumour
streams established by December 2020.

Establish strong relationships with Iwi to collectively
address upstream causes of inequities.
Educate staff and develop staff consciousness of what
it is to be Māori and where Māori come from.
Advance proficiency in Te Reo for all staff with a focus
on pronunciation of names and greetings.

Systems measures/equity frameworks to identify
cumulative disadvantage in place by December 2019.
Cancer workforce strategy completed by December
2020.
RCTS and outreach sites signage in Te Reo by June
2023.

•
•
•

•
•

•
•

•

•

•

Smoking cessation targets
met.
Greater than 75% of Māori
girls are fully immunised
against HPV.
Greater than 80% of
Māori wāhine aged 25-69
years has had a cervical
screening in the previous
three years.
Greater than 70% of
eligible Māori wāhine
participating in the Breast
Screen programme.
Greater than 60% of
eligible Māori participating
in bowel screening.
Māori experience less than
20% of the total exclusions
for Faster Cancer
Treatment.
Statistically significant
reduction in nonattendance at health care
appointments.
100% of staff attended
Treaty of Waitangi training
in the last five years by
June 2021.
100% of staff attended
further cultural
competence training by
June 2022.
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Te Ara – The roadmap
Goal #2:

Invest in cancer prevention and screening
Why is this important?

What will be different in five years?

While cancer is a leading cause of death in our community,
many cancers can be cured if they are found and treated in
time, or avoided completely through healthy living and effective
population health strategies.

•

There is no single word or fact that will suddenly transform how
people think about their health. This goal seeks to bring together
a range of activities already in action and to unify these into one
strategic approach to strengthen cancer prevention.
Most of the activity and opportunity for health promotion,
cancer prevention and early detection occurs in our community.
For more people to live cancer free lives we need to be unified
and integrated in our approaches and priorities; recognising
the progress that has already been made and together further
improving on these achievements.
Early detection, through national population screening, also
significantly changes an individual risk of dying of cancer
and is the next best chance to living a cancer free life after
preventing disease. BreastScreen, and from November 2019,
Bowel Screening, is a core part of service delivery but also a
key opportunity to work across the system and with partners to
promote the benefits of early detection and to ensure sufficient
participation in these national programmes that deliver both
individual and population benefit.
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•
•
•
•
•
•

There will be one cancer prevention strategy that unifies everyone’s activity who
works in this area.
There will be one governance structure to support the cancer prevention work.
Local research will occur to better understand risk factors for cancer within the
MidCentral community.
Lifelong pathways will be developed for individuals and whānau who have risk
factors for the development of cancer.
Increased rates of pre-cancerous screening, immunisation and uptake of health
promoting behaviours will mean less people are diagnosed with cancer.
More people will benefit from access to genetic counselling and testing in cancer
prevention.
More people will live cancer free lives.
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Goal # 2: Invest in cancer prevention and screening
What we will focus on

How will we achieve this and when?

Develop policies and
programmes that reflect
and respond to priorities
for cancer prevention

•
•
•
•

Increase the use of genetic •
counselling and testing as
well as infection control in
cancer prevention
•
•
•

•
•

Increase participation in
•
pre-cancerous screening/
immunisation and engage •
more people in behaviours
known to reduce cancer
•
risk

Milestones

Measures

Create one district cancer prevention programme
•
that unifies the efforts of all partners, providers and
focuses on reducing modifiable risk factors.
Align this programme with the pro-equity
•
initiatives in Goal One.
Implement a monitoring and evaluation framework •
that includes qualitative and quantitative markers.
Embed an enduring governance structure to
oversee the programme.

Existing district wide prevention activities
•
assembled into one prevention programme by
December 2019.
Prevention strategy, programme monitoring and
evaluation framework agreed by March 2020.
Governance arrangements embedded including
•
agreed terms of reference, membership and
alignment to Cluster Alliance Group by June
2020.
•

Aligning with the development of tumour streams
and relevant national guidance, describe and
confirm MDHB’s approach/policy for genetic testing
in the context of cancer prevention.
Partnering with other providers identify
populations with familial, occupational or infective
precursors of cancer.
Scope opportunities for local research to assess the
impact of risk factors for MidCentral residents.
Secure academic partnerships to conduct research
and develop interventions that will modify the
cancer risk for individuals and whānau including
but not limited to hepatitis, H. pylori infection and
BRCA genes.
Scope and implement digital technology solutions
to support management of cancer risk factors.
Embed lifelong clinical pathways for individuals/
whānau with risk factors.

•

Identify local populations at high risk of
cancer through familial, occupational or
infective mechanisms and stock take current
interventions by June 2020.
Confirm MDHB’s approach/policy for genetic
testing in the context of cancer prevention by
June 2020.
Confirm opportunities for local qualitative and
quantitative research to assess the prevalence
and impact of risk factors for MidCentral
residents by December 2020.
By December 2020 research topics and academia
partnerships secured for:
• Hepatitis infection
• H. pylori infection
• BRCA genes.
Implement digital technology solutions to
support management of cancer risk factors by
December 2021.

Focus on meeting targets for screening, HPV
vaccination and smoking cessation.
Mandate a health promoting approach across the
cancer continuum.
Embed health promoting messaging across all
cancer providers including but not limited to:
• Reducing alcohol intake
• Increasing exercise
• Modifying diet
• Promoting SunSmart strategies.

•

•
•

•

•

•
•
•

•

•

•
•

All people with a high risk of
developing cancer have the
opportunity to be included
in a prevention programme
specific to their individual or
whānau risk.
Smoking cessation targets
met.
Greater than 75% of girls
(all ethnicity groups) are
fully immunised (two-dose
schedule) against HPV.
Greater than 80% of women
aged 25-69 years have had
a cervical screening in the
previous three years.
Greater than 75% of
eligible women aged 45-69
are participating in the
BreastScreen Aotearoa
Programme.
Greater than 60% of eligible
people are participating in
bowel screening.
People referred for
colonoscopy following bowel
screening receive this within
45 days.

National Bowel Screening Programme active
from November 2019.
Baselines for prevention measures are captured
into one dashboard by December 2019.
Health promoting displays are at all cancer
service sites by June 2020 and refreshed six
monthly.
Regular columns/equivalent in local media
to reinforce health promotion messaging by
December 2020.
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Te Ara – The roadmap
Goal #3:

Deliver excellent cancer treatment
Why is this important?

What will be different in five years?

At the core of improving cancer outcomes is a strong, cohesive
cancer control programme that ensures timely access to highquality diagnostic and treatment services.

•
•

We know that standardised pathways deliver ongoing improvement.
Therefore we will establish clinical advisory groups to oversee
diagnostic and treatment services. These tumour streams will be
clinician-led and supported with the necessary research and audit
capacity. To make decisions about how to best organise diagnostic
and treatment pathways for each tumour type. These groups will
also guide how we:

•

•
•
•
•
•
•

prioritise and allocate resources
measure our performance
make change as we need to
work with others when we are unable to, or shouldn’t, deliver
locally
adopt national and regionally-led initiatives
plan for the future

Alongside the tumours streams we will also invest in our
sustainability and capability to deliver services; this includes:
•
•
•
•
•
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developing our workforce
supporting national training
delivering to a facility’s strategy
delivering to our digital strategy, in line with Te Awa and the
needs of our regional services
delivering to our regional obligations.

•
•
•
•
•
•
•

We will be prepared for the future.
We will have a cohesive governance structure and frameworks that drive
excellent clinical outcomes and continuous improvement.
We will always be curious and open to change about how we deliver services
and we will design ways for this to happen meaningfully.
There will be agreed and well-defined pathways for every tumour stream that
encompass all aspects of clinical governance, diagnosis, treatment, survivorship
and supportive care.
These pathways will be continually improved as we learn and grow.
Robust decisions will be made regarding the best location for complex
treatments and what is needed to access these treatments.
There will be agreed specialty roadmaps for clinical development and
implementation of new technology.
The Regional Cancer Treatment Service will be a high functioning and efficient
business unit consistently meeting the needs of its regional client DHBs
(including MidCentral DHB).
We will have capability in clinical, behavioural, social, cultural and psychological
research meaning we can make the best decisions for the future.
We will have the right workforce and the right facilities to deliver to the needs of
our population.
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Goal # 3: Deliver excellent cancer treatment
What we will focus on

How will we achieve this and when?

Milestones

Measures

Develop policies and
programmes that reflect
and respond to priorities
for cancer treatment.

•
•

Implement a Clinical Governance structure.
Implement a tumour stream framework to drive clinical
governance and whole of pathway quality improvement.
Develop a strategic plan for the Regional Cancer
Treatment Service.
Develop a regional facility programme for the Regional
Cancer Treatment Service.
Develop a research strategy and roadmap for new
technology and techniques.
Define patient pathways for highly specialised treatment,
identifying both the location of service providers and the
level of wrap around care needed for out of district travel.
Implement a research and clinical trials strategy for
cancer control in the district that aligns with national and
international research and develops capability in clinical,
behavioural, social, cultural and psychological research.

•

•

Use tumour stream framework to evaluate current
practice, capture national and regional requirements and
develop work plans specific to each patient group.
Implement an Advisory Oncology programme in primary
care to support earlier detection and through this
programme redefine access pathways to diagnostic
imaging.
Accelerate improvements under the Faster Cancer
Treatment programme increasing volumes of patients
entered onto pathway and sustaining target achievement.
Implement improvement programme for multidisciplinary
meetings.
Deliver to tumour stream work plans.
Implement a cancer workforce strategy, aligned with
national benchmarks and MECA recommendations, to:
• Develop and train a competent cancer
workforce
• Increase training / capability and extend
roles.
• Actively support national training of the
cancer workforce.

•

•
•
•
•
•

Deliver quality diagnostic
and treatment services
that adhere with
nationally recognised
standards and local
priorities

•
•

•
•
•
•

•

•
•
•
•
•

•
•

•
•

Governance structure established by
September 2019.
Draft RCTS Strategic Plan including
regional facilities programme
completed by December 2019 and
finalised by June 2020.
Draft cancer digital and technologies
programme/ roadmap by June 2020.
Research programme agreed by June
2021.
Lung, breast and gastrointestinal
tumours streams established by
December 2020.
Remaining tumours streams in place
by June 2021 and timetabled for
ongoing bi-annual review.
Commence building programme by
mid-2020 in Hastings and early 2022
for Palmerston North.
MDM Improvement programme
commenced from July 2019.
Advisory Oncology in Primary Care
commences from September 2019.
Baselines for diagnostic and
treatment measures agreed and
incorporated in governance structure
by September 2019.
Tumour stream work plans
implemented from December 2019.
Cancer workforce strategy, in
alignment with the organisational
development plan, developed by
December 2020.

•

•
•

•

•
•
•
•

•

•

Greater than 90% of patients
receive their first cancer
treatment within 62 days of
being referred.
Greater than 85% of patients
receive their first cancer
treatment within 31 days from
the date of the decision to treat.
At least 20 patients per month
are entered onto the FCT 62 day
pathway.
95% of RCTS patients are
admitted, transferred or
discharged from ED within 6
hours of presentation.
Reduction in incidence of
advanced cancer diagnoses
and presentations with
complications of advanced
disease.
Adherence to the national
quality performance indicators.
Access to diagnostic and
surveillance imaging occurs on
time.
Surveillance occurs on time.
Adherence to the measures
of the national strategies for
supportive care and service to
adolescents and youth with
cancer.
Adherence to organisational
workforce measures including
turnover rates, sick leave rates
and vacancy levels.
80% of staff report high levels of
engagement and professional
satisfaction, feeling valued and
supported to provide high level
care.
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Te Ara – The roadmap
Goal #4:

Reduce the impact of cancer on patients, whānau and
communities
Why is this important?

What will be different in five years?

Cancer not only impacts individuals but also impacts on our community.

•

Our first goal looks at making swift and meaningful progress towards
improving outcomes for Māori while goals two and three are
more specifically focused on the needs of the individual. Goal 4 is
multifaceted, focusing not only on the impact individually but also
acknowledging the economic, social and societal loss experienced by a
community when its people are affected by a cancer diagnosis.
Within this goal we aim to strengthen the population’s capacity and
capability to live with, and beyond, their cancer by focusing on:
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•

The impact a cancer diagnosis has for individuals (and those who
care for them) on economic well-being and social contribution.

•

The value of supportive care strategies and services, provided in the
context of maintenance of independence, dignity and culture.

•

The presence of inequities that are experienced more universally
than those specified for Māori in Goal One.

•

The impact on our communities and services of people living longer
with cancer and the subsequent need for survivorship programmes.

•

The opportunity to coordinate care and integrate services in
partnership with public, population and personal health services.

•

Our commitment to vibrant, authentic and flourishing partnerships.

•

The opportunity to make a difference through the smart use of
technology.

•

The need to communicate better and listen more.

•

The value and benefit of consumer experience in service
development.

•
•
•
•
•
•
•
•
•
•

There will be supportive care leadership at every governance group and tumour
stream.
All patients will be able to access financial assessment and advice services
as part of their cancer journey. There will be equitable access to practical
assistance for those in need.
Our wider community, employers and inter-sectoral partners will be active
participants in cancer prevention and early detection strategies.
People with cancer will have every opportunity to maintain normal activities
of daily living and maintain optimal independence through supportive care
strategies.
Key worker/coordinator/navigator roles will be designed to actively improve
cancer journeys and add value in the context of a high functioning, efficient and
easy to navigate health system.
There will be a diverse and vibrant consumer engagement and volunteer
programme for all aspects of cancer care across the continuum.
Technology will empower and enable innovations, shared care, collaboration
and partnerships.
More people will be accessing clinical advice via telehealth technology.
More people with cancer will experience better quality of life.
More people will be in control of the choices about their health.
More people are empowered to manage their own health with appropriate
supports throughout their care pathway.
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Goal # 4: Reduce the impact of cancer on patients, whānau and communities
What we will
focus on

How will we achieve this and when?

Milestones

Measures

Strengthen
people’s capacity
and capability
to live with, and
beyond, their
cancer

•

•

Embed a supportive care governance
structure to oversee work programme
from July 2019.
Agree a supportive care work
programme based on outcomes
of 2018/19 audit against He Anga
Whakaahuru by September 2019.
Complete Supportive Care directory
for practical assistance by June 2020.
Future role of navigators/key workers/
coordinators in the cancer continuum:
•
Literature review / research by
June 2020.
•
Needs assessment by December
2020.
•
Develop and implement a
workforce
strategy by June 2021.
Implement universal financial
assessment and advice services that
are offered to all patients by 2022.
Establish an employer support
programme by 2023.

•

HealthPoint launched by December
2019.
MidCentral telehealth clinics
established by June 2020.
Consumer information and
communication roadmap completed
by June 2020.
Standardisation of care plans and care
communication networks established
by December 2021.
Mosaiq enhancements of patient
information are standardised by
December 2022.
End of treatment discharge plans
provided to every patient by December
2020.

•

•

•
•
•
•
•

Embed supportive care governance and leadership to oversee
delivery of He Anga Whakaahuru framework and associated national
initiatives.
Develop a unifying resource/directory across providers, to identify,
standardise and simplify access to practical assistance (including
travel, accommodation, household support and childcare) for those
in need.
Complete qualitative research to identify the future potential of key
worker/coordinator/navigator roles in the context of reducing cancer
burden.
Identify, using learnings from locality plans and tumour streams,
universal inequities for cancer patients and develop strategies to
address these.
Develop, in partnership with NGOs and social agencies, financial
assessment and advice services for all patients diagnosed with
cancer.
Implement, in partnership with Iwi and other external providers,
self-management models of care, including wellness plans, health
coaching and peer group sessions.
Support an employer development programme to encourage cancer
prevention, early detection and working alongside staff with cancer.

•

•
•

•
•

Advance and
transform
communication
and consumer
information
programme

•
•
•
•

•
•

Extend established regional telehealth pathways to the MDHB
district in partnership with primary care and community providers.
Develop, in alignment with the MDHB digital strategy Te Awa,
a roadmap for systematic improvement of communication /
information sharing within cancer services and care.
Implement the HealthPoint online directory to assist people to
navigate cancer services and obtain relevant and reliable health
information.
Standardise how care plans are communicated across care
settings, providers and patients including communication of goals
of care and expected outcomes, in partnership with the tumour
streams, supportive care governance and consumer engagement
programmes.
Extend and enhance the potential of the patient information and
operating system ‘Mosaiq’ to deliver this standardisation.
Work with patients and communities to implement the best
mechanisms for improving health information and self-management
tools.

•
•
•
•
•
•

•
•
•
•
•
•

•
•

•
•
•

All patients are assessed for
supportive care services.
He Anga Whakaahuru Standards
met.
Patient-Reported Outcome
Measures met.
Greater than 80% of cancer
patients have standardised care
plans.
All RCTS patients have a
discharge plan.
Patients routinely receive a copy
of their clinical letters.
100% of cancer patients are
offered access to reliable, clear,
‘plain language’ patient care
information.
Greater than 100 ‘hits’ on
HealthPoint page/month.
Greater than 90% of patients
accessing cancer services report
that cancer care was delivered in
a manner that recognised their
needs and preference.
100% of complaints from cancer
patients are responded to within
15 days.
No complaints are reopened due
to lack of satisfactory response.
Regular patient focus groups
occur.
80% of people using financial
advice services express
satisfaction and value in advice
given.
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Goal # 4: Reduce the impact of cancer on patients, whānau and communities
What we will
focus on

How will we achieve this and when?

Milestones

Cultivate
authentic, vibrant
and flourishing
partnerships
between our
services,
consumers and
community

•

•

•
•
•
•
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Develop and implement a system to receive real time satisfaction
feedback specific for cancer services with support from the MDHB
Consumer Experience team.
Implement a Patient-Reported Outcome Measures framework based
on events/encounters in the end-to-end care of cancer patients and
sustainably capture patient/consumer and staff satisfaction measures.
Enhance opportunities for community volunteering.
Be active in community-based events that promote better cancer
outcomes and support cancer survivors.
Aligning with the Consumer Council and Cluster Alliance Group
establish and develop a consumer engagement programme.

•
•
•

Implement systems to capture patient
reported outcome measures in cancer
services by December 2019 and align this with
governance.
RCTS and Cancer Society volunteer
programme launched by December 2019.
RCTS/BSCC enter a team in Relay for Life 2020.
Consumer engagement programmes and focus
groups established by December 2020.

Measures
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Te Whakakaupapa – Implementation
Governance and Implementation
Implementing our plan involves a need to try new things, think
outside the square, and change or stop things that do not work
well for the organisation and people. However, there must also be
acceptance of the need to continue to build on the things that do
bring value to the organisation.
Our plan is an aspirational one and we accept there will be
challenges in bringing it to life. However, to achieve the future our
community has called for, we must be courageous, ambitious and
open-minded.
It is important to understand and acknowledge that change can
take time and effort, as well as a requirement to be agile in how
we work. We will need to work together across sectors as one team
to continually learn, share and adapt our processes to improve
people’s experiences of the health system and their health
outcomes.
Our plan is a living document that will be updated annually and
will serve as a guide to support how we plan and prioritise actions.
Working together
Uru Mātai Matengau has multiple connection points within Te
Wao nui a Tāne. Over the next 5 years, Uru Mātai Matengau will
focus on strengthening their Cluster Alliance Group (CAG) by
supporting and building authentic relationships to enable working
partnerships. It is through partnerships across services, enablers,
Iwi and other providers, along with our people, whānau and
communities, that we will truly move towards realising our goals
and improved health outcomes for our community.

Integrated Planning Framework

MidCentral DHB Strategy
Medium Term Plans and Strategies

e.g Health and Wellbeing Plans, Enablers Plans and
long term Investment Plan

Operational Plans

Service Specific Plans

Monitoring and Reporting
Qualitative and quantitative measures and milestones have been assigned against
our areas of priority in our plan. A dashboard report will be produced to monitor our
progress on a regular basis.
Areas of priority and initiatives will be reviewed annually, ensuring they remain
relevant and are utilising the best methods possible to achieve our goals.
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Te Tumu Matua – Enabler Leadership Team
Tumu Matua is a stable base (stump), a place to secure to. It would
be the main securing post for waka.

An overview of the key strategic directions of our Enablers is provided
over the following pages.

“He tina ki runga, he tāmore ki raro”.

Digital

In order to flourish above, one must be firmly rooted below.
Rimu
One of the largest offspring of Tāne providing shelter and
protection as part of the canopy supporting growth below.
Enablement to support the Organisation
Our Enablers provide organisational frameworks and system wide
leadership. They support learning and cohesion between the
clusters and ensure consistency across the organisation through a
business partnership model.
Key functions of our Enablers are:
• Provide frameworks and expert advice on cultural competence
and responsive services that ensure equity and that we honour
our obligations under Te Tiriti o Waitangi
• Develop organisation-wide policies, frameworks and
processes:
• Ensure the development of district-wide and DHB-wide
strategies and plans
• Ensure priorities and resource allocation is determined
• Provide information, advice and thought leadership
• Facilitate integration of services across the district
• Manage strategic relationships with central agencies,
professional bodies and key intersectoral partners
• Monitor risks, and ensure mitigations are in place.
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Digital Services is responsible for the delivery of digital tools, techniques and
technologies to support the implementation of the Integrated Service Model, our
Health and Wellbeing plans and assist our Enablers to facilitate this. Importantly,
Te Awa, MDHBs Digital Strategy, outlines our goals;
•
•
•
•

Partnering to provide digital thought leadership
Enabling new ways of working and empowering our population
Adaptive and sustainable ICT Services
Digital data enabled decisions.

Strategy, Planning and Performance
Strategy, Planning and Performance’s role is to ensure coherent strategic direction
is implemented through plans and actions, and links to performance management
and accountabilities. In practice this means advancing equity, quality and
excellence by design, integration, and person and Whanau-centred care. We aim
to make strategy everyone’s business and bring our strategy to life by creating and
connecting strategy formulation with strategy execution.
We will achieve this through our goals;
•
•
•
•

Enable strategy execution to be accomplished in an integrated fashion across
the organisation
Develop and maintain strategic relationships providing a population health lens
Provide health intelligence, oversight and thought leadership across the
organisation
Partner to systematically manage organisational alignment.

Te Tumu Matua – Enabler Leadership Team
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Quality and Innovation

People and Culture

Quality and Innovation leads the development and
implementation of frameworks and support systems that enable
clinical governance, quality and patient safety, innovation and
significant business or service change, consumer engagement and
enhanced consumer experience and improved performance.

Our people are our greatest determinant of successfully delivering
life-changing care for our community, for a healthier tomorrow. Our People
Strategy sets our direction to create an inspirational workplace that provides an
exceptional employee experience. It also contributes to a culture where our people
are engaged and empowered to achieve excellence.

We will achieve this through our goals;

We will achieve this through our goals;

•

•
•

•
•
•

Enabling consumers, family and whanau to work in
partnership with our workforce to plan and design the delivery
of healthcare
Enable service and quality improvement which is led and
evaluated by our clusters and consumers
Create a strong clinical governance culture to successfully
deliver the integrated service model
Support and enable innovative, effective business change.

Finance and Corporate
Services will provide the wider organisation with accessible
financial services and reliable performance measurement
information that assists insight into operational decision making,
planning, resource allocation and strategic analysis.
It will manage delivery of access to necessary infrastructure
and other material inputs to the business in ways that are
commercially sound, sustainable and within resource constraints
and the need to optimise these between competing demands over
the medium to long term.

•
•
•

Building core capability towards our commitment to the Treaty of Waitangi
Developing a value-centric organisational culture that is recognised by all as a
great place to work
Enabling value-driven leaders to shape our culture, develop high-performing
teams
Building capability with the right people, in the right roles with the right skills to
make a valued contribution
Creating an environment where our people are engaged in the success of our
organisation.

Pae Ora – Paiaka
Our Enabler functions cannot necessarily be separated from our other core functions,
however in essence we have three strands. Our first strand is Waiora (Pae Ora –
Paiaka Cluster). Our Enabler functions, is our second strand, of Pae Ora will continue,
actively supporting MDHB as an organisation to further develop organisational and
service systems, with the expressed goal of delivering culturally responsive and
embracing health and disability services for Māori – this strand is Mauriora. The third
strand is the day to day bicultural clinical advocacy and whānau support delivered
from Te Whare Rapuora, providing essential support and sanctuary for kaimahi
whānau and families across Aotearoa – this strand is Whānau Ora

In additon to our strategy, Enablers develop and drive our foundational plans.
These include our Long Term Investment Plan, Achieving Health Equity Think Piece,
Quality Plan and Locality Health and Wellbeing Plans.
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Glossary
BRCA – BReast CAncer
BSCC –BreastScreen Coast to Coast
CSTS – Cancer Screening, Treatment and Support
DHB – District Health Board
H. Pylori - Helicobacter Pylori
HPV – Human Papillomaviruses
MDHB – MidCentral District Health Board
RCTS – Regional Cancer Treatment Service
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Introduction: A paradigm shift
Move to an Integrated Service Model: Te Wao nui a Tāne
Over the last three years MidCentral District Health Board has embarked
upon a major transformational change. This change has included
a refreshed strategy leading to a new organisational structure with
identified strategic imperatives giving a strong direction for a more
authentic commitment to Te Tiriti o Waitangi, recognition of the need to
partner with consumers and whānau and a focus on addressing health
equity. Te Wao nui a Tāne takes the Integrated Service Model (ISM)
into Māori conceptual and metaphorical thinking bringing the practical
application of the Treaty articles to life. Māori are interconnected with the
natural world, the concept of the great domain of Tāne, a forest ecosystem
created by the Māori atua Tāne, as it applies to the ISM infuses indigenous
values to an organisational ecosystem.
Why are we making changes?
People in the community tell us they don’t want to explain their stories
multiple times. They expect the health and social care system to
collaborate and support them when they need it. They expect timely care
from a team of health professionals who treat them as a person who may
have multiple needs or conditions. Most importantly, they want seamless,
joined-up health and social care experiences. To deliver this we will
partner with people and whānau as we redesign the care pathways within
our health system. To achieve better health outcomes for our people,
MidCentral District Health Board has committed to move to an Integrated
Service Model, known as Te Wao nui a Tāne.
What will the Integrated Service Model, Te Wao nui a Tāne, look like
in practice?
Te Wao nui a Tāne reminds us that services cannot exist alone, each
are equally essential but still one part of the functioning whole, each
service has a role in the provisiom of care to our people in their home,
residence or community so they can enjoy the highest possible quality
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of life. Hospital care remains a crucial component of this ecosystem. but
where possible, we want to care for people closer to their homes. When
people do need acute, hospital-based care, we want them to have the best
possible experience before getting them back home as soon as it’s safe to
do so.

Illness focus

Wellness focus

Single–provider care

Integrated approach

Physician–Led

Shared decision making

Hospital–based care

Community – based care

Quality care in the community will improve the patient experience by
ensuring care is more accessible, comfortable and convenient for people
and whānau, while, at the same time, easing demand on our hospital
services. This ensures acute care services are more accessible for people
who need them the most, and will also improve the financial sustainability
of MidCentral’s healthcare system. We will enable the use of digital
solutions to support the quick transfer of information and safer care.
Consumers will get more access and involvement in their own care plans,
and we will share skills and knowledge with other providers to put the
consumer at the centre of everything we do. We will work as one team to
ensure care is seamless, safe, smooth, timely and easily accessible. It is
our ultimate aim to ensure the communities we serve have equitable, high
quality care experiences and better health outcomes.
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Te Wao nui a Tāne – The Great Domain of Tāne
The imagery of trees reflects our cultural understandings of social relationships, our inter-connectedness with each other and the natural
environment.
Te Wao nui a Tāne represents unity, as all trees, vegetation, bird and insect life originated from the atua (god) Tāne, all are inter-related and
often inter-dependent. People were not created until after all these living life forms and thus are seen as junior to them, this is often why you
will hear Māori refer to rākau/trees as their tuākana or senior. It is a statement of whakapapa.
Pū Rongoā – Origin of medicinal knowledge and practice.
The domain of Tāne provided nourishment for the mind, body and soul through the provision of kai, rongoā and ancestral knowledge,
protocols and practice of Kaitiakitanga maintaining the balance for a sustainable ecosystem.

Uru Pā Harakeke
The Flax bush is synonymous with the whānau/family
i.e. te rito (child), te awhi-rito (parents), tūpuna (grandparents).
“He punga e mau ai”
This compares the anchor of a canoe to a wife or mother, in that women are the anchor of the
whānau.
Harakeke
Was essential to all facets of Māori life, from new life right through to death, all parts of the plant
were used.
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Nga Rau taki – Strategic direction
MidCentral District Health Board Vision

Our Values: We will be

MidCentral DHB’s Strategic Imperatives guide our Plan:
•
•
•
•

Partner with people to support health and wellbeing
Connect and transform primary, community and specialist care
Achieve quality and excellence by design
Achieve equity of access across communities, and

The future we want:

Compassionate: Being responsive to the needs of the people, whānau and
community.
Respectful: Doing something to show admiration for another person, showing
politeness or honour to someone or something and not causing offence. Actively
listening when someone is speaking and showing value for other perspectives.
Courageous: Participating with confidence and enjoyment. Speaking up when
things are not right, being assertive, adventurous in search of feedback, open to the
feedback, and willing to try out new things and take measured risks.
Accountable: Acknowledging and assuming responsibility for our actions and not
blaming others when things go wrong. Striving for excellence and delivering high
quality care that focuses on the needs of the consumer and whānau. Understanding
the context within which we operate as a publicly-funded organisation and utilising
our resources wisely.
MidCentral DHB Key Principles

People,
families
and whānau
have a positive
experience of
the health care
system

People are
experts in their
own lives and are
partners in their
health care

•
All people and
whānau have
a health care
home

An integrated
health care system
operating as one
team

More services
closer to home

•
•
Our health
care system
is grounded in
continuous quality
improvement and
clinical excellence

Our people
are recognised
for innovative
approaches to
health care

Everyone has
the opportunity
to achieve
equitable health
outcomes

We will have an
adaptable and
responsive health
care system

People make
healthy choices
and stay well
longer

•
•
•

6

Honouring the Te Tiriti o Waitangi: Acknowledge the importance of
collaborating with Māori as Treaty partners to enable Māori health aspirations
and address inequities for Māori, including increased Māori participation in
decision making.
Reduce Health Disparities: Improve equity of access and health outcomes
for Māori in particular, where consideration of different people’s needs and
circumstances is the norm.
Improving Patient Experience: Partner with consumers and whānau to achieve
their optimum health and wellbeing, where they have choice and control.
Integrating Care across the Health and Social Service System: Creating a
seamless journey for consumers and whānau as the system works together as
one team.
Quality and Safety: Treat and care for people in a safe environment and protect
them from harm.
Investing in the Future: Strengthen our financial position to support future
investment, delivering the most effective and efficient health services.
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Our commitment to Te Tiriti o Waitangi
Our plan is to create a foundation and a framework that ensures that Uru Pā-Harakeke reflects the aspirations of our community. At the core of this framework
and at the very heart of our foundation is Te Tiriti o Waitangi and its articles; guiding MidCentral DHB in how it governs and conducts itself, how true
partnership with Iwi is demonstrated, how beliefs, values and tikanga are cherished and how excellence, in all its definitions, is attained. The foundation
of any forest ecosystem is the whenua (land base), without which, the forest would simply not exist. In Te Wao nui a Tāne ( ISM), Te Tiriti o Waitangi is the
metaphorical whenua (land base) without which, the ecosystem (ISM) would cease to exist. Māori values of kaitiakitanga (guardianship) of the whenua (land)
are built around an idea of absolute responsibility for, the protection, sustainability and care of the whenua. As kaitiaki (caretakers) Uru Pā-Harakeke are
responsible for and to the Te Tiriti o Waitangi in the same way Māori are to the whenua. We reflect this commitment in the following statements.

KAWANATANGA
GOVERNANCE
LEADERSHIP

TINO RAANGATIRITANGA
PARTNERSHIP IN ALL
CONTEXTS

ORITETANGA
EQUITY OF ACCESS
AND OUTCOME

TE RITENGA
RIGHTS TO BELIEFS, VALUES
AND SUPPORT

Trusting relationships exist
and reflect truly reciprocal
arrangements for mutual
advantage and benefit

Governance is shared through
mutually agreed measures
and systems that demonstrate
equitable health gain

The system is high
performing, offering world
class care to Women,
Children and Youth

The system operates in a
manner that authentically
reflects co-design and
collaboration in service
delivery

All people have access to a
transparent and sustainable
system that respects
wellbeing

Disparities are recognised and
addressed with authenticity
and purpose

Priorities are clearly linked
to eliminating systemic
inequities and institutional
racism

Individuals, whānau and
communities enjoy the best
possible health outcomes

The organisation and its staff
honours beliefs, values and
aspirations in all contexts

All patients and whānau can
seek and express their own
spiritual beliefs, rites and
tikanga

Individuals and whānau are
empowered and in control of
the choices about their own
health

Supportive care strengthens
individual and whānau capacity
and capability to actively
manage own wellbeing

7
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Who are Uru Pā Harakeke?
Uru Pā Harakeke is responsible for the planning, funding, commissioning
and provision of services for wāhine, tamariki, rangatahi and whānau
across the MidCentral district.
Uru Pā Harakeke has a very clear vision for the future of our district’s
population − the first 1000 days lay the foundations for lifelong health and
wellbeing.
A focus on the first 1000 days will drive a generational change, recognising
that social determinants of health affect all health needs and outcomes.
We will work to develop strong inter-cluster and even stronger Iwi and
inter-sectoral partnerships to accelerate integrated and appropriate
service models. We will maintain excellent hospital based services
embracing patient and whānau centred care, while co-designing with
our Iwi and communities the best access to the most acceptable care as
close to home as feasible. This may mean making courageous decisions in
disinvesting in services to reinvest in services that meet the populations
needs recognising the need to ensure robust fiscal management.
We will build our focus on equity at the centre of our Health and Wellbeing
Plan, which was prioritised through our engagement workshops.
We will be respectful and supportive of the organisations financial
situation and will work to maintain financial stability.
Our staff will be consistently culturally competent and safe, professionally
skilled, empowered by technology and outcomes data, and supported in
their own wellbeing.

8

Underpinning all our planning is our obligation to
honour Te Tiriti o Waitangi.

We have goals guiding our plan to drive this generational change
honouring Te Te Tiriti o Waitangi in everything we do:
•
•
•
•
•
•

Improve equity – prioritise to achieve equity for Māori
Wāhine – improve access to equitable high quality and timely care for
wāhine
Maternity – maximise lifelong health and wellbeing by targeting the
first 1000 days
Tamariki – empower the aspirations of whānau and families by
embedding the child’s needs as paramount
Rangatahi – support rangatahi taking responsibility for their health by
improving access to youth appropriate services
Workforce – invest in appropriately skilled and culturally safe
workforce to meet current and future demand.
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Nā wai i āwhina – Who and what helped guide and
support this plan?
Uru Pā Harakeke recognise that there is a significant amount of high
quality, innovative work already happening amongst Iwi and in our
communities that supports our whānau. We have developed our five-year
plan through a deliberate process ensuring that we have engaged with our
Iwi partners and our communities to understand their needs, recognise
their strengths and understand their priorities.

There were three main components to developing our plan:

We will consider these needs alongside the Minister’s annual updated
letter of intent and Government priorities.

Engagement

We have consulted local, national and international literature and data to
help us in our planning. These have included but are not limited to Ka Ao,
Ko Awatea, the Ministry of Health Strategic Plan, the RACP Early Childhood
Position Statement, Growing Up in New Zealand longitudinal study, NZ
Child and Youth Epidemiology reports for our DHB.

Research
•
•
•
•
•
•
•
•
•
•

Researching best practice and innovation locally, nationally and
internationally
Building on existing strategies and programmes of work.
November 2018 workshop
Presentation from workshop circulated for further feedback
Iwi and Inter-sectoral Partners Engagement March 2019
Presentation sent to participants for further refinement of goals
Youth Hui May 2019
Cluster Advisory Group Consultation
Consumer Council Feedback April 2019
Hui with Manawhenua Hauora.

Service Mapping
•
•
•

What and where are services currently
What’s working well
Where are the opportunities for improvement?

9
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Understanding the communities we serve
Gynaecology 1,052 admissions, 2,200 First Specialist Assessment, 3,046 Follow up appointments

Paediatrics 3,552 admissions, 1,100 First Specialist Assessment, 2,600 Follow up appointments

68,000
wāhine

32,000
tamariki

504 Neonatal
Unit admissions

2,120 Births

38,000
rangatahi

73% with Lead
Maternity Carer

415 Barnado’s
antenatal classes

Learning and behaviour problems most common
3,477 General Practice visits, 1001 YOSS visits per month

79% Well child
provider by 1 year

90% fully immunised
at 8 months

68% breastfed at
6 weeks

2,337 Reports of Concern to Oranga Tamariki
10
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He Whakarongo Ki Te Hapori – Listening to the community

“Support in the
first 1000 days is
fundamental
to lifelong
wellbeing”

“Parenting needs
to be a key
focus”

“Services for women, not just
pregnancy and children need
to be seen within the plan”

“The social determinants of
health are fundamental to
conserving in planning
our services”

“Equity and the DHB’s
commitment to Te Tiriti o
Waitangi needs to be much more
visible in service provision”

“Make whānau champions of
their own health”

11
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Summary of our engagement and research
Minister’s
Direction

•
•
•
•
•
•
•

Equity
Breastfeeding
Register with LMC by
10 weeks
Increase
immunisation rates
Reduce admissions
to hospital
Reduce SUDI
Increase midwifery
workforce

•

•

•
•
•

Family centred care
for children and
young people up to
their 16th birthday
Integrated
community primary
and secondary
services
Whānau Ora
Nurse led services
Primary and
secondary maternity
care, secondary
obstetrics and
gynaecology
services, from
antenatal day
unit, inpatients,
to community
midwifery services
including lactation
services

•
•

•

•
•
•
•
•
•
•

Relationships within
and across sectors
Staff in community,
primary and
secondary already
innovating and
driving change
Increasingly
integrated models of
care, CAFMHS/ Mana
Whaikaha, etc
Mokopuna Ora
Tuia Framework
Agencies that know
their whānau
Barnados - bumps to
babies
P2A
Outreach clinics

What you
told us is
missing

What you
told us isn’t
working well

What you
told us is
working well

Model of
Care

•
•

•
•

•
•

•

Child health
•
community team and
forums
•

Greater focus on Te
Tiriti o Waitangi
Commitment
to Whānau Ora
approach and
outcomes
Connection with
rural communities
Learning and
behaviour issues are
increasing and more
support needed
Wellbeing support
for rangatahi
IS support/solutions
for clinicians or
service users
Imbalance of
power consumer/
practitioner
Breastfeeding
support
Increasing pressure
on the health system

•
•

•
•

•
•
•
•

•
•

•
•
•
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Enough focus on equity
Enough focus on
keeping health in the
community
Whānau Ora Approach
The first 1000 days;
whole of whānau
focused
Truly integrated
services
Access for at risk
wāhine
Shared accountability
measures
Recognition that
women’s health
is more than just
maternity
Enabling Healthy Lives
Communication
between primary and
secondary care
A focus on parenting
skills
Family centred
perinatal care
Recognition of effects
of adverse childhood
experiences

Priority
focus areas

•
•
•
•
•
•
•
•
•
•
•
•
•

•
•

Focus on high risk whānau
Making whānau champions of
their own health
Learning from the well child
review
Early intervention initiatives
Communication across all
sectors
More intersectoral collaboration
Mental health – maternal,
tamariki, rangitahi
Parenting skills, early
intervention
Improved stakeholder
engagement
Kaupapa Māori service delivery
enhancement
Whānau Ora Approach
Nursing scope in gynaecology
Information systems (IS) digital
solutions for clinicians and
consumers
Focus on school based and
commuity services
Focus on adverse childhood
experiences
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Te wawata – The future we want
Current State
Our Iwi partners told us
• Strategy planning and service delivery needed to have a much
stronger focus on equity that is visible and reflects our obligation
and commitment to Te Tiriti o Waitangi
• All our work needs to be underpinned by Whānau Ora
Our staff, partners and consumers told us
• There is increasing demand for acute services
• Whānau find it difficult to access services and navigate the health
system
• Complexity of health care is increasing
• Whānau have complex social needs and inter-agency support for
parenting is essential
• Learning and behaviour referrals are increasing and more early
intervention is needed
• There is an imbalance of power between consumers and their health
system
• We need a strong focus on the first 1000 days
• Our wāhine need to be a focus of our plan, not just our tamariki and
whānau
• Youth need access to appropriate services
• Gynaecological surgery is difficult to access
• Commitment to equity needs to drive service development
Data and evidence tell us
• Social determinants of health affect health need and outcomes
• Breastfeeding rates are low in MidCentral DHB
• Adverse Childhood Experiences (ACEs) have a significant effect on
long term health outcomes
• We need to focus on our ASH admissions
• Our data is not always assured and reliable
• IT infrastructure does not address service, community and whānau
needs
Our workforce profiling tells us
• There is a national shortage of midwives that is affecting our ability
to deliver maternity services
• Allied health workforce recruitment is difficult and affecting our
ability to deliver services

Future State
Honouring Te Tiriti o Waitangi
• The Treaty underpins everything we do
• We work in partnership with Iwi at all levels
• All whānau enjoy the best possible health outcomes
• Uru Pā Harakeke recognises disparity and plans and coordinates
services purposely
• Decisions regarding delivery of services to tamariki will be
developed around whanau
Tamariki, whānau and wāhine will have improved access to seamless
services across Uru Pā Harakeke
• Whānau enjoy services that are accessible and designed around
their aspirations, goals and needs
• Wāhine feel empowered to access services that are whānau ora
focused, appropriate and dignified
• Services are delivered as close to home where possible and feasible
• Whānau are engaged and lead decisions about the planning of their
care
• Communication is clear and transparent and whānau understand
where, how and when to access services
• All service provision has a strong equity lens to ensure care is
focused for families most in need
• Continue provision of current high quality inpatient, outpatient Iwi
and community care
Children have the best start to life
• Robust evidence-based data will inform decisions
• Digital solutions will support clinicians and whānau in their health
journey
• Inter-sectoral partnerships will support whānau to reach their
aspirational goals
• Healthy pregnancies and healthy homes will be the norm in our
district
• ASH rates will continue to reduce
Build a robust and responsive workforce
• Appropriately skilled workforce to meet community needs
• Invest in midwifery graduate programme
• Improve opportunities for staff development

13
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Strengths we are building on

14

•

The scope and capacity of our Community Child Health Team to
support “Integrated and Nurse-led” clinics alongside General Practice
teams, Māori/Iwi providers, Non Government organisations.

•

Nurse Practitioners established to explore different models of care
with in the community.

•

Quality improvement project improving labour and birth outcomes in
the Womens Health Unit at Palmerston North Hospital.

•

Moving gynaecology procedures such as hysteroscopies from
Operating Theatre to Outpatients.

•

Paediatric to Adult transition programme (P2A).

•

Mokopuna Ora programme working across communities deleivering
wahakura workshops and key messages to whānau.
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Uru Pā Harakeke goals

Our
Five
Year
Goals

GOAL
one

GOAL
two

GOAL
three

GOAL
four

GOAL
five

GOAL
six

Improve Equity
Prioritise initiatives
to achieve equity for
Māori

Wahine
Improve access to
equitable high
quality and timely
care for wāhine

Maternity
Maximise lifelong
health and
wellbeing by
targeting the first
1000 days

Tamariki
Empower the
aspirations of
whānau and families
by embedding the
child’s needs as
paramount

Rangatahi
Support rangatahi
taking responsibility
for their health by
improving access to
youth appropriate
services

Workforce
Invest in
appropriately
skilled and
culturally safe
workforce to meet
current and future
demand

15
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Linking our goals to our organisations strategy
People,
families
and whānau
have a positive
experience of
the health care
system

Prioritise initiatives
that achieve equity
for Māori

16

People are
experts in their
own lives and are
partners in their
health care

All people and
whānau have a
health care home

Improve access to
equitable high quality
and timely care for
wāhine

An integrated
health care system
operating as one
team

More services
closer to home

Maximise lifelong
health and wellbeing
by targeting the first
1000 days

Our health care
system is grounded
in continuous
quality improvement
and clinical
excellence

Our people
are recognised
for innovative
approaches to
health care

Empower the aspirations
of whānau and families
by embedding the child’s
needs as paramount

Everyone has
the opportunity
to achieve
equitable health
outcomes

We will have an
adaptable and
responsive health
care system

Support rangatahi taking
responsibility for their
health by improving
access to youth
appropriate services

People make
healthy choices
and stay well
longer

Invest in appropriately
skilled and culturally
safe workforce to meet
current and future
demand
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Te Ara – The roadmap
Goal #1: Improve Equity

Prioritise initatives to achieve equity for Māori
Why is this important?

What will be different in five years?

Uru Pā Harakeke recognises disparity across our communities
and is committed to drive equity of access and care across all our
endeavours.

•
•
•

We want to connect and develop strong respectful relationships
with Iwi partners, and will plan and coordinate services
purposefully and respectfully in partnership with them.
We want to see whānau enjoy the best possible health outcomes
that are based on whānau ora.
Uru Pā Harakeke will work towards developing a culturally
competent, safe and responsive workforce.

•
•
•
•
•
•
•
•

We will be achieving improved equity across our targets and measures
Our workforce will be culturally competent, safe and responsive
We will have a regular meeting structure that supports the development of our
Iwi partnerships
All new staff will have undertaken appropriate Whānau Ora training
Accurate data will drive decisions
Whānau tell us their outcomes are improved and we can measure that
improvement
Our Governance structures support us in a meaningful way
We promote quality through everything that we do
Consumers and whānau will be more involved in designing new initiatives and
programmes
Iwi proposals for service innovation will be the norm
The whānau ora outcomes are embedded as sustainable measures.

17
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Goal #1: Prioritise initiatives to achieve equity for Māori
What we will focus on

How will we achieve this and when?

Uru Pā Harakeke
recognises disparity and
plans, and coordinates
services purposefully in
partnership with Iwi.

•
•
•
•

Whānau enjoy the best
possible health outcomes
based on whānau ora

•

•
•
Develop a culturally
competent responsive
workforce

•
•
•
•

18

Milestones

Measures

Develop Iwi and community partnerships that support •
a purposeful focus on equity by June 2021
We will be courageous in contracting services that
•
focus on improving equity for Māori by June 2021
Co-design services with whānau as standard practice
by December 2022
Uru Pā harakeke will partner with Pae Ora to support
the renaming and signage of key spaces and services in
Te Reo by June 2021

Uru Pā Harakeke meet with Iwi partners 6 monthly
by December 2019
New signage in place:
• Maternity by December 2019
• Child Health by March 2020
• Gynaecology by June 2020

•

Iwi partners express
positive feedback

Cross cluster collaborative approach with Uru Arotau
and Paiaka Whaiora to better support whanau who
do not engage with services (this will include nonattendance) December 2020
Implement monitoring framework by June 2021
Develop feedback measure of whānau ora outcomes
by December 2020

•
•

Pilot project is tested and evaluated by June 2020
Implement feedback measures by June 2021

•

2% reduction in avoidable
admissions and outpatient
DNA rates
Improved patient and
whānau experience
identified through new
feedback measure

All new Uru Pā-Harakeke staff will attend cultural
competency training within 6 months from
commencing employment.
All existing Uru Pā-Harakeke staff will have attended
cultural competency training by June 2023
Work with Pae Ora to implement the Mahi Tahi model
aligning with current Family Centred Care by June
2022
Improve the health of wāhine Māori and their whānau
by embedding the Tuia framework across Women’s
Health services by June 2022

•
•

•

•

Develop an attendance tracking tool by March 2020
Establish baseline data of existing staff who have
completed training by December 2019
40% of staff have attended Treaty of Waitangi and
cultural competency training December 2022

•

•

•

Report on the number of
staff that have attended
the initial Te Ara Whānau
Ora training.
Number of staff have
attended Treaty of
Waitangi and cultural
competency training
The Tuia framework
is embedded across
Women’s Health services
by 2023
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Te Ara – The Roadmap
Goal #2: Wahine

Wāhine have access to equitable high quality and
timely care
Why is this important?

What will be different in five years?

Uru Pā Harakeke is focused on providing equitable high quality
and timely care and services for wāhine, that are both accessible
and acceptable.

•
•
•
•
•
•

In order to do this we will increase the number and variety
of clinical procedures that are able to be safely provided in
the Gynaecology Outpatients setting. Through the current
Gynaecology service review, we are seeking more efficient
utilisation of both time and staffing resource and are looking to
increase the scope of nurses within the Gynaecology Outpatients
service.
We will manage this through improved communication and
technology that will empower both practitioners and wāhine in
their health journey.

•
•
•
•
•
•

People and whānau feel safe when receiving specialist health care
Fewer women will have unplanned gynaecology admissions to hospital
Wāhine tell us they can access services that are appropriate & dignified
Wāhine who experience miscarriage will feel well supported and cared for
Increased services in rural communities
Reduction in DNA for colposcopy and other gynaecology outpatients for Maori
and other high-risk groups
Whānau Ora outcomes are embedded as a sustainable measure
Promote quality through everything that we do
Wāhine will be more involved in designing new initiatives and programmes
More equitable access to specialist assessment and treatment on time
Accurate data will drive decisions
Wāhine tell us their outcomes are improved and we can measure that
improvement.
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Goal # 2: Wāhine have access to equitable high quality and timely care
What we will focus on

How will we achieve this and when?

Wāhine are able to access
high quality & acceptable
services.

•

•

•
Shorter stays in
Emergency Department

•
•

Fewer wāhine have
unplanned gynaecology
admissions to hospital

•
•

Technology will empower •
and support practitioners
and wāhine in their health
journey
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Milestones

Increase clinical procedures in the Gynaecology
•
Outpatients setting
•
• Increase clinical scope of nurses within
Gynaecology Outpatients to improve access to •
services by February 2022
• Reconfigure workspace for gynaecological
procedures to be undertaken in the outpatients
setting by June 2021
Increase clinical procedure opportunities closer to
home
• Quality and Clinical Governance is embedded
through implementation of “The Quality
Agenda” framework by June 2021.
Explore alongside primary care opportunities to
deliver services closer to home by March 2021
We will work with our partners to support reducing
shorter stays in the emergency department by
December 2020
Work will continue monitoring the accuracy of
ESPIs 2 and 5 data to ensure women have reduced
wait times for surgery by March 2021

Evaluate opportunities for RN to increase skill
base by January 2020
Develop a feedback tool by June 2020
Monitor and evaluate waiting lists monthly
starting August 2019

Review DNAs alongside Pae Ora/Iwi to understand
why wāhine are not engaged to attend by
December 2020
Explore options to provide a more positive
experience for women miscarrying, including more
appropriate facility space by September 2021

•

Strategies are addressed to reduce DNA by June
2021
Establish a work plan with Paiaka Hauora Māori
by March 2020
Work with partners to engage by March 2021

Use data, technology and telemedicine (or
equivalent) to connect specialists with women
preventing unnecessary appointments by June
2022

•

•
•

•

Measures
•

•

•

•
•

•

•

Explore telemedicine opportunities with Tararua •
Health Group by June 2020
Chosen technology is successfully implemented
June 2023

Gynaecology Nurses are
enrolled in appropriate
upskilling opportunities by
March 2020
Feedback from patients and
staff tells us the workplace
is appropriate by December
2020
Extended Gynaecology
services will be provided in
primary care by December
2021
Appropriate shorter stays in
ED targets are met
Compliance with ESPI
2 and 5

Reduction in DNA rate by
5% for colposcopy and
gynaecology outpatients for
Māori and other higher risk
groups by December 2021
Increased positive feedback
is received about the
experience of women
miscarrying using our
service
Increased consultations
using technology June 2023
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Te Ara – The roadmap
Goal #3: Maternity

Maximise lifelong health and wellbeing by targeting
the first 1000 days
Why is this important?

What will be different in five years?

Uru Pā Harakeke supports the first 1000 days as laying the
foundation for lifelong health and wellbeing.

•
•
•
•
•
•

“By age 2, a baby’s brain has reached 80% of its adult size. The
quality of experiences during the first 1,000 days of life establishes
either a strong or fragile foundation for everything that follows”.
We know how important it is for wāhine to enrol early with a Lead
Maternity Career as this ensures early engagement, intervention
and access to pre and post-natal services that are provided within
the first 1000 days.
MidCentral DHB is very focused on improving its low breastfeeding
rates and it is imperative we work with our Iwi partners and
the community to develop our Improving Breastfeeding
implementation plan.
We are seeking increased cross sector training for family harm and
increased engagement with whānau whose babies are at risk of
adverse childhood experiences (ACEs).
We are facing challenges particularly in the midwifery workforce
space and are working hard to develop a sustainable and skilled
workforce that will provide innovative approaches to service
delivery.

•
•
•
•
•
•
•
•
•
•
•

More women are registered with an LMC by 10 weeks
Improved breastfeeding rates across the district
Increased access for wāhine to maternal mental health services
Improved immunisation rates
Reduced ASH rates
All Housing New Zealand tenants will have access to a health check list by a
tenancy manager
Reduction in ACEs
Reduced family harm incidents
Improved patient experience feedback
Increased use of technology improves whānau access to care
Whānau ora outcomes are embedded as a sustainable measure
Whānau are more involved in designing new initiatives and programmes
More equitable access to specialist assessment and treatment on time
Accurate data will drive decisions
Whānau tell us their outcomes are improved and we can measure that
improvement
Our governance structures support us in a meaningful way
We promote quality through everything that we do.
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Goal # 3: Maximise lifelong health and wellbeing by targeting the first 1000 days
What we will focus on

How will we achieve this and when?

Milestones

Increase early
engagement with pre and
postnatal services

•

Promote the “5 things to do in the first 10 weeks of
pregnancy” health promotion initiative by June 2020
Work with IS to improve MDHB website to encompass
information to encourage early engagement by December
2022
Provide professional development update on maternity
care for primary care by December 2020

•

A district-wide culturally appropriate Breastfeeding
Implementation Plan with a strong focus on equity is
implemented by June 2020

•

•
•

22

•
•

Measures

All LMCs have access to the “5 in 10”
•
pamphlets by June 2020
Website updated by December 2021
Professional development for primary
care completed by December 2020

Improved registration rates with
LMC by 10th week of pregnancy

An agreed work plan will be approved
by HDAC by March 2020

•
•

Improved breastfeeding rates
on discharge by 2% annually
Improved breastfeeding rates
for Māori on discharge by 5%
annually

Improve breastfeeding
rates across the district

•

Improve access to
maternal mental health
services for wāhine

•

Cross cluster collaboration to improve access for hapū
māmā to maternal mental health support by June 2022

•

Identify current utilisation rates by
June 2020

•

Improved utilisation of
maternal mental health services

Target babies at risk
of adverse childhood
experiences (ACEs)

•

Trial early intervention models that impact on ACEs by
December 2023

•

Agree approach with Iwi partners,
primary care, NGOs, sector agencies
by June 2022

•

Reduction in ACEs and
minimisation of harm from
ACEs by December 2024

Increase number of staff
across sectors that attend
family harm training

•

Explore alternative opportunities for family harm training
e.g. on-line courses by December 2020

•

Develop a pre and post education
session questionnaire by June 2020

•

Staff report increased
confidence and skill level
in detecting family harm by
December 2021
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Te Ara – The roadmap
Goal #4: Tamariki

Empower the aspirations of whānau and families by
embedding the child’s needs as paramount
Why is this important?

What will be different in five years?

The Government has made a commitment to support New
Zealand to be the best place in the world for children and young
people. Here at MidCentral we endorse this approach and add our
total commitment to improving health outcomes for tamariki and
their whānau across our district.

•
•
•
•
•
•

We need to develop early intervention services that are available
in the community to support tamariki to reach their full potential.
We will work alongside our Iwi partners to ensure these services
are accessible and culturally acceptable.
The National review of the Well Child Framework Contract will
guide our direction and we will use data and technology alongside
our responsive and innovative workforce to drive the changes
required.

•
•
•
•
•
•
•
•
•
•

Whānau Ora outcomes are embedded as a sustainable measure
Increased use of technology will improve access for families to care
Reduced ASH rates
Improved immunisation rates
Increased engagement with obesity support services and active families
Telemedicine (or equivalent) will connect specialists with rural communities
preventing unnecessary appointments and travel
The whānau ora navigator model will be working successfully in the community
The Mana Whaikaha model for disability services intervention enabling choice
and control will be bedded in and working well for whānau
Child Health Nurse Practitioners will be providing support to Primary Care and
clinics will be established
Whānau are more involved in designing new initiatives and programmes
More equitable access to specialist assessment and treatment on time
Accurate data will drive decisions
Whānau tell us their outcomes are improved and we can measure that
improvement
Our governance structures support us in a meaningful way
We promote quality through everything that we do
Whānau ora outcomes are embedded as sustainable measures.
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Goal # 4: Empower the aspirations of whānau and families by embedding the child’s needs as paramount
What we will
focus on

How will we achieve this and when?

Milestones

Developing
a responsive
and innovative
workforce that can
support children in
the community
Children and their
whānau are able to
access high quality
& acceptable
services

•

We will drive the principles of Enabling Good Lives, Good Start in Life
and TurboKidz by June 2022
Cross cluster design of Child Health Nurse Practitioner roles that target
the most vulnerable whānau in high needs communities by December
2020
Develop a connected early intervention approach for learning and
behaviour with CAFMHS and Education by March 2021
Quality and Clinical Governance is embedded through implementation
of “The Quality Agenda” framework by June 2021

•

Use data and
technology to
improve access to
specialist services
for tamariki

•

Use telemedicine (or equivalent) to connect specialists with rural
communities preventing unnecessary appointments by June 2023
Create a cross-cluster approach to care planning by June 2022

•

Continue to use
BOOST Team to
reduce childhood
obesity

•

Implement the recommendations of Massey research by December
2020 which include;
• More training and support for staff to have difficult conversations
• The need for the obesity discussion to be presented as a
conversation about overall health and well-being for the family and
whānau
• A focus on health promotion rather than weight reduction as this
will lead to more buy in from the health professionals

•

Reduce number of
ASH admissions

•

Develop a strong partnership with Housing NZ to improve access to
established health services by June 2020
Child Health Nurse Practitioners will work with General Practice teams
to offer support and expertise to families who present frequently
December 2020

•
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•
•
•

•

•

•
•

Measures

The Mana Whaikaha pilot is embedded by •
December 2022
Nurse Practitioners Child Health clinics
will be delivered by December 2020
•
First meeting held by March 2020
•

•

•

•

Data from Mana Whaikaha
will evidence improved
access to disability services
for children 0-8 years
Children will have access
to free Nurse Practitioner
clinics in 5 IFHCs by 2024
Children will have improved
access to learning and
behaviour services by
December 2021

Explore telemedicine opportunities with
Tararua Health Group by June 2020
Support a working group approach to
improve shared care planning across the
organisation by December 2020

•

Increased number of
specialist appointments
using technology

Two recommendations implemented by
June 2020
Established baseline for the number of
Whānau declining referrals by 2021

•

Fewer whānau declining
Boost referrals

Tenancy Managers are using the health
tool by June 2020
Nurse Practitioners will understand the
ASH data and the targeted population by
March 2021

•

Ambulatory Sensitive
Hospitalisation (ASH) rate
per 100,000 population for 0
to 4 year olds
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Goal #5: Rangatahi

Support rangatahi taking responsibility for their
health by improving access to youth appropriate
services
Why is this important?

What will be different in five years?

It is key for the District Health Board to ensure young people in our
district are able to make informed choices to enhance their positive
well-being and self-development. We strive for communities where
young people have the opportunities to actively participate in
decisions, which impact on their well-being.

•

The MidCentral district supports a vibrant Massey University, UCOL
and Te Wānanga o Raukawa alongside our education sector who on
occasion require extra free services for their young people. Given
this, we provide YOSS services in Palmerston North and Levin and
Kapiti Youth Service provide an outreach clinic in Ōtaki.

•
•
•
•

Our Public Health Service manages the number of School Based
Health Services supporting decile 1-4 Colleges, alternative
education providers and teen parent units.

•
•

These services all support General Practice teams to care for our
young people. It is important that we work towards improving
communication sharing between all providers of care for young
people to ensure the best possible health and education outcomes
for rangitahi.

•
•
•

Rangitahi will be supported by whānau ora navigators to support their
resilience
Iwi and primary care will be upskilled to understand and manage the
complex needs of some rangitahi
Transgender young people will have support and pathways to improve
access to services
Young people will experience improved access via Iwi and stakeholders to
mild/moderate mental health, alcohol and other drug services
Rangitahi/whānau are more involved in designing new initiatives and
programmes
Accurate data will drive decisions
Rangitahi tell us their outcomes are improved and we can measure that
improvement
Our governance structures support us in a meaningful way
We promote quality through everything that we do
Whānau ora outcomes are embedded as sustainable measures.

25

89
Goal # 5: Support rangatahi taking responsibility for their health by improving access to youth appropriate services
What we will
focus on

How will we achieve this and when?

Milestones

Measures

Ensure rangatahi
have access to
acceptable and
appropriate
services

•

Work with key partners to improve resilience to address youth suicide
by December 2021
Rangitahi and whānau will be supported by the existing Whānau Ora
navigators to support their resilience by 2021
Support partners to improve access for mild and moderate mental
health, alcohol and other drugs by December 2021
Quality and Clinical Governance is embedded through implementation
of “The Quality Agenda” framework by June 2021.

•

•

Providing professional development opportunities to primary care to
better understand and manage the complex needs of rangatahi by 2021
Improve communication sharing between all providers of care to
ensure the best possible health and education outcomes for rangatahi
by June 2021
Improve access for young people to mild and moderate mental health,
AOD services provided by Iwi and partners by March 2021

•

Strengthen the P2A (Paediatric to Adult) transition programme to
ensure safe connection and transition of rangatahi to adult services by
December 2020

•

Transgender young people will have support and pathways to improve
access to services by June 2021

•

•
•
•

Develop a
sustainable and
skilled workforce
that is innovative
in approaches to
service delivery

•

Improve transition
to adulthood

•

•
•

Improve
•
understanding
around service
options for
transgender young
people
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•
•

•

YOSS will use the Outcomes Measurable
Model (TOMM) by February 2020
Gain greater understanding of the role
of Whānau Ora navigators by September
2020
Discussions with CAFMHS, Education and
Child Development Service by June 2020

•
•

Rangatahi feel supported as
they transition to adulthood
Rangatahi tell us they feel in
control of their health and
wellbeing
Rangatahi tell us that
services suit their needs,
are age appropriate and
accessible by August 2020

Work with YOSS to deliver annual
•
professional development sessions to the
primary care & wider sector on meeting
the complex needs of rangitahi by
•
September 2020
Work with Māori Iwi providers and key
partners to ensure services are available
by December 2020

Professional development
sessions delivered annually
and are evaluated
Reduction in referrals
returned to general practices
for more information

Trial P2A programme evaluated and
embedded by December 2020

Number of young
people engaged with the
programme annually
Young people feel confident
and supported in their
transition to adult services
(survey)

•
•

Modify the Heath Care Pathways for
transgender youth by June 2020

•

Transgender young people
tell us they know how to
access services
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Goal #6: Workforce

Grow an appropriately skilled and culturally
competent workforce to meet growing demand
Why is this important?

What will be different in five years?

Uru Pā Harakeke is very aware that we need to grow an
appropriately skilled competent workforce that is well placed
to meet our growing demand. We currently have a significant
midwifery shortage, which is impacting on the skill mix required for
women’s health.

•

We need to develop a medical, nursing, midwifery, allied health
and administration workforce that is fit for purpose internally and
to support the growth of the Iwi, Primary Care and NGO workforce
externally. This will support seamless delivery of services across
the sector.
We have staff that are keen to look at innovative ways of working
and we need to respect and ensure that staffs health and wellbeing
is supported at all times.

•
•
•
•
•
•
•
•
•
•

MidCentral DHB is a magnet employer for medical, nursing, midwifery, allied
and administrative workforce
Our teams and those they work with admire our culture of excellence
We are renowned for promoting the wellbeing of our workforce
Teams report positive workplace findings in the annual staff survey
Our staff tell us they feel valued in the work they do
We recruit our workforce depending on population needs
Accurate data will drive decisions
We will be seen as a great team to work for
Our governance structures support us in a meaningful way
We promote quality through everything that we do
Whānau ora outcomes are embedded as sustainable measures.
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Goal # 6: Invest in appropriately skilled and culturally safe workforce to meet current and future demand
What we will focus How will we achieve this and when?
on

Milestones

Develop a culturally •
competent workforce

See Goal #1

Develop a
medical, nursing,
midwifery, allied
and administration
workforce that is fit
for purpose

Implement the MidCentral DHB Midwifery and Nursing Workforce plan
•
incrementally to enhance midwifery and nursing staff to the district by
June 2021
Encourage a culture of innovation for alternative approaches to service
delivery, which improve efficiency, care and sustainability by December •
2021
Develop the nurse practitioner workforce across the DHB – (see Goal #4)
Increase opportunities for Nurses to work to the top of their scope of
practice by February 2022

•
•
•
•

Ensure health
and wellbeing of
the workforce is
supported
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•
•

Work towards a culture of excellence by June 2022
• Identify and provide opportunities for staff to work at the top of
their practice
We nurture and have credible, capable and engaged leadership by
supporting professional development that is aligned to the MDHB
Organisational Development Plan by December 2021

The gynaecology
review is
implemented by
June 2020
At least one
opportunity
identified by June
2020

Measures

•
•
•
•

•
•

Reduction in those with excess annual leave
over 2 years
Reduction in workforce turnover
Reduction in sick leave
Increasing numbers of nurses are working to
the top of their scope of practice

The MDHB workforce survey reflects positive
staff culture
Our staff tell us they feel valued in the work
they do.
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Te Whakakaupapa – Implementation
Governance and Implementation
Implementing our plan involves a need to try new things, think
outside the square, and change or stop things that do not work
well for the organisation and people. However, there must also be
acceptance of the need to continue to build on the things that do
bring value to the organisation.
Our plan is an aspirational one and we accept there will be
challenges in bringing it to life. However, to achieve the future our
community has called for, we must be courageous, ambitious and
open-minded.
It is important to understand and acknowledge that change can
take time and effort, as well as a requirement to be agile in how
we work. We will need to work together across sectors as one team
to continually learn, share and adapt our processes to improve
people’s experiences of the health system and their health
outcomes.
Our plan is a living document that will be updated annually and
will serve as a guide to support how we plan and prioritise actions.
Working together
Uru Pā-Harakeke has multiple connection points within Te
Wao nui a Tāne. Over the next 5 years, Uru Pā-Harakeke will
focus on strengthening their Cluster Alliance Group (CAG) by
supporting and building authentic relationships to enable working
partnerships. It is through partnerships across services, enablers,
Iwi and other providers, along with our people, whānau and
communities, that we will truly move towards realising our goals
and improved health outcomes for our community.

Integrated Planning Framework

MidCentral DHB Strategy
Medium Term Plans and Strategies

e.g Health and Wellbeing Plans, Enablers Plans and
long term Investment Plan

Operational Plans

Service Specific Plans

Monitoring and Reporting
Qualitative and quantitative measures and milestones have been assigned against
our areas of priority in our plan. A dashboard report will be produced to monitor our
progress on a regular basis.
Areas of priority and initiatives will be reviewed annually, ensuring they remain
relevant and are utilising the best methods possible to achieve our goals.
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Te Tumu Matua – Enabler Leadership Team
Tumu Matua is a stable base (stump), a place to secure to. It would
be the main securing post for waka.

An overview of the key strategic directions of our Enablers is provided
over the following pages.

“He tina ki runga, he tāmore ki raro”.

Digital

In order to flourish above, one must be firmly rooted below.
Rimu
One of the largest offspring of Tāne providing shelter and
protection as part of the canopy supporting growth below.
Enablement to support the Organisation
Our Enablers provide organisational frameworks and system wide
leadership. They support learning and cohesion between the
clusters and ensure consistency across the organisation through a
business partnership model.
Key functions of our Enablers are:
• Provide frameworks and expert advice on cultural competence
and responsive services that ensure equity and that we honour
our obligations under Te Tiriti o Waitangi
• Develop organisation-wide policies, frameworks and
processes:
• Ensure the development of district-wide and DHB-wide
strategies and plans
• Ensure priorities and resource allocation is determined
• Provide information, advice and thought leadership
• Facilitate integration of services across the district
• Manage strategic relationships with central agencies,
professional bodies and key intersectoral partners
• Monitor risks, and ensure mitigations are in place.
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Digital Services is responsible for the delivery of digital tools, techniques and
technologies to support the implementation of the Integrated Service Model, our
Health and Wellbeing plans and assist our Enablers to facilitate this. Importantly,
Te Awa, MDHBs Digital Strategy, outlines our goals;
•
•
•
•

Partnering to provide digital thought leadership
Enabling new ways of working and empowering our population
Adaptive and sustainable ICT Services
Digital data enabled decisions.

Strategy, Planning and Performance
Strategy, Planning and Performance’s role is to ensure coherent strategic direction
is implemented through plans and actions, and links to performance management
and accountabilities. In practice this means advancing equity, quality and
excellence by design, integration, and person and Whanau-centred care. We aim
to make strategy everyone’s business and bring our strategy to life by creating and
connecting strategy formulation with strategy execution.
We will achieve this through our goals;
•
•
•
•

Enable strategy execution to be accomplished in an integrated fashion across
the organisation
Develop and maintain strategic relationships providing a population health lens
Provide health intelligence, oversight and thought leadership across the
organisation
Partner to systematically manage organisational alignment.

Te Tumu Matua – Enabler Leadership Team
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Quality and Innovation

People and Culture

Quality and Innovation leads the development and
implementation of frameworks and support systems that enable
clinical governance, quality and patient safety, innovation and
significant business or service change, consumer engagement and
enhanced consumer experience and improved performance.

Our people are our greatest determinant of successfully delivering
life-changing care for our community, for a healthier tomorrow. Our People
Strategy sets our direction to create an inspirational workplace that provides an
exceptional employee experience. It also contributes to a culture where our people
are engaged and empowered to achieve excellence.

We will achieve this through our goals;
•
•
•
•

Enabling consumers, family and whanau to work in
partnership with our workforce to plan and design the delivery
of healthcare
Enable service and quality improvement which is led and
evaluated by our clusters and consumers
Create a strong clinical governance culture to successfully
deliver the integrated service model
Support and enable innovative, effective business change.

Finance and Corporate
Services will provide the wider organisation with accessible
financial services and reliable performance measurement
information that assists insight into operational decision making,
planning, resource allocation and strategic analysis.
It will manage delivery of access to necessary infrastructure
and other material inputs to the business in ways that are
commercially sound, sustainable and within resource constraints
and the need to optimise these between competing demands over
the medium to long term.

We will achieve this through our goals;
•
•
•
•
•

Building core capability towards our commitment to the Treaty of Waitangi
Developing a value-centric organisational culture that is recognised by all as a
great place to work
Enabling value-driven leaders to shape our culture, develop high-performing
teams
Building capability with the right people, in the right roles with the right skills to
make a valued contribution
Creating an environment where our people are engaged in the success of our
organisation.

Pae Ora – Paiaka
Our Enabler functions cannot necessarily be separated from our other core functions,
however in essence we have three strands. Our first strand is Waiora (Pae Ora –
Paiaka Cluster). Our Enabler functions, is our second strand, of Pae Ora will continue,
actively supporting MDHB as an organisation to further develop organisational and
service systems, with the expressed goal of delivering culturally responsive and
embracing health and disability services for Māori – this strand is Mauriora. The third
strand is the day to day bicultural clinical advocacy and whānau support delivered
from Te Whare Rapuora, providing essential support and sanctuary for kaimahi
whānau and families across Aotearoa – this strand is Whānau Ora

In additon to our strategy, Enablers develop and drive our foundational plans.
These include our Long Term Investment Plan, Achieving Health Equity Think Piece,
Quality Plan and Locality Health and Wellbeing Plans.
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Glossary
ACEs – Adverse Childhood Experience

ROC – Report of concern

AOD – Alcohol and Drug Service

SBHS – School Based Health Service

ASH – Ambulatory Sensitive Hospitalisations

SUDI – Sudden unexplained death of an infant

B4SC – Before School Check

Tamariki – Children

CAFMHS - Child and Family Mental Health Service

Te Tiriti o Waitangi – Treaty of Waitangi

CAG – Cluster Alliance Group

Te Wao Nui a Tāne – “The Great Domain of Tāne”

DHB – District Health Board

Telehealth – is the use of information and communication
technologies to deliver health care when patients and care
providers are not in the same physical location.

DNA – Did not attend
GPT – General Practice Team
Hapu – Pregnant expectant with child
HDAC – Health & Disability Advisory Committee
IFHC – Integrated Family Health Care
IS – Information Systems
Kaupapa – A strategy, policy, or cause
LMC – Lead Maternity Carer
Mama – Mother/Mum
MDHB – MidCentral District Health Board
P2A – Paediatric to Adult Transition Programme
Rangitahi – to be young
RN – Registered Nurse
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UCOL – Universal College of Learning
Uru – Grove (of trees), stand (of bush), the head of, enter into
Wahakura – A woven bassinet made of harakeke
Wāhine – Woman, wife/female partner
Whānau – Family
Whānau Ora – Family Health
YOSS – Youth One Stop Shop
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