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Ngā tohu, hei tohu 
Whānau Ora Outcome Goals 

 

 

 

 

 

 

 

 

 

Whānau Cohesion 
Most whānau usually have a 
matriarch that keeps everyone 
connected. In today’s time our 
rangatahi play a big part in this 
through social network sites. The 
figure represents the matriarch. 
The Kape design is significant as it 
represents those other elements 
that keep us connected such as 
Kapa Haka, Sports, Arts, Marae and 
Social Network Sites. 
 

Healthy Whānau Lifestyles 
It usually takes one member of the 
whānau to pave the way for change 
and the whānau will follow suit 
once they see the benefits unfold in 
front of them. The figure represents 
Te Taha Tinana. One spiral 
represents Te Taha Hinengaro and 
the other spiral represents Te Taha 
Wairua. The circle represents Te 
Taha Whānau. 
 

Full Whānau Participation in 
Society 
Participation is a two way process, 
one of giving and one of receiving. 
The outer figure with the Kape 
design represents whānau. The 
Kape pattern represents all those 
groups and activities they are 
affiliated to. The inner design 
represents the community groups. 
Those that are active and 
participate are contributing to their 
community. 
 

 

 

 

 

 

 

Economic Security & Wealth 
Creation 
It only takes one person in the 
whānau to raise the level of 
opportunities and lay that 
foundation for future generations. 
The two designs on either side of 
the figure represent the many 
pathways our whānau have 
available to them, if they chose to 
pursue them. 

Responsible Stewards of Living and 
Natural Environments 
The manu represents the 
knowledge that is past from the 
spiritual realm to the physical. It is 
the one that watches over us and 
communicates when needed for us 
to maintain our environment. 
 

Whānau Self-Management 
The Tewhatewha is a symbol of the 
past and the scroll a symbol of the 
future. Using both enables one to 
move freely and manage their own 
destination. Knowing where you 
have come from enables one to 
carve out the pathways for all 
generations to self-manage. 
 

 
 

Te Ao Māori 
The Kape design represents te Kete 
Tuauri, te Kete Tuatea, te Kete 
Aronui. The Kōruru speaks for itself, 
‘identity’. Those that are connected 
to their culture tend to have a 
healthier lifestyle. 
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He Whakapuaki 
Foreword 

Tēnā koutou 

 

Ka Ao, Ka Awatea 2017-2022 is a significant step towards further health gains for Māori.   The Report brings 

together the intended actions of the PHO and the DHB in ways that can be expected to lead to a cohesive 
and comprehensive approach from the two organisations.  Moreover not only does the Report provide a 

strategy for the alleviation of illness, it also shifts the focus towards the promotion of wellness and the 

prevention of disease.  In doing so there is recognition of the importance of culture, the need for engagement 

with Māori communities, Iwi, marae, NGO’s, Kōhanga Reo, the wider education sector, and  regional Māori 

leadership. 
 

The priorities identified in the Report include areas that are highly pertinent today and are likely to increase 

in importance in the years ahead.   For each priority, the range of proposed actions are outlined and their 

intended impacts are spelled out.  In due course the extent to which they have added measurable gains for 

Māori health should be evident but for now the Report is a valuable outline of a set of activities that will be 
undertaken over the next five years.   

 

Because of their complexities each priority will demand an integrated approach with contributions that lie 

beyond the formal health sector.   Bringing the many interested parties together in order to maximise the 

collective impact will be challenging, but clearly the DHB and the PHO have recognised their key roles in 
working with others and providing both facilitation and leadership.  In that respect a collective response will 

also bring contributions from Māori.  Some Iwi have already prepared their strategies for health that are 

aligned to Iwi priorities.   They are not identical to Ka Ao, Ka Awatea but they are aimed towards a similar 

goal and the two strands will undoubtedly intersect at a number of 

levels. 
 

Ka Ao, Ka Awatea 2017-2022 is a bold and innovative step forward. It 

brings with it the prospect of improved standards of health and a 

positive working relationship between the PHO and DHB and Māori in 

the region. 
 

Kia māia 

Mason Durie KNZM 

Aorangi 

 

  
 

The waharoa to Aorangi Marae 

where stands Maniaihu, the 

ancestoral meeting house 

TSimpson-Smith
Text Box
The waharoa to Aorangi Marae where stands Maniaihu, the ancestral meeting house
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He Whakamihi 
Acknowledgements 

Tīrama ana mai ngā whetū o te atapō 

Tērā ko Puanga, kei runga hoki ko Takurua  

Koia tonu rā ko Matariki e tiaho iho nei 

Tākiri ana mai ko te haeata 
Te haehaetanga o te rā 

Te aranga ake o te rā 

Te rā ka hāpainga mai 

Ka pō, ka ao, ka awatea 

Tīhei......mauri ora! 
 

Tēnei te tangi mōteatea ki a ratou mā kua riro atu ki te pō, ki a Hine-nui-te-pō, ki te pō oti atu ai rātou.  

Haere, hōatu, okioki atu rā.  

 

Ka tō te rā, ka ara anō te rā, ko Tama-nui-te-rā tērā e whiti mai ana ki te tihi o Ruahine, ki te keho o Tararua,  
e tātou mā te orangatonutanga o te hunga kua ngahoro atu, nau mai, hana mai rā.  

 

Tēnei ko ‘Ka Ao, Ka Awatea’ te whakamau atu nei i tērā i whakaputahia i te rua mano ngahuru mā tahi tau ko 

‘Ka Pō, Ka Ao, Ka Awatea’, hei whai i ngā tapuwae i whārikihia i mua noa mai.  Inā rā te whāinga, inā hoki te 

kaupapa e wawatatia ana, ā, ko tēnei, hei whakapiki, hei whakakake, hei whakatakoto ara mō ngā tau e rima 
e kātata mai nei. 

 

Me i kore ake te whanaungatanga, ngā honohononga, ngā tini torotoronga hei rangaranga, hei whiriwhiri 

kōrero, kua noho tēnei putanga puka ki te pō, kua kore e puta ki te wheiao, ki te ao mārama. Nei te 

whakamānawa atu ki te mahinga tahi me ngā tukunga whakaaro katoa, erangi rawa, ki ngā iwi, ki ngā mana 
nui, ki ngā manawhenua mō rātou i taunaki mai i tēnei whakaputanga, e rongo ai tātou i tā te Pīpīwharauroa 

tangi, “kūī, kūī, whiti ora! 

 

E whakakao mai nei ki roto i tēnei puka ngā mahi hei mahi mā te hākerekere, mā te nuipuku hoki, anō nei he 

pikinga poutama kia oti ai a runga, kia oti ai a raro. Whakatinanahia hei painga kaua anahe mā te rātonga 
hauora, erangi rawa mā te whānau, e tutuki ai ō rātou ake wawata, ō rātou ake moemoeā e ai ki tā rātou e 

hiahia ana. Koia te Whānau Ora, kia purea ngā whānau e ngā hau ihiihi, e ngā hau ora a Tāwhirimātea.  

Tēnā, kia hiwa rā, kia hiwa rā, kia tū, kia oho, kia mataara! 

 

Tīhei……tūpaiahahā! 
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HeTāpaetanga 
Statement of Commitment 

MidCentral DHB, Central PHO and Te Tihi o Ruahine Whānau Ora Alliance Charitable Trust (Te Tihi) are 

committed to improving Māori wellbeing by supporting and working alongside each other as well as our 

community partners. Our collaborative approach is fostered on ensuring Māori cultural values and practices 

are recognised. This is affirmed further by the principles of partnership, protection and participation that 
underpin Te Tiriti o Waitangi. In the spirit of mutual cooperation with whānau, Hapū and Iwi these cultural 

values of practice align to professional accountability, consistency and transparency.  

 

We want to encourage and support our health and social service workforce to keep our communities at the 

centre of everything they do and be courageous in being the best they can be. Our health and social service 
will only ever be as good as our collective commitment to the execution of our strategies. Ka Ao, Ka Awatea 

2017-2022 provides an opportunity to explore collaboratively how to improve Māori wellbeing, whilst 

aligning our collective visions of ‘Quality Living, Healthy Lives, Well Communities’, ‘Working Together Towards 

Healthy and Flourishing Communities’ and ‘Reaching New Heights’. 

     
To be able to serve in the community is a privilege and with it comes many responsibilities, obligations and 

expectations. This Statement of Commitment is an expression of our determination to work with our 

community partners to meet the challenges of the future and ensure Māori have access to a high quality 

health service that supports their aspirations of wellbeing. 

 
Waiho i te toipoto, kaua i te toiroa 

Let us keep close together, not far apart  

 

 

 
 

Kathryn Cook   Chiquita Hansen  Materoa Mar  

CEO MidCentral DHB  CEO Central PHO  Upoko Whakarae (CEO) Te Tihi o Ruahine 
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He Whakarāpopoto 
Executive Summary 

 

The Regional Māori Health Action Plan, entitled Ka 

Pō, Ka Ao, Ka Awatea was launched in 2011 to 

provide an organisation-wide package of practical, 
clinical and cultural solutions to the perennial 

questions of how to make a difference for whānau 

Māori. 

 

Advancements have been made since the 
introduction of Ka Pō, Ka Ao, Ka Awatea and this 

updated strategic framework, Ka Ao, Ka Awatea, 

upholds the progressive direction in which Māori 

health is heading and seeks to build on the gains 

achieved thus far.  The Māori Health Strategic 
Framework Ka Ao, Ka Awatea 2017–2022 is the 

overarching framework for Māori health in the 

MidCentral region.  It reinforces the notion to 

better align health resource to facilitate change 

and improvement in Māori health outcomes and 
emphasises the importance of solid relationships 

and working in partnership to improve the 

wellbeing of whānau residing in the MidCentral 

region. 

 
Indicative to this is the collaboration between 

MidCentral DHB, Central PHO and Te Tihi on Ka 

Ao, Ka Awatea. Working collectively on this 

strategic framework symbolises unity and a 

shared responsibility for making a difference 
locally. The pathway towards improving Māori 

health outcomes is achieved by recognising that 

whānau are the key. This mission cannot be 

achieved by Māori alone. The focus must be on 
Māori who have the greatest need and this must 

be resourced appropriately.  Engaging with Māori 

and improving relations requires relationships to 

be built on trust, reciprocity and good faith. A 

continuation of collaborations as exemplified by 
MidCentral DHB, Central PHO and Te Tihi will 

further strengthen the relationship between 

Māori and non-Māori organisations and 

contribute to Māori health gains. 

 
Ka Ao, Ka Awatea is aligned to the national System 

Level Measures. The locally set Contributory 

Measures are also key components. Whānau Ora, 

which provides holistic interventions driven by 

whānau-centred aspirations, needs and realities, 
forms the foundation for which Ka Ao, Ka Awatea 

is structured.  

 

Along with the Whānau Ora framework, Ka Ao, Ka 

Awatea focuses on the following key priority areas 
within the MidCentral DHB region; Child Health, 

Women’s Health, Elder Health, Mental Health & 

AOD (Alcohol and Other Drugs), Whānau Free of 

Violence, Investment & Development in Iwi and 

Māori Providers and Workforce Development.
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He Whakataki 
Introduction 

Ka Ao, Ka Awatea 
 

Ka Ao, Ka Awatea signifies the transformational journey for Māori from the world of light (Ka Ao) and 
onwards to the new dawn (Ka Awatea). It is a reflection of the emphasis Māori place on the natural 

environment and the cycles of change. These natural occurrences can also be used to guide journeys and 

new beginnings within contemporary Māori society and is particularly relevant to Māori health.  

 

Recognising the gains made in Māori health in the MidCentral region, it is critical we strive to do more to 
improve health outcomes and achieve equity for Māori. The challenges created by the range of multiple and 

complex needs requires moving beyond single interventions and partnerships to collaborative, system wide 

interventions from multiple partners. 

 

Ka Ao 
 

Section 1 of the Māori Health Strategic Framework 2017-2022, Ka Ao, provides information about the 

goals and purpose. It also provides information about the partners and demographics related to the 

people within the MidCentral DHB region, and detailed information about Te Anga – The Framework. 

 

Ka Awatea 
 

Section 2 explains the Whānau Ora outcome goals, Priority Areas, New Zealand Health Strategy, MidCentral 

DHB Strategy, National Health Targets, System Level Measures, Contributory Measures and Strategic 

Imperatives, demonstrating how they weave together to build a framework. Key relationships going 
forward, the ability to work collectively and effective use of technology to facilitate efficient collaboration is 

crucial to achieving the outcomes of this strategic framework. 

 

Ka Ao, Ka Awatea 
 

Section 3, Ka Ao, Ka Awatea, presents the actions that can be collectively utilised to achieve improved 

Māori health outcomes. The Action Plan detailed in Ka Ao, Ka Awatea outlines suggested actions that 

contribute to achieving key outcomes. It is a tool that provides tangible steps to ensure this strategic 

framework is actualised. 
 

Collectively, these parts contribute to the overall aim of Ka Ao, Ka Awatea which is to provide a 

framework for the way in which Whānau Ora in health settings is achieved. Ka Ao, Ka Awatea is 

applicable when whānau are engaging with MidCentral DHB services, Central PHO services, General 
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Practice Teams, Integrated Family Health Centres, Primary Healthcare Teams, Community 

Pharmacies and other providers of health services who are funded by the Central PHO or through the 

MidCentral DHB directly. 

 

Delivering health services away from traditional settings is an effective way of engaging Māori and other 

population groups who rarely access services within the health care setting. Utilising other venues such as 
Marae, Churches, Kōhanga Reo and other community spaces where whānau regularly congregate can 

increase access and engagement. These settings are more informal than traditional health care settings 

which can enable whānau to feel more relaxed, therefore increasing the likelihood of engagement. 

Additionally when services are delivered on marae Māori values and beliefs are adhered to which increases 

cultural affirmation for whānau. 
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Section 1 
Ka Ao 

1.1. Te Whakatakanga - Mission 
 

Ka Ao, Ka Awatea is a collaborative endeavour between MidCentral DHB, Central PHO and Te Tihi o Ruahine 
to enhance the delivery of quality services to whānau Māori, in order to contr ibute to accelerating 

improved health gains and equity of health outcomes. This strategic framework and action plan will 

contribute to the achievement of Whānau Ora across the MidCentral DHB region.  

 

Te Kaupapa - Purpose 
 

The overall aim of Ka Ao, Ka Awatea is twofold – firstly to provide a five year cohesive and integrated strategic 

framework for Māori health and wellbeing across the district and secondly to provide realistic and practical 

solutions to support providers to address the many multi-faceted equity challenges faced in health care. 

Achieving equity of health outcomes across communities is a Strategic Imperative of the MidCentral DHB. Ka 
Ao, Ka Awatea provides guidance to the health care workforce on how they can actively contribute to this 

Strategic Imperative and make a positive difference for Māori health. For it to be successful it requires system 

enablers, engagement, active participation and meaningful commitment from all participants working in the 

health sector. 

 
Ka Ao, Ka Awatea focusses on facilitating Māori living throughout the MidCentral DHB region to engage in 

determining their own health and wellbeing and to be self-managing. The actions in Ka Ao, Ka Awatea 

explicitly set out key activities for the health workforce to promote and improve integration and 

functions to support Māori in determining their health. Recognising the complexity of social determinants of 

health, it is the responsibility of the health sector along with all sectors within the wider community to work 
to address the inequities created by these determinants. 

 

The health sector is in an optimal position to provide increased access to services, cultivate community 

participation and provide coordinated, integrated and quality services for all. It is timely to advance our 

thinking collectively and unite. Ka Ao, Ka Awatea provides a vehicle to begin this journey. 
 

1.2. Ngā Whāinga - Goals 
 

Ka Ao, Ka Awatea supports and aspires to progress the following goals set out in the Whānau Ora Outcomes 

Framework – Empowering Whānau into the Future (Whānau Ora Partnership Group, 2015): 
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 Support whānau to be self-managing 

 Contribute to healthy whānau lifestyles 

 Facilitate access to full whānau participation in society 

 Facilitate access to confident whānau participation in Te Ao Māori 

 Contribute to whānau economic security and active involvement with wealth creation 

 Assist and promote whānau cohesion 

 Enable whānau to be responsible stewards of their living and natural environments 

 

1.3. Ngā Mahi Me Mahia - Key Imperatives 
 

Improving population health equity within the region is a key priority for MidCentral DHB, Central PHO and 
Te Tihi. In order to see improvements in Māori health across the district the following key imperatives require 

active consideration and attention:  

 

 Support the ability to collect relevant, comprehensive, coherent and timely Māori health data 

 Invest in Māori provider development and transformation of primary and secondary services to be 
relevant and meaningful for Māori 

 Actively promote and invest in ‘by Māori, for Māori’ and the whānau voice as an important part of the 

solution 

 Ensure active Māori leadership and determination of the best use of resources for Māori communities 
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 Work to eliminate competing agendas which may hinder improvement in Māori health outcomes and 

health equity 

 Effectively apply appropriate system enablers to improve the delivery of health services 

 Emphasise the value of working inter and intra-sectorally 

 Avoid duplication of work and utilise resources more effectively 

 Explicitly voice and role model the paradigms and theories related to an integrated approach to Māori 

health and allow cohesion across a range of activities 

 Earnestly work to seek new, and re-prioritise current resources whilst maintaining aspirational and 
ambitious goals for Māori health 

 Access quality health intelligence to inform and guide meaningful change 

 Ensure the variations in the Māori demographic profile are actively considered and addressed in the 
planning of health services and investment in programmes and initiatives 

 

1.4. Ngā Uku - Partners/Enablers 
 
Ka Ao, Ka Awatea recognises the many partners delivering health services that collectively contribute to both 

individual and community health throughout the MidCentral DHB region. Sound relationships between 

partners, strengthened integration and effective communication systems are all pivotal to the effective 

delivery of health services to our community. 



 
 

13 

General Practices 

General Practices are sovereign business entities which deliver primary health care to their enrolled 

population.  General Practices are a primary care service which entails improving, maintaining, restoring 

and coordinating people’s health. They focus on patient needs and enhancing the network among local 
communities, other health and non-health agencies. 

 
Integrated Family Health Centres 

Integrated Family Health Centres deliver primary health care to their enrolled population. They contain 
General Practice Teams as well as a wide range of primary health and social services. Integrated Family Health 

Centres were introduced to improve patient experience and proactively put the patient and their needs at 

the centre of the health service. They aim to enhance patient experience and provide a seamless pathway 

through the health system. 

 
Primary Health Care Nursing 

Primary Health Care nursing roles are incredibly diverse, encompassing District, Practice, Community Clinical 

(Long Term Conditions), Public Health, Occupational Health, Tamariki Ora, Well Child and Palliative Care Co-

ordination. These nurses provide care to people across the lifespan in various locations including the home, 
school, clinics, general practices, aged residential care, and hospice. Primary Health Care Nurses work across 

the continuum of care from health promotion and prevention to palliative care and are employed by many 

different organisations such as DHB’s, GPT’s, NGO’s and trusts. 

 
Central Primary Health Organisation (CPHO) 

PHOs are not-for-profit bodies funded by DHBs to achieve health goals locally through the provision of a set 

of essential Primary Health Care services such as General Practices or local health clinics targeting the needs 

of a defined group of people.  

 

Offices of the Central PHO are located in Horowhenua, Ōtaki, Tararua and Palmerston North. Central PHO 
primarily covers the total population of people served by MidCentral District Health Board (MDHB). 

Central PHO encompasses the area immediately north of the MDHB and Capital and Coast District Health 

Board’s (CCDHB) boundary. It covers the western corridor north of Ōtaki through Levin, Foxton and 

Shannon. Included is the major provincial city of Palmerston North and the rural town of Feilding, which 

services an extended rural community, some of which is isolated. The eastern side of the Manawatū Gorge 
services the rural towns of Dannevirke, Woodville, Pahiatua, Eketahuna, Pongaroa, Akitio and Norsewood. 
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Manawhenua Hauora 

Manawhenua Hauora is the formal Māori Relationship Board that sits as a Treaty Partner to the MidCentral 

DHB’s Board. Four fundamental principles underline the commitment that MidCentral DHB and Manawhenua 

Hauora have 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 

 

In accordance with the NZ Public Health and Disability Act, Section 2: DHB functions include: 

 
a) Establish and maintain processes to enable Māori to participate in, and contribute to, strategies for 

Māori health improvement 

b) Continue to foster the development of Māori capacity for participating in the health and disability sector 

and for providing for the needs of Māori 

c) Provide relevant information to Māori for the purposes of paragraphs a) and b) above 
 

Manawhenua Hauora and MidCentral DHB are committed to maintaining a formal relationship to work to 

achieve the best health outcomes for Iwi and Māori residing throughout the Manawatū, Horowhenua, 

Tararua and Ōtaki regions1. In 1999 Manawhenua Hauora established a strategic relationship with the 

MidCentral DHB in order to participate at governance level in reducing health inequalities and improving 
health outcomes for all Māori living in the MidCentral district. In 2001 this commitment to Māori health was 

formalised through a Memorandum of Understanding (MOU). Manawhenua Hauora is a consortium of four 

Iwi within the MidCentral district: 

 

 Muaūpoko 

 Ngāti Kahungunu ki Tamaki Nui a Rua 

 Ngāti Raukawa ki te Tonga 

 Rangitāne o Tamaki Nui a Rua and Rangitaane o Manawatū 
 

Manawhenua Hauora and MidCentral DHB’s Board hold annual hui to consider progress made throughout 

the past year and to discuss the next year’s work programme and priorities. As part of the commitment to 

challenging inequities Manawhenua Hauora and MidCentral DHB Board are actively exploring opportunities 

to further build on this foundation and develop shared strategies and work programmes. 
 

                                                           
1 Manawhenua Hauora: Terms of Reference 2017. 
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Manawhenua Hauora members have identified the following seven priorities that they would like to see 

given a concentrated focus in the following five year period, in order to make significant gains in Māori health. 

These seven priorities, combined with the seven goals from the Whānau Ora Outcomes Framework provide 

the foundation that underpins Ka Ao, Ka Awatea 2017-2022. The seven priorities are as follows: 

 

 Whānau Free of Violence 

 Women’s Health 

 Mental Health and Addictions 

 Elder People 

 Child Health 

 Workforce Development 

 Investment and Development in Iwi and Māori Providers 
 

As a part of the statutory DHB annual planning process, these priorities will be included in the MidCentral 

DHB Annual Plan. 

 
Pae Ora – MidCentral DHB Māori Directorate 

In 2013 a review of Māori Leadership in the MidCentral region was conducted.  Following this review a 

number of recommendations were made to ensure Māori leadership and expertise were provided 

strategically and operationally across the MidCentral region in order to increase positive patient and whānau 

experience and ensure a focus on reducing the inequalities occurring within the health system. 
 

As a result of this review and the recommendations made, during the 2015/16 year, a Māori Directorate was 

established at MidCentral DHB. Pae Ora ensures Māori leadership and expertise is provided both strategically 

and operationally across the MidCentral DHB. In addition Pae Ora assists to strengthen the connection 

between Central PHO and MidCentral DHB, supporting consistency with the responsiveness toward the 
health of Māori throughout the MidCentral region. 

 

Pae Ora also has a direct patient care responsibility for Māori admitted into MidCentral Health (Palmerston 

North Hospital), providing advocacy and cultural support. Accommodation is also provided through Te Whare 

Rapuora for whānau who have a whānau member admitted to hospital.  
 
Iwi and Māori Health and Social Service Providers 

The Iwi and Māori health and social service providers within the MidCentral district are Kaupapa Māori health 

providers who deliver a range of health and Whānau Ora services. They provide accessible, affordable and 
quality health care with a whole of whānau approach. Their service delivery is itinerant to clinic based venues, 

community venues, Marae, Kōhanga Reo and homes. Investment in, and development of Iwi and Māori 

providers is a key priority within Ka Ao, Ka Awatea. Improving health equity is a Strategic Imperative for 

MidCentral DHB. If Iwi and Māori providers are best placed to deliver effective services for Māori that will 

contribute to equity of health outcomes, then devolution of service funding and services themselves must 
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be seriously considered if we are to achieve equitable health outcomes for the Māori population. Iwi and 

Māori service providers deliver both health and social services, holding contracts across both sectors. This 

provides a unique platform for the provision of a range of services to whānau that effectively cater to their 

diverse needs. Although the services Iwi and Māori providers deliver are designed to meet the needs of 

Māori, they do not exclude non-Māori who wish to use them. The current Iwi and Māori health and social 

service providers in the MidCentral district are: 
 

 BestCare (Whakapai Hauora) Charitable Trust 

 He Puna Hauora 

 Muaūpoko Tribal Authority 

 Raukawa Whānau Ora 

 Te Kete Hauora o Rangitāne 

 Te Wakahuia Manawatū Trust 
 
Te Tihi o Ruahine Whānau Ora Alliance Charitable Trust 

In 2012 Te Tihi o Ruahine Whānau Ora Alliance (Te Tihi) was formed. In 2016 it became a Charitable Trust. Te 
Tihi is a collective of nine Iwi/Māori/Hapū organisations who span the Manawatū, Rangitikei, Palmerston 

North, Tararua and Horowhenua areas. The members of Te Tihi are:  BestCare (Whakapai Hauora) Charitable 

Trust, Te Wakahuia Manawatū Trust, He Puna Hauora, Te Kete Hauora o Rangitāne, Māori Women’s Welfare 

League – Rangitaane and Kauwhata branches, Ngā Kaitiaki o Ngāti Kauwhata, Te Roopu Hokowhitu, Raukawa 

Māori Wardens and Muaūpoko Tribal Authority. The organisations of Te Tihi work collectively to bring all the 
benefits of their respective organisations together and deliver services which are whānau-centred. 

 
Raukawa Whānau Ora 

Raukawa Whānau Ora was formed with the vision to maximise their contribution to the survival and 
wellbeing of Māori as a people, through the design and delivery of services that are Kaupapa based. This is 

applied through their Health, Social and Early Childhood sectors. Raukawa Whānau Ora aspirations are that 

with a more holistic approach they aim to provide accessible, affordable and quality health care that improves 

the lives of the people within the MidCentral DHB region. 

 
Māori Mental Health Services 

Whaioro Trust are Māori Mental Health and Addiction specialists. They support people experiencing Mental 

Health issues into employment and/or training. Whaioro Trust also assist rangatahi to overcome alcohol and 

drug issues and offer Alternative Education to students from Manawatū, Horowhenua and Waiopehu 
Colleges. 
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1.5. Ngā Rauemi – Resources 
 

The MidCentral region is fortunate to have a number of resources available to support the health 

workforce with the equitable delivery of health services. The following resources have been developed 

locally and are tools that can assist both clinical and non-clinical staff to be culturally competent and 
deliver services that are conducive to the needs of Māori. 

 
Kia Purea Ai Koe – Māori Wellbeing in MidCentral DHB 

Kia Purea Ai Koe was developed to provide information that organisations working in the health sector may 
find useful when looking to work with Māori, in relation to health service improvement.  It seeks to provide 

the health workforce with an understanding of Māori strengths and resources within the MidCentral DHB 

region, with the view that this information is utilised to help increase health equity and improve health 

outcomes including addressing barriers for Māori, such as access to services.  

 
Equity Approach 

Health inequities are created and maintained by the uneven distribution of health determinants, privileging 

some people and groups over others. Just as they were created, inequities can be reduced by equitable 

distribution of resources through targeted initiatives. An equity approach has been developed in the 
MidCentral region to effect positive change by prompting self-reflection and action. The equity approach 

assists clinicians and others to understand health inequities, apply interventions and evaluate these 

interventions to reduce inequities and improve health outcomes across populations. This approach is an 

opportunity to effectively begin to address the inequities presenting across the spectrum of healthcare and 

provides a conduit to enable “achieving equity of outcomes across communities”. The use of this equity 
approach should be encouraged throughout all areas of health within the MidCentral DHB region. 

 
Māori Cultural Responsiveness 

Cultural competence is central to improving Māori health. Failing to appreciate the impact of culture on 
clinical realities can have a significant impact on the health of ethnic minorities2. A Māori Cultural 

Responsiveness Framework has been developed specifically for the MidCentral DHB region to facilitate the 

development and implementation of Cultural Competence and Cultural Responsiveness in practice, with the 

aim of improving access and health outcomes for Māori. The Ministry of Health requires DHBs to make it a 

priority to reduce health inequities that affect Māori and to work effectively for Māori3. As such, it is essential 
that the Māori Cultural Responsiveness Framework is embedded into everyday practice throughout all 

aspects of the health sector within the MidCentral DHB region. Delivering care in a culturally appropriate 

manner is an important factor in the willingness of people to access services and the success of any treatment 

or care delivered. The Māori Cultural Responsiveness Framework assists improved access to health services 

and health outcomes for Māori through the provision of a culturally competent workforce. 
 

                                                           
2 The Dynamics of Māori Health - Durie 2001. 
3 Te Ara Tuatoru – Pathway 3: Effective health and disability services, Ministry of Health 2017. 
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1.6. Te Iwi - Demographics 
 

The following figures are based on current Central PHO enrolment data and are provided to highlight the 

baseline demographics. It is important for Ka Ao, Ka Awatea to compare any changes that may occur when 

measuring success in the future. 
 
Changes in baseline demographics 

Since the implementation of Ka Pō, Ka Ao, Ka Awatea 2011-2016 the Māori population enrolled with the 

Central PHO has increased from 22,600 to 28,529 currently (an increase of 26%). These enrolment statistics 
suggest that significantly more Māori are living into their older years, with the number of Māori over the age 

of 64 enrolled with the Central PHO increasing by 56% since September 20084.  

 

Māori may be living longer, at least in part, to increased access to the health system as the average annual 

age standardised consultation rate in primary health care has increased by 35% to date. Such statistics 
suggest we have made some progress since Ka Pō, Ka Ao, Ka Awatea was introduced in 2011. Despite this, it 

is still important to bear in mind Māori health status throughout New Zealand, including the MidCentral 

region, remains at a disadvantage in comparison to the health status of non-Māori5. As improving the health 

status of Māori is a key priority for MidCentral DHB6, it is imperative we continue to work toward reducing 

inequities for Māori and other population groups facing social disadvantage. 
 

 

Figure 1 Central PHO Enrolled Population as at November 2016 
 

                                                           
4 Central PHO Report Server. 
5 He Korowai Oranga: Māori Health Strategy 2014. 
6 Māori Health Plan – MidCentral District Health Board 2016/2017. 
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Central PHO enrolment coverage is lower for Māori across all age bands indicating there is still work to be 

done engaging Māori with primary health care. Because PHO enrolment is not geographically dependant (an 

individual living in one DHB region can be enrolled within another), measuring Central PHO enrolment 

coverage is not an exact science. Ka Ao, Ka Awatea will assist Māori to connect with the health system and 

contribute to the increase in enrolments within the MidCentral DHB area. 

 

 

Figure 2 Age Demographics of Central PHO enrolled population, Māori compared to non-Māori 
 

Figure 2 clearly shows Māori are a young population with the majority of the Māori population enrolled with 
the Central PHO being under thirty years of age. It is essential the demographic profile of Māori in the 

MidCentral DHB region is considered in the planning and investment of health services and initiatives. 

Targeted services that are adequate and culturally appropriate for rangatahi need to be provided to ensure 

rangatahi throughout the region are maintaining well health. 

 
 



 
20 

 

Figure 3 MidCentral DHB Population by Deprivation 
 

NZDep2013 groups’ deprivation scores into deciles, where 1 represents the areas with the least deprived 

scores and 10 the areas with the most deprived scores. Within the MidCentral DHB region 41% of Māori live 

in the most deprived areas of the region compared to 26% of the overall population. 

 

Figure 4 Elevated Risk of Central PHO Enrolled Population, Māori compared to non-Māori 
 
The elevated health risks, as assessed by the Central PHO population health risk profiling tool, shows 

significantly different age profiles between Māori and European ethnicities. High risk emerges much earlier 

in life for Māori than it does for the European population. The European population has a significant level of 

risk emerge as its population ages beyond 50 years, whilst the Māori population is declining after 50 years of 

age. This reflects the higher, earlier mortality rates for Māori. This demographic needs to be considered when 
implementing Ka Ao, Ka Awatea and devising strategies to improve Māori health outcomes.  

 

If health services are to be of any benefit to Māori, consideration and prioritisation of resources to address 

the age skew of the demographic is very important. 
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Figure 5 MidCentral ED attendances – age 0 to 4 rate per 1,000 by ethnicity – winters from 2007 to 2016 
 

 

Figure 6 % of Central PHO enrolled children aged 0 to 4 and 5 to 14 with flu vaccinations by ethnicity – winter 2016 
 
Figure 5 shows the ED presentations of 0 to 4 year olds, by ethnicity, throughout the winter periods of 2007 

to 2016. Figure 6 shows the percentage of Central PHO enrolled children receiving flu vaccinations 

throughout winter 2016. The number one reason for long withstanding trends of high ED admissions over 

the winter months is respiratory conditions. Increasing flu vaccinations for those that are already eligible can 

assist with reducing admissions to ED. 
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Figure 7 Distribution of Central PHO Enrolled Māori Population and Deprivation Levels, 2016 
 

 

Figure 8 Palmerston North Distribution of Central PHO Enrolled Māori Population and Deprivation Levels, 2016 
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Access to health services and prioritisation of health service resources continues to be a key topic of 

discussion. Figures 7 and 8 show high numbers of Māori residing in areas within the MidCentral DHB region 

with the most deprivation and clusters of Māori living in areas with no General Practices or Integrated Family 

Health Centres in close geographic proximity. This information should be utilised to provide guidance and 

assist with decision making regarding allocation of current and future resources.  

 

1.7. Te Anga - The Framework 
 

Ka Ao, Ka Awatea takes a structured yet flexible approach toward challenging the way in which groups and 

individuals work to make a difference toward improving Māori health outcomes. The framework is underpinned 
by the New Zealand Health Strategy and incorporates seven Whānau Ora outcome goals along with the 

following key measures: MidCentral DHB Strategy, National Health Targets and System Level Measures which 

are set nationally, and Contributory Measures and Strategic Imperatives which are set locally. The Action Plan 

included in this document provides actions which all levels of the health system can apply in order to contribute 

to improve Māori health outcomes.  
 

 

Figure 9 Te Anga: The Framework 
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Collectively, the components of the framework will contribute to the achievement of Whānau Ora. The 

actions demonstrate integration of the health system. The actions are not presented in any order of priority 

so that providers can choose actions they deem important and achievable from each area that they can work 

to implement. Each action point outlined in the Action Plan of this document will align to one or more of the 

Whānau Ora outcome areas. Ka Ao, Ka Awatea is to be used as a tool that healthcare providers can easily 

implement in their daily interaction with whānau. Furthermore, Ka Ao, Ka Awatea provides a system 
response to creating the necessary enablers to achieve equity of health outcomes and deliver effective health 

services to Māori. 

 

As agreed, Ka Ao, Ka Awatea will be integrated into service plans and planning documents as the Māori 

Health Strategic Framework across the district to ensure consistency from supporting organisations to 
challenge inequity of health outcomes for Māori. The Action Plan demonstrates simple, realistic ways to 

achieve Whānau Ora and promotes innovation and creativity to work collectively to create change in the way 

we work. 
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Section 2 
Ka Awatea 

2.1. Te Rautaki – The Strategic Framework 
 

Ka Ao, Ka Awatea is the overarching strategic framework for Māori health in the MidCentral region. This 
cohesive and integrated strategy provides realistic solutions to address challenges in health care and achieve 

equity of health outcomes across communities. Ka Ao, Ka Awatea has three key strategic goals: 

 

1. Māori providers are active leaders in defining priority investment areas to improve Māori health gains 

2. A consistent and integrated approach for Cultural Competency across primary, secondary and tertiary 
services will be delivered, monitored and maintained 

3. Barriers are identified, measured and removed through integrated health and social commitment to 

whānau wellbeing 

Figure 10 Depicts the strategic framework 
 
Note: The Strategic Framework will be altered further to reflect the MidCentral DHB Leadership Structure (Clusters) 

changes once these have been finalised. 
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2.2. Ngā Whāinga Whānau Ora - Whānau Ora Outcome Goals 
 

Iwi and the Crown have agreed to a shared Whānau Ora Outcomes Framework to guide their work and 

improve outcomes for whānau. The Outcomes Framework builds on the work of the Taskforce on Whānau-

Centred Initiatives 2009. An additional element has been added to the Whānau Ora Outcome goals previously 
outlined by the Taskforce to recognise the importance of the natural and living environments7.   

 

Whānau Ora requires the combined effort of all agencies to work together with whānau; enabling whānau 

to identify their own strengths, needs and priorities. Whānau Ora works in a range of ways, influenced by 

the approach the whānau chooses to take. Whānau Ora is not a one size fits all approach, it is deliberately 
designed to be flexible to meet whānau needs. 

 

The overarching aim of Whānau Ora is to promote best outcomes for whānau. Whilst the desired results 

of an intervention will vary according to particular whānau circumstances, the Whānau Ora Outcomes 

Framework confirms that Whānau Ora will be achieved when whānau are: 
 

 

Living healthy lifestyles 
Whānau are in unique positions to promote lifestyles that can lead to optimal health 

and wellbeing. The potential of whānau to actively foster healthy lifestyles for their 

members is high.  For example healthy eating, managing existing conditions and 
participating as a whānau in physical activity. 

 

 

Participating in society 
Whānau are conduits to society and societal institutions and a measure of Whānau 

Ora is the extent to which whānau members can participate in society. A focus of the 

Taskforce looked at how Māori children and young people are engaging within the 
education sector and how improvements in Māori educational outcomes enables 

Māori to participate more actively within society and opens opportunities. 

 

 

Whānau are responsible stewards of living and natural environments 
Whānau cultural, physical and spiritual wellness is inextricably linked by their access 
to, and engagement with, their natural environment.  As Mana Kaitiaki (custodians), 

opportunities must be encouraged for whānau to be active participants and 

contributors to their natural environment in ensuring responsible and sustainable 

Mana Whakahaere (environmental management). This also includes the acquisition 

and improvement of knowledge and skills relating to democratic rights, land use, 
housing, education, business, investment and employment. 

 

                                                           
7 The Whānau Ora Outcomes Framework Empowering Whānau into the Future July 2016. 
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Participating in Te Ao Māori 
A contributing factor toward whānau wellbeing is having the opportunities to 

connect to Te Ao Māori. Active and meaningful participation in activities such as Te 

Reo development, traditional pre-European games, sharing of cultural values and 

participating in activities of cultural expression endorses one’s own unique identity 

and traditions that support whānau connectedness. 
 

 

Exhibiting whānau cohesion 
With whānau being more transient now than in previous times it poses new 

challenges on whānau to stay connected. Whānau cohesion encourages the use of 

modern approaches such as technology and other communication strategies to keep 
connected. This supports the building and strengthening of whānau resilience, 

promoting the ability to unite together. 

 

 

Contributing to economic security and successful involvement in wealth 
creation 
Building whānau economic security indirectly will assist in Iwi, Hapū and whānau 

ability to generate income for current and future generations. 

 

 

 

 
Self-managing 
Whānau wellbeing is largely dependent on the capacity of whānau to determine 

their own pathways and manage their own affairs. 

 

Whānau Ora reinstates the collective capacity within all whānau to problem solve, to nurture each other 

and to realise aspirations. It is about working in a way that recognises and builds on the strengths and 

leadership in whānau, to ensure whānau are supported to move into a positive and self-managing space. In 

essence, the inclusion of Whānau Ora principles within the values and philosophy of primary health care 
providers will ensure whānau-centred initiatives are embedded into everyday practice. Whānau Ora is one 

part of a systematic approach to Māori health and improving outcomes for Māori. 

 
Priority Areas 

Seven priority areas have been identified for concentrated focus and attention which will ensure whānau 

flourish and on-going gains are made in Māori health. These priority areas, combined with seven Whānau 

Ora outcome goals outlined in the ‘Whānau Ora Outcomes Framework – Empowering Whānau into the 

Future’ provide a tuarā (backbone) to the action plan of Ka Ao, Ka Awatea. From these priority areas stem 

the activities which provide practical steps that those within the health sector can implement from their 
scope of practice.   
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Whānau Free of Violence 

Māori have traditionally had loving and gentle relationships, free of violence. Historically, within Māori 

whānau, everyone had roles and responsibilities and every role was valued. The longevity of contracts needs 

to be taken into account when looking to address generational issues. Short term fixes for generational issues 

are not realistic. Whānau that are free of violence will be: 

 

 Healthy, self-managing whānau that participate confidently in society 

 Cohesive and nurturing 

 Responsible stewards of their living and natural environments 

 Resilient, flourishing families, free of violence 

 Support Whānau Tū, Whānau Ora pilot initiative 

 

Women’s Health 
Women bring life into the world and every child that is born is an extension of whakapapa. The health and 

wellness of women is paramount to ensuring genealogical lines are continued. Therefore the health and 

wellness of the wider whānau unit (i.e. partner, hākui, hākoro, tamariki, household etc) is integral and linked 

to ensuring the wellbeing of wahine. Important approaches to undertake include:  

 

 Supporting existing and developing further screening programmes based on Kaupapa Māori frameworks 

 Actively working in accordance with the Tuia Framework 

 Exploring alternative ways to relay smoking brief advice 
 

Mental Health and AOD 

To Māori, the upoko/māhunga (head) is revered as the centre of thought within which the mind resides. The 

mind is also directly connected to one’s intellectual, emotional, physical and spiritual wellbeing. The Māori 

population experiences greater prevalence, severity and burden of mental illness and greater lifetime risk of 
developing a mental illness8, which can be linked to colonisation and oppression. Actions to undertake 

include: 

 

 Staff are supported to increase their knowledge and awareness of traditional Māori practices and beliefs 

 Increasing access to talking therapies 

 Increasing Māori access to effective and appropriate Mental Health Services 

 Reducing Māori seclusion rates 

 Whānau are living well with confidence, integrity and inclusion, in safe and nurturing communities 

 Systemic changes are actively considered to address the Mental Health Services at MDHB 

 Actively supporting rangatahi and increasing services available for rangatahi 

 Reducing the number of Māori under Community Treatment Orders 

 Providing education around taking medicines optimally 

                                                           
8 Te Puawaiwhero, 2008. 
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Elder People 

Elder people are the doors and windows to the past for benefit to the present into the future. The 

transmission of intergenerational knowledge is important. The value that elder people bring in terms of their 

knowledge and experiences are taonga to treasure and learn from. Important aspects to ensure include: 

 

 Elder people are safe and have healthy social connections 

 Elder people are supported to remain healthy and live independently within the community 

 Elder people are appropriately and adequately supported to manage any long term conditions 

 Health services for elder people are conducive to the needs of Māori 

 Assisting Māori to understand medicines, how they work and the importance of continuing on with 

repeat prescriptions 

 Actively considering the affordability of medicines and how this might be addressed 
 

Child Health 

Tamariki ensure the capacity and capability of future generations, therefore nurturing and supporting the 

safe and healthy development of tamariki is of significant importance. All decisions regarding the care and 

delivery of services to tamariki should be developed around the whānau as a whole. Aspects to undertake 
include:  

 

 Working in collaboration with Iwi and Māori providers to support and encourage Māori mothers to 

breastfeed 

 Ensuring tamariki Māori have equitable access to referrals to specialist services (including respiratory and 
ENT) 

 Working in collaboration with Iwi and Māori providers to support new-born enrolments, immunisations 

and before school checks 

 Tamariki are well and thriving in happy and safe environments 

 Reducing hospital admissions for respiratory infections and asthma 

 Reducing hospital admissions for dental health conditions 

 Supporting parents to develop sound parenting skills through awareness of and access to Māori 
parenting programmes 

 

Workforce Development 

The health workforce needs to be responsive to Māori and the diversity of society in order to be effective. 
Having a workforce that is highly skilled, forward thinking, culturally competent and equity savvy is pivotal to 

ensuring communities flourish. Approaches to embark upon include: 

 

 Implementing a Cultural Competency Framework 

 Fostering and encouraging acceptance and use of Rongoā Māori 

 Succession planning 
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Investment and Development in Iwi and Māori Providers 

A significant advantage Iwi and Māori providers have are the ‘by Māori, for Māori services’ they deliver, which 

are also inclusive of non-Māori. If Iwi and Māori providers are best placed to deliver services for the 

betterment of whānau Māori then they should be equipped to do so. The over utilisation of the Emergency 

Department demonstrates a lack of services that are conducive to the needs of Māori. Supporting the 

provision of effective services to Māori is paramount if we are to see improved Māori health outcomes and 
a reduction in Emergency Department utilisation rates by Māori. Methodologies to enact include: 

 

 Increasing Māori decision making at governance, funding, planning and management levels 

 Fostering meaningful relationships with Iwi and Māori providers 

 Identifying opportunities for devolution of services and service funding to Iwi and Māori providers 

 Positive, reciprocal relationships between funders and Iwi and Māori providers 
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New Zealand Health Strategy 

The New Zealand Health Strategy was developed to guide change within the health system. It seeks to tackle 

priority issues that have a wider impact, such as quality housing and the wellbeing of children. The strategy 

acknowledges stronger partnerships and changing approaches are required to ensure more is done to 
improve the health and wellbeing of New Zealanders into the future9.  

 

The New Zealand Health Strategy includes eight principles that reflect the values of New Zealanders and their 

expectations of the system. They are: 

 

1. Acknowledging the special relationship between Māori and the Crown under the Treaty of Waitangi 
2. The best health and wellbeing possible for all New Zealanders throughout their lives 

3. An improvement in health status of those currently disadvantaged 

4. Collaborative health promotion, rehabilitation and disease and injury prevention by all sectors 

5. Timely and equitable access for all New Zealanders to a comprehensive range of health and disability 

services, regardless of ability to pay 
6. A high-performing system in which people have confidence 

7. Active partnership with people and communities at all levels 

8. Thinking beyond narrow definitions of health and collaborating with others to achieve wellbeing 

 

The strategy incorporates five strategic themes. It is an expectation that collective focus is given to the 
strategic themes in order to achieve positive change. 

 

NEW ZEALAND HEALTH STRATEGY – STRATEGIC THEMES 

1. People powered 
Mā te iwi hei kawe 

2. Closer to home 
Ka aro mai ki te kainga 

3. Value and high performance 
Te whāinga hua me te tika o ngā mahi 

4. One team 
Kotahi te tīma 

5. Smart system 
He atamai te whakaraupapa 

 
Figure 11 New Zealand Health Strategy - Strategic Themes 

                                                           
9 New Zealand Health Strategy, Roadmap of Actions 2016. 
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MidCentral District Health Board Strategy 

The MidCentral District Health Board (DHB) Strategy intends to guide future work to make a positive 

contribution to the health outcomes of the population, and to make the necessary changes to continuously 

improve the health system, as part of the wider health sector and social service network10. 
 

The strategy incorporates two parts, the first provides an outline of the future direction for MidCentral DHB 

and what the DHB aspires to achieve. It also articulates the four Strategic Imperatives that form the focus of 

work moving forward. Secondly, the strategy provides a roadmap which details the pieces of work that will 

be undertaken to achieve the four Strategic Imperatives. The roadmap is a fluid document that will be 

updated annually. 
 
National Health Targets 

Figure 12 illustrates the National Health Targets which provide key indicators of the health system’s 

performance and are specifically designed to facilitate the health sector to meet the needs of all populations. 
The targets were introduced to the New Zealand health system in 2007/08 (New Zealand Ministry of Health, 

2009; New Zealand Ministry of Health & New Zealand National Health Board, 2010) and outlines a set of 

national performance measures. They provide a focus for action. The impact they make can be measured to 

see how health is improving for all. 

 
Ka Ao, Ka Awatea can contribute to achieving the National Health Targets using proximal indicators. It 

represents the combined efforts and opportunities for all staff in the health sector with the interface between 

primary and secondary care being key to achieving these targets.  

 

NATIONAL HEALTH TARGETS KEY 

1. Shorter stays in emergency departments – 95 percent of patients are admitted, discharged, or transferred 
from an Emergency Department within six hours. 

 

2. Improved access to elective surgery – Increase access to elective surgery and see 140,000 patients get 
elective surgery this financial year. 

 

3. Faster cancer treatment – 85 percent of patients receive their first cancer treatment (or other management) 
within 62 days of being referred with a high suspicion of cancer and need to be seen within 2 weeks.  

 

4. Increased immunisation – 95 percent of 8 month olds will have their primary course of immunisation (6 
weeks, 3 months, and 5 months immunisation events) on time. 

 

5. Better help for smokers to quit - 90 percent of PHO enrolled patients who smoke have been offered help to 
quit smoking by a health care practitioner in the last 15 months. 90 percent of pregnant women who identify 
as smokers upon registration with a DHB employed midwife or Lead Maternity Carer are offered brief advice 
and support to quit smoking. 

 

6. Raising healthy kids – 95 percent of obese children identified in the B4 School Check programme will be 
offered a referral to a health professional for clinical assessment and family based nutrition, activity and 
lifestyle interventions by December 2017. 

 

 
Figure 12 National Health Targets 

                                                           
10 MidCentral DHB Strategy. 
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System Level Measures 

Figure 13 illustrates the System Level Measures introduced by the Minister of Health for the health sector in 

April 2016. The System Level Measures framework compliments the existing six National Health Targets. The 

framework has six outcomes that, if achieved, will contribute to whānau achieving and maintaining well 
health. The MidCentral DHB and Central PHO along with the Alliance Leadership Team are expected to drive 

the implementation of the System Level Measures. They are also expected to develop an improvement plan 

to support the implementation. The System Level Measures are reported on each quarter. 

 

SYSTEM LEVEL MEASURES KEY 

1. Preventing and detecting disease early  
Amenable Mortality 

 

2. Healthy Start 
Smokefree households 

 

3. Keeping children out of hospital  
Ambulatory Sensitive Hospitalisations 

 

4. Youth are healthy, safe and supported 
Youth appropriate services 

 

5. Using health resources effectively 
Acute Hospital Bed Days 

 

6. Ensuring patient centred care 
Patient Experience 

 

 
Figure 13 System Level Measures 

 

Contributory Measures 

Contributory Measures have been set locally by MidCentral DHB and Central PHO. The Contributory 

Measures intend to guide and inform progress toward achievement of the System Level Measures set by the 

Ministry of Health. 

 

CONTRIBUTORY MEASURES KEY 

1. Cervical screening, breast screening, smoking and long term conditions 
 

 

2. Newborn enrolment, neonatal discharges, lead maternity carers, Well Child/Tamariki Ora (WCTO) providers, 
smoking cessation 
 

 

3. Breast feeding, PHO and well child enrolments, gastroenteritis, respiratory illness, dental conditions 
 

 

4. Primary health, school based health, self-harm hospitalisations, suicide 
 

 

5. Acute admissions, lengths of stay, acute re-admissions 
 

 

6. Inpatient experience, E-portal access (primary), cultural competence 
 

 

 
Figure 14 Contributory Measures 
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Strategic Imperatives 

The MidCentral DHB has developed Strategic Imperatives to build on current developments and lead 

transformation to a high performing health system. The current vision of ‘quality living, healthy lives’ has 

been enhanced to include ‘well communities’. This emphasises a more inclusive and integrated health system 
that includes social sector partners as well as individuals, whānau and communities11. The MidCentral DHB’s 

four key Strategic Imperatives will form the focus of plans over the coming years. These Strategic Imperatives 

are to:  

 

 Achieve quality and excellence by design 

 Partner with people and whānau to support health and wellbeing 

 Connect and transform primary, community and specialist care 

 Achieve equity of outcomes across communities 
 

MidCentral DHB plays a key role in addressing disparities in health status, improving health outcomes and 

achieving health equity for Māori. Actions that can be implemented to help to improve the health of Māori 

in the district are outlined in the Action Plan of Ka Ao, Ka Awatea. 

 
Information Technology 

The technological capability of those involved in the pathway of care is crucial to ensuring the most effective 

delivery of care. Advancing current capability to address a highly complex system response is advantageous 

to supporting the wellbeing of those residing in the MidCentral DHB region. A platform that builds and 
strengthens sustainable intersectoral relationships and contributes to whānau capability is essential.  

 

A comprehensive patient management system is central to a model of integrated and coherent delivery of 

services for this region12. Whānau Tahi is an innovative and transformative software solution that is based on 

the Whānau Ora approach. The Whānau Tahi software has the capability to connect an entire whānau 
navigating pathway with the health system and, where access is granted by the user, Whānau Tahi gives 

provision for health professionals to provide wrap around services for whānau through insight into whānau 

plans and aspirations13.  

 

                                                           
11 MidCentral District Health Board Te Pae Hauora o Ruahine o Tararua Annual Plan 2016/17. 
12 Ora Konnect project brief 2016. 
13 Te Whānau O Waipareira 2016. 
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Section 3 
Ka Ao, Ka Awatea 

3.1. Te Mahere Mahi - The Action Plan Explained 
 

For clarity and understanding of the Action Plan, a brief explanation is provided to help guide and assist teams 
to reach the destination of Ka Ao, Ka Awatea. 

 

The majority of the suggested action points in the Action Plan are a result of a collaborative design process 

through engagement hui held throughout the region and feedback received on the first and second draft of 

this document. The suggested actions provide practical solutions to assist MidCentral DHB, Central PHO, 
General Practice Teams, Integrated Family Health Centres, Primary Healthcare Teams and other healthcare 

providers toward contributing and ultimately achieving the agreed goals. 

 

This document aims to provide a guide for teams to contribute to health equity regardless of where they 

currently are in this journey. For some teams this document will be a way of getting started and for some 

teams already completing suggested actions it will provide guidance on how to build on these actions. Teams 
may also have different ideas and strategies for contributing to the outcomes and goals. Ka Ao, Ka Awatea 

welcomes other unique ways of working and it is the hope that teams will share these innovations with others 

so that all teams and individuals can learn from them. 

 

Each action may require a number of tasks to be performed before the action can be applied. It is up to the 
various teams to determine how and what will be progressed, along with a timeframe for completion. It is 

acknowledged some actions may require a ‘system enabler’ to allow for the action to be achieved. These 

actions are also reflected in the action plan. Each action contributes to the System Level Measures, 

Contributory Measures, Māori health priorities and Whānau Ora outcome goals. The actions also facilitate 

achievement of key components within the New Zealand Health Strategy and MidCentral DHB Strategy. The 
entire health care workforce within the MidCentral region, irrespective of their core focus within the 

continuum of care, should utilise these actions within their work.  

 

Ka Ao, Ka Awatea is the overarching strategic framework for Māori health in the MidCentral DHB region. The 

Action Plan is the tool that provides the tangible actions to actively support the health workforce to make 
advances in Māori health and achieve equity of health outcomes. All areas across the health workforce in the 

MidCentral DHB region are required to demonstrate how they are actively working toward achievement of 

the actions in the Action Plan.  
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Action Plan 

   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 
Amenable Mortality  
– Preventing and 

detecting disease early 

System improvements 

and enablers 

Workforce 

development 

Kia māori te ora  

Live Well 

Kia ū ki te ora 

Stay Well 

Kia piki te ora 

Get Well 

Healthy Lifestyles 
 

Self-Management 
 

Participation in 
Society 

 
Whānau 
Cohesion 

Women’s Health 
 

Investment and 
Development in 
Iwi and Māori 

Providers 

Cervical screening 
 
Breast screening 
 
Smoking rates 
 
Long term conditions 
 
Reducing suicides and suicidal 
behaviour 
 

 Engage with Māori 
patients and Māori 
health providers to 
ensure invite and 
recall letters are 
appropriate and 
engaging. 

 Assign person 
responsible for 
accessing missing 
patient list from 
provider portal first 
week of each month. 

 Undertake a 
benchmarking 
initiative of Iwi and 
Māori providers to 
establish funding 
levels in comparison 
with other providers, 
therefore applying an 
equity lens. 

 Use patient/whānau 
stories to 
understanding their 
journey for 
continuous quality 
improvement. 

 Examine and improve 
the screening system 
to accommodate 
those individuals who 
identify as 
transgender. 

 Ensure equity is 
addressed within all 
service meetings. 

 Ensure all admin staff 
are trained to 
promote smears and 
breast screening in a 
culturally sensitive 
manner. 

 Ensure all clinicians 
are knowledgeable 
with all services that 
pertain to cervical 
screening within the 
community. 

 Increased knowledge 
of culturally 
appropriate practices 
when providing 
screening service to 
women. 

 Increase cohesive 
working relationships 
with all who do 
cervical screening.  

 Increase working 
relationships with 
Tikanga and Cultural 
Advisors to ensure a 
quality service design 
prior to service 
delivery and 
implementation. 

 In 2 years 65% of all 
staff throughout all 
service areas will have 
undertaken cultural 
responsiveness 
training. 

 Increase the number 
of Māori clinical staff 
working within Breast 
Screen Coast to Coast. 
 

 Offer free smears to 
Māori women using 
the priority women 
funding. 

 Ensure admin staff 
advise Māori women 
that they are eligible 
for a free smear. 

 Engage with Māori 
patients and Māori 
health to create 
appropriate and 
engaging cervical 
screening promotional 
material. 

 Add list of local CX 
providers, access 
times and costs to 
recall letters. 

 Identify successful 
cervical screening 
programmes in other 
regions and adapt 
accordingly. 

 Each patient on the 
missing patient list to 
be contacted within 
the month – starting 
with priority women 
first. 

 Use Medtech alerts to 
ensure overdue 
women are 
opportunistically 
screened. 

 Hold screening clinics 
at alternative venues 
such as Marae. 
 

 Explore the ability to 
provide opportunistic 
screening when 
women present. 

 Confirm individual has 
previous enrolment 
and engagement with 
GP (Secondary). 

 Investigate “Did not 
attend’ rates using 
appropriate methods 
to find out the 
required information 
e.g. engagement hui, 
asking at time of 
consultation and 
identify what support 
is needed for whānau 
to attend 
appointments. 

 Ensure priority is given 
to timely recall of 
Māori women who 
have history of 
abnormal smear 
results or infrequent 
smears and Māori 
women who have a 
history of breast 
cancer. 

 Discuss and 
implement Advanced 
Care Planning utilising 
the Northland DHB 
Māori model. 

 Use whānau expertise 
or utilise resources 
such as ‘Kevin’s Story’, 
to assist whānau who 
are newly diagnosed. 

 Ensure Māori women 
referred for colposcopy/ 
abnormal results are 
followed up – track 
referral and ensure 
uptake within clinical 
guideline timeframe. 

 Engage with local 
services (i.e. Te Kete 
Hauora support to 
services) to ensure Māori 
women who are referred 
for colposcopy/ 
abnormal results have 
supports in place to 
maximise engagement. 

 Individually follow up 
any notifications from 
colposcopy service that 
the patient did not 
attend appointments 
and work with the 
woman and clinic to 
ensure barriers are 
reduced and relevant 
support is available to 
maximise likelihood of 
attendance for 
rescheduled 
appointment.  

 Include whānau/ 
partners/support people 
in care planning, delivery 
of care and discharge 
planning (3 way 
conversations).  
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Amenable Mortality  

– Preventing and 
detecting disease early 

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 Implement accurate, 
relevant and user 
friendly 
consumer/whānau 
feedback systems. 

 Increase the number 
of Māori cervical 
smear takers within 
services. 

 Use Medtech alerts to 
ensure that women 
who have become due 
for screening are 
informed that they 
should be screened 
and invited for 
screening. 

 Ensure visibility of 
Māori imagery within 
the service 
environment. 

 Update the contact 
details of whānau at 
every contact. 

 Set up reminder 
mechanism to review 
the contact details of 
whānau every six 
months. 

 Allow for all providers 
within the PHC team 
who offer Smoking 
Brief Advice (SBA) to 
enter the data. 

 Ensure TOAM referral 
forms are easily 
accessible. 

 Increase relationships 
with I.S.P providers.  

 Ensure all staff are up 
to date on 
information on e-
cigarettes to be able 
to provide this 
information to 
patients. 

 All staff have 
completed the 
Ministry of Health ABC 
online stop smoking 
programme. 

 Front of house staff to 
utilise dashboard 
smoking status when 
booking appointments 
and note those who 
require SBA. Give SBA 
and update 
dashboard. 

 Ensure all staff are 
aware of TOAM 
service and how to 
refer. 

 Increase relationships 
between primary and 
secondary care when 
looking after whānau 
Māori to ensure 
continued seamless 
care. 

 Increase staff 
knowledge and use of 
Map of Medicine 
pathways. 

 Generate missed 
opportunities lists to 
use for learning and 
clinician engagement 
in offering Māori 
women opportunistic 
SBA, cervical screening 
or securing 
appointments. 

 Hold screening clinics 
at alternative times 
(after hours, 
weekends) and offer 
to Māori women as a 
screening option. 

 Demystify the idea 
that you will die if you 
have cancer through 
increased health 
literacy. 

 Develop seamless and 
sustainable process to 
enrol new women 
turning 25.  

 Ensure accurate 
coding of 
consultations to 
enable accurate 
tracking of attendance 
trends. 

 Assign one person to 
query build enrolled 
female patients 45yrs 
+, send screening info 
(ensure images are 
appropriate).  

 Ensure admin staff 
advise all women 
45yrs+ that they are 
eligible for free breast 
screening. 
 

 If Māori women have 
history of abnormal 
smear results or 
infrequent smears, 
this information is 
highlighted when 
transferring to 
another provider – 
phone call handover 
to new provider if 
currently in 
colposcopy system. 

 Discharge letters from 
colposcopy – ensure 
robust recall system in 
place and all relevant 
clinical updates in 
woman’s clinical 
notes. 

 Ensure community 
information is 
effective and up to 
date. Partner with 
large organisations to 
promote screening. 

 Develop effective and 
appropriate 
communication/ 
promotion for 
screening in Te Reo 
Māori.  

 If Māori women have 
history breast cancer, 
this information is 
highlighted when 
transferring to 
another provider – 
phone call handover 
to new provider if 
currently in breast 
cancer secondary 
services. 

 Ensure Māori women 
referred for diagnostic 
mammography (for 
suspicion CA Breast) are 
followed up – track 
referral and ensure 
uptake within clinical 
guideline timeframe. 

 Ensure clinical 
recommendations are 
consistent with Map of 
Medicine Pathways for 
effective treatment for 
Māori.  

 Prioritise Māori patients 
who smoke to have 
access to spirometry 
monitoring for early 
COPD detection/ 
management. 

 Ensure all 
patients/whānau are 
asked about their 
smoking history.  

 Ensure NRT Therapy is 
offered to patients while 
in hospital. 

 Increase health 
promotion within the 
community around 
smoking in public places.  

 Ensure all Māori patients 
with a long term 
condition have a clear 
and up to date action 
plan. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Amenable Mortality  

– Preventing and 
detecting disease early 

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 Undertake a needs 
analysis of Iwi and 
Māori providers to 
determine service 
delivery requirements 
going forward. 

 Ensure front of house 
staff utilise the 
dashboard smoking 
status when booking 
appointments and 
note those who 
require SBA. Ensure 
dashboard is updated 
when SBA is given. 

 Ensure correct and 
immediate coding of 
conditions to enable 
accurate tracking of 
population health. 

 Ensure safe systems 
are in place for 
discharge processes of 
Māori patients with 
long term conditions 
post hospitalization 
(i.e. timely 
identification and 
follow up). 

 Ensure reminders set 
up in the PMS (i.e. 
‘Patient Alert’) to 
undertake relevant 
routine screening. 

 Engage Māori 
expertise and 
leadership to plan and 
develop a service 
delivery model that is 
whānau centred. 

 Engage with Māori 
patients and Māori 
health providers to 
ensure recall letters 
sent to women on 
high risk register are 
appropriate and 
engaging. 

 Inform women of 
alternative options for 
breast screening 
(mobile clinics). 

 Ensure all I.S.P 
providers have access 
to a negotiated time 
period for 
opportunistic 
screening.  

 Promote opportunist 
SBA – every visit, 
every time. 

 Ensure that patients 
are aware of their 
choices of providers 
for stop smoking 
services. 

 After hours phone 
calls to provide SBA 
and offer TOAM or 
alternative referral. 

 Provide SBA and offer 
TOAM or alternative 
referral on all forms 
that patients fill out 
already (i.e. 
enrolment form, flu 
vac consent, etc). 

 Ensure that data is 
entered from all 
providers within the 
PHC team who give 
SBA.  
 

 Discharge letters from 
breast cancer 
secondary services – 
ensure robust recall 
system in place and all 
relevant clinical 
updates in woman’s 
clinical notes. 

 Ensure 90% of 
enrolled Māori men 
aged 35-44 years old 
have had a CVRA in 
the last 5 years and a 
management plan in 
place. 

 All whānau have 
access to high quality 
clinical services 
delivered through a 
strength based model 
of care using Māori 
approaches that 
support whānau care. 

 Prioritise Māori 
patients with long 
term conditions for 
Packages of Care, 
Stanford Living a 
Healthy Life, Diabetes 
Lifestyle, PHO clinical 
services. 

 Case management 
system for individuals 
who have long term 
conditions. 

 Ensure 75% of all 
Māori patients with a 
diabetes read code 
have an action plan 
via MOM. 

 Work with Māori 
patients with LTCs to 
ensure action plans are 
culturally appropriate 
(i.e. whānau focus, 
mindful of resources 
available to the patient, 
etc). 

 Ensure all Māori patients 
with a long term 
condition are aware of 
appropriate options for 
acute care (i.e. POAC, 
when to present to 
practice, when to 
present to after hours, 
when to present to ED). 

 Ensure medication 
reconciliation is 
completed post 
hospital/secondary 
service discharge or visit. 

 Include whānau/ 
partners/support people 
in care planning, delivery 
of care and discharge 
planning (3 way 
conversations). 

 Ensure opportunities are 
made available for 
whānau to seek spiritual 
guidance from Māori 
chaplaincy services.  

 Ensure active facilitation 
of seamless entry and 
exit for whānau 
requiring secondary 
care. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Amenable Mortality  

– Preventing and 
detecting disease early 

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 All staff are aware if 
SBA is given by a 
community provider, 
this information can 
be used to update 
PMS. 

 Ensure all Māori, 
including pregnant 
women, have access 
to smoking cessation 
teams. 

 Utilise local campaigns 
to promote health 
messages. 

 Seize opportunities by 
ensuring the PMS 
capabilities are set up 
to assist e.g.: ‘Patient 
Alert’ reminders for 
staff to capture 
information from 
whānau during 
consultation and 
undertake relevant 
routine screening as 
required. 

 Use query build 
function to determine 
cohort of practice 
population with 
specific conditions (i.e. 
elevated HBA1C in 
past 5yrs, recall for 
follow up screening 
etc). 

 Use query build 
function to assess 
timeframes between 
differing ethnicities 
for first sign of disease 
and commencing 
treatment. 

 Ensure 75% of all 
Māori patients with a 
respiratory code 
(COPD and Asthma) 
have an action plan 
via MOM. 

 Ensure ≥70% of all 
Māori patients with a 
respiratory code 
(COPD and Asthma) 
have an action plan 
via MOM. 

 Ensure routine follow 
ups are in place to 
proactively identify 
potential problems 
with patient’s long-
term conditions. 

 Seize opportunities to 
discuss palliative care 
and demystify the use 
of hospices for 
whānau Māori. 

 Confirm individual has 
previous enrolment 
and engagement with 
GP (Secondary). 

 Provide access to 
Chaplin or tikanga 
cultural facilitators for 
spiritual wellbeing. 

 Ensure resources/ 
courses/tools are 
given for coping 
strategies to help 
decrease triggers for 
whānau violence 
occurring. 

 Display violence free 
messaging in toilets 
within health care 
settings. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 
Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 
Ambulatory sensitive 
hospitalisations - Keeping  
children out of hospital  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

Healthy Lifestyles 
 

Self-
Management 

 
Participation in 

Society 
 

Whānau 
Cohesion 

Child Health 
 

Women’s Health 
 

Whānau Free of 
Violence 

 
Investment and 
Development in 
Iwi and Māori 

Providers 

Breast feeding 
 
PHO & well child enrolments 
 
Gastroenteritis 
 
Respiratory infections and asthma 
 
Dental conditions 
 
 

 Build capability across 
health service 
providers, especially 
those delivering 
services to priority 
groups and the most 
vulnerable, to 
promote sustainable 
options and choice 
within communities. 

 Allocate effective 
resourcing and 
improvement 
strategies to improve 
breastfeeding rates 
two weeks post birth. 

 Increase the number 
of Māori midwives 
and lactation 
consultants. 

 Provide opportunities 
for networking within 
the midwifery 
community to ensure 
a continuous quality 
improvement cycle 
around breastfeeding 
in the Manawatū and 
Tararua areas. 

 Ensure service 
decisions are 
informed based on 
equity demographics 
and current data. 

 Engage Māori 
expertise and 
leadership to plan and 
develop a service 
delivery model that is 
whānau centred.  

 
 

 Ensure there is 
continuity with all 
breast feeding advice 
across the district. 

 Increase availability, 
visibility, use, attitude 
and behaviour 
towards Māori 
language.  

 Ensure all lactation 
consultants have 
completed cultural 
responsiveness 
training.  

 Increase education 
around Māori birthing 
practices and 
breastfeeding. 

 Promote Māori peer 
to peer breastfeeding 
support through free 
lactation training held 
at the Community 
Birthing Centre. 

 Increase number of 
staff able to 
communicate in Te 
Reo Māori for easier 
access into Kōhanga 
Reo/Kura Kaupapa 
Māori. 

 Undertake analysis of 
policies around 
whānau engagement 
when accessing the 
dental service. 

 Ensure all staff 
undergo cultural 
responsiveness 
training to increase 
tools and skills when 
working with whānau 
Māori. 

 Hold clinics at 
alternative venues 
such as Marae. 

 Engage with Māori 
patients and Iwi and 
Māori health 
providers to develop 
culturally relevant 
breastfeeding 
promotional 
materials.  

 Promote 
breastfeeding 
messages with 
culturally diverse 
posters and 
promotional materials 
in waiting rooms and 
other healthcare 
environments. 

 Display violence free 
messaging in toilets 
within health care 
settings. 

 Ensure women having 
problems latching are 
seen within 24 hours. 

 Ensure Māori women 
are encouraged and 
informed about the 
benefits of 
breastfeeding. 

 Ensure early referral 
to Lactation 
consultant if required. 

 Ensure Wahakura are 
offered to whānau. 

 Ensure early 
identification of 
issues/risks, inclusive of 
medications, that may 
not allow mum to 
breast feed due to risk 
to the baby. 

 Ensure safe and 
effective, culturally 
appropriate care in 
partnership with 
whānau across 
generations.  

 Ensure SUDI 
information is 
reinforced with the 
benefits of 
breastfeeding. 

 Provide by Māori for 
Māori antenatal classes. 

 Increase awareness 
around hand expressing 
and latching of baby. 

 Ensure Māori women 
and baby have had skin 
to skin contact post-
partum. 

 Māori mothers are 
encouraged and 
supported with 
strategies for difficulties 
with feeding. 

 Provide resources/tools 
for whānau to support 
mothers with 
breastfeeding. 

 Refer Māori women 
having breast feeding 
difficulties to culturally 
appropriate lactation 
consultants or a 
lactation champion in 
her community.  

 Ensure appropriate and 
relevant cultural 
support is given to 
parents with babies 
who are tongue tied. 

 Increase awareness 
around the pros and 
cons of having a tongue 
tie release. 

 Encourage and support 
Māori mothers to 
persevere with 
breastfeeding if 
mastitis, cracked 
nipples or other 
medical diagnosis 
occur. 

 Increase awareness 
with nutrition for 
feeding mothers and 
what types of food can 
benefit and enhance 
baby’s milk supply. 

 Include 
whānau/partners/ 
support people in care 
planning, delivery of 
care and discharge 
planning (3 way 
conversations). 

 Actively advertise the 
oral rehydration service 
within pharmacies and 
through local 
community events. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Ambulatory sensitive 

hospitalisations - Keeping  
children out of hospital  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 Increase availability, 
visibility, use, attitude 
and behaviour 
towards Māori 
language. 

 Increase visibility of 
well child 
providers/Tamariki 
Ora. 

 Review, compare and 
monitor Māori 
enrolment data on a 
quarterly basis. 

 Undertake a needs 
analysis of Iwi and 
Māori providers to 
determine service 
delivery requirements 
going forward. 

 Ensure service plans 
actively identify 
actions to address 
Māori Health 
inequities. 

 Ensure Fathers are 
encouraged to 
participate in all cares 
to ensure Māori 
whānau are 
strengthened. 

 Collaborate with 
Midwifery to ensure 
Māori expectant 
mothers are 
supported and 
encouraged to enrol 
with a Primary Health 
Care Provider. 

 Develop effective and 
appropriate bilingual 
communication and 
promotional messages 
targeted at improving 
Māori enrolment. 

 Utilise social media as 
a means of conveying 
information on health 
messages. 

 Ensure asthma plans 
are understandable to 
patients and are 
reviewed regularly. 

 Ensure that every 
pregnant Māori 
woman has their 
smoking status 
discussed and SBA and 
quit support provided 
where appropriate. 

 Display information 
on the Child Health 
Community Team in 
clinic rooms. 
 

 Provide up to date 
education around the 
benefits of 
breastfeeding to 
enhance protective 
factors i.e. decreased 
risk SUDI, increased 
immune support, 
decreased risk of 
childhood obesity. 

 Ensure support is 
offered for Māori 
whānau with children 
who have disabilities 
(physical/social). 

 Ensure resources/ 
courses/tools are given 
for coping strategies to 
help decrease triggers 
for whānau violence 
occurring. 

 100% of immunised 
Māori children have a 
standardised checklist 
completed at 6 weeks, 
3 months, 5 months, 15 
months and 4 years. 

 Strengthen 
engagement with 
Haumaru/Safe Sleeping, 
Smoking Cessation, 
Tamariki Ora/Well 
Child, Oranga 
Hinengaro (Māori 
Mental Health), Family 
Violence, Drug and 
Alcohol, and 
Breastfeeding support. 

 Ensure 100% of Māori 
children are treated 
using the 
gastroenteritis clinical 
pathway. 

 Ensure children and 
young people with 
poorly controlled 
asthma are referred to 
the Child Health 
Community Team. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Ambulatory sensitive 

hospitalisations - Keeping  
children out of hospital  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 Promoting and 
marketing the 
community based 
dental services and 
their availability. 

 Adopt a Whānau Ora 
approach for dental 
care education with 
parents/whānau/and 
siblings. 

 Ensure all Māori 
babies are enrolled 
with the dental 
service prior to 
discharge with Well 
Child/Tamariki Ora 
providers. 

 Educate whānau on 
various layers that 
contribute to overall 
dental health. 

 Promote the role of 
Community 
Pharmacists as an 
option for oral 
rehydration service. 

 Identify child health 
champions and ensure 
they are supported to 
attend education 
sessions. 

 Ensure all patients with 
asthma have clear, up 
to date asthma plans. 

 Fluoride is offered to all 
Māori children to help 
decrease the risk of 
caries. 

 Provide opportunistic 
dental examinations or 
after hour services at 
sports games/events to 
increase accessibility of 
service s for working 
parents. 

 Discuss healthy kai 
initiatives with whānau 
Māori. 

 Strengthen health 
workforce engagement 
with Kōhanga Reo and 
Kura Kaupapa Māori to 
provide resources in 
the Māori language to 
promote and increase 
awareness of dental 
hygiene. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Acute hospital bed days 

- Using health resources 
effectively 

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

Healthy Lifestyles 
 

Economic Security 
& Involvement in 
Wealth Creation 

 
Self-Management 

 

Elder Health 
 

Whānau Free of 
Violence 

 
Child Health  

 
Mental Health 

and AOD 

Acute admissions for heart 
disease, respiratory conditions and 
diabetes 
 
Lengths of stay 
 
Acute readmissions 
 

 Ensure service plans 
actively identify 
actions to address 
Māori health 
inequities. 

 Target investments to 
priority populations to 
improve overall health 
outcomes and 
improve equity. 

 Increase 
communication and 
networking with 
services in primary 
care. 

 Establish workforce 
development 
initiatives to enhance 
capacity, capability, 
diversity and 
succession planning 
and build workforce 
flexibility.  

 Provide opportunities 
to liaise with 
community based and 
secondary services 
when being 
transferred to and 
from secondary care 
to enhance whānau 
experience. 

 Ensure appointments 
are kept free each day 
for acute 
presentations and 
walk ins. 

 Promote awareness of 
poly pharmacy and 
risk of falls. 

 Ensure Advanced Care 
planning is discussed. 

 Utilise Whānau Ora 
navigators or Clinical 
Nurse Manager Māori 
if extra support and 
Māori expertise is 
required. 

 Implement a robust 
system or allocate a 
designated person 
responsible for 
checking discharge 
summaries for 
medication or 
treatment changes 
and/or 
recommendations. 

 Provide opportunities 
to discuss healthy 
lifestyle and healthy 
environments with 
whānau. 

 Assess cost versus 
benefit of after hours 
clinics (early am, early 
pm and/or Saturday 
am). 

 Provide access to 
Chaplin or tikanga 
cultural facilitators for 
spiritual wellbeing. 

 Use whānau hui as a 
way of utilising Māori 
practices for care 
planning and cultural 
best practice. 

 Ensure ethnicity is 
accurately recorded 
and if they identify as 
being Māori ensure 
appropriate support 
services by Pae Ora 
are initiated in 
secondary services. 

 Ensure discharge 
planning and support 
services are discussed 
and offered ensuring 
that Iwi and Māori 
providers are 
consulted or referred 
to. 

 Ensure follow up 
recommendations are 
completed. 

 Ensure whānau are 
included in developing 
a care plan to work 
alongside medical 
teams to help stop 
readmissions to 
hospital. 
 

 Assess the availability 
of ‘nurse line’ 
telephone 
conversations and first 
point of care clinics. 

 Ensure follow up 
recommendations are 
completed. 

 Ensure Pae Ora Māori 
Health Care Services or 
Iwi and Māori services 
are explained and 
offered to all whānau 
Māori prior to 
discharge. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Patient experience 

- Ensuring patient 
centred care  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

Self-Management 
 

Participation in 
Te Reo Māori 

 
Whānau 
Cohesion 

 
Responsible 
Stewards of 
Living and 

Natural 
Environments 

 
Economic Security 
& Involvement in 
Wealth Creation 

 

Workforce 
Development 

 
Investment and 
Development in 
Iwi and Māori 

Providers 
 

Inpatient experience in hospital 
 
Inpatient experience in primary 
care settings 
 
E-portal access 
 
Cultural responsiveness 
 
 

 Use patient/whānau 
feedback for service 
improvement. 

 Ensure healthcare 
environment (i.e. 
waiting rooms, clinic 
rooms, building 
exterior) has culturally 
diverse signage, art, 
reading materials, 
pamphlets, etc. 

 Implement a 
phonetics mechanism 
that will support and 
assist staff to 
pronounce names 
correctly. 

 Implement a Māori 
conflict resolution 
model/process to help 
facilitate consumer 
complaints. 

 Implement accurate, 
relevant and user 
friendly 
consumer/whānau 
feedback systems. 

 Ensure Māori 
consumers are 
present at all 
governance and 
consumer councils. 

 Utilise He Korowai 
Oranga to enhance 
services for whānau 
Māori. 

 Use patient portal to 
bulk message Māori 
patients for relevant 
health messages (i.e. 
flu season, CVRAs). 
 

 Ensure all staff have 
had patient 
communication skills 
training 

 Ensure all staff have 
had health literacy 
training. 

 Increase education 
and awareness for 
staff around wairua 
and spirituality. 

 Increase Māori 
Chaplaincy, supported 
with cultural support 
and tikanga. 

 Ensure staff are aware 
of environmental 
sustainability 
initiatives to promote 
healthy environments. 

 All staff to attend 
cultural 
responsiveness and Te 
Tiriti o Waitangi 
training – this must be 
updated bi-annually. 

 Provide opportunities 
for Whānau Ora 
training for all staff. 

 Ensure staff are well 
briefed in the Whānau 
Ora referral process. 

 Ensure all staff are 
knowledgeable with 
Iwi and Māori service 
providers and local 
programmes specific 
to Māori. 

 Provide opportunities 
for whānau feedback 
on service delivery.  

 Develop recruitment 
and retention policies 
and guidelines to 
ensure Māori 
workforce is a priority. 

 Promote staff use of 
Te Reo to greet 
patients. 

 Register all Māori 
patients for patient 
portal. 

 Encourage patient 
portal activation for all 
Māori patients. 

 Offer patient portal 
activation to Māori 
patients at no cost to 
the patient. 

 Use the patient portal 
notice board to post 
relevant health 
messages (i.e. Flu 
season, CVRA). 

 Utilise Kia Purea Ai 
Koe as a resource. 

 Ensure accurate 
collection and coding 
of ethnicity data. 

 Implement self-
management 
principles when 
working with whānau 
(care planning). 

 Ensure whānau have 
access to Māori 
chaplaincy. 

 Encourage patient 
portal use for all 
Māori patients. 

 Use bulk messaging to 
inform Māori patients 
with long term 
conditions of 
management options 
such as Enhanced Care 
+, Stanford Living a 
Healthy Life, SWOF, 
Diabetes Lifestyle, 
PHO clinical services. 

 Assess risk of charging 
versus no/minimal fee 
in relation to patient 
uptake and potential 
decreased demand on 
appointments. 

 Utilise data to outline 
the composition of the 
enrolled population, 
heath trends, 
intergenerational 
patterns and whānau 
connectedness. 

 Ensure appropriate 
services/programmes 
such as POAC and LTC 
management are 
offered to the cohort 
of population most in 
need. 

 Ensure whānau are 
listened to and their 
choices are respected. 

 Ensure your service is 
contributing to and 
creating equality in 
your community 
through your service. 
Utilize the resources 
and training that 
become available 
through this space. 

 Ensure the appropriate 
services are aware of Te 
Whare Rapuora and all 
that it has to offer 
whānau. 

 Ensure the appropriate 
services direct patients 
to Te Whare Rapuora. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Patient experience 

- Ensuring patient 
centred care  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 Provide suitable 
technology to allow 
patients to enrol 
immediately. 

 Strengthen and foster 
relationships with 
local Iwi and Māori 
health providers. 

 Ensure a consistent 
approach to cultural 
responsiveness across 
MDHB and CPHO. 

 Ensure staff attend 
cultural 
responsiveness 
education sessions, 
including Treaty of 
Waitangi (pre-
requisite). 

 Use equity training to 
ensure that all staff 
understand inequity 
and their role in 
achieving health 
equity. 

 Use equity training to 
teach staff to identify 
equity issues and find 
opportunities and 
contribute to health 
equity. 

 Dedicate staff meeting 
time for 
idea/intervention 
sharing for solutions 
to equity issues that 
present. 
 

 Enhance cultural 
competence 
components in 
orientation and 
induction 
programmes. 

 Activate shared 
provider alert on PMS 
(notifies a provider 
that a particular 
whānau are connected 
to another provider). 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 
Smokefree households 

- Healthy Start 

System improvements 

and enablers 

Workforce 

development 

Kia māori te ora  

Live Well 

Kia ū ki te ora 

Stay Well 

Kia piki te ora 

Get Well 

Healthy Lifestyles 
 

Self-Management 
 

Whānau 
Cohesion 

Women’s Health 
 

Child Health 
 

Investment and 
Development in 
Iwi and Māori 

Providers 

Smoking incidence in newborn 
households 
 
Smoking prevalence amongst 
pregnant women 
 
Smoking cessation support and 
treatment 
 
Promotion of smokefree 
households 
 
Newborn enrolment with well 
child provider and PHO 

 Benchmark Iwi and 
Māori providers to 
establish funding 
levels in comparison 
with other providers, 
therefore applying an 
equity lens.  

 Update the contact 
details of whānau at 
time of enrolment. 

 Ensure service 
decisions are informed 
based on equity 
demographics and 
current data. 

 Engage Māori 
expertise and 
leadership to plan and 
develop a service 
delivery model that is 
whānau centred. 

 All staff have 
completed the 
Ministry of Health ABC 
online stop smoking 
programme. 

 Ensure all staff are 
knowledgeable with 
Iwi and Māori service 
providers and local 
programmes specific 
to Māori. 

 Enhance cultural 
competence 
components in 
orientation and 
induction 
programmes. 

 Ensure all staff 
undergo cultural 
responsiveness 
training to increase 
tools and skills when 
working with whānau 
Māori. 

 Ensure staff are given 
the opportunity to 
attend training to 
increase 
understanding on 
Mokopuna Ora and 
SUDI prevention. 

 Ensure newborn 
enrolment process is 
followed and audited 
for accuracy. 

 Ensure Smoking Brief 
Advice is given to all 
pregnant women and 
noted in the PMS.  

 Make smokefree 
home promotional 
posters and 
multimedia materials 
in Te Reo Māori visible 
and available. 

 Utilise local stop 
smoking campaigns. 

 Explore innovative and 
interesting ways to 
promote the 
importance of 
smokefree households 
to whānau.  

 Use NIR notifications 
and data as an 
auditing tool for 
tracking babies prior 
to presentation for six 
week check. 

 Check smoking status 
of household and offer 
brief advice to quit. 

 Family violence 
screening. 

 Encourage fathers to 
participate in all cares 
to ensure Māori 
whānau are 
strengthened. 
 

 100% of immunised 
Māori children have a 
standardised checklist 
completed at 6 weeks, 
3 months, 5 months, 
15 months and 4 
years. 

 Strengthen 
engagement with 
Haumaru/Safe 
Sleeping, Smoking 
Cessation, Tamariki 
Ora/ 
Well Child, Oranga 
Hinengaro (Māori 
Mental Health), Family 
Violence, Drug and 
Alcohol, and 
Breastfeeding support. 

 Ensure support is 
offered for Māori 
whānau with children 
whom have disabilities 
(physical/intellectual). 

 Promote the use of 
devices that enable 
safe bed-sharing such 
as Wahakura. 

 Use social media and 
online resources as a 
means of 
communicating 
smokefree messages. 

 Include whānau/ 
partners/support 
people in care planning 
and delivery of care (3 
way conversations). 

 Ensure all hospital 
discharge instructions 
regarding birth and 
delivery are followed 
up. 

 Offer referrals to 
cessation support for 
any smokers in homes 
with babies. 
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   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Youth appropriate 

services  
- Youth are healthy, safe and 

supported  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

Healthy Lifestyles 
 

Self-Management 
 

Participation in 
Society 

 
Whānau 
Cohesion 

Mental Health 
and AOD 

 
Women’s Health 

 
Whānau Free of 

Violence 
 

Investment and 
Development in 
Iwi and Māori 

Providers 

Self-harm 
 

 Undertake a needs 
analysis of Iwi and 
Māori providers to 
determine service 
delivery requirements 
going forward. 

 Target investments to 
priority populations to 
improve overall health 
outcomes and 
improve equity. 

 Explore possible 
means for improving 
access to health 
services for those 
most in need through 
financial support. 

 Build capability across 
health and social 
service providers, 
especially those 
delivering services to 
priority groups and 
the most vulnerable, 
to promote 
sustainable options 
and choice within 
communities. 

 Reorient funding to 
enable expansion of 
the coverage area and 
capacity of youth 
specific services such 
as Youth One Stop 
Shop. 

 Build Māori leadership 
capacity to prevent 
self-harm and suicide 
prevention. 
 

 Identify ways to best 
use the skills and 
expertise of the allied 
workforce. 

 Ensure all staff are 
aware of Te Ara Rau 
service delivery 
model. 

 Ensure culturally 
relevant education 
and training is 
provided to all staff 
around self-harm and 
suicide. 

 Ensure staff are 
trained to identify and 
support youth at risk 
of self-harm and refer 
them to agencies that 
can help. 

 Provide continued 
training to services 
and GPT’s regarding 
youth mental health. 

 Encourage utilisation 
of youth specific 
service such as YOSS, 
Student Health. 

 Conduct basic mental 
health screening on all 
youth who present – 
asking questions such 
as ‘how is home, what 
worries you at the 
moment, what are you 
looking forward to, 
what makes you 
happy?’ 

 Ensure all Māori youth 
presenting with mild 
to moderate mental 
health issues are 
offered a CPHO 
counselling package or 
equivalent. 

 Family violence 
screening. 

 Develop population 
profile to identify 
youth who have not 
presented for 
significant time 
periods and plan ways 
to engage them. 

 Ask all Māori youth if 
they smoke. Enter 
data into the PMS. 

 Provide SBA and offer 
TOAM or alternative 
referral to all Māori 
youth who identify as 
being a smoker. 

 Increase awareness 
and promote 
utilisation of MDHB 
free sexual health 
services. 

 Ensure culturally 
appropriate care is 
provided to Māori 
youth experiencing 
mental health 
challenges. 

 Ensure quality 
resources on self-
harm and suicide 
prevention are 
available to youth, 
whānau, Hapū, Iwi, 
communities and 
frontline workers.  

 Ensure health 
environments are 
youth friendly and 
promotional material 
has youth appropriate 
messaging. 

 Use social media, 
online resources and 
relevant apps as a 
means of 
communicating youth 
appropriate health 
messages. 

 Ensure youth have 
seamless, timely 
access to relevant 
supports. 

 Ensure Māori youth 
utilising secondary 
services receive support 
and/or are aware of 
support available from 
Pae Ora. 

 Ensure Māori youth 
being discharged from 
secondary services have 
a clear and up to date 
action plan to support 
their on-going care. 

 Ensure appropriate 
follow-up occurs post 
discharge from 
secondary services.  

 Include whānau/ 
partners/support 
people in care planning, 
delivery of care and 
discharge planning (3 
way conversations). 

 Ensure Māori youth and 
whānau affected by 
suicide or suicide 
attempts are effectively 
supported. 

 Ensure youth referred 
for mental health are 
monitored and 
supported to access the 
relevant and necessary 
services such as Te Ara 
Rau/Mātanga Whai 
Ora). 



 
48 

   Kia pai te noho, Kia ora te tangata, Kia ora te hapori 

Quality Living, Healthy Lives, Well Communities 

   Indirect patient and whānau care Direct patient and whānau care 

Whānau Ora Goal Priority 

Youth appropriate 

services  
- Youth are healthy, safe and 

supported  

System improvements 
and enablers 

Workforce 
development 

Kia māori te ora  
Live Well 

Kia ū ki te ora 
Stay Well 

Kia piki te ora 
Get Well 

 Provide on-going 
support for youth 
mental health 
programmes. 

 Establish a forum 
whereby services can 
discuss issues 
pertaining to youth 
and youth mental 
health. 

 Ensure culturally 
relevant education 
and training focusing 
on resilience and 
leadership is available 
to Māori whānau. 

 Encourage youth to 
access relevant 
programmes e.g. 
Cactus, Life Line, and 
Whānau Ataahua etc. 

 Encourage whānau 
and youth to access 
Whānau Ora services. 

 Work with relevant 
services to provide a 
holistic approach in 
terms of support for 
youth and their 
whānau (Housing, 
Education and Health). 

 Promote youth 
appropriate 
programmes to youth 
who have been 
identified as needing 
mental health 
support. 

 Educate and provide 
training and resources 
for schools to identify 
youth experiencing 
mental health issues. 

 Develop a shared 
collaborative approach 
with CAFS for 
information sharing to 
identify those in need 
of support who are 
returning to primary 
care. 

 Identify youth service 
providers in rural 
communities to 
improve youth access 
to services. 

 

 



Navigating the right path

He Papakupu
Glossary
Hākui Female Elder
Hākoro Male Elder
Hapū  Pregnant/Pregnancy, Sub-tribe
Iwi  Tribe, Bones
Kapa Haka Māori Performing Arts Group
Kape Māori crescent/eyebrow pattern (representing high energy)
Kia Māia To be Brave
Kōhanga Reo Māori Language Nest (Early Childhood)
Koruru The gable of a Māori meeting house (representing the ancestor)
Māmā Mother
Manu Bird
Mana Kaitiaki Custodians
Mana Whakahaere Authority to manage
Marae Courtyard (directly in front of Māori meeting house)
Pēpi Baby
Rangatahi  Young person/Youth/Teenager
Tamariki Children
Tamariki Ora Well Child
Taonga Treasure, something of value
Te Ao Māori The Māori Worldview
Te Kete Aronui One of the three Baskets of Knowledge
Te Kete Tuatea One of the three Baskets of Knowledge
Te Kete Tuauri One of the three Baskets of Knowledge
Te Reo Māori The Māori Language
Te Taha Hinengaro Intellectual Wellbeing
Te Taha Tinana Physical Wellbeing
Te Taha Wairua Spiritual Wellbeing
Te Taha Whānau Social Wellbeing
Te Tiriti o Waitangi The Treaty of Waitangi
Tewhatewha Traditional Māori weapon
Tikanga Customary Practice
Upoko/Māhunga  Head
Upoko Whakarae Chief Executive Officer
Wahakura  Flaxed Bassinette
Whānau Family, To give birth
Whānau Ora Family Wellbeing
Waharoa Entrance






