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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 2014/15, we will focus on national 

and local priority areas. 

Over the past 18 months, improvements 

have been made in Māori Health: 

 child immunisation rates for Māori 

reached 96% - the highest rate achieved 

within the district and exceeding the 

national target 

 significantly more Māori were provided 

advice and support to quit smoking  by 

primary care practitioners increased 

significantly 

 more Māori received flu vaccinations, 

and rates are now within 3% of the 

national target 

 ambulatory sensitive (avoidable) 

hospitalisation rates have been steadily 

reducing, and are consistently lower 

than the national rates for Maori  

 access to child health services was 

enhanced with a weekly paediatric clinic 

provided in Highbury, Palmerston 

North, a skin care clinic was provided by 

the DHB’s public health nurses, an 

enuresis and constipation clinic, and 

other nurse-led community child health 

services. 

 Over 95.5% of people enrolled with the 

Central Primary Health Organisation 

have their ethnicity status accurately 

recorded. 

 the majority of babies born in the district 

are registered with general practice and 

other providers of child health services 

to ensure they and their families can 

access the health services they require. 

Achievement of the targets outlined in this 

Plan will help achieve the DHB's vision of 

"quality living – healthy lives" for Māori. 

 

 

 

 

Murray Georgel 

Chief Executive Officer 

 

29 September 2014  
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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 

 Ngāti Raukawa ki t e Tonga 

 Rangitaane  

 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 

 Muaupoko Tribal Authority 

 He Puna Hauora 

 Te Waka Huia 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. 
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Population Profile and Health Needs 

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. 

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. 
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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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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 

 Smoking 

 Immunisation 

 Rheumatic Fever 

 Oral Health 

 Mental Health 

 Sudden Unexpected Death of an Infant 

(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.  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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Data Quality and Access to Care 

Health Issue: Data Quality, and, Access to Care 

Indicator 1: Percentage of Maori enrolled with the Central PHO 

 

Baseline: 94.0% as at December 2013 

 
 

Target: 96%. 

Current Actions & 

Approach 
As at December 2013, there were 26,635 people identifying as Maori who 

had a valid NHI registered with Central PHO.  This represented 94.0% of 

the population identifying as Maori in the 2013 Census (DHB ethnicity 

grouped total responses).  Over the 18 months since June 2012 there has 

been a steady increase of Maori enrolled with Central PHO; on average, 

about 27 per month.  By March 2014, there were 277 more Maori enrolled, 

bringing the enrolled Maori population to 94.9% and 17.6% of the total 

enrolled population, which is commensurate with the proportion of the 

total population identifying as Maori in MidCentral’s district at the time of 

the 2013 Census (17.4%). 

 MDHB introduced a Newborn Enrolment Programme last year which is 

proving successful at ensuring all children born in the district are 

registered with a general practice.  This work will continue with Well 

Child Providers ensuring Māori babies are enrolled. 

Alongside this, Whanau Ora navigators work to encourage Māori to enrol 

with general practice. 

The Central PHO’s Clinical Board monitors enrolment levels by general 

practice, identifying where improvement is required and supporting 

remedial action. 

Action Milestones Responsibility 

Work with Māori 

Health Providers and 

Whanau 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. 

Senior Portfolio 

Manager, 

Primary Heath 

Care 

 A standardised PHO enrolment form is in place in line 

with the Ministry of Health’s data collection protocols 

by 30 June 2015. 

 

  Whanau Ora navigators continue to support 

enrolment with the Central PHO. 

 

Embed Newborn 

Enrolment 

 Bi-monthly updates provided to Child 

Health/Tamariki Ora District Group 

Portfolio 

Manager, Child 
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Programme with all 

providers 

 Agreed actions to address identified areas for 

improvement implemented by agreed timeline 

Health 

Monthly monitoring 

of ethnicity data 

collection, identifying 

practices where 

results are less than 

target and working 

with them to improve 

their processes 

 A standardised PHO enrolment form is in place in line 

with the Ministry of Health’s data collection protocols. 

Senior Portfolio 

Manager, 

Primary Health 

Care 

 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) 

concerned in accordance with agreed timelines. 

 Scope requirements to implement the Primary Care 

Ethnicity Data Audit Toolkit, with decision on 

recommendations made by end September 2014. 
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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: 2012/13: 

 0-74 age group:  Māori 133%; Non-Māori 102%; Total 107% 

 
 0-4 age group:  Māori 122%; Non-Māori 96%; Total 104% 

 
 45-64 age group:  Māori 169%; Non-Māori 94%; Total 102% 

 
 

Target ASH rate per 100,000 PHO enrolled population (expressed as a percentage 

of the national all ethnicities rate) 

 

0-74 age group:   

 Māori:   123% - 128%  

 Non-Māori:  97% - 102% 

 Total:  100% - 107% 

 

 0-4 age group:   

 Māori: 112% - 117%  

 Non-Māori: 91 – 96%  

 Total:  97% - 104% 

 

45-64 age group:   

 Māori:  159% - 164%  

 Non-Māori:  91% - 94%  

 Total:  95% - 102% 
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Current Actions & 

Approach 

MDHB has invested significantly in the development of primary and 

secondary specialist services, particularly the management of long term 

(chronic) conditions.  The level of ambulatory sensitive (avoidable) 

hospitalisations has improved.  The main drivers for ambulatory sensitive 

hospitalisations for adults are respiratory infections (like pneumonia), 

heart conditions and diabetes.  For children, the key drivers are dental 

conditions, respiratory infections and asthma, gastroenteritis, and skin 

related conditions. 

MDHB 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.  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.   

MDHB 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 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 enuresis clinics 

throughout the district and trialled a constipation clinic in 2014.  A health 

skin project was also trialled by the Public Health Services. These services 

will be extended in 2014/15. The DHB is also funding a two-year Paediatric 

Gastroenteritis Service in community pharmacies.  Specially trained 

community pharmacists assess children suffering from gastroenteritis, 

while providing treatment and education to mild cases at no cost to the 

family.  Early feedback is very positive. 

Action Milestones Responsibility 

Rollout the 

partnering with 

general practice 

programme 

 Ensuring Practice Development Plans give 

consideration to addressing the health inequalities of 

the practice’s enrolled Māori population 

Senior Portfolio 

Manager, 

Primary Care 

PHO Clinical 

Performance 

Indicators 

 Regular review of the PHO clinical performance 

indicators undertaken by the PHO Clinical Board, 

and remedial action agreed with general practice(s) 

and implemented 

 

Encourage general 

practices to 

implement a long 

term conditions 

improvement plan 

model of care  

 2-3 general practices implement the long term 

conditions improvement model, per quarter 

 10 general practices using the model by the end of 

year 

 

Encourage general 

practices operate 

from a Diabetes Care 

Improvements Plan 

 Each quarter, a further three general practices 

operate a Diabetes Care Improvement Plan 
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Undertake an annual 

CVD awareness 

campaign  

 An awareness programme regarding the importance 

of CVD assessments is run in September 2014, and 

each September thereafter, with specific messages 

targeted at Māori population 

Senior Portfolio 

Manager, 

Primary Care 

Embed Newborn 

Enrolment 

programme with all 

providers: 

 Bi-monthly update provided to Child 

Health/Tamariki Ora District Group 

 Agreed actions to address identified areas for 

improvement implemented by agreed timeline  

 

, Extend access to the 

Public Health 

Nursing Services’ 

“Healthy Skin 

programme” in 

schools  

 Proposal developed by PHU by 30 July 2014 

 Purchasing decision made by 30 September 2014 

 Implementation plan agreed by 31 December 2014 

 Progressive rollout in accordance with agreed 

implementation plan 

Portfolio 

Manager, Child 

Health 

Establish a full 

continence service for 

children, including 

the enuresis clinic 

and findings from the 

constipation clinic 

trial 

 Establish minimum baseline data set for the full 

continence service by 30 September 2014 

 Service proposal approved by 31 December 2014, 

together with implementation plan 

 Implementation to commence as from 1 January 2015 

 

Continue improved 

access for child health 

services 

 Community paediatric services continue to be 

provided throughout the district 

 Direct access to paediatric specialist advice for 

general practices maintained 

 Continue the community pharmacy  Paediatric 

Gastroenteritis Service for children aged 3 months to 

16 years of age 
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Child Health 

Health Issue: Child Health 

Indicator 3: Percentage of Māori infants exclusively and fully breastfed 

Baseline: 2012/13 

 6 weeks 

- Māori: 48%  

- Total: 49%  

 3 months 

- Māori:  31% 

- Total:  37%  

 6 months  

- Māori:  8% 

- Total:  13%  

 

Breast feeding rates – Plunket Well Child/ 

Tamariki Core Visits. July 2012 – June 2013 

Māori Exclusive Full Partial 

6 weeks 48% 13% 19% 

3 months 31% 14% 21% 

6 months 8% 8% 33% 

Total Exclusive Full Partial 

6 weeks 49% 12% 19% 

3 months 37% 14% 17% 

6 months 13% 7% 36% 

Data source:  Plunket, August 2013 

  

Target: 6 weeks 

 Māori and non-Māori: 68% Māori  

3 months 

 Māori and non-Māori: 54%  

6 months: 

 Māori and non-Māori: 59%  

Current Actions & 

Approach 

A Maternity Quality and Safety Programme is in place.  This is a joint 

initiative with Whanganui DHB and 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 programmes 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. 

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 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 



MidCentral DHB’s Māori Health Plan 2014/15  
Page 13 

by linking them with key well child services.  Through these, they can 

access support needed, including breastfeeding and community-based 

lactation advice...  A Pepe Homaru Co-ordinator has been appointed to 

lead this work.  This role commenced in late 2014/15 and their first priority 

is to finalise the work programme for the 2014/15 year, including 

milestones and measures. 

Well child providers (including Māori health providers) are being 

supported to increase breast feeding rates, particularly for Māori and 

Pacific children through implementation of the Well Child/Tamariki Ora 

quality improvement framework. 

MDHB is investigating the feasibility of a primary care birthing facility for 

Palmerston North.  Experience from other areas shows these are more 

accessible for Maori women than a hospital as are consider to better 

accommodate the Māori model of birthing. The facility would ensure 

follow-up care, including breastfeeding, is provided to mothers.  

Action Milestones Responsibility 

Increase early 

registration with 

maternity services 

and pregnancy 

support for mothers 

and their families 

 Sustain a community awareness programme by 31 

August 2014 regarding early registration with a 

lead maternity carer (LMC), with promotional 

campaign material distributed by September 2014 

 Develop clinical pathway, using the Map of 

Medicine tool, for early registration by 31 

December 2014 

Portfolio Manager, 

Child Health, and, 

Regional 

Midwifery 

Advisor 

The provision of 

pregnancy parenting 

education in line with 

the revised national 

service specifications 

 Contract reviews completed by 31 July 2014, with a 

particular focus on vulnerable women 

 Agreed outcomes are implemented by 31 

December 2014 

 

Implement year one 

priorities of the Well 

Child/Tamariki Ora 

Quality Improvement 

Programme across 

the district  

 All Well Child providers implement the Well 

Child/Tamariki Ora Improvement Framework to 

support increased breastfeeding rates, particularly 

for Māori and Pacific children, in accordance with 

agreed timelines: 

o Three professional development sessions held 

across the district by December 2014  for those 

working with infants re benefits of 

breastfeeding for both mother and infants 

o Mama Aroha Talk Cards distributed, 

September to December 2014 

o Promote mother-to-mother support groups by 

December 2014. 

 

Embed Newborn 

Enrolment 

Programme with all 

providers 

 Bi-monthly updates provided to Child 

Health/Tamariki Ora District Group 

 Agreed actions to address identified areas for 

improvement implemented by agreed timeline 

 

Determine feasibility 

of a primary birthing 

unit in Palmerston 

North: 

 Feasibility study completed by 31 July 2014 

 Subject to outcome of feasibility study, business 

case developed by 31 December 2014 

 

Maintain baby 

friendly hospital 

accreditation status 

 Baby friendly accreditation status maintained for 

Palmerston North Hospital and Horowhenua 

Health Centre 

Director, Patient 

Safety & Clinical 

Effectiveness 
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Cardiovascular Disease 

Health Issue: Cardiovascular Disease 

Indicator 4: Percentage of people (eligible population) who have had their 

cardiovascular risk assessed  within the past 5 years 

Baseline: 31 March 2014: 

 Māori:  74.8%  

 Non-Māori:  85.3% 

 Total:  83.7% 

 

 
 

Target: Māori and non-Māori:  90% by June 2014 

 

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 Maori self-management 

programme for whanau 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 12 months as a result.  

This approach will continue. 

Alongside this, an annual CVD awareness programme is 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 Whanau Tri and health expos. 

Action Milestones Responsibility 

Undertake an annual 

CVD awareness 

campaign  

 An awareness programme regarding the 

importance of CVD assessments is run in 

September 2014, and each September thereafter, 

with specific messages targeted at Māori 

population 

Senior Portfolio 

Manager, Primary 

Health Care 

Monitor CVD risk 

assessment rates 

across general 

practice 

 Review rates for the district and by general practice 

on a monthly basis, identifying any areas of 

concern and working with general practice and the 

Central PHO to implement remedial action as 

required within agreed timelines. 
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Health Issue: Cardiovascular Disease 

Indicator 5: High risk patients requiring an angiogram receive this within 3 days of 

their admission to hospital  (“Day of Admission’ being ‘Day 0’) 

 

Baseline: October – December 2013 - 80.3% 

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 

 

Health Issue: Cardiovascular Disease 

Indicator 6: Percentage of patients presenting with acute coronary syndrome (ACS) 

have completion of ANZACS QI ACS and Cath/PCI register data 

collection within 30 days 

Baseline: 37.7% - December 2013 (commenced September 2013) 

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.   

Action Milestones Responsibility 

Establish an acute 

coronary syndrome 

improvement plan  

 Plan developed by 30 September 2014, and 

progressively implemented in accordance with 

stated timeline 

Operations 

Director, 

Hospital Services 

Dedicated CATH lab 

established by March 

2015 

 Business case developed by 30 September 2014, 

together with implementation timeline 

 Implementation of business case undertaken in 

accordance with timeline 
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Cancer 

Health Issue: Cancer  

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

women) 

Baseline: December 2013: 

 Māori: 64.3% 

 Non-Māori:  76.6% 

 Total:  75.3% 

Target: 70% of eligible women will have a BreastScreen Aotearoa mammogram 

every two years (all population groups) 

Current Actions & 

Approach 

MDHB breast screening promotional activity is focused on increasing 

the screening rates for Māori women in particular as the current local 

rates are well below the target national coverage rate of 70%.  (NB: 

MDHB 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.   

Use of local data and the National Screening Unit’s review of breast 

screening coverage rates is also planned so that local initiatives can be 

implemented with independent breast screening providers. 

Action Milestones Responsibility 

Breast screening for 

Māori women 

 Complete a data match of MDHB and other 

primary care providers breast screening 

information to identify unscreened and under-

screened Māori women by December 2014 

 Implement local initiatives with independent 

breast screening providers to reach these women. 

Operations 

Director, Specialist 

Community & 

Regional Services 

National Screening 

Unit’s Support to 

Services review: 

 Consider findings of the National Screening 

Unit’s review into breast screening and cervical 

screening support to  service delivery by 30 

August 2014 (NB:  report scheduled for release 

June 2014) 

 Develop work programme based on NSU 

review, including implementation timeline, and 

undertake in accordance with said timeline 

 

PHO Performance 

Indicators - Clinical 

 Regular review of the PHO clinical performance 

indicator for breast screening undertaken by the 

PHO Clinical Board, and remedial action agreed 

and implemented 

Senior Portfolio 

Manager, Primary 

Health Care 
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Health Issue: Cancer  

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

women) 

Baseline: Eligible women screened in the three years to 30 September 2013* 

 Māori: 65.8% 

 Non-Māori:  77.8% 

 Total:  75.8% 

Target: 80% of eligible women who 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 provides free access to cervical screening for all Māori 

women. Removal of the fee was to improve access to the service for this 

target population group.  The national target for cervical screening 

coverage is 80% and MDHB’s results show slow but sustained 

improvement to date although they are still well below target for Maori 

women.  MidCentral DHB works with Central PHO, Maori health 

providers and the Maori Women’s Welfare League to promote and 

encourage cervical screening. 

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.   

Use of local data and the National Screening Unit’s review in screening 

coverage rates is also planned so that local initiatives can be 

implemented with independent breast screening providers. 

Action Milestones Responsibility 

National Screening 

Unit’s Support to 

Services review: 

 Consider findings of the National Screening 

Unit’s review into breast screening and cervical 

screening support to  service delivery by 30 

August 2014 (NB:  report scheduled for release 

June 2014) 

 Develop work programme based on NSU 

review, including implementation timeline, and 

undertake in accordance with said timeline 

Operations 

Director, Specialist 

Community & 

Regional Services 

PHO Performance 

Indicators - Clinical 

 Regular review of the PHO clinical performance 

indicator for cervical screening undertaken by 

the PHO Clinical Board, and remedial action 

agreed and implemented 

Senior Portfolio 

Manager, Primary 

Health Care 

  Work programme for improving cervical 

screening rates for Maori and Pacific women to 

be established by 30 August 2014, and 

implemented by 31 December 2014. 
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Smoking 

Health Issue: Smoking  

Indicator 9: Percentage of hospitalised smokers provided with brief advice and offer of 

referral for cessation support 

Baseline: 31 March 2014: 

 Māori:  92.9% 

 Non-Māori:  93.8% 

 Total:  93.6% 

 
 

Target: 95% - all population groups 

Current Actions & 

Approach 

MidCentral Health has a smoking cessation initiative in place which uses 

the ABC&D approach to offering advice and supporting people to quit 

smoking. The STEPS training programme is available to all staff.  Results 

against this target are reviewed monthly and provided to all service areas.  

Specific improvement plans are put in place to address any identified 

areas requiring improvement.  Generally, with the exception of Emergency 

Department, all services are achieving the target in this area, and it is 

notable that rates for Maori are slightly better than for non Maori.  In early 

2014 new arrangements were put in place in the Emergency Department to 

support a stronger service improvement focus and responsibilities for 

achieving and sustaining this important health target area. 

Action Milestones Responsibility 

Improve smoking 

cessation rates across 

the district 

 Hospital smoking cessation taskforce to review 

monthly results and implement changes required: 

o exception and random audits conducted at least 

monthly 

o weekly reporting for ED results provided 

o monthly reporting for all other services 

o role of ED triage nurse evaluated by September 

2014 

o ABC training providing for all new intakes of 

junior medical staff 

o changes made to patient management system 

(Homer) by December 2014  to support 

electronic recording of smoking status 

Director, Patient 

Safety & Clinical 

Effectiveness 

  Emergency Department improvement action plan is 

implemented and regularly reviewed in accordance 

with specified timeframes and responsibilities. 
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Health Issue: Smoking  

Indicator 10: Percentage of smokers seen in primary care and provided with brief 

advice and offer of referral for cessation support 

Baseline: 31 March 2014: 

 Māori:  85.7% 

 Non-Māori:  79.8% 

 Total:  81.4% 

 
 

Target: 90% - all population groups 

Current Actions & 

Approach 

Reducing smoking levels within the Māori population is the key focus of 

MDHB’s primary care smoking cessation services.  It has redirected all 

its locally-funded smoking cessation resources into the Te Ohu Auahi 

Mutunga service – a coalition of local Māori providers who work in 

partnership with general practice and the Central PHO.  The service is 

provided across the district and uses a whanau ora approach.  Notable 

improvements in ensuring people are offered advice and support to quit 

smoking have been made over the last year; the results for Maori are 

showing slightly better rates than for non Maori. It is planned that these 

efforts be sustained.  

Alongside this, the DHB will be using its Smokefree Contract with the 

Rugby Union to raise the profile of being smoke-free.  This arrangement 

is particularly focused on young people, with mentoring/support 

services being provided. 

Action Milestones Responsibility 

Improve smoking 

cessation rates across 

the district through Te 

Ohu Auahi Mutunga 

 The primary health care programme group 

to monitor performance, and implement 

actions within agreed timeframes to address 

identified areas for improvement 

Senior Portfolio 

Manager, Primary 

Health Care 

  The Te Ohu Auahi Mutunga (TOAM) 

service continues to work with selected 

general practices to decrease smoking rates 

among the enrolled Māori and Pacific 

population 

 

Turbos Smokefree 

Contract 

 Turbos smokefree contract implemented, 

including mentoring visits to Tararua 

College and Hato Paora College 

Portfolio Manager, 

Child Health 
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Immunisation 

Health Issue: Immunisation  

Indicator 11: Percentage of infants fully immunised by eight months of age 

Baseline: December 2013: 

 Māori: 96.1% 

 Non-Māori:  93.8% 

 Total: 94.7% 

 

 
 

Target: 95%  by December 2014 - all population groups 

Current Actions & 

Approach 

Immunisation rates for Māori and other children in MidCentral DHB’s 

district has increased steadily and are above target rates.  This work has 

been achieved under the oversight of the Immunisation Stakeholder 

Group and it is planned for this to be sustained. 

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/whanau 

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 MDHB’s 

immunisation stakeholder group and actions 

to address identified areas for improvement 

implemented by agreed timeline 

Portfolio Manager, 

Child Health 

Embed Newborn 

Enrolment Programme 

with all providers 

 Bi-monthly updated provided to Child 

Health/Tamariki Ora District Group 

 Agreed actions to address identified areas for 

improvement implemented by agreed timeline 

Portfolio Manager, 

Child Health 
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Health Issue: Immunisation  

Indicator 12: Percentage of the eligible population immunised against seasonal 

influenza (aged 65 plus) 

Baseline: December 2013: 

 Māori:  62.4% 

 Non-Māori:  69.2% 

 Total:  68.8% 

 

 
 

Target: >75% - all population groups   

Current Actions & 

Approach 

Through the Central PHO, regular monitoring of seasonal influenza 

immunisation rates occurs.  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. 

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 Manager, 

Child Health 

  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 2014/15 in 

accordance with stated timelines. 

 

 



MidCentral DHB’s Māori Health Plan 2014/15  
Page 22 

Rheumatic Fever 

Health Issue: Rheumatic Fever 

Indicator 13: Number and rate of people hospitalised for acute rheumatic fever (per 

100,000 DHB population) 

Baseline: 2012/13 – 0.6 (one person) – crude rate per 100,000 population 

(Data not available by ethnicity) 

Target: 40% reduction from base rate (1.6 per 100,000) = 0.9 (2 people). 

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 professions 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 

 Deliver targeted education to primary care health 

professionals 

Portfolio Manager, 

Child Health 

  Promote active interactions between patients and 

pharmacists to facilitate access to treatment and 

improve antibiotic adherence 

 

  Deliver appropriate health promotion messages 

to children/young adults and whanau 

 

  Raise awareness of financial assistance options to 

attend primary health care services among 

whanau and health professionals 
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Oral Health 

Health Issue: Oral Health  

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

Baseline: December 2013: 

 Māori:  64.7% 

 Non-Māori:  99.5% 

 Total:  86.8% 

 

Proportion of 0 – 4 year old population enrolled with the oral 

health service: 

12 months to: 31.12.2013 31.12.2012 

Māori:    64.7% 47.6% 

Non-Māori: 99.4% 78.3% 

Total: 86.8% 67.2% 

Population based on Census 2006 medium projections, Statistics NZ 

Target: 90% for 12 months to December 2014 – all population groups   

Current Actions & 

Approach 

Ensuring all children are enrolled in and accessing oral health services is 

MDHB’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 recently employed a preschool (and adolescent) coordinator 

to promote and re-focus attention on improving enrolment rates – 

particularly in the Horowhenua district. 

Action Milestones Responsibility 

Implement year one 

priorities of the Well 

Child/Tamariki Ora 

Quality Improvement 

Programme across the 

district  

 Implement plan to reduce number of 

overdue scheduled oral health 

examinations of enrolled children, in 

accordance with agreed timelines 

 Promote oral health through monthly 

newsletters and an oral health sticker for 

the Well Child Book by March 2015 

 Prioritise Māori and Pacific Island 

children enrolments 

Portfolio Manager, Child 

Health 

Embed Newborn 

Enrolment programme 

with all providers: 

 Bi-monthly update provided to Child 

Health/Tamariki Ora District Group 

 Agreed actions to address identified 

areas for improvement implemented by 

agreed timeline  
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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 

Target: Maintain DHB rates below 2012/13 New Zealand total rates for Māori 

and “Other”: 

 Māori:  less than or equal to NZ Rate (269) for Māori 

 Non-Māori:  less than or equal to the NZ rate (96) for Other  

Current Actions & 

Approach 

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

national rates. Access to mental health services, particularly for Māori, 

has been a specific focus for MidCentral DHB.  Tangata Whaiora  are  

engaged in services across our Mental Health Teams  and CTO can 

enhance the mental wellbeing and social relationships of Maori. 

Clinicians will work to communicate effectively with whanau and to 

understand the conflicts experienced by Maori in reconciling their 

traditional beliefs with the medical model of mental illness. 

Oranga Hinegaro, Kaupapa Maori Mental Health Service works closely 

with tangata whaiora and whanau to ensure they receive the care and 

support they need.  It is planned that Oranga Hinegaro survey 

consumer experiences to gain a better understanding of the  experience 

of Māori who have received mental health care through community 

treatment orders.  Specifically, to identify opportunities for gaining 

voluntary support for treatment without the need for recourse to CTOs. 

Action Milestones Responsibility 

Use patient experience 

of CTO process to 

identify opportunities 

for reducing the need 

for this to be used to 

ensure people receive 

the care and treatment 

they require 

 Work with tangata whaiora and whanau to gain 

better understanding of the Māori experience of 

receiving mental health care through community 

treatment orders 

 Identify opportunities for reducing the need for 

CTOs for tangata whaiora through the Mental 

Health Service Improvement Group and implement 

agreed initiatives  

 The Mental Health Service Improvement Group to 

review CTO levels on a monthly basis 

Operations 

Director, 

Specialist 

Community & 

Regional 

Services 
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Sudden Unexpected Death of an Infant 

Health Issue: Sudden Unexpected Death of an Infant  

Indicator 16: SUDI deaths per 1,000 live births 

Baseline: 2010: 

 Number Rate 

 Māori 2 2.2 

 Non-Māori 1 0.7 

 Total 3 1 

(Data source: Fetal and Infant Deaths, Ministry of Health, December 2013) 

 

Target: 0.5 or less per 1,000 live births 

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 whanu receive the 

care and support services they require.  It has appointed a Pepe Homaru 

Co-ordinator to lead this work.  This role commenced in late 2014/15 and 

their first priority is to finalise the work programme for the 2014/15 year, 

including milestones and measures. 

Alongside this, MDHB’s “Keeping Baby Safe” programme provides 

education to mothers and whanau 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.   

Action Milestones Responsibility 

Rollout the new 

“Keeping Baby Safe in 

MidCentral” 

programme.  This 

includes safe sleeping 

environments and 

accidental asphyxia, 

shaken baby prevention 

programme, reducing 

secondary smoke 

exposure and a pepi 

pod programme 

 Pepi-pod evaluation completed by 30 

September 2015 

 Baseline measures and reporting mechanism 

established by 30 September 2014 for 

secondary smoke exposure in infants 

 Rollout programme across the district as from 

1 July 2014 achieving agreed milestones 

 MDHB is compliant with the National Child 

Protection Alerts System policy and standard 

for implementation (through national audit) 

Portfolio Manager, 

Child Health 

Embed Newborn 

Enrolment programme 

with all providers. 

 Bi-monthly update provided to Child 

Health/Tamariki Ora District Group 

 Agreed actions to address identified areas for 

improvement implemented by agreed timeline  
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Regional Priorities 

As a member of the Central Region, MidCentral DHB supports the regional Maori health 

priorities as included in the Regional Service Plan 2014/15.  These are: 

 

 Implementation of the Whānau Ora framework 

 Implementation of the Māori health workforce development plan 

 Hold and evaluate Tu Kaha biennial Central Regional Māori conference 

 Accelerate regional performance against the annual Māori health plan indicators 

 

 

 

 



MidCentral DHB’s Māori Health Plan 2014/15  
Page 27 

LOCAL PRIORITIES 

MidCentral DHB has five local Māori health priorities. These were identified by Manawhenua 

Hauora, MDHB’s Iwi partner. 

 Whanau Ora 

 Māori health leadership 

 Health of older persons 

 Women’s health (maternal health) 

 Mental health and addictions (younger people) 

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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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 2014/15, this role will lead the implementation of 

other agreed outcomes from the review. These focus around fostering 

Māori clinical leadership, improving Māori consumer encouragement, 

and encouraging Māori to join the workforce 

Action Milestones Responsibility 

Embed Māori health 

leadership 

arrangements 

 Review the deployment of the Māori Health 

Plan objectives to all senior management staff 

by 31 September 2014, and arrange regular 

reporting against key objectives and actions 

occurs 

 Work with the Chief Medical Officer, Director 

of Nursing, Midwifery Director and Allied 

Health Director to foster Māori clinical 

leadership identifying opportunities by 31 

December 2014, and implementing these by 30 

June 2015. 

 Explore a Māori Health Alliance Leadership 

Team concept by 31 December 2014, and 

implement findings by 31 March 2015 

 Develop a Māori health workforce development 

plan by 30 June 2015 (aligned to regional plan 

and MDHB’s workforce plan) 

 Work with Patient Safety & Clinical 

Effectiveness unit to review and implement 

strategies to improve Māori consumer 

engagement by 30 September 2015 

 Evaluation of the Māori health leadership 

project undertaken by 30 June 2016 

Director, Māori 

Health & Disability 

Encourage Māori into 

the health workforce 

 “Workchoice Day” or similar is held, with a 

focus on Māori health by 30 June 2015 

 Encourage staff to identify their ethnicity 

through annual reminder 

Manager, Human 

Resources, and, 

Director, Māori 

Health & Disability 
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Whanau Ora 

Health Issue: Whanau Ora  

Indicator 18: Whanau Ora delivered within the district 

Baseline: Not applicable 

Target: Delivery of Whanau Ora (SI5) 

Current Actions & 

Approach 

Within the MidCentral district there are two local provider groupings 

that have been accepted into the Whanau Ora programme.  Together 

they cover the whole district. These alliances are:   

 Te Hono ki Tararua me Ruahine  (Ngati Raukawa) 

 Te Tihi o Ruahine (Best Care (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 Ngati Kauwhata Incorporated) 

Both alliances have approved implementation plans. MidCentral DHB 

has a close relationship with all the Iwi and Māori providers in the 

district as well as having a formal partnership consortium, Manawhenua 

Hauora.  Central PHO also has strong relationships, particularly with 

the Te Tihi collective;  Central PHO is providing planning and project 

management support to this alliance through its Māori Health team. The 

DHB will support the Whanau Ora collectives through the 

implementation phase. The DHB has committed to reviewing contracts 

with the providers to meet the Whanau Ora groups' aspirations while 

still working within national obligations such as the national service 

framework.  The aim is to move toward outcomes oriented contracting. 

Action Milestones Responsibility 

Local Whanau Ora 

initiatives supported: 

 

 

 Formal meetings held with each of the local 

Whanau Ora alliances on a six-monthly basis 

 Service contracts reviewed in conjunction with 

Whanau Ora alliances by December 2014 ( in line 

with intention of moving to outcomes oriented 

contracting) 

 Explore other opportunities to support the 

Alliances’ Programmes of Action 

Senior Portfolio 

Manager, 

Primary Health 

Care 
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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 (PP18) 

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 key other key strategies. 

Action Milestones Responsibility 

Finalise and implement 

Dementia Framework: 

dementia framework 

published by 30 

September 2014 

 

 Contract arrangements completed for provision of 

cognitive therapy services by 31 March 2015 

 Rollout “walking in another’s shoes” (WiAS) 

education package to rest homes, with seven rest 

homes commencing training by September 2014 and 

a further seven by March 2015 

 A formative evaluation of the respite case manager 

pilot is completed by July 2016, with terms of 

reference developed by March 2015 (12 months post 

service commencement) 

Portfolio 

Manager, 

Health of 

Older Persons 

Data on respite and day 

service use is reviewed 

to ensure 

families/caregivers 

receive their care 

entitlements and 

maximum use is made 

by dedicated respite 

beds 

 Monthly reviews undertaken  

Data from 

comprehensive clinical 

assessment including 

data on falls, 

institutional risk and 

non-adherence to 

medications is collated  

 Data provided to IFHCs, HOP teams and District 

Groups by 1 August 2014 and annually thereafter 

 

Implement a falls 

prevention programme 

 Publish ‘Map of Medicine’ falls pathway by 

December 2014 
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in the community for 

older people including 

identifying where falls 

prevention can be 

delivered and by 

whom. 

 Refer also section 2.1.2 of MDHB’s Annual Plan re 

transfer of routine hearing assessments for hearing 

aids to community setting 

Consider models of 

care for home-based 

support services 

 Within six months of finalisation of the national 

service specification and the development of a 

regional framework for procurement, consider 

models of care for home based support services 

 

Determine the 

feasibility of 

introducing Health of 

Older Person teams for 

Palmerston North and 

Feilding 

 

 Develop a model of care covering primary and 

secondary services by 31 September 2014 

 Develop a business case by 31 March 2015 

 Develop an implementation plan by 30 June 2015 

 Implement in accordance with agreed timelines as 

from 1 August 

 

Implement 

enhancements to NASC 

information systems to 

enable complete data 

capture and reporting 

of clients’ status and 

assessment and service 

co-ordination 

 

 System specifications developed by 30 August 2014 

 Enhancements implemented by 31 December 2014 

 Data capture and reporting to occur as from 1 

February 2015 
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Health Issue: Mental Health  

Indicator  20 Increased mental health and addictions support for younger people 

Baseline: Not applicable 

Target: Enhanced access to, and level of, mental health and addictions support 

for younger people. 

Current Actions & 

Approach 

Shorter waits for non-urgent mental health and action services for 0-19 

year olds (PP8) 

Action Milestones Responsibility 

Establish plan to fully 

implement the Stepped 

Care Model across 

primary mental health 

services, (includes 

Group Therapy 

component) 

 Project plan approved by 30 September 2014 

 Subject to approval, implementation plan completed 

on time, within budget by March 2015  

 Implement group therapy in Horowhenua district, 

currently in Tararua, by February 2015.  

Portfolio 

Manager, 

Mental Health 

& Addictions 

Implement awareness, 

education and training 

programme with 

General Practice Teams 

to support access to 

youth responsive 

services and application 

of the  Stepped Care 

Model, Primary Mental 

Health Initiative and 

Alcohol Brief 

Intervention (includes 

assessment of cultural 

competency 

 Training programme established by December 2014 

 Number of GPT registrants completing training 

programme one per Quarter by 30 June 2015 

 

Work with primary 

care providers to ensure 

smooth process for 

transfer of 

care/discharge follow 

up from specialist 

CAMHS/CAFS and 

AOD services is 

activated by primary 

care provider within 3 

weeks of discharge 

 CAFS and Youth One Stop Shop develop interface 

and project group to support this initiative by 

December 2014  

 business case developed for ensuring the transfer of 

care from secondary services to primary care by 

March 2015 

 implementation plan developed for the 

implementation of the discharge pathway by June 

2015 
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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 a Tuia framework aimed at improving the cultural 

responsiveness of the service across all aspects, including service 

planning, delivery, workforce, whanau 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 

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 

 

 o Qualitative results of “Clinical Leadership” 
self-assessment survey tool (PP1: progress 
in fostering clinical leadership and 
engagement across region) – service 
specific 
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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) 

 

o Implementation of DHBs’ quality standards 
framework 

 

 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 

 



MidCentral DHB’s Māori Health Plan 2014/15  
Page 35 

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  

 

 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 2014/15 www.midcentraldhb.govt.nz 

MidCentral DHB Funding Arrangements 2014/15 

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 2014/15 Regional Service Plan  

TUIA Framework, Regional Women’s Health Service  

 

http://www.midcentraldhb.govt.nz/


 



 

 


