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1. Foreword 

MidCentral District Health Board's vision for 
its communities is "quality living – healthy 
lives". 

Improving the health status of Māori within 
the district is a key priority for the DHB, and 
this plan outlines specific and measurable 
actions and targets to achieve this. 

During 2015/16, we will focus on national and 
local priority areas. 

Over the past 18 months, improvements have 
been made in Māori Health: 

• target immunisation coverage rates for 
children are being consistently achieved; 

• more Māori are enrolled with the Central 
Primary Health Organisation (PHO); 

• increasing numbers of Māori are being 
given brief advice and help to quit 
smoking as well as having their risk 
assessed for cardiovascular disease; 

• lower than national rates for Māori being 
admitted to hospital for ambulatory 
sensitive conditions; 

• there were no hospitalisations for acute 
rheumatic fever in the year; 

• enrolments of 0-4 year old Māori children 
in the child and adolescent oral health 
service has increased significantly, 
exceeding target.  

Achievement of the targets outlined in this 
Plan will help achieve the DHB's vision of 
"quality living – healthy lives" for Māori. 

 

 

Kathryn Cook 
Chief Executive Officer 
 
30 June 2015
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2. Background 

Māori Governance 

MidCentral DHB's commitment to Māori 
Health is formally recognised in a 
Memorandum of Understanding with 
Manawhenua Hauora - a consortium of the 
four Iwi within the district, namely; 

• Ngāti Kahungungu ki Tamaki Nui a Rua 
• Ngāti Raukawa ki  te Tonga 
• Rangitaane  o Manawatu and Rangitane o 

Tamaki Nui a Rua 
• Muaūpoko 

Four fundamental principles underline 
MidCentral DHB's and Manawhenua Hauora's 
commitment to Māori Health: 

• a common interest and commitment to 
advancing Māori health  

• building on the gains and understandings 
already made in improving Māori health  

• applying the principles of the Treaty of 
Waitangi to work to achieve the best 
outcomes for Māori health  

• partnership and mutual regard 

Manawhenua Hauora and MidCentral DHB’s 
board hold an annual hui to consider progress 
made over the past year and to discuss the 
next year’s work programme and priorities.  

Māori Health Providers & Services in 
the District 

The key Māori health providers in MidCentral 
DHB include: 

• Best Care (Whakapai Hauora) Charitable 
Trust 

• Te Runanga o Raukawa 
• Te Kete Hauora 
• Muaūpoko Tribal Authority 
• He Puna Hauora 

• Te Wakahuia Manawatu Trust Hauora 
Incorporated 

Each year the MidCentral DHB produces a 
Funding Arrangements document as a 
companion to its Annual Plan.  This document 
sets out what services are contracted to be 
provided and by whom in the planning year, 
including Māori providers.  Refer Appendix 1 
for details of how to access this document. 

Whānau Ora Providers 

There are two Whānau Ora projects in the 
district: 

• Te Tihi o Ruahine Whānau Ora Alliance 
made up of: Best Care (Whakapai Hauora) 
Charitable Trust (“BCWH”), Te Rōpu 
Hokowhitu Trust (Nga Iwi o te Reu Reu), 
Ngā Kaitiaki o Ngāti Kauwhata 
Incorporated, Raukawa Māori Wardens, 
Te Wakahuia Manawatū Trust, Rangitāne 
o Tāmaki nui a Rua, He Puna Hauora, and 
Māori Womens Welfare League (Rangitāne 
and Ngāti Kauwhata) 
 

• Ngāti Raukawa Whānau Ora Collective. 
 

In addition, Muaūpoko Tribal Authority is an 
independent provider of Whānau Ora 
Services. 

MidCentral DHB is working with the Whānau 
Ora projects to grow Māori health and Māori 
health leadership in the district and cross-
sectorally. 

MidCentral DHB receives input to strategic 
and operational planning from the Whānau 
Ora projects through regular formal meetings.
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3. Population Profile and Health Needs 

Through the Ministry of Health, the Centre for 
Public Health Research undertakes a health needs 
assessment of the DHB’s population comparing the 
health status of Māori and non-Māori.  It is 
understood this document is currently being 
updated.  (Reference Health Needs Assessment, 
MidCentral District Health Board for the Ministry 
of Health, Centre for Public Health Research – 
Massey University.  www.health.govt.nz) 

Demographics and Social 
Determinants of Health 

In the 2006 Census, MidCentral DHB had a 
population of 163,990; this is predicted to 
increase to 180,150 by 2026. The percentage 
increase will be less than that for New Zealand 
as a whole.  

The proportion of people identifying 
themselves as Māori in MidCentral DHB is 
higher than that of New Zealand as a whole. 
The Māori population is younger than the 
non-Māori and is dominated by young people. 
While the non-Māori population is expected to 
decline significantly in both the 0-14 and 15-65 
age categories, the Māori population is 
expected to increase across all age categories.  
(See graphs overleaf) 

In MidCentral DHB, with the exception of 
deciles 1 and 2, the proportion of communities 
in each NZDep06 deprivation decile is spread 
relatively evenly across the levels of 
deprivation. While non-Māori show no trends 
in distribution across the deprivation deciles, 
Māori representation increases with each 
deprivation decile up to decile nine, after 
which there is a small decrease. 

 

Health Status 

Avoidable Mortality and Hospitalisations 

There were no statistically significant 
differences in the rates of avoidable mortality 
and hospitalisations between Māori and non-
Māori in the MidCentral DHB. Four of the top 
five leading causes of avoidable mortality 
were the same for Māori and non-Māori. These 
were ischaemic heart disease, lung cancer, 
motor vehicle accidents, and suicide. 

Respiratory infections, angina, gastroenteritis, 
and dental conditions were four of the top five 
leading causes of avoidable hospitalisations 
for both Māori and non-Māori. 
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Child and Youth Health 

Asthma was a leading cause of 
hospitalisations for Māori children 0-4 years 
while respiratory and cardiovascular disorders 
specific to the perinatal period was a leading 
cause for non-Māori children. 

Respiratory infections, dental conditions, 
injuries to the elbow and arm, and ENT (ear, 
nose and throat) infections were leading 
causes of hospitalisations for Māori and non-
Māori children in the 5-14 year age group. 

The unintentional injury hospitalisation rate 
for the 15-24 year age group was statistically 
significantly lower for Māori women 
compared to non-Māori women. 

Older People 

Diabetes was a leading cause of mortality for 
older Māori while colorectal cancer was a 
leading cause for older non-Māori. In the 
MidCentral DHB, breast cancer was a leading 
cause of mortality for older women while 
chronic obstructive pulmonary disease 
(COPD) was a leading cause of mortality for 
older men. 

The leading causes of hospitalisations for older 
people varied between Māori and non-Māori. 
COPD, diabetes, and general symptoms and 
signs were leading causes for older Māori 
people while ischaemic heart disease, other 
forms of heart disease, and skin cancers were 
leading causes for older non-Māori people.
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4. National Indicators for Māori Health 

Māori like all members of the population are 
expected to experience improved health 
outcomes. The national priorities for Māori 
are: 

• Data Quality 
• Access to care 
• Child health 
• Cardiovascular disease 
• Cancer screening 
• Smoking 
• Immunisation 
• Rheumatic Fever 
• Oral Health 
• Mental Health 
• Sudden Unexpected Death in Infancy 

(SUDI) 
 
Detailed indicators/targets for each priority 
area are listed below, together with the action 
MidCentral DHB will be undertaking to 
advance these locally.  MidCentral DHB will 
be working with other entities to implement 
these actions, including the Central PHO and 
the Whānau Ora projects.  MidCentral DHB 
has a strong working relationship with the 
Central PHO, using the alliance leadership 
model across both the PHO governance and 
operational management levels. 

Progress against all priority areas is monitored 
regularly by the Board and/or its committees – 
the Hospital Advisory Committee and the 
Community & Public Health Advisory 
Committees.  The Board's Iwi partner, 
Manawhenua Hauora, also monitors progress. 
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4.1 Data Quality and Access to Care 

Health Issue: Data Quality, and, Access to Care 

Indicator 1: Percentage of Māori enrolled with the Central PHO 
 

Baseline: As at end December 2014: 

• Māori – 84.2% 
• Total – 90.1% 

 
 
Note:  population statistics based on 2013 Census data and applying medium projections as at June 
each year (Statistics New Zealand: DHB Single Year Age-Sex Projections 2013-Base, October 2014 
Update).  Comparisons to previous years are therefore not appropriate. 
 

Target: 100% 

Current Actions & 
Approach 

As at December 2014, there were 27,460 people identifying as Māori who 
were registered with Central PHO – an increase of 825 people compared to 
December 2013, which was more than the increase in the estimates for 
Māori population over the same period.  The enrolment rate represents 
84.2% of the estimated Māori population (medium projections) – a marked 
increase over the 18 months from June 2013 (82.7%).  The proportion of the 
total Central PHO enrolled population who were Māori was 17.9% - 
commensurate with the proportion of the total population identifying as 
Māori living in MidCentral’s district.  The target increase by the end of 
June 2016 is greater than the expected rate of growth in the Māori 
population – aiming to attain an enrolment rate that is closer to the total 
population rate over the next three years. 

A standardised enrolment form is in place within the district and this 
aligns to the Ministry of Health’s data collection protocols.  

General practice enrolment data is reviewed quarterly by the Central 
PHO’s Clinical Board to identify any issues where improvement is 
required, and working with the appropriate organisations to remedy this.  
This work will continue with Well Child Providers ensuring Māori babies 
are enrolled. 

Alongside this, Whānau Ora navigators work to encourage Māori to enrol 
with general practice 
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 MidCentral DHB introduced a Newborn Enrolment Programme in 2013/14 

which is proving successful at ensuring all children born in the district are 
linked and registered with a general practice.  This programme continues 
and during 2015/16 work will be undertaken to identify children attending 
the Emergency Department who do not have a GP.  These families will be 
supported to ensure they are linked to a GP team.  An emphasis will be on 
Māori and vulnerable children. 

The Newborn Enrolment Programme data is reviewed quarterly by the 
DHB’s Child Health/Tamariki Ora District Group.  During 2015/16 a 
particular focus will be on ensuring general practices accept their newborn 
enrolments, and adherence to the Ministry of Health’s coding practices. 

Throughout 2014/15, the Central PHO actively promoted the use of the 
primary care ethnicity audit toolkit with general practice teams as part of 
the Cornerstone accreditation process.  This work will continue. 

Refer also Section 4.10, Sudden Unexpected Death in Infancy for initiatives 
around child enrolment. 
 

Action Milestones Responsibility 
Work with Māori 
Health Providers and 
Whānau Ora 
navigators to support 
increasing enrolment 
of Māori in PHOs 

• Monthly results are reviewed by the Central PHO’s 
Clinical Board, with areas of concern identified and 
remedial action undertaken by the general practice(s) 
concern in accordance with agreed timelines. 

• Results regular reported and reviewed by the DHB’s 
Community & Public Health Advisory Committee 
and its Iwi Relationship Board 

Senior Portfolio 
Manager, 
Primary Heath 
Care & Director 
Māori Health & 
Disability 

• Whānau Ora navigators continue to support 
enrolment with the Central PHO. 

Embed the Newborn 
Enrolment 
Programme with all 
providers 

• Refer section 4.10, Sudden Unexpected Death in 
Infancy 

Portfolio 
Manager, Child 
Health & 
Director Māori 
Health & 
Disability 

Monthly monitoring 
of ethnicity data 
collection, identifying 
practices where 
results are less than 
target and working 
with them to improve 
their processes 

• Quarterly general practice enrolment results are 
reviewed by the Central PHO’s Clinical Board, with 
areas of concern identified and remedial action 
undertaken by the general practice(s) concerned in 
accordance with agreed timelines. 

Senior Portfolio 
Manager, 
Primary Health 
Care & Director 
Māori Health & 
Disability • Central PHO to establish a staged three-year plan by 

December 2015 to improve data quality using 
appropriate aspects of the primary care ethnicity audit 
toolkit  (NB:  the implementation timeframe will be 
reconsidered as part of the 2016/17 annual planning 
process.) 
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Health Issue: Access to Care 

Indicator 2: Ambulatory Sensitive (avoidable) Hospitalisation rates (per 100,000) for 
the 0-74, 0-4 and 45-64 age groups (expressed as a percentage of the 
national all ethnicities rate) 
 

Baseline: TBC – baseline and targets to be reassessed once updated indicator 
description and methodology is received and implications for DHB are 
analysed 

• 0-74 age group:  Māori & Total % 
• 0-4 age group:  Māori  & Total % 
• 45-64 age group:  Māori & Total % 
 

Target ASH rate per 100,000 PHO enrolled population (expressed as a percentage 
of the national all ethnicities rate) 

0-74 age group:   

• Māori:    
• Total:   
 
 0-4 age group:   

• Māori:  
• Total:   
 
45-64 age group:   

• Māori:   
• Total:   
 

Current Actions & 
Approach 

There is comprehensive “line of sight” monitoring of ASH rates by 
governance and management bodies throughout the district.  Within the 
DHB, they are routinely reported to CPHAC and HAC.  In primary care, 
they are routinely reported to Central PHO/ALT.  The Central PHO works 
alongside general practice teams to ensure they are working with these 
clients to limit readmission.  The PHO is increasingly reporting this type of 
data to general practice teams on a routine basis.  The Board’s Iwi partner, 
Manawhenua Hauora monitors ASH rates, and all other national Māori 
health indicators.   

MidCentral DHB has invested significantly in the development of primary 
and secondary specialist services, particularly the management of long 
term (chronic) conditions, including the development of collaborative 
clinical pathways for specific conditions.  The level of ambulatory sensitive 
(avoidable) hospitalisations has improved with the standardised rates for 
the DHB’s Māori population being consistently lower than the national 
rate for the Māori population.  As with the rest of New Zealand however, 
when rates for Māori are expressed as a percentage of the rates for the 
total population, the rates are consistently higher. 

The main drivers for ambulatory sensitive hospitalisations for adults are 
respiratory infections (like pneumonia), heart conditions and dental 
conditions.  For children, the key drivers are dental conditions, respiratory 
infections and asthma, gastroenteritis, and skin related conditions. 
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MidCentral DHB is partnering with general practice for improved health 
outcomes.  This is an incentive framework to support general practice to 
take responsibility for, and to improve the health status of their enrolled 
population utilising the risk stratification tool.  It is also encouraging 
general practice to implement a long term conditions improvement plan 
model, and specifically, for diabetes to have a Diabetes Care Improvement 
Packages available.   

A paediatric asthma collaborative clinical pathway was developed in 
2013/14 and there has been investment in implementation, led by the 
Clinical Director, Child Health, focusing on the district’s largest practices 
which have a large number of children, particularly Māori, Pacific and low 
income. 

The DHB has written to all people admitted to hospital in 2014/15 for 
chronic obstructive pulmonary disease (CORD) encouraging them to get a 
winter health check and an influenza vaccination. 

In 2014/15 a CORD  pathway was developed and published, and the 
pathway has featured in the Primary Options for Acute Care (POAC) pilot 
underway. Further extension of the POAC programme is included in the 
DHB’s Annual Plan. 

MidCentral DHB is also using pharmacists’ skills to address conditions 
which impact on avoidable hospitalisations.  The DHB funds a chronic 
respiratory pilot in Tararua community pharmacies. The service is 
targeted at children and aims to enhance self-management of asthma.  This 
pilot will be expanded to other areas in the district as resources permit.   

Meanwhile, the DHB continues to fund the paediatric gastroenteritis 
service in community pharmacies whereby specially trained community 
pharmacists assess children suffering from gastroenteritis, while 
providing treatment and education to mild cases at no cost to the family. 

Greater alignment between primary and secondary services (particularly 
public health services and district nursing services) is being encouraged to 
ensure an integrated approach is taken. 

MidCentral DHB aims to ensure all children born in the district are 
enrolled with general practice and linked with key providers of child 
health services, such as, well child services, the national immunisation 
register team, oral health, general practice and the universal newborn 
hearing screening programme.  The Newborn enrolment programme was 
launched in 2013 and is proving successful.  Alongside this, the DHB, in 
conjunction with its Child Health/Tamaraki Ora clinical network, is 
improving free access to specialist child health services, with these being 
provided in a community setting.  The services targeted are directly linked 
to ASH rates.  A child health nursing service provides eczema, respiratory 
and continence clinics throughout the district.  A healthy skin pilot project 
has been expanded and rolled out as business-as-usual.   

Refer also sections 4.8, Oral Health and 4.10, SUDI. 
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Action Milestones Responsibility 
Rollout the 
partnering with 
general practice 
programme 

• Two IFHCs implement Practice Development Plans 
by June 2016 

Senior Portfolio 
Manager, 
Primary Care & 
Director Māori 
Health & 
Disability 

Improve access to 
primary care services 
for children 

• Work with General Practice Teams and community 
pharmacies to implement free general practice 
consultations for under 13-year olds and zero co-
payment on prescriptions, including public messaging 
as from 1 July 2015 

By the end of 2016 
increased use of 
comprehensive health 
assessment and care 
plans for patients 
with moderate to 
advanced long term 
conditions across 
primary care teams 

• Increase comprehensive self-assessments and care 
plans use 
o Central PHO promotes comprehensive self-

management assessment care planning tools to 
general practices by 31 September 2015 

o Alliance Leadership Team monitors general 
practice use of comprehensive self-management 
assessment care planning tools, and follows with 
general practices on individual basis as required, 
and Māori uptake will be monitored 

• Increase uptake of self-management courses 
o PHO support provided to general practice to 

promote self-management courses (such as 
Stanford Health Living Programme) to patients by 
30 September 2015  

o Alliance Leadership Team (ALT) monitors update 
of self-management courses on a six-weekly basis, 
working with individual general practices as 
required 

o Māori utilisation will be collected and monitored 
by the ALT 

• Increase use of long term condition management 
plans within general practice 
o All general practices will have long term 

conditions plans in place by 30 June 2016 

 

All general practices 
have an integrated 
long term condition 
improvement plan 
inclusive of diabetes 
improvement plan  

• All general practices will have long term conditions 
plans in place by 30 June 2016  

• Pre-diabetes management activities are incorporated 
into general practice teams and IFHCs long term 
condition management plans by 30 June 2016 

 

Gestational diabetes 
guidelines will be 
implemented 

• Commence implementation of the recommendations 
of the gestational diabetes mellitus national clinical 
guideline as from 1 July 2015 
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Collaborative Clinical 
Pathways (CCP) will 
support early 
diagnosis, 
streamlined referral 
pathways, 
intervention, and 
good management 

• 10 further CCPs to be established by 30 June 2016 with 
selection of pathways to include consideration of 
Māori health outcomes 

• Finalise a collaborative clinical pathway for skin 
lesions for the district 30 December 2015: 
o Education for General Practice teams is sourced 

and provided by 30 March 2016 
o Agreed procurement process for dermoscope 

purchase/tender is finalised by 30 March 2016 

Senior Portfolio 
Manager, 
Primary Care & 
Director Māori 
Health & 
Disability 

Increase primary care 
response to acute care 

• Align district  nursing service to general practice 
teams and IFHCs to support primary health care acute 
care management by 30 June 2016, including 
consideration of improvements in access for Māori 

• Increase proportion of general practice teams utilising 
Primary Options for Acute Care (POAC) from 10% to 
80% by June 2016 

• Two further POAC packages co-designed and aligned 
to collaborative care pathways by 30 June 2016 

 

Specialists support 
general practice with 
Complex Long Term 
Conditions 
management 

• By the end of June 2016 targeted case management for 
people with complex long term conditions will occur, 
with 30% of clients being Māori 
o Number of peer review, case review, collaborative 

consults and clinical advice between primary and 
specialist services increases on quarterly basis 

o Number of Māori accessing peer review, case 
review, collaborative consults and clinical advice 
between primary care and specialist services will 
be monitored on a quarterly basis 

o Clinical accountability guideline developed  by 30 
September 2015 

o Specialist diabetes and respiratory support for 
general practice teams in place by 30 June 2016 

 

Enrolled population 
risk stratification to 
enable services to be 
targeted to vulnerable 
groups 

• All General Practice teams/IFHCs undertake risk 
stratification of their enrolled population at least 
annually by 31 December 2015 
o Risk stratification tools implemented across all 

general practices from 1 October 2015 
o Alliance Leadership Team monitors update of risk 

stratification tools within general practices on a 
six-weekly basis, working with individual 
practices as required 

 

Align public health 
services (health 
promotion and public 
health nursing) 
activities with 
Integrated Family 
Health Centres 

• Align child health public health activities with IFHCs 
via the Turbo Kidz project 

• Work with IFHC to ensure better integration of HPV 
information between public health service and general 
practice teams 

• Review opportunities for greater alignment of adult 
public health services with IFHCs by 1 February 2016, 
and incorporate into annual plan for 2016/17 

OD, Specialist 
Community & 
Regional 
Services & 
Director Māori 
Health & 
Disability 
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Vulnerable Children • Develop a business case/model of care for "Turbo 

Kidz" - an integrated model for child health including 
primary and secondary care, in particular child 
development services, child adolescent and family 
mental health, child health hub, public health 
development services and key government agency 
partners: 
o Engage with the sector (primary and secondary, 

including other government agency partners) by 
30 October 2015 

o Business case developed by 31 January 2016 
o Develop implementation plan by 30 April 2016 
o Implement in accordance with timeline 

• Embed Children's Team Tamariki te Tuatahi within 
the Horowhenua and Otaki community: 
o Implement the social worker/health broker model 

by 31 August 2015 
o Implement GPs supported health assessments for 

children and their families as from 30 July 2015 
o Through Children's Team governance group, 

monitor impact on MidCentral DHB services, 
ensuring capacity in place to meet demand - 
ongoing 

Portfolio 
Manager, Child 
Health & 
Director Māori 
Health & 
Disability 

Embed the Newborn 
Enrolment 
Programme with all 
providers 

• Refer section 4.10, Sudden Unexpected Death in 
Infancy 

 

Youth • Expand YOSS (Youth One Stop Shop) to be able to 
offer a Māori counsellor/youth worker to work 
alongside Māori rangitahi / Whānau by 31 May 2016 

 

Oral Health • Refer section 4.8, Oral Health.  
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4.2 Child Health 

Health Issue: Child Health 

Indicator 3: Percentage of Māori infants exclusively and fully breastfed; receiving 
breast milk at six months 

Baseline: As published by the Ministry of Health, “Indicators for the Well 
Child/Tamariki Ora Quality Improvement Framework”, January 2015 
 

 September 2013 September 2014 
 Māori  Total  Māori  Total  
Exclusive or fully breastfed at  
discharge from LMC for babies born 
between  July – December 2013 

65% 67% 68% 69% 

Exclusive or fully breastfed at 3 
months for babies born between 
January – June 2014 

44% 51% 40% 53% 

Receiving breast milk at 6 months 
for babies born between January to 
June 2014 

50% 57% 46%  61% 

  
Target: By June 2016: 

• Exclusive or fully breastfed at Leader Maternity Carer (LMC) 
Discharge (4-6 weeks): Māori and Total: 75%  

• Exclusive or fully breastfed at 3 months:  Māori and Total: 60%  

• Receiving breast milk at 6 months:  Māori and Total:  65% by June 
2016 

Current Actions & 
Approach 

Breastfeeding, as well as providing the best start for infants, provides 
protective factors against diabetes and childhood obesity. Well Child and 
Tamariki Ora providers are being supported to increase breastfeeding 
rates, particularly for Māori and Pacific children through implementation 
of the Well Child/Tamariki Ora quality improvement framework.   

A Maternity Quality and Safety Programme is in place.  This initiative 
guides continuous quality improvement of maternity services across the 
district.  Its governance group includes consumers, Māori health, obstetric 
staff, midwives, hospital and funding management. The programme aims 
to ensure women register early with maternity and pregnancy support 
services so they can receive the care and support services they require, 
including breastfeeding options and education.  The DHB also ensures its 
birthing facilities have “baby friendly hospital” accreditation, and provide 
lactation consultancy services that support women to establish 
breastfeeding before discharge from hospital.   
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 MidCentral DHB has community lactation consultants in place and a 

midwifery education grant is supporting the increase and ongoing 
development of lactation consultants.  LMCs and lactation consultants 
have a structured approach to ensuring all opportunities are used to 
communicate with mothers and whānau to build knowledge in relation to 
the benefits of breastfeeding, including prevention of obesity, diabetes, 
and other related health issues. 

MidCentral DHB also aims to ensure all children born in the district are 
enrolled with general practice and linked with key providers of child 
health services, such as, well child services, Tamaraki Ora providers and 
general practice.    This newborn enrolment programme, seeks to ensure 
all babies born in the district and their whanu receive the care and support 
services they require by linking them with key well child services.  
Through these, they can access support needed, including breastfeeding 
and community-based lactation advice.   

MidCentral DHB is looking to develop a suitable model for pregnancy and 
parenting programmes.  This includes specific provision for programmes 
targeted at Māori mothers-to-be that reflect the Māori world view. 

MidCentral DHB is investigating the feasibility of a primary care birthing 
facility for Palmerston North.  Experience from other areas shows these 
are more accessible for Māori women than a hospital as they are 
considered to better accommodate Māori birthing practise. The facility 
would ensure follow-up care, including breastfeeding, is provided to 
mothers.  Māori women and focus groups are very supportive of this 
initiative. 

MidCentral DHB has invested in a Pepe Homaru Co-ordinator role.  This 
role combines SUDI, safe sleeping and babies living in smoke-free 
environments.  The role commenced in late 2014/15 and is providing 
excellent education and professional development across the sector. 

Refer also sections 4.5 and 4.10, Smoking and SUDI. 

Action Milestones Responsibility 
Increase 
breastfeeding rates 
within the district 
through partnership 
between general 
practice teams and 
lead maternity carers: 

• Work across the sector to develop a suitable model 
(based on MidCentral DHB review) for pregnancy 
and parenting programmes and maternity resource 
centres by 15 December 2015, and this will be 
based on Ministry of Health new service 
specifications and direction and ensure the model 
is responsive to Māori needs 
o RFP for suitable provider developed by 30 

September 2015 to ensure: 
:  a better/more targeted/appropriate 
programme with a particular focus on 
vulnerable and high needs families 
: equity of access for Māori is transparent and 
monitored over time 

o New contract in place by 31 December 2015 

Portfolio Manager, 
Child Health, 
Regional 
Midwifery 
Advisor & 
Director Māori 
Health & 
Disability 

 • Baby friendly accreditation status maintained for 
Palmerston North Hospital and Horowhenua 
Health Centre  

• Embed the vulnerable pregnancy multi agency 
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forum (Paruru Mowai) across the district, 
including participation of Māori providers 

 • Maintain the maternity quality and safety 
programme work to achieve maternal and child 
health outcome and quality measures and targets 

• Embed “5 in 10” programme regarding five things 
to do within first 10 weeks of pregnancy (ongoing) 
across the district 

Portfolio Manager, 
Child Health, 
Regional 
Midwifery 
Advisor & 
Director Māori 
Health & 
Disability 

 • Develop collaborative clinical pathway for early 
pregnancy using map of medicine tool, by 30 
November 2015 

• Participate in regional breastfeeding initiative as 
from 1 July 2015 

• Through working with community provider 
around peer support approach to breastfeeding 
(under guidance of lactation consultant) increase 
number of women supported to maintain 
breastfeeding year on year 

Increase birthing 
options for women in 
Palmerston North 

• Explore feasibility of a primary birthing unit in 
Palmerston North: 
o Business case developed by November 2015, 

incorporating financial viability, clinical 
governance, facility ownership and 
procurement options 

o Implementation plan developed by March 
2016, with roll-out to commence as from April 
2016 

o Undertake six-monthly post event audits 
throughout 

 

Smokefree initiatives • Refer section 4.5, Smoking  

MidCentral DHB’s Māori Health Plan 2015/16 – 30 June 2015 
Page 16 



4.3 Cardiovascular Disease 

Health Issue: Cardiovascular Disease 

Indicator 4: a. Percentage of people (eligible enrolled population) who have had their 
cardiovascular risk assessed  within the past five years 
 
b. Percentage of eligible Māori men in the PHO aged 35-44 years who have 
had their cardiovascular risk recorded within the past five years 
 

Baseline: a. As at 31 March 2015 

• Māori:  76.9%;  Total 84.9%  
 
b. Baseline data – as at June 2012 

• Māori:  37.1%; Total 42.1% 
 

Target: Māori and Total:  90% by June 2016 

Māori men aged 35-44 years:  90% target proposed 
 

Current Actions & 
Approach 

MidCentral DHB has invested heavily in developing primary care capacity 
and capability in the management of long term conditions, including 
cardiovascular disease.  It is promoting the use of a long term conditions 
model by general practices.  A kaupapa Māori self-management 
programme for Whānau has also been developed with great success as 
part of the Stanford Living a Healthy Life Self-Management course. 

The Central PHO’s clinical board actively monitors CVD assessment rates 
across general practice, identifying where improvement is required and 
working with the general practice team to address this. Rates within the 
district have increased significantly over the past 24 months as a result.  
This approach will continue as will the ongoing development of 
collaborative clinical pathways which support general practice teams to 
diagnoses and treat cardiovascular conditions. 

Alongside this, regular CVD awareness programmes are run, with specific 
messages targeted at the Māori population.  Te Kawei Whakaheke also 
delivers heart health checks in partnership with other provider 
programmes, such as the Whānau Tri and health expos. 

Action Milestones Responsibility 
Collaborative Clinical 
Pathways (CCP) 
developed 

• 20 further CCPs to be established by 30 June 2016 Senior Portfolio 
Manager, 
Primary Health 
& Director 
Māori Health & 
Disability 

Long term condition 
management plans 
incorporate pre-
diabetes assessments 

• Pre-diabetes management activities are incorporated 
into general practice teams and IFHCs long term 
condition management plans by 30 June 2016 
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Gestational diabetes 
guidelines will be 
implemented 

• Complete implementation of the recommendations of 
the gestational diabetes mellitus national clinical 
guideline by 31 May 2016 

Portfolio 
Manager, Child 
Health & 
Director Māori 
Health & 
Disability 

Increased 
management of 
moderate to 
advanced long term 
conditions in primary 
health care 

• Increase comprehensive health-assessments and care 
plans use 
o Central PHO promotes comprehensive health 

assessment care planning tools to general 
practices by 31 September 2015 

o Alliance Leadership Team monitors general 
practices’ use of comprehensive health assessment 
care planning tools, and that follow up occurs 
with general practices on individual basis as 
required 

• Increase uptake of self-management courses 
o PHO support provided to general practice to 

promote self-management courses (such as 
Stanford Health Living Programme) to patients by 
30 September 2015  

o Alliance Leadership Team monitors update of 
self-management courses on a six-weekly basis, 
working with individual general practices as 
required 

• Increase use of long term condition management 
plans within general practice 
o All general practices will have long term 

conditions plans in place by 30 June 2016 

Senior Portfolio 
Manager, 
Primary Care & 
Director Māori 
Health & 
Disability 

All general practices 
have an integrated 
long term condition 
improvement plan 
inclusive of diabetes 
improvement plan by 
30 June 2016 

• All general practices will have long term conditions 
plans in place by 30 June 2016 

 

Carry out health 
promotion activities 

• Central PHO to promote and focus support to engage 
whānau and Māori men in the Whānau Ora health 
days (health checks) and the Te Kawei Whakaheke 
group delivering heart health checks in conjunction 
with the Whānau Tri programme and health expos 
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Health Issue: Cardiovascular Disease 

Indicator 5: High risk patients will receive an angiogram within 3 days of admission 
(“Day of Admission’ being ‘Day 0’) 
 

Baseline: January – March  2014: Total – 77.3% (51/66);  Māori – 50.0% (3/6) 

January – March 2015:  Total – 59.1% (26/44);  Māori – 66.7% (2/3) 

Target: 70%  

Current Actions & 
Approach 

MidCentral DHB commenced implementation of the national 
Australasian and New Zealand Acute Coronary Syndrome Quality 
Improvement (ANZACS-QI) tool in September 2013.  This is supporting 
better management, monitoring and reporting of information specific to 
the care and treatment of people presenting to hospital with acute 
coronary syndrome.  The wait times for angiograms are well within 
acceptable levels with the majority (greater than 70%) of high-risk 
patients receiving an angiogram within the target time of 3 days of 
admission.  This will be maintained.   Wait times are also reported to the 
DHB’s Hospital Advisory Committee. 
 

Action Milestones Responsibility 
Maintain wait times for 
angiograms 

High-risk patients referred for an angiogram 
receive this within 3 days of admission 

Operations Director, 
Hospital Services & 
Director Māori 
Health & Disability 
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Health Issue: Cardiovascular Disease 

Indicator 6: Percentage of patients presenting with acute coronary syndrome (ACS) 
who undergo coronary angiography have completion of ANZACS QI 
ACS and Cath/PCI registry data collection within 30 days 

Baseline: Dec 2013 – Feb 2014:  Total – 50.0% (35/70);  Māori – 87.5% (7/8) 

Dec 2014 – Feb 2015:  Total – 42.9% (24/56);  Māori – 66.7% (2/3) 

Target: 95% or more  

Current Actions & 
Approach 

The national rollout of improved services for Acute Coronary 
Syndrome, including the implementation of the ANZACS Quality 
Improvement tool and national register is in its early days, and 
MidCentral DHB is committed to ensuring this occurs locally.  
MidCentral is also working with its tertiary service provider (Capital & 
Coast DHB) who provides the majority of high-end, specialist 
interventional cardiology services for MidCentral residents (and 
therefore contributes to the data collection for the Cath/PCI register). 

It is also committed to increasing local capacity for coronary care 
services.   

MidCentral DHB continues to work to develop a collaborative clinical 
pathway, using the Map of Medicine tool, for ACS which will include 
input from Māori providers.  This will assist with streamlining referrals 
and early treatment.   
 

Action Milestones Responsibility 
Regional Accelerated 
Chest Pain Pathway 
(ACC) 

• The collaborative clinical pathway for ACS will be 
completed by 30 June 2016 
o Implement local ACPP which aligns with 

regional policy incorporating EDACS 
(emergency department assessment of chest 
pain score) by 31 December 2015 

o implementation plan finalised by 30 
September 2015 identifying roles and 
responsibilities 

o implementation completed by 31 December 
2015 

o review monthly ACS indicator results and 
identify barriers to achieving target times, and 
implement strategies using the PDSA tool 

Operations 
Director, 
Hospital Services 
& Director Māori 
Health & 
Disability 

Data monitoring • Registration data shall be reviewed by the service 
on a quarterly basis and actions put in place to 
identify any areas for improvement 
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4.4 Cancer 

Health Issue: Cancer  Screening 

Indicator 7: Breast screening rates among the eligible population (50-69 year old 
women) 

Baseline: Percentage of eligible women who have had a BreastScreen Aotearoa 
mammogram in the last two years, at December 2014: 

• Māori: 66.2% 
• Total:  77.0% 
 

Target: 70% coverage rate for Māori women aged 50-69 

Current Actions & 
Approach 

MidCentral DHB breast screening promotional activity is focused on 
increasing the screening rates for Māori women in particular as the 
current local rates, although increasing, are below the target national 
coverage rate of 70%.  (NB: MidCentral DHB seeks to at least maintain 
coverage for other ethnicity groups.)  Monitoring of screening rates and 
coverage is routinely undertaken at provider and governance levels, and 
reporting also occurs at a regional level as part of the regional 
BreastScreen Aotearoa programme. 

Regular review by the PHO’s Clinical Board is being encouraged to 
improve general practice ownership and management of screening rates 
for its enrolled population.   
 

Action Milestones Responsibility 
Improve breast 
screening rates within 
the district 

• Implement the outcome of the Support to Service 
review, as appropriate, within agreed timelines  

• Screening targets achieved and inequities 
eliminated by June 2016, including access 
arrangements for Māori 

• Recruit a dedicated equity adviser – Māori for 
the BreastScreen Coast to Coast region by 
September 2015 

• Prioritise Māori rescreen appointments to 
minimise “did not attends” or late screenings 
(ongoing) 

• Undertake in February 2016 MidCentral DHB 
annual data matching process to identify 
unscreened and under-screened Māori women 

OD, Specialist 
Regional & 
Community 
Services & 
Director Māori 
Health & 
Disability 

PHO Performance 
Indicators - Clinical 

• Regular review of the PHO clinical performance 
indicator for breast screening undertaken by the 
PHO Clinical Board, including consideration of 
Māori access rates, and remedial action agreed 
and implemented 

Senior Portfolio 
Manager, Primary 
Health Care & 
Director Māori 
Health & 
Disability 
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Health Issue: Cancer Screening  

Indicator 8: Cervical  screening rates among the eligible population (25-69 year old 
women) 

Baseline: Percentage of eligible women screened in the three years to 31 December 
2014*: 

• Māori: 65.7% 
• Total:  74.7% 
 
Note:  population statistics apply the medium projections from 2013 Census base year.  
Previously reported coverage rates used 2006 Census base medium projections, which under-
estimated the rate of growth in some population groups, particularly Asian and Māori. 
 

Target: 80% of eligible women will have had a cervical screen in the past 36 
months – all population groups* 
 
*(Statistics NZ Census projection adjusted for prevalence of hysterectomies) 
 

Current Actions & 
Approach 

MidCentral DHB sole focus for the last two years has been improving 
access to cervical screening for Māori women and other women meeting 
priority criteria. 

MidCentral DHB provides free access to cervical screening for all Māori, 
Pacific Island and Asian women. The national target for cervical 
screening coverage is 80% and MidCentral DHB results show slow 
increases in absolute numbers but the coverage rate to December 2014 is 
still well below the target for Māori women (and for Pacific and Asian 
women).  MidCentral DHB takes an integrated approach to cervical 
screening across the district, and this is led by the Central PHO.   

MidCentral DHB’s aim is that cervical screening is widely accessible 
throughout the community and to ensure this, it contracts with a 
number of small providers, including Tararua Health Group, Te 
Wakahuia, Te Runanga o Raukawa, Worldwise Travellers Health 
Vaccination Centre, Otaki Women’s Health Group, Palmerston North 
Women’s Health Collective and the Central PHO. 

Regular review by the PHO’s Clinical Board is undertaken to improve 
general practice ownership and management of screening rates for its 
enrolled population.  Screening occurs on a three-yearly cycle and 
during 2015/16 the focus will be on encouraging general practice to 
move to pre-calling women for a cervical smear before the end of the 
three year period.  

MidCentral DHB continues to take an innovative approach to 
encouraging and promoting cervical screening locally, with a particular 
focus on Māori women.  Last year general practice teams held a “while 
you’re here, get your smear” campaign.  This work will continue.   
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Action Milestones Responsibility 
Improve cervical 
screening rates within 
the district 

• The Public Health Unit and Central PHO to 
establish one group to improve and drive 
cervical screening coverage rates across the 
district, by 15 July 2015 

• Utilise local monthly cervical screening data to 
monitor general practice activity and provide 
support and follow-up where required (ongoing) 

• MidCentral DHB to work with Central PHO and 
general practice teams to improve accurate 
ethnicity data in general practice registers 
(ongoing) 

• Review priority cervical screening clinics to 
ensure equitable access, eg location of clinics, by 
31 December 2015 

• Screening targets achieved and inequities 
reduced by June 2016, including access for Māori 

OD, Specialist 
Community & 
Regional Services 
& Director Māori 
Health & 
Disability 

Improve colposcopy 
attendance rates 

• Monitor colposcopy attendance rates to reduce 
“did not attend” rates for Māori women to <15% 
by 30 June 2016   

 

PHO Performance 
Indicators - Clinical 

• Regular review of the PHO clinical performance 
indicator for cervical screening undertaken by 
the PHO Clinical Board, including consideration 
of the following and remedial action agreed and 
implemented: 
o Māori access rates 
o pre-call and re-call rates 

• Continue to improve cervical screening options 
and access for women 

• Continue to promote cervical screening to Māori 
women through local promotional initiatives 

Senior Portfolio 
Manager, Primary 
Health Care & 
Director Māori 
Health & 
Disability 

 

MidCentral DHB’s Māori Health Plan 2015/16 – 30 June 2015 
Page 23 



4.5 Smoking 

Health Issue: Smoking  

Indicator 9: Percentage of Māori women (mothers) who are smoke-free at two weeks 
postnatal 

Baseline: For births between July and December 2013 

• Māori:  64% 
• Total:  80% 
*as published in Indicators for the Well Child/Tamariki Ora Quality Improvement Framework, 
January 2015 

Target: By June 2016:  Māori and Total - 95%  

Current Actions & 
Approach 

MidCentral Health has a Tobacco Control Plan in place which is being 
progressively implemented.  Steady improvement is being made with 
patients in both primary and secondary care who identify as smokers 
being supported to quit.  

Please refer also sections 4.2 Child Health and 4.10 Sudden Unexpected 
Death in Infancy for information on MidCentral DHB’s plans to develop a 
model for pregnancy and parenting classes (including smokefree support), 
and, the DHB’s pepi–pod/safe sleep programme. 
 

Action Milestones Responsibility 
Decrease the number 
of smokers in our 
district 

• Implement secondary care smoking cessation 
initiatives 
o Maintain  achievement through monthly 

monitoring and feedback to wards and 
departments (ongoing) 

o Enhance on-line training for staff through access 
to ABC training by 30 September 2015 

o Work with professional leaders to have ABC 
training as a mandatory requirement for all 
clinical staff, by  31 November 2015 

o Implement smoking cessation champions in all 
wards and departments by 31 March 2016 

o Engage with staff by 31 December 2016 re 
mandatory requirements of ABC smoking 
cessation training  

o Monitor and report on mandatory training 
compliance to smoking cessation champions 
and professional leaders 

 

Director, Patient 
Safety & Clinical 
Effectiveness & 
Director Māori 
Health & 
Disability 
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• Further implement the MidCentral DHB Tobacco 
Control Plan 2015-18 
o Matanga work clinically within four general 

practice teams to achieve demonstrable gains in 
Māori and Pacific smoking rates for their 
enrolled populations by 31 August 2015 

o Implement the use of smokealyzers as part of 
standard care in Maternity Services and with 
community LMCs across the district by 31 
December 2015 

o NRT starter packs are provided in addition to 
brief advice and referral to cessation services, by 
50% of community pharmacies, 20% of 
IFHCs/general practice teams and 10% of self-
employed midwives by 31 December 2015, and 
70% of community pharmacies, 30% of 
IFHCs/general practice teams and 20% of self-
employed midwives by 30 June 2016 

o A collaborative plan to reduce smoking rates in 
refugees is developed by 30 June 2016 

o Use local sports teams as smoke-free 
ambassadors/mentors for youth (ongoing) 

• Support Māori women during pregnancy and post- 
natally to be smoke-free 
o LMCs will work with women, general practice 

teams, well-child /tamariki ora providers to 
support access to smoking cessation 
opportunities (ongoing). 

o Support use of smokerlyzers as per initiative 
above. 

o MidCentral DHB LMCs to provide information 
on all cessation service options, and alternative 
methods to support women to quit eg 
acupuncture, antenatal Māori world view 
programmes that emphasise whakapapa 
continuum; pepi to adulthood and the links to 
health and wellbeing in adulthood (ongoing). 

 
Senior Portfolio 
Manager, 
Primary Care & 
Director Māori 
Health & 
Disability 

Parent Education Refer section 4.2, Child Health Portfolio 
Manager, Child 
Health & 
Director Māori 
Health & 
Disability 

Pepi-pod/safe sleep 
programme 

Refer section 4.10, Sudden Unexpected Death in 
Infancy 
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4.6 Immunisation 

Health Issue: Immunisation  

Indicator 11: Percentage of eight month old infants will have their primary course of 
immunisation (six weeks, three months and five months immunisation 
events) on time 

Baseline: Percentage of eligible 8-month old infants fully immunised on time 

12 months to December 2014: 

• Māori: 95% 
• Total: 96% 
 

Target: 95%  - all population groups 

Current Actions & 
Approach 

Immunisation rates for Māori and other children in MidCentral DHB’s 
district has increased steadily and are achieving target rates.  This work 
has been achieved under the oversight of the Immunisation 
Stakeholder Group and it is planned for this to be sustained. 

This Group works alongside core teams and general practice to ensure 
they have the resources to carry out their work. 

Through MidCentral DHB’s newborn enrolment programme, it is 
planned that all Māori and other babies born in the district are 
registered and linked with general practice, well child providers and 
the immunisation register team so that they and their families/Whānau 
can access immunisation and other services. 
 

Action Milestones Responsibility 
Maintain immunisation 
coverage rates with 
oversight of the DHB’s 
immunisation plan by 
the immunisation 
stakeholder group 

• Regular reports provided to MidCentral DHB’s 
immunisation stakeholder group and actions 
to address identified areas for improvement 
implemented by agreed timeline 

Portfolio Manager, 
Child Health & 
Director Māori 
Health & Disability 
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Health Issue: Immunisation  

Indicator 12: Percentage of the eligible population immunised against seasonal 
influenza (aged 65 plus) 

Baseline: Percentage of eligible enrolled population who have had their seasonal 
influenza vaccination, as at December 2014:*  

• Māori:  67.8% 
• Total:  70.5% 

 
*PHO Performance Programme 
 

Target: 75% - all population groups   

Current Actions & 
Approach 

Through the Central PHO, regular monitoring of seasonal influenza 
immunisation rates occurs. and over this last influenza season a 
concerted effort has been made to increase coverage rates for 
immunisation.  The Central PHO co-ordinates a promotional campaign 
and works with, and supports, general practice to increase coverage 
rates for their enrolled population.  It is planned this approach be 
sustained to improve coverage rates toward the increased target for 
2015/16. 

The DHB and Central PHO are working with local Iwi/Māori providers 
to provide immunisation programmes to their kaumatua and other “at 
risk” clients. 

The DHB has written to all COPD patient admissions for 2014/15 
encouraging them to have a health warrant of fitness and an influenza 
vaccination within primary care.  

MidCentral DHB has been working closely with age residential care 
facilities to improve the immunisation rates of their residents and staff.  
This work has been successful and during 2015/16 the focus will be on 
ensuring high immunisation rates for age residential care staff.  The 
DHB will then look to expand this to home based support service clients 
and staff in the 2016/17 year. 
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Action Milestones Responsibility 
PHO Performance 
Indicators - Clinical 

• Regular review of the PHO clinical performance 
indicator for influenza vaccinations undertaken 
by the PHO Clinical Board, and remedial action 
agreed and implemented 

Portfolio 
Managers, Child 
Health & Health 
of Older Persons 
& Director Māori 
Health & 
Disability 

 • Encourage general practices to recall enrolled 
patients aged 65+ for their annual influenza 
immunisation 

 

 • Carry out an annual influenza promotional 
campaign using national material 

 

 • Implement the Immunisation Plan 2015/16 in 
accordance with stated timelines. 

 

 • All Iwi/Māori providers continue to provide 
immunisation services to their kaumatua and at 
risk clients 

 

 • Immunisation rates for age residential care staff 
are increased during the 2015 immunisation 
round 

Portfolio 
Managers, Child 
Health & Health 
of Older Persons 
& Director Māori 
Health & 
Disability 

 • Plans are put in place for home based support 
service clients and staff to be a target group for 
the 2016 immunisation programme 
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4.7 Rheumatic Fever 

Health Issue: Rheumatic Fever 

Indicator 13: Number and rate of people hospitalised for acute rheumatic fever (per 
100,000 DHB population) 
 

Baseline: 2009/10-2011/13 three year average rate: 1.6/100,000 
(Data not available by ethnicity) 
 

Target: <1.0 per 100,000 = 2 cases 

Current Actions & 
Approach 

There is a low incidence of acute rheumatic fever in MidCentral DHB’s 
district compared to other parts of the country.  MidCentral DHB has a 
rheumatic fever prevention plan and this will continue to be 
implemented to sustain this low incidence rate.  The plan is around 
educating primary health practitioners in the identification and effective 
treatment of throat infections and acute rheumatic fever, working with 
others to identify and mitigate known risk factors such as household 
crowding, insulation and ventilation and raising awareness of financial 
assistance options available. 
 

Action Milestones Responsibility 
Implement the DHB’s 
Rheumatic Fever Plan 

• Review and update the Rheumatic Fever 
Prevention Plan by 31 October 2015, ensuring 
Iwi/Māori providers and Whānau Ora providers 
are engaged 

 

Portfolio Manager, 
Child Health & 
Director Māori 
Health & 
Disability 
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4.8 Oral Health 

Health Issue: Oral Health  

Indicator 14: Pre-school oral health service enrolment rates (children aged 0-4 years) 

Baseline: 12 months to December 2014: 

• Māori:  91.5% 
• Total:  93.0% 
 

Proportion of 0 – 4 year old population enrolled with the oral 
health service: 
12 months to: 31.12.2012 31.12.2013 31.12.2014 

Māori:    47.6% 64.7% 91.5% 

Total: 67.2% 86.8% 93.0% 

Population based on Census 2006 medium projections, Statistics NZ 
 

Target: 95% all population groups by December 2015 and sustained to 
December 2016   

Current Actions & 
Approach 

Ensuring all children are enrolled in and accessing oral health services is 
MidCentral DHB’s aim, and a key strategy is its newborn enrolment 
programme which ensures all babies born in the district are registered 
with a range of health services, including the oral health service.  
Alongside this, through the Well Child/Tamariki Ora quality 
improvement programme attendance rates are monitored and 
appropriate follow-up undertaken to ensure all children receive 
examinations and any required treatment.  Māori and Pacific Island 
children are a priority area. The oral health service has a preschool (and 
adolescent) coordinator to promote and re-focus attention on improving 
enrolment rates – particularly in the Horowhenua district. 
 

Action Milestones Responsibility 
Improve access to and 
utilization of child, 
adolescent and oral 
health services through 
innovation and 
provision of services 
out of normal school 
hours 

• Work with IFHCS and well child/Tamariki Ora 
providers to identify opportunities for increasing 
access to/use of service by 31 July 2015 

• Using the "plan, do, study, act" methodology, 
implement at least one initiative per quarter over 
the next 12 months 

• Monitor access and utilisation levels on quarterly 
basis 

• Implement “Titanium”, and electronic dental 
record 

OD, Specialist 
Community & 
Regional Services 
& Director Māori 
Health & 
Disability 
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4.9 Mental Health 

Health Issue: Mental Health  

Indicator  15 Number and rate of Mental Health Act, Section 29 community treatment 
orders 

Baseline: 12 months to 30 June 2013 (baseline year) 

• Māori:  150 per 100,000 population (48 people) 
• Non-Māori:  78 per 100,000 population (107 people) 
 
Population based on Census 2006 medium projections, Statistics NZ (no updated data yet 
available) 

Target: No target  

Current Actions & 
Approach 

MidCentral DHB’s rates for community treatment orders are within the 
national rates.  
 

Action Milestones Responsibility 
Reduce the rate of 
Māori on the Mental 
Health Act s29 
Compulsory Treatment 
Community Treatment 
Orders relative to other 
ethnicities 

 

• Identify the factors driving the rate for Māori under 
compulsory treatment orders 

• Establish baseline data by September 2015 
• Assess and review current Māori clients under a 

CTO s29 and develop prevention approach to 
potential people coming onto CTO (Values and 
Attitudes in place; RPPs as a measurement; National 
KPI Project) by February 2016 

• Identify strategies to reduce reliance on utilising the 
MH Act June 2016  

• Implement the identified strategies by June 2016 
 

OD, Specialist 
Community & 
Regional 
Services & 
Director Māori 
Health & 
Disability 
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4.10 Sudden Unexpected Death in Infancy 

Health Issue: Sudden Unexpected Death in Infancy  

Indicator 16: SUDI deaths per 1,000 live births, and, 

Caregivers provided with SUDI prevention information at Well 
Child Tamariki Ora Core Contact 1 

Baseline: Aggregate 5-year rate (2007-2011):   

• 1.1 per 1,000 live births (total population/13 infants) 
• 2.1 per 1,000 live births (Māori population/9 infants) 
(Data source: Ministry of Health) 
 
Provision of SUDI information  in Well Child Tamariki Ora Core 
Contact 1 (2013) 

• Maori: 51% 
• Total: 63% 
(Data source: Ministry of Health) 
 

Target: 0.5 or less per 1,000 live births 

All caregivers of Māori infants are provided with SUDI prevention 
information at Well Child/Tamariki Ora Core Contact 1   

Current Actions & 
Approach 

MidCentral DHB, through its newborn enrolment programme, seeks to 
ensure all babies born in the district are registered with general practice 
and a range of other providers so that they and their Whānau receive the 
care and support services they require.  We have a Newborn Enrolment 
Co-ordinator and a Pepe Haumaru Co-ordinator to support this work.   

Alongside this, MidCentral DHB’s “Keeping Baby Safe” programme 
provides education to mothers and Whānau regarding how to keep 
babies safe.  This includes use of pepi-pods, information around safe 
sleeping environments, reducing secondary smoke exposure, and 
shaken baby prevention. 

The provision of SUDI prevention information to families is a core focus 
for Well Child/Tamariki Ora providers and this is part of their contract 
with the DHB.  Currently Well Child providers engage with around 16% 
of the district’s babies (in 1 January to 31 March 2015, they provided 
SUDI prevention information at 276 contacts, of which 180 were Maori, 
16 Pacific Island and 16 Asian.)  

At the current time the level of documentation for SUDI information 
provision (53.85%) falls below the national average (67.7%).  Increasing 
the SUDI information rate is a priority for 2015/16. 

MidCentral DHB established a pepi-pod/safe sleep space distribution 
programme in 2014/15 and this continues.  Uptake and usage is 
monitored.  The DHB also supports families to access WINZ grants 
when they need assistance to obtain a baby bed and other requirements. 

 

MidCentral DHB’s Māori Health Plan 2015/16 – 30 June 2015 
Page 32 



 
 The district has a Whānau Ora Strategic Innovation Group (WOSIG) that 

comprises Māori membership from all key government agencies and 
NGOs. This Group monitors access to services and equity issues in the 
community. 

During 2014/15 MidCentral DHB implemented the national maternity 
clinical information system (Badgernet).  This programme is used for 
inpatient services, and once LMCs take up this system fully a more 
comprehensive dataset will be available. 

Breastfeeding and smoke-free environments are important enablers of 
SUDI prevention. 

Refer also section 4.2, Child Health re MidCentral DHB’s plans to 
develop a new model for pregnancy and parenting classes and resource 
centres.  This new model of care will include smoke-free support and 
supporting and promoting breast feeding.  

Refer also section 4.5, Smoking. 

Action Milestones Responsibility 
SUDI prevention 
2015/16 work 
programme in place 
and implemented  

• Upskilling of general practice teams and 
LMCs, ensuring they are equipped with best 
practice guidelines and resources: 
o Pepi-Haumaru Co-ordinator attends six-

monthly practice nurse meetings to 
provide education 

o by 30 June 2016, the Pepi-Haumaru Co-
ordinator will have visited each general 
practice team to engage, identify learning 
needs, and provide education and 
resources 

• The Pepi Haumaru Co-ordinator will meet 
quarterly with Iwi/ Māori providers to ensure 
they continue to engage in the district’s SUDI 
prevention work, tailoring this to the needs of 
their people and communities 

• Undertake community awareness campaign in 
specific locations, such as Kohanga Reo, teen 
parent units, around safe sleeping messages, 
shaken baby prevention and smoke free 
environment for babies by 31 March 2016 

• Maternity services continue to provide the 
Pepi-Haumaru KBS education material to all 
mothers and whānau in the hospital and 
community- settings (ongoing) 

• Children’s services continue to provide the 
Pepi-Haumaru KBS education material to 
mothers of babies of less than one year of age 
and whānau in the hospital and community 
settings (ongoing) 
o  

Portfolio Manager, 
Child Health  & 
Regional 
Professional 
Midwifery Advisor 
& Director Māori 
Health & Disability 
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 • Pepi Haumaru Co-ordinator  will be engaged 

and involved in the regional well child 
improvement programme : 

regional well child improvement programme 
established by 31 September 2015, including 
specific MDHB initiatives 

Portfolio Manager, 
Child Health  & 
Regional 
Professional 
Midwifery Advisor 
& Director Māori 
Health & Disability 

 

 o regional well child improvement 
programme rolled out in accordance with 
timelines contained within it, with 
monitoring occurring via quarterly reviews 
by the regional steering group 

• Child Health/Tamariki Ora District Group 
oversees implementation of SUDI plan 

Further embed the 
Newborn Enrolment 
Programme with all 
providers 

• Quarterly updates provided to Child 
Health/Tamariki Ora District Group 

• Work to ensure 90% compliance for GP 
enrolments (B Code compliance) by 30 June 
2016 (baseline: 68.5% quarter ending 19 
February 2015) and systemic issues around 
errors are identified and rectified 

 • By 31 September 2015, establish reporting 
system to provide details of children attending 
Emergency Department who are not enrolled 
with a general practice 

 

 o By 30 September 2015, establish reporting 
system to provide details of children 
attending Emergency Department who are 
not enrolled with a general practice or the 
National Immunisation Register 

o Work to engage these families to support 
them to access entitled health services, 
including immunisation as required 

o Every baby born in the district, and their 
family, will be encouraged to engage with 
Well Child services  

o The uptake and engagement of families 
with well child services will be monitored 
on a quarterly basis 

o Increase provision of SUDI information at 
core contacts 1-3 to 80% by 30 June 2016 

 

 • ED child attendance reports reviewed two 
monthly by the Child Health/Tamariki Ora 
District Group and arrangements made for 
children not enrolled with a general practice 
(particularly Māori and vulnerable children) to 
be linked to a general practice 
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Mothers-to-be 
encouraged to enrol 
with lead maternity 
carer 

• Through the Maternity Quality and Safety 
Group, continue publicity campaigns to 
encourage mothers-to-be to enrol with an LMC 
within the first 10 weeks of pregnancy 

• Number and percentage of Māori pregnant 
women who completed at least 75% of DHB 
funded antenatal education course each 
quarter.  

Portfolio Manager, 
Child Health  & 
Regional 
Professional 
Midwifery Advisor 
& Director Māori 
Health & Disability 

Implement MidCentral 
DHB’s Tobacco Control 
Plan 

• Further implement the MidCentral DHB 
Tobacco Control Plan 2015-18 
o Implement the use of smokerlyzers as part 

of standard care in Maternity Services and 
with community LMCs across the district 
by 31 December 2015 

o NRT starter packs are provided in addition 
to brief advice and referral to cessation 
services, by 50% of community 
pharmacies, 20% of IFHCs/general practice 
teams and 10% of self-employed midwives 
by 31 December 2015, and 70% of 
community pharmacies, 30% of 
IFHCs/general practice teams and 20% of 
self-employed midwives by 30 June 2016 

 

Senior Portfolio 
Manager, Primary 
Care & Director 
Māori Health & 
Disability 

Parent Education Refer sections 4.2, Child Health and 4.5, Smoking  
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5. Regional Priorities 

As a member of the Central Region, MidCentral DHB supports the regional Māori health priorities as 
included in the Regional Service Plan 2015/16.  These are: 

 

• Implementation of the  Central Region Whānau Ora Framework and Action Plan 

• Implementation of the Central Region Māori Health Workforce Development Plan 

• Providing quarterly consolidated reporting of the National Māori Health Indicators 

• Tu Kaha, the biennial Central Region Māori Health Development Conference 

• Identifying best practice principles for iwi governance of Māori health 

• Working together to improve child health for Māori in the areas of immunisation, breastfeeding, 
ambulatory sensitive hospitalisation rates, sudden unexpected death in infancy and oral health 

• Evaluate the Central Region Māori Cultural Training Programme 
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6. Local Priorities 

MidCentral DHB has five local Māori health priorities. These were identified by Manawhenua 
Hauora, MidCentral DHB’s Iwi partner. 

• Whānau Ora 

• Māori health leadership 

• Health of older persons 

• Mental health and addictions (younger people) 

• Women’s health (maternal health) 

Details are set out below, with the exception of the Mental Health and Addictions (Younger People) 
priority which is covered under the national priorities. 
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6.1 Māori Health Leadership 

Health Issue: Māori Health Leadership 

Indicator 17: Increased Māori leadership within the organisation 

Baseline: Not applicable 

Target: Agreed outcomes from Māori Health Plan implemented 

Current Actions & 
Approach 

MidCentral DHB undertook at review of Māori health leadership in 
2013/14 and as a result developed a new role of Director, Māori Health & 
Disability.  During 2015/16, this role will lead the implementation of 
other agreed outcomes from the review. These focus around fostering 
Māori clinical leadership, establishment of a Māori Alliance Leadership 
Team, increasing Māori engagement across strategy and planning, 
increased Māori workforce development and quality and service 
improvement.  
 

Action Milestones Responsibility 
Establish Māori 
directorate 

• Undertake establishment of directorate that 
works across the primary and secondary sectors 
by September 2015 

Director, Māori 
Health & Disability 

Establish Māori 
Alliance Leadership 
Team (MALT) 

• Work with Whānau Ora projects and 
Muaūpoko Tribal Authority to establish MALT 
by September 2015 

• Develop a shared work programme for the 
directorate and MALT by September 2015 

• Develop a cross-sectoral approach to Māori 
health across the district by June 2016 

• Work with Central PHO Māori health team 
collaboratively to achieve improved Māori 
health gains 
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6.2 Whānau Ora 

Health Issue: Whānau Ora  

Indicator 18: Whānau Ora delivered within the district 

Baseline: Not applicable 

Target: Delivery of Whānau Ora (SI5) 

Current Actions & 
Approach 

Through the national Whānau Ora programme, MidCentral DHB has 
two approved Whānau Ora programmes underway as below.  In 
addition, one remaining Iwi organisation, Muaūpoko, has been working 
toward Whānau Ora provider status. 

• Te Runanga o Raukawa 
• Te Tihi o Ruahine (Whakapai Hauora) Charitable Trust, He Puna 

Hauora, Māori Women's Welfare League, Māori Wardens, Te Waka 
Huia Manawatu Trust, Nga Iwi o Te Reu Reu – Te Roopu Hokowhitu 
Charitable Trust, Rangitaane o Tamaki nui a Rua, and Nga Kaitiaki o 
Ngāti  Kauwhata Incorporated) 

 
The focus for 2015/16 is on building Whānau and family capability to be 
self-managing/determining, and building partnerships with NGOs. 
 

Action Milestones Responsibility 
Support the 
establishment of 
Whānau Ora 
programmes within the 
district 

 

 

• Formal six-monthly meetings held with each of 
the local Whānau Ora alliances and provider 
initiatives and Te Pou Matakana (theWhanau Ora 
commissioning agency) 
o Integrate and streamline contracts 
o By 31 December 2015 review Māori provider 

contracts with a view to identifying 
opportunities for integrated contracting 

o Work with Whānau Ora alliance/provider 
initiatives and Māori providers to progress 
integrated contracting 

• Explore other opportunities to support the 
alliance's/provider initiatives' programmes of 
action 

 

Senior Portfolio 
Manager, 
Primary Health 
Care & Director 
Māori Health & 
Disability 
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6.3 Health of Older Persons 

Health Issue: Health of Older Persons  

Indicator  19 Increased support for older people available in the community 

Baseline: Not applicable 

Target: Improving community support to  maintain the independence of older 
people (PP23) 
 

Current Actions & 
Approach 

The older population has been a priority group for MidCentral DHB.  
It's investment in chronic (long term) conditions, such as diabetes, heart 
disease, respiratory and cancer has a focus on older adults and this is 
reflected in the use of services. 

The DHB has established community-based health of older persons 
teams in outlying areas, and is now looking at the feasibility of a similar 
service in Palmerston North/Manawatu. 

It is also developing dementia services for the district.  During 2013/14  a 
respite care co-ordinator role was established and ongoing work is 
planned to ensure families/caregivers receive their support entitlements. 

Falls prevention and the ongoing rollout of the InterRAI assessment tool 
by aged residential care facilities are other key strategies. 
 

Action Milestones Responsibility 
Integrating services 

 

• Establish the feasibility of an integrated service for 
older people with frailty together with the Central 
PHO's Alliance Management Team (AMT): 
o Proposal to AMT by October 2015 
o Subject to feasibility and approved business case 

develop an implementation plan by 31 January 
2016 

Portfolio 
Manager, 
Health of 
Older Persons 
& Director 
Māori Health 
& Disability 

Living Well with 
Dementia – raising 
awareness and early 
intervention 

 

• At least one site across the district has access to 
increased social options for support  for those with 
mild to moderate dementia by 31 December 2015 

• Options to increase public awareness of dementia 
are progressed quarterly through a targeted 
communications plan in place by 31 December 2015 

• Options for Kaumatua  services delivered by Iwi and 
Māori Providers to better support older people with 
dementia are scoped by 31 December 2015.    

 

Rapid access to 
community care for 
older people 

 

• Short term community packages of temporary 
support (PoTs) are available to general practice 
teams and a preventative for entry into ED or 
inpatient wards in the hospital  by 30 September 
2015 
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 • Wait times for Needs Assessment & Service Co-

ordination services are reduced using short term 
community supports by 30 December 2015 in 
Horowhenua 

• Wait times for NASC services are reduced using 
short term community supports by 30 March 2016 
for the Palmerston North City/Feilding/Tararua  area 

Portfolio 
Manager, 
Health of 
Older Persons 
& Director 
Māori Health 
& Disability 

Falls Awareness:   • MidCentral Health Falls aware ward is integrated 
into aged residential care facilities and promoted 
through specialist clinician involvement - four 
facilities by 30 September 2015.  
o 20% of facilities implemented a programme by 

30 December 2015 
o 40% of facilities have implemented the falls 

aware programme by 30 March 2016 
o 80% of facilities have implemented the falls 

aware programme  by 30 June 2016 
The Fracture Liaison 
Service  

 

• 25% of eligible patients will be assessed by the 
fracture liaison nurse and treatment initiated in 
accordance with local guidelines by the end of 
quarter one; 50% by end quarter 2, 70% by end 
quarter 3, and 90% by 30 June 2016 

 

Advance care planning 
(ACP): 

 

• Confirm identified coding classification 
requirements for ACP data collection in general 
practice teams by 30 September 2015 

• Specialist clinician support and education sessions 
are delivered to primary care and NGOs at each 
quarter for 2015/16 

 

Palliative Care - the 
integrated palliative 
care model is continued 
across the district 

 

• Subject to confirmed additional funding from the 
Ministry of Health, provide increased specialist 
support services per service specifications, including 
education, to aged residential care providers, from 
30 September 2015 

• A model of integrated funding and support for 
palliative care is scoped and available for comment 
by 30 March 2016 

 

Integrate Older Adult 
and Mental Health 
resources 

 

• Combine the older adult mental health and older 
persons NASC teams by 30 March 2016 including IT 
support and data collection 

• Community based service provider options for 
residential care for older people with mental illness 
are expanded by June 2016 

• Specialist processes for supporting older adults with 
mental illness are supported and known across the 
district by 30 March 2016 

• Connected up specialist and community supports for 
older people are utilised and on a continuum by 30 
June 2016 
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6.4 Mental Health 

Health Issue: Mental Health  

Indicator  20 Increased mental health and addictions support for younger people 

Baseline: Shorter waits for non urgent mental health and addiction services for 
young people aged 0 – 19 years (ref PP8) 

October 2013 – September 2014: 

0 – 19 year olds seen < 3weeks < 8 weeks 

Mental Health (DHB Provider) 70.6% 93.3% 

Alcohol and Drug Services (DHB and NGOs) 69.6% 94.8% 
 

Target: Non-urgent wait times 

• <3 weeks:  80% 
• <8 weeks:  95% 
 

Current Actions & 
Approach 

Reducing wait times for non-urgent mental health and addiction 
services  

Increasing support for children of parents with mental health and/or 
addictions 

Improving transition (discharge) planning between specialist service 
and principal primary care/community based services in partnership 
with young people and their family 

Supporting people with a long term mental illness into employment 

Implementing suicide prevention and postvention strategies 

Increasing capacity of YOSS to focus on support for rangitahi and 
Whānau 
 

Action Milestones Responsibility 
Implement the Ministry 
of Health’s COPMIA 
(Children with Parents 
with Mental Health and 
Addiction problems) 
model of approach 
guidelines 

• Undertake gap analysis by 30 August 2015 
• Joint inter-agency approach developed to identify 

the population of children living in the presence of 
mental health and addiction in the MidCentral DHB 
district by October 2015 

• Review assessment tools and update registration 
processes to include children of service users or 
increased inclusion with family/Whānau in 
assessment of service users by February 2016 

• Extend assessment tools to include assessment of 
children by May 2016 

• Extend assessment tools to include assessment of 
children across all secondary adult mental health 
services working in partnership with Child & 
Adolescent Mental Health Services under CAPA 
(Corrective and Preventative Action) framework by 
June 2016 

Portfolio 
Manager, 
Mental Health 
& Addictions 
& Director 
Māori Health 
& Disability 
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Transition planning for 
youth from specialist 
mental health and 
addiction teams to 
primary and 
community based 
providers occurs in 
planned, proactive 
manner 

 

• Professional development opportunities are 
provided to primary care/community based 
organisations' clinicians to increase knowledge and 
confidence in working with young people with 
mental health and addiction issues (focusing on the 
stepped care model) by December 2015 

• Care pathways are included within the 
shared/stepped care model which detail referral and 
discharge support for young people as they traverse 
the care continuum from secondary to primary care 
by December 2015 

• Design a three point Transition Plan framework and 
procedure for young people as part of CAPA model 
of care by April 2016 

Portfolio 
Manager, 
Mental Health 
& Addictions 
& Director 
Māori Health 
& Disability 

Welfare Reforms: 
Evidence Based 
Supported Employment 
approach 

• Number of people with mental illness in 
employment as a proportion of the total number of 
people enrolled with the programme by December 
2015 

 

Implementation of a 
Suicide Prevention 
Postvention Action 
Plan across the district: 

 

• Suicide Action Plan finalised by 30 July 2015  
• Establish an cross agency advisory group and terms 

of reference by August 2015 
• Suicide Prevention Postvention Action Plan 

performance measures finalised by September 2015 
• A procedure with timeframe for a suspected suicide 

has been developed and initiated by September 2015  
• Identify workforce development needs to support 

individuals at risk of suicide (roll out of QPR 
Institute Tool) by December 2015 

 

Implement the Stepped 
Care Model across 
primary mental health: 

 

• Scope out parameters and propose an integrated 
service delivery model between secondary and 
primary with an IFHC model of care approach that is 
prototyped with two IFHC centres (Horowhenua 
and Kauri) by September 2015 

• Socialisation of an Integration Model of Practice 
paper with secondary and the two IFHC sites 
(Horowhenua and Kauri) for a shared stepped care 
approach by November 2015 

• Design specific primary Comprehensive Health 
Assessment Review Tool (CHATR) to support 
mental health addictions and physical assessment by 
September 2015 

• Apply as proof of concept into two IFHCs by 
January 2016 

• Implement values and attitudes training as a 
combined approach for secondary and primary care 
clinicians, eg Wellness Recovery Action Plan training 
by April 2016 

• Review model outcome by June 2016 
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Advance youth health 
services through inter-
sectoral approach 

 

• Develop and roll out professional development 
sessions for Primary Care that will assist all staff to 
be more youth friendly: 
o Develop an evidence  based best practice 

professional development programme by 
December 2015 

o Offer sessions across the district by June 2016 – 
(number to be determined once scoped) 

Portfolio 
Manager, 
Mental Health 
& Addictions 
& Director 
Māori Health 
& Disability 

Expand YOSS (Youth 
One Stop Shop) to be 
able to offer a Māori 
counsellor/youth 
worker to work 
alongside Māori 
rangitahi / Whānau 
 

• Expand YOSS (Youth One Stop Shop) to be able to 
offer a Māori counsellor/youth worker to work 
alongside Māori rangitahi /Whānau by 31 May 2016 
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6.5 Women’s Health 

Health Issue: Women’s Health (maternal health)  

Indicator  21 Successful implementation of the Regional Women’s Health 
Implementation Plan 

Baseline: Not applicable 

Target: Plan successfully implemented 

Current Actions & 
Approach 

Together with Whanganui DHB, MidCentral undertook a review of 
women’s health services across the sub-region to ensure their future 
sustainability.  A Regional Women’s Health Service Implementation 
Plan was developed and this is being progressively rolled out.  This 
includes the Te Tuia framework aimed at improving the cultural 
responsiveness of the service across all aspects, including service 
planning, delivery, workforce, Whānau self-management, information 
and facilities. 

Action Milestones Responsibility 
Continue the rollout of the 
Regional Women’s Health 
Service Implementation 
Plan 

• Bi-annual reports provided on RWHS 
implementation against the following agreed 
key performance indicators: 
o Number (contracted FTEs) of O&G 

Specialist Medical Officers per 10,000 
women aged 18+ years 

Operations Director, 
Specialist Community 
& Regional Services & 
Director Māori Health 
& Disability 

o Number of (contracted FTEs) primary 
LMCs per 10,000 women aged 18+ years 

 

o Number of (contracted FTEs) secondary 
LMCs per 10,000 women aged 18+ years 

 

o Standardised intervention rate for 
gynaecology DRGs, discharged by 
gynaecology health specialty 

 

o Proportion of first specialist assessments 
for elective gynaecology services seen 
within 6 months 

 

o Proportion of gynaecology patients given 
certainty of treatment who received 
treatment within 6 months 

 

o Birth rate (by facility)  

o Percentage change in total revenue (price 
adjusted) 

 

o Percentage change in total expenditure 
(inflation adjusted) 

 

o Direct personnel costs per FTE (maternity, 
gynaecology) 

 

o Purchased outputs per FTE (maternity, 
gynaecology) 

 

o Variance to target number of first 
specialist assessments for paediatric 
tertiary specialists 
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 o Qualitative results of “Clinical 
Leadership” self-assessment survey tool 
(PP1: progress in fostering clinical 
leadership and engagement across region) 
– service specific 

Operations Director, 
Specialist Community 
& Regional Services & 
Director Māori Health 
& Disability 

 o Continuing Medical Education credits 
achieved per annum, per SMO 

 

o Achievement of credentialed service  
o % of SMOs who are jointly credentialed 
o Proportion of staff (by staff group) with 

current professional development plans in 
place 

o % of total service expenditure on 
outsourced medical services (locums) 

 

o Evidence of collaboration and joint 
decision making through minutes of 
combined service/team meetings 

 

o % of staff with identified / approved 
professional mentors/preceptors 

 

o % of primary LMCs with joint access 
agreements 

 

 o Workforce – career planning:  Numbers 
receiving HWNZ funding / number with 
career plan for required categories 
(RMOs) 

 

o Staff turnover rate (by staff group), per 
annum 

 

o Staff stability rate (by staff group), per 
annum 

 

o Mean time between notification of 
vacancy and appointment to established 
position 

 

o Variance to budgeted FTEs (per annum), 
by service 

 

 o % of DHB service’s total income attributed 
to CTA funds 

 

o % of total income received for registered 
midwifery staff new graduate programme 
per annum 

 

o Numbers of staff receiving HWNZ 
funding (by staff category) 

 

 o Baby Friendly Hospital Initiative (BFHI) 
accreditation retained  - all birthing 
facilities 

 

o Retention of College accreditation status 
for Registrar training programme 

 

o Compliance with Provider Quality 
Specifications (DHB funded Primary and 
Secondary Maternity Service 
Specifications) 
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 o Implementation of DHBs’ quality 
standards framework 

Operations Director, 
Specialist Community 
& Regional Services & 
Director Māori Health 
& Disability 

 o Compliance with referral guidelines and 
analysis, by hospital, of referral patterns 
from general practice to outpatient 
services and self-referral for acute services 

o % variance in range, location and number 
of target purchase unit volumes 
(paediatrics, maternity, gynaecology, high 
cost treatment) 

 

o % variance in number and type of 
gynaecology procedures performed, by 
facility 

 

o % increase/decrease in first and 
subsequent outpatient clinic attendances – 
by type and location (gynaecology and 
paediatric) 

 

 o % change in non-specialist antenatal 
consultations contacts, by ethnicity, age 
group and location 

 

 o % booked clinic appointments not 
attended (gynaecology & colposcopy) 

o % change in Inter District Flow purchase 
unit volumes for tertiary services 

o % increase/decrease in attendances at 
Emergency Departments 
(age/service/condition specific) 

 

o % increase/decrease in acute admissions 
by domicile DHB (maternity & 
gynaecology) 

 

o % increase/decrease in number of 
transfers to hospital  via St John 
Ambulance, by domicile DHB local 
authority area 

 

 o Achievement of milestones in approved 
development plan reported and 
communicated 

 

o Risk management plan in place  

o Agreed management and leadership 
structure in place 

 

 o % of total budgeted expenditure on 
infrastructure costs 

 

o Women’s Health service requirements 
included in regional asset management 
plan 

 

o Clinical supply costs per CWD  

o % change in patient transport costs for 
non-emergency and inpatient transfers  

 

 

MidCentral DHB’s Māori Health Plan 2015/16 – 30 June 2015 
Page 47 



 
 o Agreed set of clinical indicators 

established, reported and monitored for 
maternity, gynaecology and paediatric 
services 

 

o Rate of perinatal deaths reported via 
Perinatal and Maternal Mortality Review 
Committee (by DHB of maternal domicile) 

 

o % of mothers by DHB and birth type  

o % of infants with breastfeeding 
established at discharge 

 

o % unplanned returns to theatre during 
same admission  

 

o % unplanned acute readmissions to 
hospital within 30 days of previous 
discharge 

 

o % of low birth weight babies  

o % of total delivery types that are an acute 
caesarean section 

 

o Ambulatory sensitive hospitalisations (0 – 
4 years), specific conditions 

 

 o % of women rating their post natal length 
of stay as “just right” 

 

o Overall patient satisfaction rate (service 
specific) 

 

o % of total patient complaints received 
pertaining to delivery of service 
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Appendix 1, Schedule of Related Documents 

Document Access 

MidCentral DHB Annual Plan 2015/16 www.midcentraldhb.govt.nz 

MidCentral DHB Funding Arrangements 2015/16 

Tu Ora: Central Region DHB Māori Health Action Plan 2011 

MidCentral DHB Māori Health Workforce Strategy 2005 

MidCentral DHB Oranga Pumau: Māori Health Strategy 2005  

MidCentral DHB’s Rheumatic Fever Prevention Plan  

Central Region's 2015/16 Regional Service Plan  

TUIA Framework, Regional Women’s Health Service  
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