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Introduction
Wairarapa DHB is fully committed to maintaining, and further developing, our relationship
agreement with Te Oranga o Te Iwi Kainga and is committed to increasing Māori health gain
and reducing health inequalities.
In 2010 Te Huarahi Oranga, the DHBs Māori Health Plan was developed in partnership with
Te Oranga o Te Iwi Kainga, who is the Iwi Partnership Board for Wairarapa DHB. The strategy
of Te Huarahi Oranga spans 2010 - 2015. It is proposed that the next iteration of the strategy
will be progressed in the coming year and cover the period 2016 – 2021.
Te Huarahi Oranga -The pathway to wellness, is the name given to this plan, it provides a
context for understanding and implementing Māori health practice in the Wairarapa. It
provides a strategic vision, proposes actions to improve Māori health gains and uses Māori
strength based approaches within health service delivery. It includes actions for improving
Māori health, many of which recognise that services need to be whānau-centred. Improving
Māori health requires long term commitment and a concerted investment in the strengths of
the whānau – hence the plan provides a pathway to wellness and a context for understanding
and implementing Māori health practice in the Wairarapa.
Te Huarahi Oranga also highlights a need to focus on Māori who have the greatest need, and
the importance of leadership. Strong leadership, at a DHB governance level and through Te
Oranga o Te Iwi Kainga, is seen as another critical factor in ensuring that Māori health in the
Wairarapa improves.
Te Huarahi Oranga recognises the importance of being able to measure whether we are
achieving the very best outcomes for whānau. It includes a set of actions and performance
measures grouped under three broad areas which together, will support our vision of vibrant,
confident and strong whānau.
These three broad areas include:
1. Pouaro: actions required to develop the workforce and culture of Wairarapa health
organisations, and measures to assess how well providers integrate Māori world views,
values and tikanga into their daily activities.
2. Poutokomanawa: expectations for health providers as they deliver services across the four
output classes – including measures to assess the effectiveness of promotion and
screening services to keep Māori well and measures to assess the hands on work required
to care for Māori when they have a long term condition and to heal them when they are
unwell and are in need of support.
3. Poutuarongo: activities required to support and enable health services to be more effective
for individuals and whānau, including measures to assess the responsiveness and
connectedness of health providers to the people they serve.
National, Regional and local Māori Health initiatives and actions have been collated and
summarised into this Māori Health Plan for 2015/16. This plan is required by the Ministry of
Health through the Operational Policy Framework and provides a framework for measuring a
range of initiative aimed at reducing inequalities and improving Māori health gain. This plan
draws on underpinnings of Te Huarahi Oranga.
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Abbreviations
3DHB
ABC

ACPPs
ACS
ALT
AOD
AP
ASH
BFHI
BSA
BSC
CAMHS
CCDHB
CEP
COPD
CPHAC
CVD
CVDRA
DCIP
DHB
DIF
DMFT
DNA
DNR
DT
ED
GAS
GP
H&D
HbA1C

3 District Health Board
HHS
Hospital & Health Services
An approach to smoking
HVDHB Hutt Valley District Health Board
cessation requiring health staff to
ask, give brief advice, and
facilitate cessation support.
Accelerated Chest Pain
IGT
Impaired glucose tolerance
Pathways
Acute Coronary Syndrome
IHD
Ischaemic heart disease
Alliance Leadership Team
IMAC Immunisation Advisory Center
Alcohol and Other Drugs
ISDR
Indirectly standardised discharge rate
Annual Plan
LMC
Lead Maternity Carer
Ambulatory sensitive
MH&A Mental Health & Addiction
hospitalisation
Baby friendly hospital initiative
MOH
Ministry of Health
Breast Screen Aotearoa
NCSP National Cervical Screening Programme
Breast Screen Central
NGO
Non-Government Organisation
Child & Adolescent Mental Health NIR
National Immunisation Register
Service
Capital & Coast District Health
NRT
Nicotine Replacement Therapy
Board
Co-Existing Problems
NSU
National Screening Unit
Chronic obstructive pulmonary
NZQA New Zealand Qualifications Authority
disease
Community & Primary Health
OIS
Outreach Immunisation Service
Advisory Committee
Cardiovascular disease
OSA
Obstructive Sleep Apnoea
Cardiovascular risk assessment PDSA Plan Do Study Act - Planning tool
Diabetes Care Improvement
PHO
Primary Health Organisation
Programme
District Health Board
PHOAG PHO Advisory Group
District Immunisation Facilitator RFPP Rheumatic Fever Prevention Programme
Diseased, Missing, or Filled
RPH
Regional Public Health
Teeth
Did Not Attend
RSS
Regional Screening Services
Did Not Respond
SIDU
Service Integration & Development Unit
Dental Technician
SUDI
Sudden Unexpected Death of an Infant
Emergency Department
VTC
Vaccinator Training Course
Group A Streptococcus
WCTO Well Child Tamariki Ora
General Practice
WDHB Wairarapa District Health Board
WaiDHB
Health & Disability
YOSS Youth One Stop Shop
Glycosylated haemoglobin
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Health Needs Assessment
This section provides a summarised analysis of population and health condition data. Where
possible the data has been aligned to the national Māori Health Plan indicators and areas
identified as local priorities.
The following analysis has been sourced from the Draft Sub Regional Health Needs
Assessment and the Draft 2015 / 16 Annual Plan. Data for the Māori Population pyramids has
been sourced from Statistics New Zealand.

Population
Wairarapa DHB has a population of 41,109
people. It includes the territorial authorities of Wairarapa population by age and gender, 2013
Masterton District, Carterton District and
South Wairarapa District.
The age distribution in Wairarapa DHB is
noted for a smaller population of young
working adults compared to the other two
DHBs. Around 20% of the population is less
than 15 years, and nearly a further 20% are
over the age of 65 years.
Eighty-one percent of the Wairarapa DHB is
of the Other ethnicity, with a large proportion
being aged 50-70 years, reflecting an older
population.
Māori make up 16% of the population, and
Pacific people and Asian groups make up a
very small percentage.
Amongst Māori, a large proportion (35%) is
children, and a further 40% are of working
age.
The predominant ethnic group as the
population ages is the Other ethnic group,
with 22% of this population being over 65
years in age.
The largest proportion of Māori live in
Masterton District (18%)

Population Growth
In Wairarapa DHB:
- The Māori population is expected to Wairarapa average annual growth rates by ethnicity,
increase by about 1.4 % per year. 2013-2033
Annual growth rate is highest in the
over 65s, and particularly the over 85s
although overall numbers remain
small.
- The small Pacific people population in
the Wairarapa is expected to increase
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about 2.2% per year, but in total is
estimated to be only about 1300
people by 2033.
The small Asian population in the
Wairarapa is expected to grow slightly
faster than the Pacific peoples
population, at about 3% per year. By
2033 it is estimated there will be
slightly more Asian than Pacific people
in the Wairarapa.
The overall Other population is
expected to decrease slightly overall
(at annual rate of 0.2%) and in all age
groups under 65. The population from
65-84 is expected to continue to grow
at about 2.5% per year and the very
old population by 3.9% per year.

Deprivation
The NZDep2013 index of deprivation reflects
eight dimensions of material and social Wairarapa population distribution across deprivation
deprivation. These dimensions reflect lacks of deciles, 2013
income,
employment,
communication,
transport, support, qualifications, owned
home and living space.
The most deprived areas are concentrated in
central Masterton, and Featherston.

Health Service Provision
Public health services
RPH is a sub-regional public health service, serving the populations of Wairarapa, Hutt Valley,
and Capital & Coast DHBs. The services include health prevention, health promotion,
preventive interventions, health assessment and surveillance, and public health capacity
development. Because many of the strongest influences on health and wellbeing come from
outside the health sector, RPH provides services that are coordinated with other sectors such
as social, housing, education, and local government sectors, as well as coordinating with other
health sector providers.
Hospital Based Services
Wairarapa DHB provides secondary services via its Hospital and Health Services (HHS)
provider arm which is located in Masterton.
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Community Based Services
Wairarapa DHB has service agreements with a range of providers for the delivery of primary
health services, well child services, oral health services, Māori and Pacific health services;
community mental health services, community pharmacy and laboratory services.
PHO
Compass Primary Health Care Network provide PHO services in the Wairarapa district

Health Status
Amenable Mortality
Amenable mortality is defined as premature deaths from those conditions for which variation in
mortality rates reflects variation in the coverage and quality of health care. Premature deaths
have been defined as deaths under 75 years of age.
The conditions included in amenable mortality fall within six categories: infections, maternal
and infant conditions, injuries, cancers, cardiovascular disease and diabetes, other chronic
diseases.
From an equity perspective it is possible to use the amenable mortality construct to ask what
contribution to social inequality in health is currently being made by inequality in access to and
quality of health care.
Like national, amenable mortality rates in the sub-region declined between 2000-02 and 200911: Wairarapa by 30%. Amenable mortality was highest in Wairarapa. Rates for females
were lower than, but not significantly different from males. Māori and Pacific people
experienced much higher amenable mortality than Asian, or people of other ethnicities
(significantly higher for New Zealand).
Wairarapa amenable mortality rates by gender, 0-74
years

Wairarapa amenable mortality rates by ethnicity, 0-74
years

Diabetes
The New Zealand Health Survey estimated
the prevalence of diagnosed diabetes to be Wairarapa diabetes hospitalisation rates by ethnicity,
8.0% amongst Wairarapa adults. Adjusted for 15+ years
age, this was not significantly higher than the
New Zealand average.
Prevalence increased with age and although
men were more likely to be diagnosed with
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diabetes than women, this difference was not
significant nationally.
The diabetes hospitalisation rate for
Wairarapa was not significantly different from
national and increased 52% between 2000-02
and 2011-13.
Although the rates for Māori were variable it
was still twice the rate of Other in 2011-13.

National Focus:
PHO Enrolment
A Primary Health Organisation (PHO)
provides primary health services either Wairarapa DHB PHO enrolment coverage,
directly or through its provider members. Census 2013
These services are designed to improve and
maintain the health of the enrolled PHO
population, as well as having responsibility for
ensuring that services are provided in the
community to restore people’s health when
they are unwell. The aim is to ensure GP
services are better linked with other health
services to ensure a seamless continuum of
care.
Compass Health is the single PHO in the
Wairarapa DHB.
Estimates of PHO coverage shows:
99% of Wairarapa residents were enrolled
with a PHO. Māori enrolment was slightly
lower at 94%.
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ASH: 0–4, 0-74 and 45–64 years.
Top diagnoses for ASH 0-74 years, 12 months
to Sep 2014
Rank
1
2
3
4
5

Wairarapa ASH rates by ethnicity, 0-74
years

Wairarapa
Dental conditions
11%
Gastroenteritis / dehydration
11%
Diabetes
10%
Cellulitis
10%
Pneumonia
10%

Ambulatory sensitive hospitalisations (ASH) are mostly acute admissions that are considered
potentially reducible through prophylactic or therapeutic interventions deliverable in a primary
care setting (Jackson and Tobias, 2001).
ASH accounts for nearly a fifth of acute and arranged hospital admissions. However,
determining the reasons for high or low ASH rates is complex, as it is in part a whole-ofsystem measure.
This indicator can also highlight variation between different population groups that will assist
with DHB planning to reduce disparities.
Like national, rates in Wairarapa declined between 2009/10 and 2013/14 (6%)
The disparity in Wairarapa Māori had 1.7 times the rate of Other.
ASH rates in Wairarapa were higher than national.
ASH rates are highest amongst pre-school aged children.
Top diagnoses for ASH 0-4 years, 12 months
to Sep 2014
Rank
Wairarapa
Dental conditions
1
26%
Upper respiratory & ENT infections
2
16%
Gastroenteritis / dehydration
3
15%
Asthma
4
11%
5
Dermatitis & eczema
10%

Wairarapa ASH rates by ethnicity, 0-4 years

ASH rates in Wairarapa for young children was similar to national, ASH declined 14% over
five years. The Māori rate declined more quickly, however was still 1.6 times that rate of Other
in 2013/14
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Top diagnoses for ASH 45-64 years, 12 months
to Sep 2014
Rank
1
2
3
4
5

Wairarapa ASH rates by ethnicity, 45-64 years

Wairarapa
Pneumonia
15%
Cellulitis
13%
Gastroenteritis /
dehydration
11%
Angina & chest pain
9%
Myocardial infarction
9%

ASH rates for Wairarapa adults (45-64 years) were very similar to the national average.
In Wairarapa, the ASH rate has not changed much over five years. The Māori rate was twoand-a-half times that of Other in 2013/14.

Breastfeeding
Breast milk is considered the most complete
food for babies and it gives children a healthy
start in life. The lack of breastfeeding is
implicated in childhood obesity, the onset of
Type II Diabetes later in life, and many other
negative health outcomes.
Research also shows that children who are
exclusively breastfed in the early months are
less likely to suffer adverse effects from
common
childhood
illnesses
like
gastroenteritis, otitis media and respiratory
tract infections.
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Cardiovascular
CVD Risk Assessment
The Government health target is that 90% of
the target population will have a
cardiovascular risk assessment (CVDRA)
completed. All PHOs in the sub-region have
made good progress towards the target over
the last two years.
80% of eligible Māori in Wairarapa had a
completed CVDRA (compared with 90% of
non-Māori non-Pacific).
An early initiative across the sub-region was
the implementation of a ‘patient dashboard’
into practices that displays key clinical
information for patients, allowing clinicians to
easily identify and record those due for
CVDRA or diabetes review
Ischaemic Heart Disease
The New Zealand Health Survey estimated
Wairarapa IHD hospitalisation rates by ethnicity, 25+
the prevalence of diagnosed ischaemic heart
disease (IHD) to be 9.3% amongst Wairarapa years
adults. Adjusted for age, this was not
significantly higher than the New Zealand
average. For people aged over 65, the
prevalence in Wairarapa was significantly
higher than the national average.
The IHD hospitalisation rate for Wairarapa
was not significantly different from national
and has declined 31% between 2000-02 and
2011-13.
Males are twice as likely to be hospitalised
than females (this difference is significant at
the national level) however the gender gap
appears to be narrowing.
The rate for Māori was variable and although
not significant, it was one-and-a-half times
that of Other in 2011-13.
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Chronic Obstructive Pulmonary Disease (COPD)
The chronic obstructive pulmonary disease
(COPD) hospitalisation rate for Wairarapa Wairarapa COPD hospitalisation rates by gender, 45+
was not significantly different from national years
and has fluctuated between 2000-02 and
2011-13. Males had a higher rate than
females although this difference was only
significant at the national level. Although the
Māori rate is not presented in the charts due
to relatively small numbers, the rate has
increased and was nearly three times that of
Other in 2011-13.

Cancer Screening
Cervical Screening
Cervical cancer is one of the most
preventable cancers.
Regular cervical screening reduces your
chances of developing cervical cancer by
about 90 percent. The aim of the NCSP is to
reduce the incidence and mortality rates of
cervical cancer among women within New
Zealand by the detection and treatment of
pre-cancerous squamous cell changes. The
programme is for women aged 20 to 69
years.
Breast Screening
Regular breast screening (mammograms)
reduces the chances of dying from breast
cancer by about 30 percent if you are
between 50 and 65 years of age, and by
about 45 percent if you are between 65 to 69
years of age. BSA is a national programme
that provides free mammograms every two
years and follow up for asymptomatic women
aged 45 to 69 years.
The aim of the programme is to reduce
women’s morbidity and mortality from breast
cancer by identifying cancers at an early
stage, allowing treatment to be commenced
sooner than might otherwise have been
possible. Finding breast cancer early means
a woman has a better chance of surviving the
disease. There are also more choices for
treatment when breast cancer is found early.
It also increases the likelihood that surgical
options that conserve the breast can be
offered.
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Smoking
At present, tobacco smoking places a
significant burden on the health of New
Zealander’s and on the New Zealand health
system. Tobacco smoking is related to a
number of life-threatening diseases, including
cardiovascular disease, chronic obstructive
pulmonary disease and lung cancer. It also
increases pregnant smokers’ risk of
miscarriage, premature birth and low birth
weight, as well as their children’s risk of
Asthma and Sudden Unexplained Death in
Infants (SUDI).
A particular focus has been placed on
Pregnant Māori women who are smokefree at
two weeks postnatal

Immunisation
Improved immunisation coverage leads
directly to reduced rates of vaccine
preventable disease, and consequently better
health and independence for children, with
the outcome of longer and healthier lives.
The changes required to reach the target
immunisation coverage levels will lead to
better health services for children, because
more children will be enrolled with and visiting
their primary care provider on a regular basis.
It will also require primary and secondary
health services for children to be better coordinated.
These actions support and
encourage the implementation of the Primary
Health Care Strategy, and strengthening of
the primary care workforce.
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A continuing focus will be on increasing Māori
seasonal influenza immunisation rates in the
eligible population (65 years and over).

Rheumatic Fever
Rheumatic fever is a serious but preventable illness. It mainly affects Māori and Pacific
children and young people (aged 4 and above), especially if they have other family members
who have had rheumatic fever. Rheumatic fever can develop after a ‘strep throat’, a throat
infection caused by Group A Streptococcus (GAS) bacteria.
Most strep throats get better and don’t lead to rheumatic fever. However, in a small number of
people an untreated strep throat leads to rheumatic fever one to five weeks after a sore throat.
This can cause the heart, joints, brain and skin to become inflamed and swollen. While
symptoms of rheumatic fever may disappear on their own, the inflammation can cause
rheumatic heart disease, where there is scarring of the heart valves. People with rheumatic
heart disease may need heart valve replacement surgery. Rheumatic heart disease can cause
premature death in adults.
It is important to note that currently there are no identified cases of rheumatic fever in the
Wairarapa however health services remain alert to the seriousness of this illness.
Rates at baseline and target rates for rheumatic fever hospitalisations (cases/100,000 population) for
Wairarapa, Hutt Valley, and Capital & Coast DHBs:
2009/102015/16
2011/12
55% reduction from
Baseline year
baseline
(3-year average
DHB
rate)
Rate
Numbers
Wairarapa
0.0
0.0
0.0
Hutt
4.9
2.2
3
Capital &
Coast
2.9
1.3
4
See PP28 (Module 7): Reducing Rheumatic fever; reported quarterly.

15

Oral Health
Dental admissions are a major contribution to
ambulatory sensitive hospitalisations for
children.
A particular focus has been placed on
ensuring pre-school children are enrolled in
the community oral health service.
The Wairarapa team is responsible for around
7,000 children and operates a different model
with a clinical team leader performing both
professional and operational functions and a
smaller team of DTs working across a vast
geographic area spanning urban and rural
zones.
Wairarapa DHB has a central hub clinic in
Masterton and mobile vans visiting schools,
however has a different operational model,
with an important difference being the use of
paper based records rather than the Titanium
patient management system used by the
other parts of the region.

Mental Health
In 2013/14 a total of 17,781 people of all ages
(3.7% of the population), were seen for Population seen by secondary services by ethnicity
severe conditions by DHB or NGO providers
of specialist Mental Health & Addiction
(MH&A) services. Among this group, the large
percentage of Māori using specialist services
reflects the particularly high and complex
needs of this population. Individuals and
whānau seeking help for mild to moderate
issues are most commonly seen in primary
health care settings, often as part of a GP
consultation, and are not included in this data.
Secondary Services in the sub-region are
delivered mainly in clinical teams based in the
each of the three DHBs. NGOs provide a Population seen by secondary services by age-group
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diverse range of community support,
addictions, Pacific and Kaupapa Māori
services which have helped greatly in
achieving greater access rates for all
populations and age groups over the last
three years.
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NATIONAL INDICATORS
Indicator 1: Data quality
Accuracy of ethnicity reporting in PHO registers
Outcome Sought

Greater accuracy of ethnicity data in PHO enrolment databases.

Measures

Ethnicity data accuracy will increase as measured through
implementation of the General Practice self-auditing.
At the time of patient enrolment / re-enrolment, General Practice
administration requires patients to confirm / re-confirm their ethnicity.
Any anomalies are investigated to ensure accurate ethnicity
recording.
On a regular basis, General Practices check all patient records to
ensure ethnicity has been coded correctly and accurately.

Notes

It is important to note that where there are commonalities of work
programmes between CCDHB, HVDHB and WaiDHB; one
programme of work will be developed and agreed as a combined
3DHB approach.

Current Status
Ethnicity

Current
Baseline

Variance to
Target

Target

Māori

100%

100.0%

0.0%

Other

100%

100.0%

0.0%

Planned Actions

Owner

Timeframe

Support hospital projects, programmes and services to improve
quality of ethnicity data collection.

DHB

Q1-4

Review ethnicity data collection protocols in selected services
and ensure ethnicity reporting by provider arm service area and
included in the quarterly Māori Health Indicators reporting
framework.

DHB

Q1-4

PHO to work with General Practices to undertake self-audits to
ensure the ethnicity is recorded accurately, and as per protocol,
on:
- Enrolment; and,
- Re-confirmation

PHO

Ongoing

Report at the end of quarter one an update on DHB activity in
Data Quality.

DHB

Q1

Monitor and report PHO Enrolment indicator performance by
ethnicity including improvement in accuracy and enrolment gaps
on a quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

DHB

Q1-4

This work will include increasing General Practices understanding
of the necessity to record accurate ethnicity data to identify and
address the inequalities and health needs of Māori.
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Indicator 2: Access to care
Percentage of Māori enrolled in PHOs
Outcome Sought

Increased access for the Māori population to primary health care
services.

Measures

100% of Māori in WaiDHB will be enrolled with a PHO.

Current Status
Ethnicity

Current
Baseline

Variance to
Target

Target

Māori

100%

100.0%

0.0%

Other

100%

100.0%

0.0%

Planned Actions

Owner

Timeframe

Work with PHOs and NIR to identify children not enrolled with a
PHO.

DHB
PHO
NIR

Q1-2

PHOs to work with NIR, General Practice, WCTO and other
community health providers to locate and encourage PHO
enrolment.

PHO
NIR

Q3-4

Implement the 3DHB triple newborn enrolment programme

All

Q1-2

Work with Tihei Wairarapa Leadership and the Whanau Ora
Wairarapa Collective to identify and enrol whanau

All

Q1-4

Track PHO enrolment, by Ethnicity, Age Band and Gender, on a
quarterly basis

DHB

Quarterly

Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

DHB

Q1-4

Ambulatory sensitive hospitalisation rates per 100,000 for the age groups of 0–4, 0-74
and 45–64 years.
Outcome Sought

ASH accounts for nearly a fifth of acute and arranged hospital
admissions. However, determining the reasons for high or low ASH
rates is complex, as it is in part a whole-of-system measure.
This indicator can also highlight variation between different population
groups that will assist with DHB planning to reduce disparities.
Wairarapa DHB is very close to the national level of ASH rates
however a gap still exists. ASH rates for 0-4 years will be a priority

Measures

TBC

Current Status

Ethnicity

Current Baseline

Māori rate
relative to
National Total
rate as at Sept
2014
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0-4
45-64

Māori

6152

Other

3767

Māori

4803

Other

1931

136%
208%

Planned Actions

Owner

Timeframe

Hold Whānau Education workshops with a focus on Māori
children, 0-4 years, in the areas of:
- Respiratory; and,
- Skin Conditions

PHO
Provider

Q1-4

Develop and deliver a Whānau resource pack focused on:
- Respiratory; and,
- Skin Conditions

PHO
Provider

Q1-4

WDHB & HVDHB to develop a community education programme
to raise awareness on dental health, asthma, skin infection,
hygiene, and nutrition using the Parish Nurses model

DHB

Q1-4

Collaboratively develop and implement initiatives to support
improved Māori Health with a range of organisations including,
yet not limited to:
- PHO
- Māori Community Providers
- Māori Womens Welfare League

PHO
Provider

Q1-4

Develop a Māori specific analysis framework aligned to
appropriate Māori Health Plan indicators to identify unmet need,
develop and implement appropriate interventions.

PHO

Q1-2

PHO to provide General Practices with patient analysis focused
on:
- Risk of hospitalisation
- CVDRA
- Influenza immunisation
- Smoking cessation

PHO

Q1-4

Appropriate PHO staff to undertake Stanford Self-Management
courses to support patients with multiple Long Term Conditions.

PHO

Q3-4

PHO to provide Train the Trainer to a minimum of 10 people on
the delivery of the Stanford Self-Management courses. Patient
participation on this programme will be focussed on Māori 45-64
years with multiple Long Term Conditions

PHO

Q4

Continue work from the 2014/15 Data Matching project to ensure
all pre-schoolers are enrolled with Bee Healthy (refer also to the
implementation of the 3DHB triple newborn enrolment
programme) with a focus on Māori and High Need populations.

PHO
Bee
Healthy

Q2

DHB to work with Primary Care and WCTO providers to use the
‘Lift the Lip’ protocol at each scheduled WCTO visit and each
GP/Nurse appointment (as appropriate). Appropriate referrals will
be made as required for enrolment or specialist work.

DHB
Bee
Healthy

Q1-4

This work will be undertaken to identify unmet need, develop and
implement appropriate interventions.
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Diabetes
Assess services against the 20 Diabetes quality standards

DHB

Q1-2

Develop a service improvement plan to address gaps.
This work will reference the Atlas of Healthcare Variation, the 20
quality standards and the Quality Standards for Diabetes Care
Toolkit 2014.

DHB

Q3

Transition the DCIP funding model to bulk funding based on
practice population plans supporting activities such as:
- Subsidised GP visits
- Individual education sessions from nurses, dieticians and
podiatrists to enable patients to self manage
- Regular referral to retinal screening
- Management of complications
- Support for insulin commencement
- Self-management programmes

DHB

Q1-4

WaiDHB will report an update on each planned activity in the
ASH section of this Māori Health Plan, by ethnicity at the end of
quarter one. The report will include performance against any
contractual measures highlighting Māori participation and service
utilisation.

DHB

Q1

DHB

Q1-4

This will be reported to the Iwi Kainga Māori Relationship Board
Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- PHO Board
- Tihei Wairarapa
- Alliance Leadership Team
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

Indicator 3: Child Health
Breastfeeding
 Exclusive or fully breastfed at LMC discharge (4-6 weeks)
 Exclusive or fully breastfed at 3 months
 Receiving breastmilk at 6 months
Outcome Sought

Breast milk is considered the most complete food for babies and it
gives children a healthy start in life. The lack of breastfeeding is
implicated in childhood obesity, the onset of Type II Diabetes later in
life, and many other negative health outcomes.
Research also shows that children who are exclusively breastfed in
the early months are less likely to suffer adverse effects from
common childhood illnesses like gastroenteritis, otitis media and
respiratory tract infections.

Measures

75% Exclusive or fully breastfed at LMC discharge (4-6 weeks)
60% Exclusive or fully breastfed at 3 months
65% Receiving breastmilk at 6 months
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Current Status
Breastfeeding: Exclusive or Fully breastfed at LMC discharge
2013 / 14
Current
Variance to
Ethnicity
Result
Baseline
Target
Target
Māori

69%

73.3%

75%

1.7%

Non-Māori

78%

77.2%

75%

-2.2%

Breastfeeding: Exclusive or Fully breastfed at 3 months
2013 / 14
Current
Variance to
Ethnicity
Result
Baseline
Target
Target
Māori

18%

53.8%

60%

6.2%

Non-Māori

60%

68.3%

60%

-8.3%

Breastfeeding: Exclusive, Fully or Partially breastfed at 6
months
2013 / 14
Current
Variance to
Ethnicity
Result
Baseline
Target
Target
Māori

45%

62.5%

65%

2.5%

Non-Māori

75%

66.2%

65%

-1.2%

Planned Actions
Universal Activities
WaiDHB will continue to fund / support WCTO providers to deliver
the Well Child schedule with a particular focus on improving
Māori breastfeeding rates. Each WCTO provider is directly
aligned to a PHO. They will support PHOs to implement
initiatives aimed at promoting / raising the awareness of
breastfeeding.
Maintain BFHI accreditation.
Targeted Activities
Work with Maternity Governance Groups to ensure the inclusion
of breastfeeding support within the maternity sector and the
continuum to primary care as an important clinical focus
Implement a local community forum to support the provision of
breast feeding education:
- In group;
- In home; and,
- Discuss and identify key areas to improve Māori
breastfeeding rates.
Monitoring
Monitor and report indicator performance by ethnicity of Well
Child/Tamariki Ora provider data and Plunket data (where
available) on a quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

Owner

Timeframe

DHB

Q1-4

DHB

Q2

All

Q1-4

PHO

Q1-4

DHB

Q1-4
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Indicator 4: Cardiovascular disease
Percentage of the eligible population who have had their CVD risk assessed within the
past five years (Health target).
Outcome Sought

Reduced cardiovascular disease mortality and morbidity through
cardiovascular risk assessment (CVDRA) and appropriate
management.

Measures

90% of the eligible population will have had their cardiovascular risk
assessed in the last five years.

Current Status
Ethnicity

Current
Baseline

Variance to
Target

Target

Māori

81.2%

90%

8.8%

Other

90.4%

90%

-0.4%

Planned Actions

Owner

Timeframe

Utilise funding increase (2013) to enable on-going support for
primary care to deliver on the health target and ensure its
sustainability

PHO

Q1-4

Ensure the expertise, training and tools needed are available to
successfully complete the CVD risk assessment and
management to meet clinical guidelines

PHO

Q1-4

Ensure that IT systems that have patient prompts, decision
support and audit tools exist, are used and fully report
performance.

PHO

Q1-4

Work in partnership with primary health care providers through
the PHO Advisory Group (PHOAG) to strengthen current
networks and focus on the primary care health targets More Heart
and Diabetes checks and Better help for smokers to quit.

PHO
DHB

Q1-4

Support Health Promotion Agency in its work on CVD awareness
and publicity campaigns

PHO
DHB

Q1-4

PHO will continue current approach which includes:
- Provision of patient dashboard to all practices
- Provision of weekly lists of patients requiring checks
- Unblended Peer group comparison reports
- Quarterly site visits and review of performance with each
practice
- Financial incentives for performance
- Patient information campaign
- Provision of technical assistance

PHO

Q1-4

PHO to provide subsidy for Māori, Pacific and High Needs
patients to receive free CVDRA

PHO

Q1-4

PHO to fund a CVD Risk Assessment programme specifically
targeted at increasing the number of Māori men aged 35-44 years

PHO

Q2-3

Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

DHB

Q1-4
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70 percent of high-risk patients will receive an angiogram within three days of
admission (‘Day of Admission’ being ‘Day 0’).
Over 95 percent of patients presenting with ACS who undergo coronary angiography
have completion of ANZACS QI data collection within 30 days.
Outcome Sought

Reduced cardiovascular disease mortality and morbidity through
better management of acute coronary syndrome (ACS).

Measures

70% of high-risk Acute Coronary Syndrome patients accepted for
coronary angiography have it within 3 days of admission (Day of
admission=Day 0).
95% of patients presenting with Acute Coronary Syndrome who
undergo coronary angiography have completion of ANZACS QI ACS
and Cath/PCI registry data collection within 30 days.

Current Status

70% of high-risk Acute Coronary Syndrome patients
Ethnicity
Current Baseline
Target
Variance to Target
Māori
50%
70%
20.0%
Other
50%
70%
20.0%
95% of patients presenting with Acute Coronary Syndrome
Ethnicity
Current Baseline
Target
Variance to Target
Māori
50%
95%
45.0%
Other
65%
95%
30.0%

Planned Actions

Owner

Timeframe

Sub-Regional Action
Provision of a minimum of 38 total cardiac surgery discharges for
the local DHB populations

DHB

Q1-4

Achieve standardised intervention rates for the local DHB
populations

DHB

Q1-4

Manage waiting times for cardiac services, so that patients wait
no longer than four months for first specialist assessment or
treatment.

DHB

Q1-4

Continue the introduction of Accelerated Chest Pain Pathways
(ACPPs) in Emergency Departments.

DHB

Q1

DHB

Q1-4

DHB

Q1-4

DHB

Q1-4

-

-

-

Contribute data to the Cardiac ANZACS-QI and Cardiac
Surgical registers to enable reporting measures of ACS
risk stratification and time to appropriate intervention.
Develop processes, protocols and systems to enable local
risk stratification and transfer of appropriate ACS patients.
Work with the regional, and where appropriate, the
national cardiac networks to improve outcomes for ACS
patients.

Regional Action
Monitor, report and resolution of DHB performance of acute
coronary syndrome key performance indicators for the Central
Region quarterly.
Improve access to secondary and tertiary cardiac services by
ensuring the:
- Proportion of patients scored using the national cardiac
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-

-

surgery Clinical Priority Assessment Criteria, and the
proportion of patients treated within assigned urgency
timeframes
Waiting list for cardiac surgery remains between 5% and
7.5% of planned annual cardiac throughput, and does not
exceed 10% of annual throughput
Patients wait no longer than four months for cardiology
first specialist assessment, or for cardiac surgery

Work with primary care to develop clear patient pathways that
improve access to cardiac services

DHB

Q2

Develop a regional cardiac service model that delivers
sustainable and equitable access

DHB

Q2-3

Improve access to cardiac investigations and build a sustainable
workforce by developing an action plan for echocardiography that
resolves issues and builds a sustainable workforce.

DHB

Q4

Monitor and report indicator performance on a quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

DHB

Q1-4

Indicator 5: Cancer Screening
Cervical screening: percentage of women (Statistics NZ Census projection adjusted for
prevalence of hysterectomies) aged 25–69 years who have had a cervical screening
event in the past 36 months.
Outcome Sought

Lower cervical cancer morbidity and mortality among Māori women
through better utilisation of the national cervical screening
programme for women aged 25-69 years

Measures

Cervical screening rates for Māori women will have reached the
national target of 80%.

Current Status

NCSP coverage (%) in the three years ending 31 March 2015 by ethnicity,
women aged 25–69 years
Current
Variance to
Ethnicity
Baseline
Target
Target
Māori

70.0%

80%

10.0%

Total

74.9%

80%

5.1%

Planned Actions

Timeframe

Use community events to promote the importance of Cervical
Screening and distribute free cervical smear vouchers

PHO
RSS

Q2-3

Provide free cervical smear vouchers to practices for eligible
women recalled, in particular Māori, Pacific and High Needs
women.

RSS
PHO

Q1-4

Assist practices to establish systems that will enable them to
reach the targeted population and to establish an efficient and
robust recall system.

RSS

Q1-4

Conduct data matching between patient management systems
(Medtech) in GP practices and the NCSP register with the aim to
decrease the number of women who have not been screened or
under screened (not screened in the last 5 years) by providing

RSS
PHO

Q2-4
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dedicated resource follow up. Audit and update patient records
as required.
This work will be linked to Indicator 1: Accuracy of Ethnicity
Reporting
HVDHB will support collaborative working relationships between
providers across the cervical screening pathway.
- 2x HVDHB, 2x C&CDHB, 2x WDHB NCSP and
Colposcopy Clinics meetings per year. Monitor
colposcopy DNA’s , support initiatives aimed at reducing
DNA’s
- 1x meeting per annum with five specialist Colposcopy
Clinics in greater Wellington Region offering support if
required
- Work with Mana Wahine, HVDHB Pacific Unit, Pacific
Navigation Service, 3DHB Colposcopy Clinics, Invitation &
Recall Advisors and primary care to ensure a smooth
referral process to access ‘Support to Services’ for NCSP
Priority Group Women.

DHB
RSS

Q1-4

Continue to fund practice nurses to attend cervical smear taker
course to maintain satisfactory levels of qualified smear takers in
the region.

RSS

Q1-4

Ensure that Māori and Pacific women are referred to other
providers e.g. Mana Wahine and Pacific Health Service for
support.

RSS
PHO

Q1-4

Monitor and report indicator performance by ethnicity on a
quarterly basis to the Iwi Kainga Māori Relationship Board

DHB

Q1-4

6 monthly report of completed referrals by ethnicity, attendance,
DNR, DNA, cancellations and reschedules

RSS

Q1-4

Breast screening: 70 percent of eligible women, aged 50 to 69 will have a BSA
mammogram every two years.
Outcome Sought

Lower breast cancer morbidity and mortality among Māori women
through better utilisation of the national breast screening programme
for women aged 50-69 years.

Measures

Screening rates for Māori women (50-69 years) will have reached the
national target of 70%.

Current Status

BSA coverage (%) in the two years ending 31 March 2015 by ethnicity,
women aged 50–69 years
Current
Variance to
Ethnicity
Baseline
Target
Target
Māori

66.6%

70%

3.4%

Total

73.2%

70%

-3.2%

Planned Actions

Owner

Timeframe

Engage PHO’s to data match General Practices (GP’s) with high
numbers of priority women in WDHB, HVDHB & CCDHB regions.

RSS
PHO

Q2-3

Identify and target BSA eligible women not enrolled or overdue
for breast screening

RSS
PHO

Q2-3
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Promote two combined Breast & Cervical Screening days for
priority women through DHB networks

DHB
RSS

Q1-4

Promote and support the breast screening mobile unit visits as
per the BSC mobile schedule.

DHB

Q1-4

Wairarapa DHB will support collaborative working relationships
between providers across breast screening pathway:
- attend Regional Coordination Group meetings twice a
year, or as required.
- work with Mana Wahine, Regional Screening Services
and Primary Care to ensure a smooth referral process to
access Support to Services for BSA priority women.

DHB
RSS

Q1-4

Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

DHB

Q1-4

Indicator 6: Smoking
Smoking cessation: Percentage of pregnant Māori women who are smokefree at two
weeks postnatal.
Outcome Sought

The percentage of Māori women who were pregnant and were
offered smoking cessation advice and support and who are
smokefree at two weeks postnatal will increase over 2015/16 as a
result of our efforts.

Measures

95% of pregnant Māori women who are smokefree at two weeks
postnatal.

Current Status

Baseline to be determined

Planned Actions

Owner

Timeframe

Implement an Incentive programme to support and encourage
pregnant women to stop smoking

Provider

Q1-3

Continue to offer ABC and NRT Competency training to Health
professionals with a particular focus on LMCs

DHB

Ongoing

Deliver ABC and provide NRT options to pregnant Māori women
at
- First contact registration
- 2 weeks post-partum
- Each of the first two Well Child core contacts

PHO
DHB

Ongoing

Provide bulk access to Nicotine Replacement Therapy (NRT) for
health service providers offering cessation services to Māori and
Pacific communities within the greater Wellington Region, where
at least three providers are accessing the bulk supply of Nicotine
Replacement Therapy (NRT) through RPH

DHB

Ongoing

Monitor and analyse Māori, Pacific and pregnant women referrals
and service uptake, to ensure that there is no disparity of care,
and to inform service planning for priority populations.

PHO

Ongoing

Monitor Smokefree status of pregnant Māori women and, where
relevant, provide cessation advice at each antenatal appointment:

PHO

Ongoing
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General Practice and Specialist Appointments
Monitor and report by ethnicity smoking cessation advice
provision performance and smokefree rates at two weeks
postnatal on a quarterly basis to the Iwi Kainga Māori
Relationship Board

DHB

Quarterly

Indicator 7: Immunisation
Percentage of infants fully immunised by eight months of age (ht).
Outcome Sought

Reduced immunisation-preventable morbidity and mortality.

Measures

95% of infants fully immunised by eight months of age

Current Status
Ethnicity

Current
Baseline

Variance to
Target

Target

Māori

98.0%

95%

-3.0%

Other

95.2%

95%

-0.2%

Planned Actions

Owner

Timeframe

DHB

Q1-4

DHB

Q1-4

DHB
PHO

Q1-4

Datamart reports are reviewed monthly and overdue reports
fortnightly with OIS receiving referrals when required.

NIR

Q1-4

Concerto database to be checked each day for inpatients and
also checks NIR to see if there are any children due or overdue
for immunisation and action as requited.

NIR

Q1-4

Sub-Regional Action
Maintain an immunisation alliance steering group that includes all
the relevant stakeholders for the DHB’s immunisation services
including the Public Health Unit; that identifies service delivery
gaps, participates in regional and national forums and takes the
lead on monitoring and evaluating immunisation coverage at
DHB, PHO and practice level.
Identify immunisation status of children presenting at hospital and
refer for immunisation if not up to date.
Local Action
Implement the 3DHB newborn triple enrolment programme

IMAC sessions will continue to be held annually for Nurses and
DHB
Midwives, in addition the DIF goes to Wellington to present at
VTC sessions. Additional educational sessions on immunisations
will be held if required.

Q1-4

Monitor immunisation performance on a monthly basis within
SIDU

DHB

Q1-4

Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

DHB

Q1-4
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Seasonal influenza immunisation rates in the eligible population (65 years and over).
Outcome Sought

Reduced influenza morbidity through increased seasonal influenza
vaccination rates in the eligible population (65 years and over).

Measures

75% of the eligible population (65 years and over) completed
Seasonal influenza immunisation.

Current Status
Ethnicity

Current
Baseline

Variance to
Target

Target

Māori

68%

75%

7.0%

Other

69%

75%

6.0%

Planned Actions

Owner

Timeframe

HHS, PHO and NGO services to undertake a minimum of two
promotional activities to encourage the uptake of influenza
immunisation for 65+ with a particular focus on elderly Māori.

HHS
PHO
NGO

Q1
Q3

Promote Kaumatua / Kuia wellness with a focus on Influenza
Immunisation.

PHO

Q1-2

DHB

Q1-4

This work will be link with the General Practice patient analysis
programme of work
Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

Indicator 8: Rheumatic fever
Number and rate of first episode rheumatic fever hospitalisations for the total
population
Outcome Sought

In 2014 a sub-regional rheumatic fever plan was developed. The aim
is to reduce the incidence of Rheumatic Fever in the region through a
programme of work focussed on prevention, treatment and follow-up
of rheumatic fever. The plan is part of the Government’s Rheumatic
Fever Prevention Programme (RFPP) which is working to improve
outcomes for vulnerable children and achieve the goal of reducing the
incidence of rheumatic fever in New Zealand by two thirds to a rate of
1.4 cases per 100,000 people by June 2017.

Measures

55% reduction from baseline in rates of rheumatic fever
hospitalisations (cases/100,000 population).

Current Status

Rates at baseline and target rates for rheumatic fever hospitalisations
(cases/100,000 population) for Wairarapa, Hutt Valley, and Capital & Coast
DHBs:
2009/102015/16
2011/12
55% reduction from
Baseline year
baseline
(3-year average
DHB
rate)
Rate
Numbers
Wairarapa
0.0
0.0
0.0
Hutt
4.9
2.2
3
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Capital &
Coast

2.9

1.3

4

See PP28 (Module 7): Reducing Rheumatic fever; reported quarterly.

Planned Actions

Owner

Timeframe

1. To prevent the transmission of Group A Streptococcal throat
PHO
infections in the Wairarapa, Hutt Valley and Capital & Coast
RPH
DHB region, through:
- The implementation of a pathway across the sub-region to
identify and refer high risk children to comprehensive
housing, health assessment and referrals services
- The development of the Housing and Health Capability
Building
Programme
throughout
2015/16
and
implementation of insulation referral process for high-risk
patients
- Raising community awareness throughout 2015/16

Q4

2. Actions to treat Group A Streptococcal infections quickly and
PHO
effectively. This will be achieved through:
RPH
- The provision of training and information for primary care
providers, throughout 2015/16 and on-going.
- Development and implementation of an audit tool for the
treatment of sore throats in primary care
- On-going sore throat swabbing in schools

Q4

3. Actions to facilitate effective follow-up of identified rheumatic
PHO
fever cases. This will be achieved through:
RPH
- The tracking of the timeliness of antibiotics through the
rheumatic fever register with annual audit and stakeholder
meetings
- Appropriate mechanisms for annual training of hospital
medical staff to be explored and implemented
- The implementation of an audit process to follow up on all
cases of rheumatic fever (root cause analysis process
undertaken) by Regional Public Health. For Hutt Valley
and Capital & Coast DHBs, this will include quarterly
reporting on the lessons learned and actions taken
- The development and implementation of a clinical
pathway from diagnosis through to the end of bicillin
course

Q4

In 2015/16 there will be increased focus on consistent communication messages to the
public and health professionals, education of health professionals in primary and secondary
care and antibiotic adherence.
-

Refinement of the walk in sore throat clinics in the Hutt PHO
Valley.
RPH

Q4

-

Engagement with Pacific Health and Wellbeing Collective
Ensure key messages are reaching Pacific families

PHO
RPH

Q4

DHB
PHO
RPH

Q1-4

Monitor and report indicator performance by ethnicity on a
quarterly basis to:
- Iwi Kainga Māori Relationship Board
- CPHAC (Equity report)

30

Indicator 9: Oral health
Percentage of pre-school children enrolled in the community oral health service
(preschool enrolments, PP13a).
Outcome Sought

Improved oral health outcomes for Māori children.

Measures

95% Māori by June 2016 (variable DHB targets until then).

Target

85% of pre-school children enrolled in the community oral health
service by December 2015

Current Status
Ethnicity

Current
Baseline

Māori
Other

73%
80%

Variance to
Target

Target

85%
85%

12.0%
5.0%

Planned Actions

Owner

Timeframe

Implement the 3DHB newborn triple enrolment programme

All

Q1-4

Use quality improvement methodology to increase numbers seen
and completed, such as:
- Value Stream Mapping
- PDSA cycles to see more pre-schoolers
- Data matching with PHOs
- Hub and mobile planning based on demand

Bee
Healthy

Q1-4

Early Intervention team to work with targeted high need ECE,
including Kohanga Reo, to increase enrolments; deliver oral
health education and support the centres with healthy food
policies.

Bee
Healthy

Q1-4

Introduce Titanium dental enrolment database within Wairarapa.

Bee
Healthy

Q3

Data match PHO and Bee Healthy registers to identify under-fives PHO
who are not enrolled with Bee Healthy and undertake an ‘opt-off’
Bee
process for enrolment.
Healthy

Q3-4

Monitor and report indicator performance:
- Monthly inhouse with Bee Healthy Service
- Quarterly to the Iwi Kainga Māori Relationship Board
- Six monthly to CPHAC

Q1-4

DHB
Bee
Healthy

Indicator 10: Mental health
Mental Health (Compulsory Assessment and Treatment) Act 1992: section 29
community treatment order. Reduce the rate of Māori on the mental health Act: section
29 community treatment orders relative to other ethnicities.
Outcome Sought

Appropriate rates of use of Section 29 of the Mental Health Act
(community treatment order).

Measures

No targets set for 2015/16

Current Status

As at March 2015
Ethnicity

1

Current Baseline

1

Rate per 100,000
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Māori

439

Non-Māori

140

Planned Actions

Owner

Timeframe

Jointly with the Ministry of Health, identify variance in use of
Section 29 by establishing consistent data collection processes
for this indicator.

DHB
MOH

Q3

Analyse the degree of variance in use of Section 29 within the
DHB by reviewing the rationale for its use

DHB

Q2

Report findings of analyses to practitioners and a clinically-led
multidisciplinary mental health forum.

DHB

Q2

Develop guidelines and regular auditing processes to support
standardised application of Section 29

DHB

Q2-4

Monitor and report indicator performance by ethnicity on a
quarterly basis to Iwi Kainga Māori Relationship Board

DHB

Q1-4
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LOCAL PRIORITIES
Māori Health Development
Outcome Sought

Improved Capacity and Capability of Māori Health services and
provision

Planned Actions

Owner

Timeframe

Te Tohu Whakawaiora: Embed the Certificate in Health Care
Capability Raising Capability to Accelerate Māori Health Gain
- NZQA approved, will result in a National Certificate in
Māori Management – Generic (workplace practices) Level
3
- Support implementation over H&D primary and secondary
sectors post evaluation
- Designed for non-Māori and Māori with minimal
knowledge of Māori paradigms
- Support engagement of DHB Boards, ELT and workforce
to engage with training

DHB

Q1-4

Pilot an eight-month ante-natal programme for Māori mothers and DHB
their Whānau; a partnership of ante-natal educators and Māori
(community-based) to progress and build appropriate and
focused Māori anti-natal care programmes. Intended Pilot impact
and outcome:
- positive impact on supporting a healthy pregnancy and healthy
lifestyle choices during pregnancy
- Healthy baby on birth
- Increased numbers of Māori mums engaging in appropriate
anti-natal education by Māori

Q1-3

Develop a ‘Wairarapatanga’ learning resource to support cultural
responsiveness amongst service provision

Q1-4

DHB

Māori Mental Health
Outcome Sought

Increased access to Mental Health services with a particular focus on
Suicide prevention; AOD and Respite

Planned Actions

Owner

Timeframe

Implementation of the New Zealand Suicide Prevention Strategy
2006-2015
- Implement the agreed two year Sub Regional Suicide
Prevention & Postvention Plan across Wairarapa, Hutt
Valley and Capital Coast populations.

DHB

Q1-4

Youth Evidence-Based Vocational Outcomes
- Development of a service model to improve Youth access
to Evidence-Based Vocational Outcomes across 3DHB’s
(CCDHB, HVDHB and Wairarapa)
- Co-design service model for Youth Evidence-Based
Vocational Outcomes for services across 3 DHB’s

DHB

Q1-4

Reducing harm from alcohol and improving treatments: CEP
Youth Exemplar
- Establish a new system of care for ‘co-existing enhanced’

DHB

Q1-4
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-

outpatient youth alcohol and other drug services (Youth
AOD) across the 3DHB (Wairarapa, Hutt Valley, Capital
and Coast) mental health, alcohol and other drugs
services in partnership with 3 DHB’s clinical services and
NGO alcohol and other drugs service providers at a local
and sub regional level.
Implement recommendations in the Youth AOD Exemplar
Plan for the delivery of improved performance for
exemplar youth focused alcohol and other drug (AOD)
and coexisting mental health services.

Respite Service for youth
- Develop and implement improved access to both planned
and unplanned respite services across 3 DHB’s
(Wairarapa, Hutt Valley, Capital and Coast) for youth.
- Co-design a service model to improve access and
enhanced wellbeing within the family/ Whānau, and
supports families to care for the child or young person
with mental health needs.

DHB

Q1-4

Prime Minister’s Youth Mental Health Project
Outcome Sought

Increased access to Youth Mental Health services

Planned Actions

Owner

Timeframe

Implement service initiatives to support Youth Transitioning from
adolescence Mental Health Services (12-25 year old) services to
Primary Care that best support young people and their recovery
beyond specialist service delivery.
- Assess the gaps, service barriers
- Explore potential opportunities to reconfigure and realign
services.

DHB

Q1-4

Enhance primary care service
- Enhance primary care service to address ‘moderate plus’
MH and AOD issues within a primary care setting and to
meet the needs of those young people with more severe
presentations who choose to remain with their primary
care provider.
- Assess opportunities to enhance primary care service for
youth by addressing workforce capacity and capability
issues.
- Outreach psychiatric and psychological services within
primary care and YOSS Services (more free ranging
clinics).
- Assess joint training opportunities.

DHB
PHO

Q1-4

Review and improve the follow-up care for those discharged from
CAMHS and Youth AOD services
- Improve follow-up in primary care of youth aged 12-19
years discharged from secondary mental health and
addiction services by providing follow-up care plans to
primary care providers.

DHB

Q1-4

Improve access to CAMHS and Youth AOD services through wait
times targets and integrated case management

DHB

Q1-4
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-

Implement actions to meet the waiting time targets

Workforce development to support primary care to build skills and
knowledge to enable them to recognise and respond effectively to
the alcohol issues of young people.
- Provide support for primary care and other agencies
developing responses to youth (including AOD problems),
including training coaching, mentoring, supervision,
consultation/liaison
- Collaboration with services across the region (including
PHOs and ED’s) and ensuring assertive engagementfocused service provision in settings involved with children
and young people

DHB

Q1-4

Did Not Attend
Outcome Sought

Decrease in DNA rates for Māori via increased attendance to Hospital
appointments

Planned Actions

Owner

Timeframe

Scope the development of a suite of common information to
improve written Health Literacy.

DHB

Q3-4

Ensure appointment information is provided in a way that meets
patients’ literacy levels.

DHB

Q1-4

Understand and address where possible barriers that impact on
attendance lie, with a special focus on three specialties that have
the highest DNA rates.

DHB

Q1-4

Respiratory
Outcome Sought

Reduced admissions / re-admissions for respiratory conditions

Planned Actions

Owner

Timeframe

Develop and implement a ‘Follow Out to Community’ referral
process specifically targeted at Paediatric Respiratory

DHB

Q1-2

Three respiratory pathways will be completed and implemented;
COPD, Cough, Pneumonia and OSA, with additional pathways
will be prioritised by the ALT

DHB

Q1-4

Improving and embedding pathways for primary care access to
specialist nurse and/or doctor advice, by progressing the Subregional alignment of respiratory pathways

DHB

Q1-4
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